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1. INTRODUCTION 

Throughout the last decade, marketing has achieved a new 

recognition and stature ~n business, particularly in enterprises 

in which consumer response dictates the success or failure of the 

products or services offerred. Because of the widespread adoption 

of marketing principles by industry and industryts resultant 

success in using them, marketing techniques have spread today into 

almost every area, and even into areas providinq serv~ces rather 

than products. 

Modern Marketing has two different mean~ngs ~n the minds of 

the people who use the term. One meaning of marketing conjures up 

the term selling, influencing, persuading. Marketing 1S seen as a 

huge and increasingly dangerous technology, making it possible to 

sell persons, things, propositions and causes they either do not 

want or which are bad for them. The other meaning of marketing 

unfortunately is weaker 1n the public mind; it 1S the concept of 

sensitively serving and satisfying human needs. By the recognition 

that effective marketing requires a consumer orientation instead 

of a product orientation, marketing has taken a new role "in life 

and tied its economiC activity to a higher social purpose. It ~s 

this second connotation of marketing that provides a useful con­

cept for all organizations as all organizations try to serve a 

group of consumers (clients, donors whatever you call them) as 

efficiently as its limited competence or resources allow. We can 

define marketing as that function of the organization that can 

keep 1.n touch ~"ith the organization's consumers. read their needs, 

develop products and services to meet these needs and keep the 

organization in harmony with its publics(l). Theodore Levitt, 

states "t-'larketing lS concerned with all the exhilarating big 

things and all the troublesome little things that must be done in 

every nook and cranny of the entire organization in order to 

achieve the corporate purpose of attracting and holding 

customers"(2). So, every organization which has customers must 

e-mploy ilmarketLng effort and practice" to keep intact its future 

(1) P.Kotle iind S,j,Levy, "3roadenin? ti,'? Co cepL of H:) keting" 
Journal of Marketin XXXIII (January 1969). 10, 

2: soc J a f.: _-1 C ,>' , 
, 

j \ "} (Ju.ne. 
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survival and success. The merchantalistic image of marketing lS 

the main reason why ~ertain professionalgrou~~ have rejected the 

idea of marketing to be applied to their operations. One such 

group 1S the medical profession, whether administrators of private 

hospitals which are established on the basis of profit motive or 

private physicians who work to gain a livelihood. They regard 

their profession beyond the merchantilistic concept of marketing, 

see their work as fulfilling certain responsibilities to society 

at large. But, with the use of the "marketing concept" not 'the 

selling concept'. they will be better able to fulfill their duties 

as their profession dictates, as "social marketing concept" 1S 

defined as a management orientation aimed at generating customer 

satisfaction and long-run cunsomer and public welfare as the key 

to satisfying organizational or profess~onal goals and responsi­

bilities"(3), 

With the advanced definition of marketing, certain social 

lssues can be examined from a new focus. An important social 

problem in Turkey, 1S the inefficiency of medical care service; 

patients are complaining about the services offerred, doctors are 

complaining about the whole system, so there 1S consensus that the 

medical care sector, while ever costing more, 1S not performing any 

of its functions well for all these who could benefit by them. The 

multiplicity of proposals for the cure in terms of delivery, orga­

nization, financing and contraIlS evidence that dissatisfaction 

.with the performance of the medical care sector has reached the 

status of a politicized social problem. As in other complex 

diseases. while there is agreement that something is drastically 

wrong, there 1S no consensus on either the diagnosis or the 

therapy, 

The medical care industry, defined to include the serVlces 

of physicians and other health professionals plus the capital. 

labour and intermediate goods used at their direction, is one of 

the largest and fastest growl-ng ln'the entire economy, The analysis 

of the entire sector from a marketing perspective would be too 

broad an issue and unfruitful because of the diversity of 

practices and organizations. So, in this theS1S; private institu-

[Lons (hospitals, clinic~) are taken as the units of analysis. We 

. +. 
P. ,- ( 
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will try to analyze private hospitals a~ any unit of business with 

specific products and a group of £onsumers who purchase the 

products to satisfy certain needs and wants. In this analysis, we 

will try to bring the two sides of the exchange process -(the 

production of medical services by hospitals and the consumption of 

these services by a group of customers)- together, and the tool by 

which a whole will be formed, ~s the marketing tools and techni­

~. We will try to offer a therapy to the malfunctioning of 

private institutions in the form of Ifapplication of the marketing 

concept" to the operations ot the institutions, to show that by the 

use of marketing tools and techniques, the efficiency can be 1n­

creased (efficiency in the form of consumer satisfaction with 

organizations' products and practises). We think that hospitals 

would do well to explore the techniques~'and strategies of market-

1ng as they search for new, more effective ways to attract 

patients, qualified personnel, and other resources and deliver 

serV1ces that are needed and wanted and that will be used, 1n order 

to ensure their future development and survival. Marketing, will 

keep the hospitals on target for efficient use of resources which 

are scarce within the economy. 
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2, MARKETING OF SERVICES 

Before starting an analysis of medical care marketing, it 

is importatit to note how marketing tools are used in service in­

dustries (as medical care involves services plus goods and 

capital) and how they differ from those employed in product areas 

In a survey of the literature; it became apparent that 

marketing discipline has a strong "goods" orientation. In academil 

courses in marketing, tangible goods are considered but rarely 

services to any extent(4). It is apparent that services have 

unique characteristies which differentiate them from products. so 

new concept are necessary if service marketing is to succeed. 

Merely adopting product marketing's labels does not resolve the 

question. The importance of the ~ssue.arises from the fact that 

services have become an increasingly important part of the 

consumers' life styles. TABLE 1 indicates that services are now 

the largest single component of per capita spending in U.S.A. 

TABLE 1- Personal Consumption Expenditures 

Year Durables 
--;--

1960 280 

1961 270 

1962 298 

1963 321 

1964 347 

1965 387 

1966 412 

1967 414 

1968 457 

1969 476 

1970 458 

1971 502 

1972 556 

a) Per Capita ReAl Spending 
dollars), 

Nondurables 

1.124 

1.131 

1.152 

1. 164 

1.206 

1.248 

1. 291 

1.300 

1.334 

1.348 

1. 372 

1.385 

1.434 

(All per cap i ta F' .lgures In 1972 

Service~ 

1.022 

1.038 

1.067 

1.102 

1. 143 

1.192 

1.231 

1.275 

1. 319 

1.365 

1.384 

1.409 

1.463 

b) R.t"i. Bessom and D.(LJackson. "Service Ret:ailing~ A Strategic 
>l.::lrk ... eting !i.ppr ach H J(;uL'nalo iZetailin LI, (SUIT:fP.t:Y) 19?:l) 

79. 
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TABLE 2- Personal Consumption Expenditures 10 the Fourth Develop­
ment Plan, 1979-1983 

1978 1983 Percentage Increasi 

Amount Percentage Amount Percentage Five Years Yearly 

Agriculture 

Mining 

Food items 

201,2 

2.2 

107,7 

59.4 

Other manufactsector 127,7 

Electricity, water 
and gas 8.4 

Transportation 73.1 

Communication 4.1 

Services Sector 194.8 

Import 9,6 

Total 788.2 

a) 1978 pr1ces, 1n billion TL. 

25.5 

0.3 

13.7 

7.5 

16.2 

1.1 

9.3 

0.5 

24.7 

1.2 

100.0 

254.4 

3.0 

143.3 

79.8 

180.7 

14.3 

96.1 

5.4 

248.3 

14.3, 

1.039.6 

24.5 

0.3 

13.8 

7.7 

17.4 

1.4 

9.2 

0.5 

23.9 

1.3 

100.0 

26.4 

36.4 

33.1 

34.3 

41.5 

70.2 

31.4 

31. 7 

27.5 

48.9 

31.9 

4.8 

6.4 

5.9 

6.1 

7.2 

11.2 

5.6 

5.7 

5.0 

8.3 

5.7 

b) I.e. Ba§bakanhk Devlet Planlama Te§kilat1, DordiincU Be)' Y1111k Ka1k1nma 
Planl, 1979-1983, Ba§bakanllk Devlet Matbaas1, Ankara, 1978, p.146. 

From Table 2, it can be seen that the serVice sector has 

the highest amount of personal consumption expenditures, after 

agriculture in Turkey. Also, personal consumption expenditures 1n 

service sector shows a high yearly percentage increase (second 

after electricity, water and gas). This shows the increasing 

importance of the service sector within the Turkish economy. 

Also, the amount of employment in the service sector has doubled 

in the last decade. nearly 68 % of employment in U.S.A .• is in the 

servic£ s~ctor. This impressive increa~e in services sector has 

been associated with: 

(1) Increased affluence. (2) Rising tide of education, (3) 

changing attitudes toward work and leisure, (4) a more sensate way 

of .life, (5) greater personal fulfillment and (6)a more complex 

society(5), So in order to keep pace with the econa.my's expansion, 

companies accustomed to selling products alone for profitable 

growth have diversified more and more into services. 

(5) T.C, -... 5 e J. 1. Ln. g t j·1 i;-:. S e r vic {;:.::;: t ;-; () C i e t y ti ~ 
( t'i arc Ii, ]. 9 7 :2), 2 J " 
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What are services? There are probably as many definLtions 

of services as there are writings on the subject. The committee on 

definitions of the American Marketing Association defines serVlces 

as 
It ••• 
act1vlt1€S. benefits, or satisfactions which are offerred for 

sale or are provided in connection with the sale of goods. 

Examples are amusements, hotel serV1ce. electric serV1ce, trans­

portation, the services of barber shops and beauty shops, repa1r 

and maintenance serV1ce. the work of credit rating bureaus. This 

list is merely illustrative and no attempt has been made to make 

it complete"(6). 

So, not only the definitional committee of the American 

Marketing Association made "no attempt" to make it complete but no 

one else either. To find. a clear definition of 
II . u 

serV1ce 1n 

literature 1S difficult; there existsn6 authoritative consensus 

on either the boundaries or the classification of the serV1ce 

industries. So. the discussion proceeds to analyze the character­

istics of "service units" without glvlng a clear definition of the 

entity called "service" 

2.1. CHARACTERISTICS OF SERVICES 

From the survey of literature it becomes apparent that 

serV1ces have many qualities which differentiate them from 

physical products. These characteristics can be grouped as 

fol10\,7s: 

1- intai:lgibility 

2- human intensive 

3- heterogeneity 

4- attractiveness of consuming without ownership 

5- inseperability 

6- perishability 

Each of these characteristics will be examined 1n turn, and 

how these characteristics influence marketing strategies will be 

noted~ 
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2,1.1, 2:..Etangibility. 

Michael R.Reagosa~ Philadelphia regional sales manager of 

Honeywell Information Systems Inc .• points out that "when you sell 

a servIce, there's no pretty black box to show the customer, and 

the results aren't demonstrable tt (7). This statatement shows that 

intangibility refers to the lack of tangible features that appeal 

to a buyers' senses of hearing, sight, taste, smell and touch; 1n 

short to the absence of a tangible product. But, there IS a 

difficulty in application of intangibility criterion to all serV1ce 

areas. A dentist who makes a false tooth and places it in the 

patient's mouth is certainly delivering a tangible product, but 

dentistry Is invariably classified as a serVIce. It is difficult 

to make a sharp distinction between the activities of an auto 

assembly plant and those of an automohile repair shop, but the 

former IS invariably classified in industry and the latter IS 

usually regarded as a serVIce. A haircut, a shoesbine, the gIv1ng 

of a medicine or therapy by a doctor IS something tangible. So 

intangibility also includes some tangible aspects In a serVIce. 

Alfred Marshall sharply pointed up this dilemma by noting that In 

one sense all industries provide services. "Man cannot create 

material things" (8). 

2.1.2. Human Intensive 

It refers to the fact that serVice marketing involves the 

interaction of people. Service IS presumed to be performed by 

individuals for other individuals generally on a one-to-one basis. 

It Is recognized that the person, personality and perceived 

behaviour of the seller is an integral part of the purchase 

decision(9). The delivery of most services results from the 

activities of people not products~ and a consumer chooses a 

supplier of a service because of hig image or impression of the 

people who will produce and supply the service. 

(7) 

(8) 

(9) 

T.e.Taylor. "Changing Markets-Selling the Services Society", 
Sal e~: Man a ~ e ~_n t .- T. heM ark e tin g Mag a z in e. ( Mar c h, 1 9 7 2). 2 6 • 

Alfred Marshall, Principles of Economics, 
Had'lillan and Co., 1929), '6-"3. 

(8thed.; 

R.H.Bessom and DeW.Jackson, "Service Retailing-A StraLE'gic 
~1arketing Approach", Journal of RetailinIs., L1 (Summ,ir, ~9;' 

.76. 

) 



The intangibility and human intensiveness of the serV1ces, 

makes it impossible to standardize serVlces. so evaluation of 

quality differences even between the services of the ~ame producer 

becomes difficult (no evaluative criteria by which services can be 

compared). For example, no two haircuts from the same barber are 

identical. neither are all repair jobs a mechanic does on cars. So 

buyers of services cannot make quality evaluations or comparisons 

in advance of buying a service. 

2.1.4, Attractiveness of Consuming Without Ownership 

Refers to rentals and public transportation and utilities 

whose ownership may often be burdensome. So, without ownership, 

the user is free from risks of p~oduct.~tyle change and absoles­

cence. Non-ownership implies "shared use" of the same product 

among var10US consumers. Communal vse of certain property like 

transportation. equipment. and housinR may reduce unnecessary 

production, econom1z1ng on scarce resources. 

2.1.5. Inseperability 

Another distinctive feature of serV1ce marketing lS the 

fact that the product cannot easily be seperated from the producer. 

It 1S therefore usually impossible to distinguish between the 

creation of a service and the marketing of it, as these are created 

and consumed simultaneously, Since, there may be no transfer of 

ownership 1n the sale of a service, buyers are more dependent on 

the seller during the consumption and use of the purchased service. 

2.1.6. Perisha~lity and Fluctuating Demand 

Within the intangible character of the serV1ces. perisha­

bility of the service output is an important characteristic. It 

refers to the fact that services cannot be stor:ed for periods of 

peak demand as th~se cannot be mass produced. The utility of most 

services 1S short lived. This perishability factor of serVlces 15 

illustrated by a common expression 1n the hotel field. "A hotel 

room is the most perishable commodity imaginable. If it IS DO[ 

boo ked ton i g h t" t hat rev e n u e i S los t for eve 1''' (10). U n sol d the a t r e 



tickets and empty seats on airline flights also illustrate the 

risk inherent in service perishability. Furthermore, the market for 

servlces fluctuates considerably, by seasons, by days of the week 

and even by hours of the day. 

To evaluate the marketing miX decisions for serVlces, ane 

has to delve into a complex job of scanning the vast literature on 

the subject. as analysis on the subject has not evalued into a 

complete theory. So we have. proceeded to analyze differences of 

service marketing from product marketing and how these differences 

ar1se from the characteristics of services. To answer this ques­

tion, product and service retailing can be examined from four 

aspects. 

product and service development and planning 

prlclng 

- prcmotional strategies 

- channels of distribution of serV1ces 

2.2. PRODUCT AND SERVICE DEVELOPMENT AND PLANNING 

The more human centered the serv1ce, like professional and 

pe~sonal services, the more it seems to depart from the conven-

treatment of the product. The most obvious reason for this 

change 1S that with a tangible good you have the actual product to 

evaluate. to try and determine if the product meets your expecta­

tions. On the other hand, as Wittreich has stated "there IS a 

mystique involved in evaluating a service that does not apply 1n 

buying a typical product". In negotiating the purchase of a 

service the buyer often feels as though he ~s putting his fate ~n 

the seller's hands. The 1mage and the reputation of the service 

seller and its personnel are perceived to be part of the product. 

Thus, personnel and company image become the physical representa­

tion of the offering, ,This 1S important from marketing point of 

view. because companies 1n planning their services. must take into 

co~siderati6r't 'characteristics of rts personnel and company's 

1?ubl{C 'image, b fica us e the consumer can be expected to chaos e a 

serVice supplier whose place of business and sales personnpl 

( 11) i<J II .J f> vI itt rei c h ~ ff Ii 0 \~~ t 0 1) U ~v .3 n d s e 1.,1 r r () f e s s ion a 1 ,S p r vic (:: S i~ , 

B~.tsineSS Rf.:}.viewt. (rvlal~ch~·i'\pril;) l r)b6 
.-..,-.~---"--~' 
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clearly suggest the quality of serV1ce desired for the satisfac­

tion of his needs" As outward appearances will play an important 

part 1n a consumer~s evaluation of the quality and nature of the 

serV1ce he 1S to purchase, the service business must be good and 

it must look good. Some service businesses may be able to neglect 

this important aspect of marketing strategy for .a time because 

effective competition does not exist. Eventually, however, some 

competitor seeking new opportunities may enter the market and 

offer a more satisfying mix of services for consumers. The threat 

of competition of this kind challenges all service businesses. 

even medical. dental and other professional services. 

An important difference between product and serV1ce market­

ing 1S that when marketing a product, the primary task is to create 

a desire or a need for the product 1n the minds of the consumers. 

Services are best marketed by meeting already established needs, 

due to the absence of a physical product. The primary difference 

between two marketing strategies 1S that product manually deter-

m1nes the marketing strategy; while 
, . 
1n serVIces the strategy often 

develops out of the motivational influences surrounding the 

service(l2). An important implication of the above statement IS 

that serV1ce or the content of the service changes according to 

the needs and preferences of a single, unique customer, so there 

exists a particular service for each particular customer. This 

heterogeneity aspect of the services enables the marketer to 

recognize and satisfy the individualized needs of the consumer, 

increasing customer satisfaction. 

Intangibility makes the quality judgements difficult. 

Buyers are usually not able to set standards by which to make 

quality comparisons before making a purchase decision. Due to 

intangibility, branding. brand development and acceptance, and 

packaging al'e usually not prominent in the marketing of services. 

Also, patent rights cannot be kept in service industries; competi­

tors are more likely to gain access to major innovations In the 

service industry c~mpared to product sector. 

Due to the inseper2bility of the serVice and t:f1e serVice 

(12 T,C,Taylo):, t- S S ( 1. 1. i n ~~ t r 1 {~ S c r ~.,-.' ice s , S C~ c i. (- t Y H 



giver. consumption and use 1S not possible without the participa­

t ion 0 f the s ell e r. 0 nee, t he s er vic e has bee nco n sum e dan pus ed, 

then the buyer is independent of the seller. Because of the 

simultaneous production and sale of most services. marketers of 

services are mainly concerned with time and place utility. 

Convenience is a factor that weights heavily in most consumers' 

choice of a service supplier. If a consumer with rather specific 

needs perceives no appreciable difference in the quality or price 

of competitive services. he can be expected to select the supplie 

whose location is most convenient and available to him. Thus, 

location becomes an integral part of service component. 

Perishability and high fluctuating demand of most serVlces 

makes production planning and capacity planning especially import 

ant in service industries. As serv1ces cannot be mass produced 

ahead of time and stored for periodstif peak demand, the utility 

of services is short-lived. When seasonal and load variations 1n 

sales of service industries arlse. serV1ce firms must have the 

facilities available to meet peak periods even though these 

f a c iIi. tie s r ema 1 n i dIe d uri n got her tim e s 0 f the yea r 0 r day. An 

example, 1S hos~ital capacity planning. Where demand 1S uncertain 

andlneven, resulting in long waiting lists and multitudes of 

un~ttended patients, which shows the amount of unsatisfied 

consumers, decreasing over all efficiency of the organization. 

2.3. PRICING OF SERVICES 

Although the pr1ce of a serV1ce can be determined by 

several factors, it must be high enough to cover the costs to 

produce the serVlce and the related amenties as well as to 

contribute something to profit. So, as in product industries, 

cost-~lus-pricing 19 common in service industries. The consumer 

both sectors ~ust feel that the value he receives is greater thai 

or equal to the price he pays for the serV1ce. 

j' 

Sinca~ so many of ~he values derived from services are 

intangible in nature. price is often difficult to equate with 

value. Awsr~ of this factor, some serV1CP firms use prestige 

pricing. or differential pricing to imply that price of the 

tp quality of the output, that ]s they make 

cust.orners fE[',] ~b.t;'(t ~~.11e.'j are g~~t.ting higher \lalue.s as they don~t 



have any standard except pr~ce to make comparIsons and that they 

feel that they Are getting what they have paid for. 

vely 

It must b.e remembered that while product sector ~s relati­

unregulBted s s~rvice sector ~s highly regulated leading to 

set prices. A common argument in the literature is that this 

regulation leads to decrease in quality of services and to lower 

overall satisfaction on the assumption that market mechanism is a 

better allocative tool. In certain sectors of the service industry 

market mechanism cannot regulate or determine price due to lack of 

competition. The code of ethics of most professional services feel 

disdainful towards competitive pressures; this is especially true 

in the medical and legal professions. Also human centeredness of 

serv~ces implies that such services are not price sensitive, 

leading to inflexible pr~c~ng schemes. 

Intangibility and heterogeneity of serv~ces contribute to 

the difficulty of making meaningful price comparisons.perishabi­

lity and fluctuating demand aspect of services ~ecessitates a 

IIflexiblepricing" schedule. Peak load pricing is not uncommon 

related to capacity planning. 

2.4. PROMOTION STRATEGIES 

When consumers purchase a serv~ce, due to the intangible 

aspect of the service. visible tangible reinforcement is m~ss1ng. 

This uncertainty concerning the satisfaction or benefits to be 

derived 1S increased by the fact that, if not satisfied, the 

consumer ~s unable to return a service as he usually can an un­

satisfactory product. This aspect increases cognitive dissonance 

felt by the service purchaser so promotional activities take the 

form of adaptiv~. courteous and empathic behaviour when dealing -

with customer.§(13). Xnadditionto reducing cognitive dissonance, 

such human and personal dimensions of the service should add 

materially to the perceived value of the service. Such behaviour 

can establish close contact betwee6 the seller of the service and 

the consumer. As. Hcl16~ay and Hancock(14) have stated, "services 

(13) R,H.Bessom and D.W.Jackson, IIS erv ice Retailing-A Strategic 
Marketing l\pproachu. Journal of Retailing, Ll (Summer, 197 r». 
66. 

R.J , Eo, 11otJay. <f,nd 
ark., 

R~S.Hancockjnarketi!if.l J.n a ... ~.han~J-_ng Env~E.2~ 
Inc., 1973), pp.55-56. 



have a considerable personal element ~n their relationships with 

the p~blic,more so than do other marketing establishments. This 

human-intensiveness of the service~ leads to the consumer choosing 

a supplier of a serVice because of his image or impression of the 

people who will produce and supply the service-the appeatance of 

their place of business, their location. their relationships with 

customers and their reputation. As a consequence of these reali­

ties, public relations is much more important for attracting 

customers to serVice establishments than are the types of promo­

tion and advertising so common in product marketing. 

Promoting the undesired serVices such as medical care. 

funeral services and legal advice is less common and prohibited in 

most countries. Indirect forms of promotion is used in order to 

remind people of the availability of the service and its crisis 

prevention aspects. 

2.5. CHANNELS OF DISTRIBUTION FOR SERVICES 

The intangibility, inseperability, perishability and 

heterogeneity of services imply that services are created and 

consumed simultaneously. Hence, direct distribution lS necessary 

for most services. Also, cost savings which result from the fact 

that there are no goods to be stored and handled is an advantage 

for the service industry. There are no inventories for re.sale and 

therefore the costs and problems of storage are eliminated. 

Performance of transportation function is also less important 

Since there are no tangible products to be handled. 

Direct distribution often limits the geographical ~arkets 

that service sellers can reach leading to localization of various 

serVl~e institutions. However& the trend has been to broaden the 

~hannels for serVices considerably. One way to achieve intensive 

distribution is to increase the number of locations where the 

service ~ah be performed. 

Another way by which service marketers are seeking to 1n-. 

crease their market coverage is by the use of intermediares. Thej 

are not the traditional middlemen. they perform more of an infor' 

mation·-giviilg and c:oorrltnating function; for example.:en health 

care sector in Britai~ Health Maintenance Organization (HMO) 



Regan suggested over a decade ago that the serVlce revolu­

tion would be based on a mass production approach to develop 

service technologie~(15Y. These service systems routinize serV1ce 

operations so that services can be provided faster. more 

frequently, and at lower costs for mass markets. The most relevant 

examples of the industralization of services are supermarkets and 

mass-merchandizing stores which provide wide selection and fast, 

efficient self-service in contrast to the narrow selection and 1n­

competent sales clerk service of the past. They represent the 1n­

dustrialization of an ancient retail service such as the assembly 

line represents the industralization of ancient craftsmanship. 

Other examples include automatic teller machines, credit cards, 

mutual funds, group health plans, prepackaged vacation tours. 

These standardization of distribution of services is not in accord 

with human intensiveness of most services; so, for most customers l 

standardization of service distri~utio~ results 1n loss of some oj 

the ego-satisfying properties. and intrinsic v~ltles are lost when 

extrinsic qualities are enhanced. 

2.6. MARKETING MIX STRATEGIES FOR SERVICES 

So, the above. analysis shows that marketing m1X strategies 

for serVlces, although they exhibit certain similarities, are 

different from those used in product marketing. The similarities 

and differences can be summarized as follows: 

Similarities 

1- Product (Service) Development 

a) product or service develop- 1- Utilization of 
ment incentives capacity problem 

b) product or service develop- 1- The market place 
ment, sources of ideas .. as a source 

c) product or service st~ges 

d) branding 

e) packr:ging and labeling 

1- Marketing program 

1- Trade and serVlce 
marks 

-_._._---------......... -~-

Differences 

1- Patent unavaila­
bility for servlC1 

1- Services lack uSc' 

for packaging 

(is) W.R.George, "'fheth~f;;iiling=b,~'Seivic.es-;'A Challenging Future", Journal of 

Ret,aj}i,uA' ~~~:T;~f:".ql})971~·cf :~)"\' ~--<---



f) wariantyandservice 

2- Sales Effort 

a) advertising 

b) sales promotion 

c) sales management and 
selling 

d) product differentiation 

3- Pricing 

a) price basis 

b) price management 

- 15-

Similarities 

1- Objectives 

2- Institutions and 
med ia used 

1- Use of printed 
promotion 
material 

2- Use of coupons 

3- Use of contests 
and prizes 

1- Selling' 
techniques 

1- Service differen­
tiation urged to 
parallel product 
differentiation 

1- Value 

2- Cost 

1- Price variation 
principles 

Differ~nces 

Law of warranty 
appears inapplicable 

Lack of physical dis­
play Ln serV1ces 

No samples possible 
services 

No demonstration 
possible in serVLces 

Services do not USe 

discount structure 
generally 

Another interesting 1ssue 15 to show how each characteri s 

tic of the services affect marketing mix decisions such as produ 

planning, pricing~ promotion and channels of destribution for 

serV1ces. These results are summarized 1U TABLE 3, to give a 

clearer idea about service marketing. 



ABLE 3- SERVICE MARKETING 

Service 
~haracteristics 

Planning 
developing 

servlces 

and 
the Pricing of 

services. 
Promotin£ the 

services. 

[ll ill a n - i n ten 5 i v e Company and per- Price insensitive Promoting the 
results of 

[:-. r :l n g i b iIi t y 

rns~perability 

Perishability and 
fTuctuating 
de.mand, 

Heterogeneity 

Attractiveness of 
consuming without 
ownership. 

sonnel are perceived 
to be the product. 

Branding and 
packaging not 
prom i ne n t. 

puyers are dependent 
on the seller for the 
consumpt~on and use. 

Requires "service­
line extentions; 
altering the 
existing sources. 

Service offerer can 
be better ecuiped to 
meet the 
individualized 
needs. 

- Increased emphasis 
on p~oduct quality 

- More attention to 
maintenance and· 
service requirements 
in product design 

- Lease rental packages 

a')"''1Tu~za'T f EO r Bod u r, U n pub 1 i -; h e d pap e r . 

Price comparisons 
are difficult. 

Flexible prlCl.ng 
- special rate 

schedules 
- Peak load. 

Price comparisons 
are difJicult 

per form an c e 

Reputation and image 
of the company. 

Flexibility of pnces 
used as a 
promotional tool 

Non-standardized 
quality makes 
prpmotional task 
difficult. 

Flexible pricing Publicity; emphasizing 
to better reflect the need for a better 
the conditions of balance bet~een 
the product at the ecology and economy. 
time of the rental. 

Distribution channels 
for services. 

No deliveries, 

- direct distribution 
- non-traditional, 

intermediaries 

- direct dist~ibution 
- non-traditional 

intermediaries. 

direct distribution 
- non-traditional 

intermediaries. 

- direct distribution 
- non-traditional 

intermediaries. 

use of traditional 
intermediaries. 

- ne .. , inyentory 
concepts. 



3, ANALYSIS OF MEDICAL CARE SERVICE 

The analysis of the characteristics of services and ~n1que 

marketing strategies are important in the study of medical Care 

service. The medical care sector 1S functioning to restore and 

ameliorate health of consumers. It can be defined as giving sickness 

care. Good health is one of man's most precious assets. The desire 

to live, to be well, to maintain full command over onels faculties 

and to see one's loved ones free from disease, disability or 

premature death are among the most strongly rooted of all human 

desires(16). The product to meet this complex need, is indeed 

very complex in character, as the commodity called "medical care" 

consist of services provided by different people, surgeons, 

physicians, nurses and in different institutions, clinics. 

hospitals, physician's offices, in ambulatory service etc. There 

can be no doubt that medical care is not the same thing as other 

economic goods. So the thesis will proc~ed to analyze the medical 

care serV1ce and to show its differences from other commodities 

and serV1ces in the economy. 

3.1. EXPENDITURES ON MEDICAL CARE SERVICES 

The medical care industry defined to include the serV1ces 

of physicians, and other health professionals plus the capital, 

labour and intermediate goods used at their direction is one of 

the largest and fastest growing within the entire economy as can 

be seen from rising expenditures in both developing and developed 

countries. 

As can be seen from Table 4. for the sample of countries, 

current public expenditure on health stood at some 4 1/2 per cent grl 

of GNP in the mid. 1970's. This 4 1/2 per cent ratio represents, 

however, somewhat less than 80 per cent of total expenditure on 

h e a 1 t h, ref 1 e c tin g the C 0 u n tin u i n g s i 8 n i f i can ceo f p r i vat e s pen din' 

in at least some countries. The GNP shares of private and public 

expenditure together vary between peaks of 7 1/2 per cent 1n the 

United States to lows of 3 1/1 per cent 1n Greece. Capital 

expenditure varies from 3 Z to 12 % of total health expenditure. 

In patient services are a large and fast grOWIng part of all 

(16 ) V.R,Fuc:hs, "The Output of the Eealth Industry!!. 
Memorial Fund Quarterly, XLIV, (1966). hS 
-'-'""""-'-~-~~."""''''''''-'--'-, ~->-""-"",,-......... ,,---
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TABLE 4- TOTAL AND PUBLIC EXPENDITURE ON HEALTH 
1974 or near date. 

Total health Public health 
Country 

Australia (FY 1975/76) 

Austria 

Belgium 

Canada (1973) 

Denmark 

Finland (1975) 

France 

Germany 

Greece (1975) 

Iceland (1973) 

Ire 1 and (197 5 ) 

Italy 

Japan (1975) 

Luxembourg 

Netherlands (1972) 

New Zealand (FY 1973/74) 

Norway (1973) 

Por,tuga 1 

Spain 

Sweden 

Switzerland (1973) 

Turkey 

United Kingdom (1975) 

United States 

Dispersion 

Average 

expenditure 

6.5 

5 . 7 

5.0 

6.8 

5.8 

6 .9 

6 . 7 

3.5 

5 .6 

6.2 

6.0 

4.0 

4.0 

7 • 3 

5.5 

5.6 

4.8 

7 . 3 

5.0 

5 . 2 

7.4 

1.1 

5 • 7 

expenditure 

5.0 

3. 7 

4.2 

5 . 1 

6.5 

5 . 5 

5 . 3 
c:, ') 
J • ~ 

2 . 3 

4.8 

5.4 

5. 2 

3. 5 

5 . 1 

4 .2 

5 . 3 

3.2 

3.0 

6 • 7 

3.5 

1.4 

3.0 

1 . 1 

4.4 

a) OECD Studies in Resource Allocation, Public Expinditure on 
.!i.!:.alth, No: 4, July, 1977, p.IO. 

b) Percent of "trend" GOP at current price. 
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medical serV1ce expenditures. hospital costs tend to be nearly 

half the total current expenditure; staff costs -- ,,:hieh 'tlone 

account for about half the cost of alt personal health care -

together with drug costs take up the largest share of all health 

service expenditures. Even in some of the richer countries the 

proportion of national income devoted to health 15 still 

increasing and if present trends continue, several may be 

spending some of 10 % of their national income on health before 

the year 2000(17). 

Health care involves more than the cure of ailments; 

indeed considering the importance of psychosomatic factors in the 

genesis of disease and of socia-economic factors in the genesis 

of psychological disturbance, most household consumption can be 

treated as preventive medicine(l8). So health care services can 

be segmented into two groups. a) pr'e.ventive health services. 

b) curative health services. Preventive health services decrease 

community health risks. e.g. by providing enviromental sanitation 

or communicable disease control. Curative health serV1ces reduce 

personal health impairments or problems, where possible and 

provide personal care in the sense of increasing the patients' 

comfort and alleviating pain and suffering. The latter froup has 

been the predominant vocation of the he~lth personnel for many 

centuries while the importance of preventive health has been 

newly recognized. 

In medical care sector. it is apparent that expenditures 

have been rising steadily since 1950's, more than the rise in 

expenditures on food items. In other words, in developed nations. 

demand for food is slowing down. while demand for medical care IS 

steadily increasing. The slowing down of expenditures of food 

items may confirm. E n pel s i L aw~. bAl t th e f act t hat me die a 1 

care expenditures has gained importance within the family budget 

compared to food expenditures, ]_s appflrent. It can also be assumel 

that this is due to the s10\V' rise in !,rices of medical care vlhile 

(17) World Health Organization, Health Economics. Public Health 
Pap e r s, No: 6 'I, G e 11 e v a 19 7 5;--; . 1 ,,;'.'-

( 1 8) !vi. vI . 1<' e ci e 1, " S 0 m e Pro b 1 e TIl sin t 11 e 
in the Medical Care Industrv, 
t.he Scr\'ic~~ 

01; 
q '~f 

e 2 sur e Dt en t urI" rod u c. t i v i t y 
duction and Productivit 11 

u r (-~ ,:.:!. U 0 

"i 969 ) 
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prices for food items have shown a larger increase(19). Tbe same 

situation applies in socialistcountries~ for example, in Soviet 

Union, 1n 1960, the percentage of medical care expenditures within 

a worker's family budget was 10 %; in 1972, this increased to 

14 %. In the same period, the percentage of food expenditures 

decreased from 38 % to 35 7.. 

Another study conducted In France, states that between 

1965 - 80, the tot ale x pen d it u res in d u r a b 1 e s dec rea sed from J 2 i:: to 

17 % of total expenditures whereas the percentage of medical care 

expenditures, increased from 12 % to 20 7.. This great 1ncrease 1n 

medical care expenditures shows the importance of the sector 

within the economy. 

TABLE 5- MEDICAL CARE EXPENDITURES 

Average Annual 
growth ra te of 

health expenditures 
1961 1968 1969 1972 at constant pr1ces 

(Abe 1 Smith) (OHE) (S.S.A) (Maynard) (S.S.A) 

U.K 4.2 4.69 4.8 5.1 

France 4.4 4.90 5.7 5,5 

West Germany 4,5 5.7 5,8 

Netherlands 4.8 5.9 6~7 

Canada 6.0 7.25 7.3 

U.S .A. 5.8 6.71 6.8 

Sweden 5.4 6.26 6.7 

a) A.J.Culyer, The Political Economy of Social Policy 
(Oxford, Nartin Robertson, 1980), p.218. 

3,2. OUTPUT OF MEDICAL CARE SfRVICES 

1902-69 5.6 

1963-69 10.9 

1961-69 6.8 

1963-69 10.1 

1961-69 10 ~ 1 

191)2-69 6.9 

1962-69 9.2 

What Is the output of medical care services? This question 

IS important for those who believe that medical care sector is In 

a crisis because expenditures are continually rising; that 1S, 

costs are exce~ding benefits derived from medi~al care. Medical 

servlces, of course, appear in response to diseas0, disability 

and death. HenCe, the health services must handle these in sue!. a 

.(19) Cahiers De L'Association Fran~a~sa De ______ -'-'__.....;...__ .~ __ ~..._.N...... __ ____'____ __ .~ __ _ Ci(,flcC(' EcoI:{OlfJiQuc. 
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way as to prevent, cure, manage or rehabilitate. or at least 

palliate. So~ the output of medical iare services can be shortly 

s ta te d as 
It .. .. 

1ncreas1ng the he a I t hie vel wit h in the soc i e t y " . But, 

another question that has to be answered is "what is health?" 

Definitions of health abound. Agreement is hard to find. The 

definition of WHO can be stated as a guiding principle itA state 

of complete physical and mental and social well being"(20). 

A few points must be made clear. First, health has many 

dimensions - anatomical, physiological, mental and so on- Second. 

the relative importance of different disabilities varies 

considerably, depending upon the particular culture and the role 

of the particular individuals in that culture. Third, most 

attempts at measurement take the negative approach. That IS, they 

make inferences about health by m~asur~ng the degree of ill 

health, as indicated by mortality, morbidity, disability, etc. We 

can summarize the indices of health as follows: 

1- Mortality(21): 

a) Crude mortality rate: The number of deaths In a pop/ 

1000 pop. /yr . 

b) Age specific mortality: number of deaths in a specific 

age group/lOOO pop. In that group/yr. 

c) Cause-specific mortality: number of deaths due to a 

gIven diagnosis/lOOO pop. in a year. 

d) Age-specific-cause specific mortality: death related to 

age at death and diagnosis simultaneously. 

e) Survivors at glven ages out of each 100.000 born alive. 

f) Curve of expectation 0iliie; years of life remaininp;. 

g) Average life expectancy. Other variables can be 

introduced such as s~x or race depending on the problem to be 

(20) R.~lewelyn-Davis and H.M.C.M~caulay; Hospital Plannin~ and 
Adm i n i s t r a ~ i 0 P, VJ 0 rId He a 1 thO r g B n i z a tlon > G E:-n (' v ii-;l<fG-"6-;-"I;- . :: 



examined. 

h) Infant mortality: Number of deaths under one yeatper 

1000 live births in a year. 

It has been argued that mortality rates do not accurately 

reflect the effect of health services; although medical care 

expenditures have increased, small change has been seen 1n the 

mortality rates. An explanation 1S that changes 1n enviromental 

factors in these years have had on balance, a negative effect on 

health, thus offsetting the favourable effects of 1ncreases 1n 

services and medical knowledge. So, new health indices have been 

used in combining mortality and morbidity information;one such 

index is the one suggested by Culyer(22) which consists of 

calculating years of "effective" life expectancy, based on 

mortality and morbidity rates. Such an index would measure the 

number of years that a person cou,ld exp'ect to live and be well 

enough to fulfill the role appropriate to his sex and age. This 

approach could be modified to take account of the fact that illn€ 

or disability is a matter of degree. The years deducted [rom lil 

expectancy because of disability should be adjusted by some 

percentage factor that represents the degree of disability; to 

give more ~eliable data. Another set of indices 1S the increase 

liEe expectency, a set of data given 1n Table 6 shows that 

expectation of life for age groups 30 and above in selected GEeD 

countries. These results indicate that while some increase has 

taken place since early this century, the increase appears to 

have stopped during the 1960's. So, it is apparent that the 

effect of using expenditures on medical care has been offset 

changes in environmental factors 1n this ~ase. due to rising 

standards of living including motor and factory accidents. Withi1 

OECD ~ountries~ th~ major cause of de~th for the age~roup up to 

44 is accidents. Economists label the utilization of goods by 

individual persons and households as "consumption" in contrast t 

" i n v est men t" vl hie h 1 S the ins t r u me n tal use 0 f goo d s top rod u c e 

other goods. Health services-with the exception of some environmen 

medica.l services"';'do not prod~ce any economic commodities directl 

(22) A.J.Culyer; "The Ouality of Life and the Limits ()f Cost. 
Benefit Analysis fl

, York Studies in Econor:~~cs, Institute of 
Social and Economic 'Resea-rch", Department "f Eco,nomics antJ 
ReI ate d Stu die s, U n i v e r sit y 0 f Y ° r k, No: :) II 6 (['I a r Lin 

Robertson Co.Ltd, 1977) p.lL.}, 
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TABLE 6- MALE LIFE EXPECTANCY AT ACE 30 AND INFANT MORTALITY IN 
SELECTED OECD COUNTRIES. 

COUNTRY 

Australia 

Belgium 

Canada 

Denmark 

Finland 

France 

Germany 

Greece 

Ireland 

Italy 

Japan 

Ne therlands 

New Zealand 

Norway 

Spain 

Switzerland 

United Kingdom 

United States 

White 

Non-White 

Years of expected like at age 30 
for a male in the vicinity of 

1910 or 
nearest 

year 

36.5 

36.8 

32.5 

34.6 

36.3 

36.7 

34.3 

32.2 

38.8 

38.8 

33.9 

33.8 

34.5 

27.4 

1950 

39.3 

41.6 

43.7 

38.0 

39.4 

41.3 

42.9 

44.8 

41.1 

38.1 

·44.3 

41.9 

44.2 

39.1 

40.8 

40.2 

31. 2 

27.3 

1960 

41.0 

40.9 

42.2 

43.3 

38.5 

40.7 

41.1 

43.4 

46.4 

42.3 .' 

40.0 

43.8 

42.1 

44.6 

42.0 

42.2 

40.9 

31.7 

28.7 

1970 or 
Patest year 

(41.2) 

40.9 

42.5 

43.2 

39.3 

41.4 

41.0 

(45.7) 

46.3 

42.6 

41.4 

43.4 

41.8 

43.6 

42.9 

43.0 

41.7 

32.6 

29.3 

Infant 
mortality 

rate. 

1960 

2.02 

3.12 

2.73 

2.15 

2.10 

2.74 

3.38 

4.01 

2.93 

4.39 

3.07 

1. 65 

2.26 

1.89 

4.21 

2.11 

2.24 

2.60 

2.29 

4.32 

1975 

1.61 

1.46 

1.55 

1.04 

1.02 

1. 36 

1. 97 

2.40 

1.84 

2.07 

1.00 

1.03 

1.60 

1. 1] 

1. 21 

1.07 

1.60 

1.67 

1.48 

2.49 

a) OECD Studies in Resource Allocation, Public Expenditure on Health, No: 4, 
July. 1977, p.49. 

It 1S therefore legitimate to consi~er most of them as consumption 

rather than investment. 

On the other hand, better health is one of the objectives 

of socioeconomic development, but only one a1onpwith, for 

e,x,ample. improved material standards of living, improved work and 

educational opportunities and more equal access to the benefits 

of modern science and technology. In a narrow sense, economic 

deveJ.cpTnent req;jires .:tT7!Ong other th5_nf~[:~~ a hetter <lualit·,/ ;:;f 

labour achieved through better health, education and other social 
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cap ita 1 ( 2 3), ~ n w h i ch he a 1 t h con t rib ute s toe con 0 In 1 C d eve lop men t 

as one Dfits components. In this context. health services 'can be 

regarded as instrumental, i.e~ asi:nth~enatureo.f investment ina 

wider sense. Although it may be agreed that medical services In 

general can have both consumption and investment characteristics, 

it is not clear whether particular health services such as personal 

preventive health services are to be regarded primarily as con­

sumption or rather as investment. Also Fuchs(24) states that 

health services can be defined as services rendered by. 

1- Labour: Personnel engaged In medical occupations, such 

as doctors, dentists and nurses, plus other personnel working 

directly under their supervision. such as practical nurse, 

orderlies and receptionists. 

2- Physical Capital: The plant and equipment used by this 

personnel e.g. hospitals, x-ray machines. 

3- Intermediate goods and services: I.e. drugs, bandages 

pur c has e d I au n d ry s e r vic e s . 

This argument shows that health care serVIces are complex 

In character, ranging from consumption to investment_good charac­

teristics, creating certain problems in their identification. 

The above argument shows that anaTvsis of the health care 

sector presents many difficulties, one of which is, whether the 

commodity "health care" defined generically as the kinds of ser­

vice provided by surgeons, physicians, hospitals are different 

from other commodities in particular and crucial ways. As is well 

known, this question has been the subject of f~equent controversy 

over the last twenty years, a controv~~sy t~ati5 today as lively 

as when it began. Certain descriptive 6haracteristics of health 

care service has been studied by Arrow, Clark 1957; Feldstein 1963 

Klarman 1965, pp.47.56, Mushkin 1958, Titmuss. 1968. Weisbrod 

1961, Liees 1960~1962.1964, Jewkes 1961.1963~ Fuchs 1966, 

Lindsay 1969. Lindsay and Buchanan 1970 and Culyer 1971. In this 

(23) World Health organi~[itio~l, ... ~!:.~. Ec,~nomics, Public HCHit!l 
Papers, No: 64, Ceneva, 19/J. p.iu. 

)- V'. R,. Euchs~ ;t~TheO'utp;u;t.;pJtl1 . .@:,H~A;:;t~1~; Jp-qustry fl,,< Hil¥~~nk, 
~~...".-." 



- 25-

part of the thesis, we have tried to summarize these arguments to 

come t.oa clear definition ofthe.health care service, as there 

caubeno doubt that health care is not the same thing as other 

economic goods. 

3.3. TilE MEDICAL DECISION PROCESS 

Before starting an analysis of the choice of the 

consumption pattern of health care services, we have to state 

that through this analysis, certain important characteristics of 

health care service can be seen. The medical decision process can 

be summarized as in Figure 1. 

FIGURE 1- FIVE SETS OF FACTORS DETERMi~TNG INITIAL MEDICAL 
DECISION PROCESS(25) 

ifec+_ deed 0 N02.d 
perc_&. ~d by' c 

?o-t~0ClC ?o...-6~t 
Nr: 

-------------.-----------. 
( 2 5) S Y 1 v est erE . B e r k i. H os pit alE con 0111 i c s, (L e x i n g ton L\ 0 0 k s , . . ""T""-------

Studies :in Sncial and Econom~c Proce~;s, 1972), p.3. 
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To summarize Figure 1. first we have to consider that ther 

exis.ts some level of perceived need which influences the potentia 

patient's decision to seek care. Once that decision is made, 

contact with a provide~ is made. At this point, the patient enter 

the formal medical care system. and the medical care process 

begins, The concept of "illness behaviour" has been suggested by 

Mechanic and Volkart to refer to "the way in which symptoms are 

received, evaluated, and acted upon by a person who recognizes 

some pain. discomfort, or other signs of organic malfunction"(26) 

Suchman analyzes this behavio~r in terms of social patterns 

accompanying the seeking, finding and carrying out of medical 

care(27). He divides the sequence of medical events into five 

stages representing major transition points. These stages are: 

3.3.1. The Symptom Experience S t:age 

3 . 3 .2. Th e Assumption of the Sick Role Stage 

3.3.3. The Medical Ca re Contact Stage and Th e Dependent-Patient 

Ro Ie 

3.3.4. The Recovery or Rehabilitation Stage 

All these stap,es do not have to be present ~n every case 

illness, but they will usually be found, even if 1n a condensed 

form. Kadushin(28) found the following five stages to be present 

in the decision to undertake psychotherapy. 

1- recognition of an emotional problem, 

2- exposure to the existence of a problem within the e1rc. 

of friends and relatives 

3- decision to seek professional help 

4- selection of a professional area of help and 

5- selection of a specific practioner. 

------------------~----------------~-----
( 26) D. Me c han i can dE. H • V 0 lk.ar t. n St res san d Be h a vi 0 u ran d the 

Sick Role", Americqn Sociological ~eview. (February, 1961), 
p • 27. 

(27) Edward A. Suc.hmEin; ItStages of Illness and Hedical Care". 
Patients. Physicians and Illness-A Source. book in Behaviors 
Scien-c€ "andH.eal"th.'"ed.E",G-a-It1y Jaco, (New York, Nacmiii-:;,~ 
Limited Co. 1 9 7 25". I I, p. 11 . 

(28) to Undertake Psychotherap' 
(December, 3, p p • 3 . 
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These correspond roughly to the first three stages of our 

formulation .. 0£ the pioce ss. 

We will briefly describe each of the stages in turn 

indicating certain characteristics of the medical care service. 

3.3.1. The Symptom Experience Stage 

(The decision that somethinp: IS wrong). There are three 

analytically distinguishable aspects of the symptom experience. 

a) The physical experience by which we mean the paIn, 

discomfort, change of appearance, or disability actually felt. 

b) The cognitive aspect, by which we refer to the inter­

pretation and derived meaning for the individual-experiencing the 

symptoms 

c) The emotional response of fear or anxiety that 

accompanies both the physical experience and the cognitive 

interpretation. Basic to the initiation of the medical care 
I 

process is the perception and interpretation of symptoms of 

discomfort,pain or abnormality - "the meaning of symptoms for 

the individual(29). These symptoms, for the most part, will be 

reco~nized and defined not in medically diagnostic categories but 

In terms of their interference with normal social functioning. 

TWD aspects of the illness decision-making process during this 

stage with particular relevance for medical care are the denial 

of illness or "flight to health" and "delay 1.n seeking and securir 

treatment"(30). In some cases a real dilemma 1.S created for the 

individual who,mayc-wish to avoid "bothering his family, fdends, 

and doc tor too ear ly i nth e s y rn p tom e x per i e nee s tag e, b II t v} h 0 

f~ars the harmful consequences of waiting too long, 

A greai de~~ bf social research has been devoted to the 
variing meanings of symptoms and illness for different cul~ 
tural group~. for example. 
P.t1.Moody and R.N.Gray, "Social Class, Social Integration an 
t 11 e Use Co f Pre V e n t i v e He a 1 t h S e r vic e s ", P a tie n t s, Ph Y sic ian s 
and Illness-A Sourcebook in Behavioral SCIence and Health, 
-=-T~~-f;--cT'::'-:-;:1-' -. -T"::;---:;---R;-;--~-y", ;:-;;----;:-j ,.-~---:-n--:;;-·~-;-;~--::-::-l -, -1-9 72-.:)-----[-T 
(:~ 1, . .,<- ~ ~ ..... 1\0 J ".1 r L ..;.. y ...... ace,. \ .l~ t:~ 'tJ . u .. K ~ l...l (. TIl J_ .>.- .Ie. 07;. 1 ~ .... , 1- 11. ,1 tt.l.. J ,_ ~ ..... , 

pp. 250-26 L 
e . 

..•• "J:;30).;':1.K;.:,~.~,~.n~:;f;.;'~~;~.Q~Gordpr(~ .. u Se ek ing Ca re for CLin ce r';·, Jo.ur na 1 0 f 
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},3.2. ~.E.tion of the sick Role Stal::: 

(The decision that one is sic~ and needs professional care 

During this stage. the potential patient begins to seek symptom 

alleviation. information and advice and temporary acceptance of 

his condition by his family and friends. The "lay referral 

structure"(31) of the individual gains greatest importance at thi 

time. How this lay referral consultants react to his symptoms and 

accept these as important 'or trivial ",rill influence the individual' 

ability to enter the sick role. The ill person will-seek 

confirmation, advice, reassurance and finally, a form of 

provisional validation which temporarily excuses him from his 

normal obligation of activities. 

3.3.3. The Medical Care Contact ~tage 

(The decision to seek professional medical care and Th e 

Dependent-Patient Role Stage (the decision to transfer control to 

the physician and to accept and follow prescribed treatment). 

At this stage of illness, the sick individual seeks a 

medical diagnosis and a prescribed course of treatment from a 
j 

"scientist" rather than "lay" sources. Thus, an individual may 

translate his perceived need into effective demand simply by 

walking into an emergency room or an outpatient department. In 

consulting a physician, he seeks authoritative sanctioning to 

become "legitimately" ill, but a potential patient cannot have 

effective demands beyond the initial contact. He can only request 

but not express an effective demand for say. serum cholesterol 

tests or chest x-ray examinations. The resource intensive serVIce 

of the medical care sector are legitimated by or independently 

g~rier~tedby the physician. 

Thus, the most important element 1n medical care services 

1S ~rt oy~rwhelming proportion of d~mands become effective demands 
• •• J • 

or ~tiiiiation. if, and only. if legitimized by professional 

d~cision makers. These stages are of fundamental importance to an 

o"~""",·,,,, __ .de.r:s,tanding,of the utiliz'8tionof medical care fa,ciILt ies and 

(31) Edward A.Suchman. !<Stages of 'Illness Elnd 1'leciicsi Care, 
-Hpatients. Physi,""iansandILlness--A Source Rook in Bf'hav ~ora 

°k~:Y~~;?;;~i~~1,~~c1i~;a~~ e .. d~'~':M,~?jL~~lyj-7lCo-:-7jj ew" Y () rk ~,' 'i+'t,tC;i1\~' 
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services. The medical decision maker IS the sole and unique 

participant in this process who has command of the stage o( 

ktrowledge. It brings the physician's ~entral role in generating 

demand. Very few industries could be named where the consumer IS 

so dependent upon the producer for information concerning the 

quality of the product. In this service sector, he is even subjec 

to the producer's recommendation concerning the quantity to be 

purchased. A recent report by the American Medical Association 

says flatly "the quantity of hospital services consumed in 1962 

was determined by physicians"(32), It is clear from everyday 

observation that the behaviour expected of sellers of medical 

care is different from that of businessmen in general. The ethics 

of business (e,g. Hippocratic oath) demands treatment independent 

of the patient's ability to pay. The physician's behaviour is 

supposed to be governed by a concern for the customer's welfare 

which would not be expected of a ~ales~an. In Parson's terms, 

the reI sac a 11 e c t i v i t y 0 r i e n tat ion ( 33), w hie h d i-s tin g u ish e s 

medicine and other professions from business, where denial of self-interest 

on the part of participants is the accepted norm. Also, the 

physician claims that his skills are so esoteric that the client 

IS in no position to evaluate them. One reason for consumer 

Ignorance IS the inherent uncertainty of the effect of the servie, 

on any individual. How can the lay person be expected to know 

the value of a particular procedure or treatment when In many cas, 

the medical profession itself is far from agreed? Also many 

medical services are infrequently purchased. The avera~e consumer 

will buy many more automobiles during a lifetime than he will 

major operations. Therefore, he cannot develop the necessary 

expertise. Furthermore, the consumer is often not in a good 

position to make a cool, rational judgement at the time of purcha 

because he is ill, or because a close member of his farrilv IS ill 

Jfinally, the profession does little to inform the consumer; in fa, 

it frequently takes positive action to keep him uninformed. So, 

from this stems the physician's privilege to be somewhat removed 

from the market place and to accept- the evaluation of his 

co lIe agues rat her t han 0 f his c 1 ie n t s. Th i sis 0 n e oft hem 0 s t 

important characteristic of the medica] care service, the 

( 3 2) K. J . A r r 0 '-J. It The hI elf are E con 0 m i c S 0 f He d i cal C 3 [" e " A me ric il Tl 

Economic Review, LIll, 

T.Parsons. "ThE Professions and the Social Srructur.e", 
-;ti?s~.i:1y~~t,~.;.~~sj~~.,;h9$.~c~.1-..;.._JJ:~~Y~ . (New., Y()rl(~:, Vres s pre 85",- 1949), 
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insignificance of the client against the knowledge and exp~rtise 

of the service giver. The nature of medical pra~tice is seen as 

determined largely by the practitioner's r~lation to his 

colleagues; the medical practitioner is typically a colleague In 

a structure of institutions and organizations, the patient bein? 

an essentially minor contingency. This is the picture presented 

In the general discussions of Carr. Saunders and Wilson, Parsons, 

Merson and Goode, as well as in Studies of medical practice by 

Hall and Peterson(34). 

The preceeding discussion shows the central role of the physician in 

uSIng medical care service. Thus. demand for medical care is largely physician 

or~ginated, with patient focused outcomes. To continue with the medical care 

decision process, we can assume that physician, although bounded by ethical 

considerations, is not indifferent to the financial rewards, peer 
: ' 

recognition. professional status rewards, community recognition 

and so on, associated with alternative patient frcused outcomes, 

IS reasonable to expect that his preferences in these respects, 01 

his valuations of them, are relevant in understanding his medical 

decisions. Especially, where alternative diagnostic and treatment 

processes are available and considered probabilistically medically 

ap~ropriate. (Probabilistic due to uncertainty associated with 

the outcome of the treatment), the chosen course of action IS 

likely to be the one which the physician expects to maximize his 

preference function(35). Thus, the physician IS likely to shoose 

from among the available alternatives that hourse of action which 

(34) See: 
A.M.Carr, ~aunders and P.A.Wilson, The Professionals, (Oxforj 
Clarendon Press, 1933). 
T.Parsons, "The Professionals and Social Structure", Essays 
in Sociological Theory, Pure and Applied, (New York: Free­
press, 1949), pp.185-199. 
R.K.Nerton, "Some Preliminaries to a Sociology of Medical 
Education", The Stucient-'Physician, e.d.R.K.Merton, C:.C.Reader 
and P,L.Kendal (Cambridge, Hass.llarvard University Press, 
1957). pp.73-79. ' , / 
W.J.Goode. "Community'Wi'thin a Community; The Professionals" 
Arnerican sociological Review, XXII. (April. 1957), pp .194-20~ 
o . H a 11, II The In· f 6 r mal Or g a n i z at ion 0 f the Me die a I Pro f e s s ion 
Canadian Journal of Economics and Political Science, XII. 
Tic e b r ~-;~:y~--'-192;6-r~-'--p-p-:"TrF4T:-~'----"'-----'----,----, 
O.L.Peterson, "An Analytical Study of North Caroline General 
P rae tis e", J 0 urn a 1 0 f 1>1 e die alE d 11 cat ion, X X X I, ( Dec e m bee 
195,0), p p • 1-165-:--'--"--"---"--"'''''''-'''' '7=-c._~~ 

_ (35) Sy 1 ve •. ste r E. Be ~k~".:.H_g." •..... ,~.",;,y._".~t~"~·',~,sonomiq;~, ,< Lex in g ton B()o k s • 
." .... ,,' " .' i ?):' n n ,!~ ~-h _ 



he associates with the highest reward state to himself. Service 

demands may be originated by the physician for purposes of researcl 

for teachin~, for de~on~trating high esoteric skill achievement~. 

for statu~ and for increasing his income or decr~asing his work~ 

load or both simultaneously. So. although patient welfare is the 

primary determinant, it is apparent that it is not the sale 

determinant in physician decision making. 

The medical decision is subject to three types of contraints. 

1- Patient's socioeconomic characteristics and 

2- The availability of alternative supplies of services, 

3- Ethical, legal and institutional factors that both help 

shape. the physician's preferences. and constrain his 

choice set. 

It 1S apparent that the patient's age, family status, 

education and social status are variables relevant in the 

physician's choice of care pattern. Moody and Gray have shown hOWl 

social class. social integration and other socio-economic charac­

teristics influence the consumption of preventive health servicesC 

This (Will be examined \Olithin the analysis of demand for health care) 

It' 1S found that a higher rate for hospitalization exists for 

conditions manageable on an ambulatory basis for children in smal 

families. or for children in lower income than in higher income 

families. as the physician feels that the appropriate care 

pattern 1S less likely to be followed in a household full of 

children with multiple demands on the parents than in one with 

fewer competing chores. 

The financial constraints facing a medical decision will 

change by the patient's willingness and abiliey to pay himself or 

to have paid on behalf of Insurance or use of free services 

offered by the public institutions. These financial constraints 

will be examined in more detail in demand analysis. 

The second coristraint on the medical decision IS the 

(36) P.H.Hocdy and R.N.Gray, "Social Class, Social Integrati.on 81 

the Use of Preventi~i/e l-lealth. Scrvices1i~ atier1tt:~9 Pliysi,:~-f.n[1:! 
anu Illness-A. Sourcebook in Behavioral SCTeD(:-e'--·an-;r'He-:;-TtE-~'-'· 
e""cf; ."E .-G':i7t~i~o":-"-nJ~~;~---yorl(.r }fkciul-fL~;-LT;~-rt-~d:- J.ff::; 2) -:--'i T • 
• ;. .~;') <;n::"') I;{.... .. '.' .:< 
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availability of alternative supplies of serV1ces. The extent to 

which complex diagnostic facilities are available. as wel~ as 

their .co.sts to both the patient and the physician is not indepenc 

of their use. It is not unwise ~o think that physicians who own 

diagnostic facilities are more likely to be extensive user~ of 

them. The availability of alternative supplies of services is 

determined not only by econom1C, institutional and physical facte 

One important aspect of availability is accessibility. Thus, 

c e r t a ins 0 cia I and p s y c hoi 0 g i c a I c h a r act e r i s tic s 0 f bot h, pat ie n t ~ 

and physicians, as well as economic factors, help determine which 

among the physically available alternative supplies are infact 

accessible, and available. 

The last set of constraints consist of ethical, legal, and 

institutional factors which help shape the physician's preference 

and contraint his choice set. Legal prohibition of fee splittin? 

or the inability of one physician to charge another physician for 

referring patients, legal prohibition against the delegation of 

certain medical functions to persons who are not licenced to 

perform them are examples of legal constraints. The practise 

setting, or institutional matrix of the physician, partly 

determined;by his preferences, also act to shape them. Even if we 

assume that technical medical knowledge is uniformly distributed, the 

physician's professional and physical location will influence the 

outcome of the medical decision. The physician in private fee - fo 

service practice with an established referral practice in a 

suburban setting 1S likely to make choices that will differ from 

those of the equally technically competent internist in the 

emergency room of a city hospital on a hurried week day. So In th 

Medical Care Contact stage of the medical decision process and 

that of the ~ependent. Patient Role Stage, the central role IS 

that of the physician, most specific diagnostic and thera~eutic 

ambulatory services are physician originated. This physician 

centerness of medical decision process IS the most important 

element in medical care service, a9d which makes the relation 

of consumer and producer somewhat ha~y. So in the analysis of ? 

marketing services of hospitals; this centeredness of physician i 

the process of medical care decision hrings certain dimensions 

which differentiates the study from the classical Rpproach to 

markeLlng rnix decisinn~ .. 



3.3.4. If we continue with the study of illness behaviour, the 

fifth stage will be The Re~overy or Rehabilitation Sta~e. (the 

decision to relinguish the patient role). The course of medical 

treatment comes to a close when the patient is dismissed or 

withdraws from A~tive m~dical care and i~ expecte~ either to 

resume his old role of a healthy individ~al again. or to adopt a 

new role of chronic invalid or long-term rehabilitation. During 

the stage of convalescence or rehabilitation, the ex-patient must 

learn to be once more in the world of the healthy. In the case of 

acute illness the return may present no particular difficulties, 

but for many chronic illnesses, and physical impairments, this 

process 18 a slow and demanding one and may involve recurr1ng 

episodes of illness. This stage contains some highly significant 

problems for medical care, especially in view of the increasing 

ascendence of the chronic diseases with little hope of definitive 
! 

cures. The provision of horne care for the aged, of rehabilitation 

for the han die a p p e d • 0 flo n g term car e . .f 0 r the c h ron i c a I I vii I a re 

the type of cares that will be needed at this stafe. 

These five stages, then represent the content and sequence 

of medical care decision process. From this analysis, certain 

un1que characteristics of medical care in relation to the 

physician service can be pointed out. 

3.4. CHARACTERISTICS OF MEDICAL CARE SERVICE 

3.4.1. Consumer Ignorance and frofessional Power 

A prerequisite for the effective operation of any market 

1S that the consumer have a great deal of knowledge concerning thl 

quality of the product so that he can make a rational choice 10 

the process of attempting to maximize his satisfaction. A fund­

amental characteristic of the medical setvices market however, 
. '. 

a characteristic that makes it significantlj different from the 

market for most other products, is the relative lack of knowledge 

on the part of the consumer considering the nature of the product 

being purchased. Medical knowledge"is extraordinarily complex, so 

complex that the knowledge possessed by the physician concernlng 

th e nee e s sit y f () r 0 reo n seq U E' nee S 0 f t rea t TIl e !l t 1 S t 1- '0 m i~ 1i d ( , ,-:} y 

greater than that possess.ed by the consumer, We have to note tha~ 

the c rue i a 1 d iff ere n (' e ink 11 0 I,' 1 e d g e bet \v e e nth (: pat i e n tan d t 11 C 

ph y sic i 11 n i s not: 1 nco nee r n 1 n f pro due; i () n met hod s, thE' P r c' d ,; C 0 r 



invariably knows more than the consumer about production methods. 

What is of significance is the difference in knowledge as to the 

satisfaction that will be g~ined from the purchase of a particu18t 

product. For most produ(!ts. the consumer knows as much about the 

uti1ity of the product as tbe producer. In considering the 

purchase of a lOaf of b~ea~,a television set or a washing machine 

consumers have a reasonable knowledge of the satisfaction these 

com mod i tie swill y ie ld and c an m a k ere as 0 nab 1 yin tel I i g e n t c hoi c e s . 

Suppose that the co~sumer has persistent abdominal pain. It 1S the 

physician who makes the decision as to what kind of treatment 1S 

needed and by his recommendations he can create a demand for his 

own product, It is the physician who decides whether or not drugs 

are req~ired. whether or not hospitalization is desirable whether 

or not surgery is necessary. The consumer has no way of knowing 

which alternative is best for him. he must rely upon his faith 1n 

the integnity and competence of the physician. Moreover, the 

consequences of a wrong choice on,thep~rt of the consumer can 

be disastrous. If a consumer finds that a partic~lar loaf of 

bread purchased is tasteless, he can try a different kind the next 

tim e and the cos t 0 fer r 0 r iss mall. Le t him m a k e ami s t a k e i n his 

choice of medical care, however, and the error could produce acute 

pain and discomfD~t and in the extreme, death. So the risk 

associated with the consumption of medical care. forces the 

consumer to use professional referral system. 

3.4.2. Irrationality of Consumers 

In welfare economics; it is assumed that welfare of 

COnsumers is acquired through a rational choice of alternatives, 

and that these choice s reveal preferences. Three arguments have ",,­

been put forward which undermined th~ rationality assumption of 

optimization of welfare in medical care consumption. These are: 

1- Many consumers, though sick, do not desire treatment 

and may even be ignorant of their sickness. 

2 - The me n t 8 lly sic k fit 0 d d ly i n t 0 a "c 0 n S u In e r s" s 0 v e r­

eignity model. 

3- Patients requiring eme~gency treatment are frequently 

not in a position tc reveal their preferences. 
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1- The first of these impediments have been well analysed. 

Spectacular. evidence for the truth of this proposition was ~ 

discover-eel ,intihe famous r~Peckha1ll expe-rimentl! of 1935-9., where 64. 

percent of the pe~n;ons examined had identifiable disorders but 

were unaware ofthem(3~). This was supported by Israel and Teeling 

Smith's findings iri 1~67. where it was proved that there were 

150.000 unknown diabetics in Britain(38). It also appears that the 

problem has similar dimensions in other countries. But there are 

two dimensions to this problem. On one hand, ignorance of 

consumers violates the rationality rule of market mechanism. On 

the other hand, this inference 19nores the possibility that the 

degree of ignorance measured in experiments such as at Peckham, 

may, in fact be optimal. If information about one's health is cost 

to collect, it may be irrational to dispel all ignorance. So, the 

question about the amount of ignorance that can be tolerated 1S a 

question of tradeoffs between cos:ts and benefits associated with 

the search for information. 

2- A similar conclusion must hold with regard to patients, 

who, though knowing that they are sick, fail to demand treatment. 

This 1S true due to the fact that illness behaviour 1S underlined 

by irrational fears, resulting from the fear of the unknown. As 

mo~t patients feel that there is something wrong with themselves, 

anticipate fear of pain, of discomfort, risk of total or 1n -

complete or delayed recovery, in short, prolonged deprivation of 

normal function, try to delay the acceptance of the fact that the] 

is something wrong with themselves. It is not a myth that 

a great number of doctors, who have cancer, delay the start of 

their treatment. This escape from reality is especially important 

in analysis of consumption of medical care service. 

3- Similar on~lusions hold with respect to the emotionall~ 

d i 5 t U r bed. chi 1 d'r e nan d erne r g en c y cas e s . It 15 apparent that 

these individuals are in no position to choose, then some people 

mu~t decide for them. Thus, it lsapparent that there exists 

external demand fo·r the care of these people. This brings the 

question of ~~,:ilities which is an important problem in he<llth 

(37) A.J.Culyer, "Is i'kdical Care Different?", extract from "The 
Nature, elf Tbe Comrnoclity Health C,~~!-'en and irs Eff,lc1pnr 
i\ 1 I 0 cat ion ". b y the aut h 0 r ,0 x f (j r ,:i F; c u 11 0 m i c s rae r s, Y ;; I IT, 
pp.189-211, 



ec&riomics. Externalities will be discussed later. 

Theibove discussion sh~ws that in the consumption of 

medical care$ rationality aspect is somewhat not applicable. This 

differentiates medical care serV1ce from most of the other 

products in the market. 

3.4.3. Expected Behaviour of the Physician 

It is clear from everyday observation that there are 

certain societal, as well as ethical standards which govern the 

behaviour of physicians. This is due to the fact that the consumer 

cannot test the product before consuming it, and therefore there 

is an element of trust in the relationship. The patient wants to 

have some guarantee that at least the ppysician is using his 

knowledge to the best advantage. There is no way to evaluate this, 

SO it leads to the setting up of a relationship of trust and 

confidence. one which the physician has a social obligation to 

live up to. As the patient cannot enforce standards of care (as 

he does not know as much as the physician), he replaces direct 

observation by generalized belief in the ability of the physician. 

To put it another way, the social obligation for best practice 1S 

part of the commodity the physician sells; even though it is a 

part that is not subject to thorough inspection by the buyer. 

In this process, the product and the activity of productior 

are identical. the exchan~e process is between the physician and 

the patient. In this context of exchange, the transaction involve~ 

the physician in the traditional role of the small servicemen or 

businessmen. He charges a fee for services rendered, accepts mone~ 

~ends bills and reminders. And yet, it 1S only necessary to point 

tod~ri<:l.iric()mmercial practices which the medical profession 

rejects to realize that the medical relationship is qualitatively 

differe~t from the commercial relationship. The ideolopy of the 

profess inn, for example, places gr~at stress on the obligations OJ 

the physician toward the patient1s welfare and the exclusion of 

tbe profit-motive in professional decisions. Nor, the physician 11 

expected to advertise, to give bargain fees, to ruarantee a cure, 

to refuse a patient because he is a poor credit risk. to split 

fees with ref~~ring colleagues, or to refrain to send his bill if 

The. ssumpt ion 4 t the ph)ls i c 



There is. thus in theory and practice, a complete segregation 

between the exchange aspect on the cne hand and the perform.ance 

of services on the other(39). The same principle .~plies to 

hospitalst where relative unimportance is given to making of 

profit, as it is thought that the very word. "profit" is a signal 

that denies the trust relationships. 

The above fact. as Parsons has pointed out should not be 

misjudged. as meaning that the physicion is altruistic and the 

business men egoistic. This dichotomy is not only too simple, it 

is basically Inaccurate. We can assume that both physicians and 

businessmen are concerned with occupational success in their 

respective field of endeavor. Success in the business world IS 

measured by profits and failure by losses, all expressed In moneta 

terms, it is therefore expected of a businessman that he will 

s t r i vet 0 m a xi m i z e pro fit s. To do: 0 the F\v is e, w 0 u I d bee ant r a r y to 

the accepted definition of the businessman's role. Occupational 

success in the professional, and particularly the medical role IS 

only indirectly measured by monetary criteria. The criteria used 

to determine success in this field is different; training, know­

ledge. professional performance, intelligence, publications, 

contributions to science and medicine. new clinical procedures, 

re~pect on the part of the professional colleagues and of the lay 

community (to believe otherwise, would be, according to my persona 

belief to undermine one of the ideals of the society which can be 

summarized briefly as; "there can be no value placed on the 

profession of the physician nor on the life of any patient") 

These conditions. furthermore are the functional prerequisites 

for the establishment of physician-patient relationship based on 

confidence, this confidence, which is of undeniable therapeutic 

value. could hardly exist In a typical buyer-seller relationship 

governed by the rules of the market. 

Control over the professional actions of the physician 

appear to be vested primarily in a~ internalized and self-enforce~ 

code of professional behaviour of the type mentioned above and In 

the I a y c 0 mm u nit y ( iN hat Fr e ids 0 n calls the Ii I a y ref err a I s y s tern) (J 

( 39 ) T.Parsons, "The Professions and the Social Structure". 
~s S.~1 .. L~2~_ Soc i 0 1 0&1)::8. liThS:.EI:t....l.. (New Yo rk: Free pre 8 S, 19 L19) , 
pp.185-199. . '., ..... 

( 40) E. F rei d son> 11 C Ii ent 'Co nt r 0 1 and Me die alP ra c tis e H. Pat i en t s , 
Phy sic i a DS and-rl1n.ess-:-A S 0 Ll rc e b 00 k i nBehavi 0 r a 1, Sue n ee. a:o 
u ;-;'"''''h' .. :;:'J'7'Jf .. f.:c:a·:it;lV::··~la'co-mew -Y ork; M~<¢m.·:rll(in Liffil~Tl. 9721" 



In such B system the physician is under some pressure to please 

his patients in order to acquire clientele. Word-of mouth recom­

mendationssbecomean importance lemen t in building a practice, 

and inability to please the clientele will be reflected (in a 

competitive situation, at least) in mediocre success and a 

correspondingly poor income. In a non-competitive situation. ther 

IS of course less of a pressure to please patients (not from the 

medical point of view but from other servIces that result In 

time loss due to waiting in queues), 

3.4.4. !roduct Uncerta~ntl 

Uncertainty as to the quality of the product IS perhaps 

more intense here than in any other important commodity. Recovery 

from disease is as unpredictable as its incidence. In most 

commodities. the possibility of ,learn}ng from one's experience 

that of others IS strong because there IS an adequate number of 

trials. In the case of severe illnesses the uncertainty due to 

inexperience is added to the intrinsic difficulty of prediction 

the outcome. Although automobile and houses are also expenditure: 

sufficiently infrequent so as giving way to uncertainty, amount 

of uncertainty of consumption of medical care is certainly much 

greater in the case of severe illnesses. 

Furthermore, there is a special quality to uncertainty, al 

medical knowledBe is complicated, the information possessed by tl 

physician as to the consequences and possibilities of treatment 

necessarily very much greater than that of the patient. Both 

parties are aware of this informational inequality, so that the 

consumer (as he cannot feel cognitive dissonance after the 

purchase of the service, because it will be too late, his conditi 

of health has changed for good or for worse) will try to dissolv 

the risk by high knowledge on the side of the physician. As most 

people are risk-averters when it comes to the use of medical 

services. they will try to decrease the risk by complete trust i 

the knowledge of the physician. Control on the quality of care 

given by the physician will dep~nd on the outcome of the treatme 

Reder(41) proposes an interesting alternative where the size of 

-------------------"------~--------------
(41) H.i.J.Reder. "Some Problems in the He2S\lrement of P!"oductivit 

in the Medical Care. Indu.st~cyH P.(\~~~lCL;1/11 ~,;nd Froduc~Li itv 
tll e Ne die a 1· Care In d u s try, ~ d~' \Tl c i-';;::--r{ . j?~"'(:-hs:TNat i (;1; a T-':""""-_", __ ~ ..... _v ____ .o.....-=~" _____ "" __ 

Bureau of Econonnc Rp.sear University.Press; 
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the doctor's f~e is related to the success of the treatment by 

which the pa.tient can decrease some uncertainty as to the outcome 

of the consumption act. This practise is uncommon (as in the 

possibly apocryphal story of the Chinese who allegedly paid their 

physicians only when they were well) and not likely to gain favour 

in the near future. Thus, quality cannot be judged due to: 

1- Consumer 19norance of quality, fostered by professional 

"ethics" ap,ainst advertising and public criticism of 

other doctors (mal-practise suits are very seldom and 

where they appear they create a social uproar-M1nd1koplu 

event) , 

2- Restrictive practices that impede entry into the prof­

ession (this will be analysed in detail in part on 

supply of medical service) 

3.4.5. Externalities 

Another set of characteristics of health care that may 

have implications for the analysis of market behaviour can be 

grouped together as problems of external relationships. An 

externality occurs if the consumption of a good by someone else 

affects the level of satisfaction attained by any given consumer(42) 

In medical care services, externalities can be grouped as: 

1- a) Cases of communicable diseases where the benefit 

from an individual's immunization accrues to others in society 

beside himself (or alternatively, the external costs of not being 

immunized). b) The problem of ensuring that sufficient capacity 

is available for those who do not currently require, say. hospital 

beds but who value the existence of sufficient capacity to ensure 

them a place should they require it at some later date. c) finall~ 

and possibly most important in health care, is the problem alludec 

to previously concerning individuals who. though possibly behavinl 

perfectly rationally, may not consume sufficient health care 1n 

the opinion Qf other individuals in sriciety. This may arise eithe 

(42) Richard M,Leftwidth i 

(New York. Macmillan. 
"Balth System and Resource 

1 9 5 j ), (; the d. p :3 4 • 



because of 8 low 1nCome level or because of uninsurability due to 

chronic and costly illness. or for other reasons such as myopia, 

social milieu. or .ny of the many factnrs that shape a per;Qn's 

preferences and circumstance. 

2- The problems involved In the case of communicable 

disease and other enviromentally harmful effects fall into the 

category of physical externality. There is the risk to society of 

increasing probability of contractin~ the disease if an individual 

is not immunized. There 1S ~greement among economists that these 

activities, called preventive services. is most appropriately 

subsidized under government auspices and financed out of general 

taxation. This solves the "free rider(43) problem; so that each 

individual contributes to the cost while enjoyinr the benefit. 

3- The problem of ensuring opti~al option capacity has 
: . 

been identified recently in the literature. Individuals cannot 

be sure when they will require medical treatment· and new capacity 

can be created in finite time. So there must be some mechanism to 

help the creation of more capacity. This takes the form of 

increased taxes, going into increasing capacity in hospitals or a 

form of voluntary charitable activity to assist hospitals 1n prov 

iding more capacity, 
! 

4- The problem of those who are not sufficiently concerne 

with their health and those who are too poor to be able to 

implement any concern they may have by actual consumption, IS an 

issue that gains attention by many economists. The most COMmon 

approach to these problems has been to regard health care as a 

"merit" good(44). W'ith imposed choice being implemented in some 

way. It has been stated that replacement of voluntary with imposri 

choice must, in general cause an uncompensated welfare loss. But 

more recently, however, it has been realizecl that all cases of 

a p par e n t me r i twa n t s nee d not i n vol v e un com pen sat e d c han g e S 1 n 

individuals' positions. for to enable consumption by one get of 

(43) The "free'rider" problem called prisoner's d1.1emma refers tc 
a situation in which each individual would reach a privately 
optimal situation if others provide the public good or servt( 
IN h i I e h e en joy s a f r e e rid e. i. e. f ail s t 0 con t r i bu t e tot h € 

cost while enjoyin~ the benefit. 

(i;/.) f'l.S.F,,'ldstein, "An l\ggregate. Planning jviodeJ of the Health 

C kl reS e c te·, r" .J:'~e._.':~Lc::.'}" c a~_E':.:.., V. 1'-) 6 7" p p c 369 - 38 1 • 



individuals to take place may, under certain circumstances, 

constitute a social good for which other individuals may be 

prepared to pay. So, if the society consisted of two grou~s, one 

rich and the other poor, the rich woula be warned of the low 

qu~ntity and quality of the medical care service that the poor 

are getting, this creates external disutilities for the rich. In 

this approach it requires the dropping of the assumption of 

selfishness in human behaviour, with alternative institutions 

analyzed in terms of altruism or interdependent utility functions. 

A t~o-person Marshallian model can assist in setting out the 

essence of the problem(45). 

(45) A.J,Culyer, "Is Medical Care Different?", 
Nature of the Commodity tHealr.:l, Carel aWl 

All 0 C i:l t ion II. b)lt h e aut h 0 r , 
pp.189-211. 
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I h b f ' A B n tea ove 19ure. MV and MV are the Harshallian 

demand curves of A (poor) .and B (rich) for units of medic~l care. 

If both i ndiv idua Is areseJ fish; the .ope n market produces 

a result ~h~re A consumes o~ and S corts~mes o~ with total demand 

(= supply) of X. B thinks that it is unjust that A receives so 

little care.(A places an externality on B). Denote B's demand for 
B more care for A by MV A, X (medical care) now takes on public good 

characteristics in that a unit of X consumed by A is also 

'consumed' indirectly by B, and society's marginal valuation cur~ 

for A's care is now given by the vertical summation of MVA+MV!. 

The optimal amount of A's care is now x~. and the total optimal 

amount for society is xP 
where optimum allocation for B rema1ns 

B 
at X . 

From the above figure, it can be seen that externalities 

can be internalized so as charitably 3nclined persons can assist 

those less well off themselves. The problem of externalities 15 

important characteristic of medical care, which forms a bond 

between the private and public good concepts. In medical care; w~ 

have to consider both the characteristics of public and private 

goods. 

3~5. DEMAND FOR MEDICAL CARE 

Unlike the demand for the usual consumption goods, the 

demand for medical care is not for specific goods but for good 

health, or more specifically, for the remission of disease state 

Furthermore, a large segment of the demands for health services, 

particularly those for hospital impatient services, are physicia 

legitimated or physician originated. The main characteristic of 

demand for medical care is the centeredness of the physician in 

generating demand \.,ith demand ·for drug,s, for services of hospita 

and other medical personnel. and for services of x-ray departmen 

and labaratory-being derived demands. Berki(46) formulates a dema 

model, such that the medical care ~rocess can be initiated by 

(1) the potential patient voluntarily (2) the potential patient 

involuntarily (3) a social me~hanism directly (4) the potential 

pro vi de r of s e r vic e s (t he ph y sic ian). Cas e s (::) and (3) are not 

(46) Sylvester E.Berki, Hospital.Economics, (Lexingion Rooks. 
Studies in Social alliT £'c'onomIc Proct:is, 1972), pp.123-136. 



important. both are not stated demands by the individual as In a 

cerebral accident (the patient is unable to indicate his 

preferences) andw;hens6il>al preferences 

involuntary cortfin~men~): 
override them (a~ 1n 

Demand for medical care arIses when the individual perceive 

his actual health status to be less than his expected health 

status. The perceived disequilibrium between the actual and the 

expected health level, leads to a perception of felt need and 

initiates a sequential decision process. 

An individual's desired health status IS some function of 

a multitude of factors as economic and family status, education, 

role expectations, geggraphic location, degree of socialization, 

work experIence, age, past health experIence and societal norms. 

The expected health status can be defined" as: 

where A = age, E = education, R role expectation, S societal 

and family status, N ~ cultural norms, H = individual's 
t-l 

previous health status experience. Then it can be stated that 

demand for medical care arises when 

H* <: H 
t t 

where H
t 

actual health status. 

At this stage of the decision process the potential patienl 

I s fa c e d by f 0 u r 0 p t ion s: (I ) Don 0 t h i n g, but "a i [ for the 

disequilibrium [0 correct itself. (2) undertake self-medication 

(lots of orange juice), (3) Seek information and advice from 

informal, non,scientific.i1on-medicaL sources, such as family 

members or frisGds; or (4)~initiate contact with a medical care 

provider. At the fourth option, the patient has translated his 

felt need into effective demand. The preference of the potential 

... patient is restricted by his budget constraint, the availability 

6f alternatives and their prices. and the severity of his conditi 

The severity of the case can be summarized as follows: 



Where 1n severe 

t ran s I ate d in t 0 

cases, the disequi1tbrium Hd =: H* 
e ' t 

effective demand, with the prices 

- 11 1.8 directly 
t 

of medical 

servicesiPm,.~nd the patient's income, Y, playinp no role in- the 

decision. i:Jhenias i-qminor cases, demand for medical care, is 

determined by the potential patient's 1.ncome and the prices of 

medical services. 

P • Y.) 
m 

After the initial contact with the physician IS made, the 

physician mayor may not agree with the patient's estimate of his 

own-state. In emergency cases, the physician originated demand for 

services is determined by the estimation of medical appropriateness 

and the physical availability of resources or serVIce capabilities. 

The demand of the physician in this case is 

= f(H d )where Hd 
em em 

IS :the degree of disequilibrium 

between expected and actual health 

status of the patient. 

If the physician's estimation of the disequilibrium 1.S not 

emergent, the physician originated demands for services DM2 are 

determined by his characteristics, eM, (professional and personal , 
objectives); the pr1.ces of services, and the patient's income Y. 

1.n cases of mild conditions. 

The observed demand Do. or total utilization, 1S the 

equivalent of total demand DT which consists of four elements. 

The. above analysis of Berki, on the demand structure for 

medical services show that price and income are determinants only 

in a subset of observed demand, namely DIF2 and DH2' Studies of 

price and income elasticities of 4emand of medical care, therefor 

will und~rest~mate the total demand, because there are components 

within the demand structure which are price and income inelastic. 

An analysis of literature on elasticities of demand show that the 

are very low, Feldstein and Severson found that price elasticitic 

largely are not significant froIT! ·zero, or even nef'iltlvc for both 



hospital services and physician services, as these studies ignore 

other determinants within the demand structure(47). 

When .we consider the DTF2 (patient-originated non':'emergency 

c~se) component of the demand, ~he empirical evidence points a 

downward sloping demand curve for health services, where individual: 

seem to seek less care as price rises and more care as price falls. 

The demand curve for medical care serVIces for individual 

.patient can be shown as follows(48). 
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The economIC analysis up to this point IS no different from 

that for other goods and services, for which there exists a down 

ward sloping demand curve. There are, however, twodi~tinctive 

features of the demand curve for medical services. First, there Is 

a finit~ intercept at the quantity axis (CN) which has the inter-
,r_! ""?" ':-. '. :~ 

pret'Btlon.:of the amount of health care demanded as the price falls 

to zero. Second. there is a minimum level of medical care which 

the demand curve approaches in an asymptotic fashion as prIce 

iqcr~ases to very high l~vels. 

__________ ~_. ___ n ___ ....... __ _ 

( 4 7) H. S , Fe 1 d s t e in, "A n Ag g i ega t e PIa n n in g mod e 1 0 f the h e a 1 t h 
car e sec tor H, ~1 cal. C a r_e. V. (1967). p p • 369 - 38 1 • 

(48) M.D.lntriligator, Issues in the Economics of Health, (New 
York NacM iII an CO :-r95SY-;-PY .4- 6. 



The first special feature of the demand curve 18 the finite 

interceptCN; which can be interpreted as clinical need. This is 

the amount that a clinical expert might recommend if there -were no 
. . 

charge for eate. Tbis 'is larger tban the care demande,dat a.po$}tiv; 
~" '- <,. -, I 

price (~bove argument of no money price)~ but the pDint tD be made 

here is tha.t the quantity demanded at a zero price is nevertheless 

finite. There 18 an upper limit to the amount of health care that 

individuals will seek even when its cost is zero, there are limits 

to the amount of health care that can be utilized. For example, 

certain groups that receive free care, such as those in armed 

services. do not utilize infinite amounts of health care. Nor, do 

physicians and their families. Yet, another example is extremely 

wealthy individuals, for whom the price of health care, relative 

to their income or assets is very small. While such individuals 

may demand a large amount of care, it 1S not an unlimited amount. 

Probably the most extreme case is the president of a country. witt 
, 

his Dwn personal physician avail~ble a~ all times and with 

unrestricted access to hospital care. Even in this extreme case 

the demand for care is finite. 

The second special feature of the demand curve 1S the 

minimum asymptotic level, labelled EN, which can be interpreted as 

economic need. This is the amount of care that the individual woul 

se~k even if the price were very high (but still affordahle given 

the income of the individual). It is a measure of need, the ?IFI oj 

the individual in emergency and severe conditions. The ,level of 

care provided at this point is. to a large extent, that minimum 

needed to preserve life and basic health. all other medical care 

having be~n dispersed within the face of an extremely high price 

o f car e. Th e ' am 0 un t 0 f h e a 1 the are lab e 1 Ie dEN can b e i n t e r pre t €. 

as the minimum need, while that labelled eN can be interpreted as 

the maximum need. The former is that level of care chosen aspric€ 

r1ses very high; while the latter is that level chosen a~ prjce 

falls to zero. 

The other determinant of th~e level of demand for medical 

c.are is the income (y) of the individual. Some basic research on 

income elasticity showed that this elasticity is positive and 

high. In an analysis on GECD countries it has been found that In-

corne elasticity is as high as 1.4(49) I\ S i 111 i '1 a r s t 1.1 dye 0 n due ted 

---.~--. -_. --
(f-t 9 :: GEeD Studies in Resourc~ Allocacion, Public on 

11-' _'"1; '~'':'" 1\T,,- -6..<. (J"lllv~( 197'.7~<.:p<~c2.9<. 
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1n U.S,A also indicated an elasticity greater than one(SO). Rising 

level of expenditures On medical care show that a large per~entage 

of family income is spent on this it.em, but whether this 

to increased consumption or risin~ costs of medical care 

is 
. 
1S 

due 

an 

unsolved issue. One of the peculiarities associated with the con­

sumption of certain medical care services (curative serVlces as 

inpatient care). is that increased consumption of it, like that of 

leisure, not only reallocates the patient's income. but in the 

absence of income security such as sick-pay reduces it. The patient 

who stays in hospital, loses the income that can be earned in thosE 

days. Thus, illness is, nO,t only risky, but a costly risk in itself, 

apart from the cost of medical care. 

With the help of the above analysis on demand of medical 

care, we have shown the central role of the physician in generatin 

demand. The consumer must be related to the physician or hospital 

from whom he has asked service and must act according to the 

requirements stated by the two. Due to the centrality of physician 

services, demand for laboratory services, for hospital services, 

for personnel of medical care, and for drugs arise as derived 

demands. So, supply of medical care, somewhat determine the demand 

as physicians determine demand according to their perception of 

ne~d of the patient, whether the patient consumes medical care or 

not. Thus, a complete seperation of demand and supply (the two 

blades of Alfred Marshall's scissors), ceases to be valid as the 

factor's affecting one side can no longer be supposed to be 

independent of the factors affecting the other: a necessary pre-

requisite for the valid application of demand/supply analysis: 

Therefore supply increases. i~stead of reducing the excess demand 

(as mediated by doctors), result in a two-way influence cycle. Al 

government does act as a demand·creator with the ideas of IISocial 

Statell. free service to the uninsured and poor, creation of 

nursing homes for the a~ed and needy and enforced care for those 

who have epidemic diseases. Thus; demand for medical care is a 

very complicated subject, interrelated with many agents, institut 

in the society, each influencing the 

demand. 

other for the creation of 

--------,._----------_ .. 
1'.1'V;'".4. t 1n n _ Publi8!~pendit~re on 



3.6. SUPPLY CONDITIONS 

The supply curve of health care refers to the amounts, 
, 

providers such ashos.pitals and physicians are willing to make· 

available at alternative prices. In competitive theory, the supply 

of a comm6dity is governed by the net return from its production 

compared with the return derived from the use of the same resources 

elsewhere. There are several significant departures from this 

theory in the case of medical care, The most striking departure 

from competitive behaviour is restriction on entry to the field. 

Friedman and Kuznets have argued that the higher income of 

physicians could be attributed to this restriction(51), 

Most obviously, entry to the profession ~s restricted by 

licencing, Licencing, of course, restricts supply and therefore 

increases the cost of medical care. Reder has a thorough analysis 

of the effect of supply on costs of medical care service; the 

monopolistic practice in the physician market where competitivenes 

is discoura~ed through ethics of the profession tielps to push up 

the costs of physician1s services(52). It ~s defended that 

restriction of entry through licencing helps to guarantee a minimu 

of quality where consumers can be sure that services will be at 

least offered by a professional who has passed through a definite 

c 0 4 r s e 0 f t r a in i n ~. Bu t the rea r e c e r t a in dis a d van tag e s 0 f I ice n c i 

the licencing laws, though they do not effectively limit the numbe 

of physicians, do exclude all others from engaging in anyone of 

the activities known as medical practice. As a result. costly 

physician time may be employed at specific tasks for which only a 

small fraction of their training is needed, and which could be 

performed by others less well trained and therefore less expensive. 

Also, medical tr;iining is costly. in relation to time and also of, 

resources devoted to the education process. An int~resting proposj 

~s that physicians should pay for their costs in the education 

pro c e s sin a 1 ate r per i 0 d w her e the yen joy the be n e fit s de r i v e d 

(51) A.J.Culyer, "Is Medical Care Different?". extract from "The 
Nature of the Commodity 'Health Care' and its Efficient 
AllocationH

• by the author, Oxford Economics Papers. XXIII. 
P . 193. 

(52) M.~LReder. "Some Problems in the t·!easurement of Productivity 
in the Nedical Care Industry", Production and Prod l1 ctivity i 
the He d i cal Car e I n d~~_t~_!'_Y __ !_ e d. V i eta r R. F u c h s, ( i('Gt--r;rl a I . 

ureau Columbia UniveTsit~ 
XXXIV, p, 121" 



from their training, from their earn~l1gs 1n the profession. TillS 

is somewhat accomplished by compulsory service in rural areas, 

before a practician can gain the title of a specialist. But this 

issue is a politicised problem, which is not easily solved as it 

involves many social considerations. 

Befor~ passing on to the pricing of physicians' service, 

brief mention must be made of the geographical distribution of 

the physician supply. The determinants of this distribution patterl 

has been explored in a number of econometric studies conveniently 

summarized in Feldstein(S3). Broadly speaking, these suggest that 

physicians tend to gravitate toward culturally attractive 

locations, preferably endowed with a medical education complex, 

and characterised by high per-capita Incomes (that is, high abilit, 

to pay for physician services). These locational preferences are 

hardly suprising; they are those of highly educated professionals 

in general. Thus. the rural areas are underdoctored whereas in 

large cities, the oversupply of doctor~ forces them to employ 

unprofessional tactics (fee-spli~ting ~ith hospitals; over-doc­

toring of patients) meaning that use of treatment which is highly 

complex and costly but whose outcome IS not certain or untried. 

In Turkey, a similar and even more ser~ous phenomenan is 

observed from the analysis of statistics. In re~ion one (K~rklar­

el~, Edirne. Istanbul, TekirdaR) number of physicians were 8215 

where popUlation per physician was 700 in 1980. In the same year; 

number of physicians was 165 in Bitlis, Hakkari, Mu§ and Van and 

population per physician WBS 7 176(54). This inequity leads to 

certain social issues. In medical care sector, price can not act 

as the equating force of supply and demand in the market, because 

legal restrictions are imposed on the price of many medical 

services~ ~s ~he price of hospital beds and services. Also, the 

market Ear medical care moves away from the competitiv~ phenomena 

as state enters into the picture with the social obligation of 

givin~ service to the needy and the poor. The insufficiency on 

the supply side is hampered by the migration of physicians to other 

(53) M.S.F.eldstein. Econometric Studiesof.He~llt.hEcouomics. 
Discussion Paper, No: 291, (Cambridge. Hass. Harvard Instit~ 
of Economic Research). April 197>3,p.83. 

; - . 

.(54) Sa~lik Vfi:,Sos.yal Yard1.m Bakanl1:~1.; tlDistribution of Physici~ 
b y Reg ion Ii. T ti r k i yeS a i?, 11 k ! s tat i s t i k Y 1- 1 l:ti>, 1. 1 9 8 1 B a 'i h .cdc", ) 
11k Sas1mevi, Ankara,l980. 95. 



West European countries, medical care serV1ce falls below the 

average in regions w~ere income distribution is below the country 
~ 

average(55}. Incentives (ranging from "<:compulsion" to financial 

inducements or fringe benefits are used in many .countries to 

promote rural service by physicians, especially recent graduates. 

In this connection. it is important to provide adequate supportin~ 

staff and equipment for physicians working in rural posts. An 

important characteristic of the supply of medical service is that 

the elements that make-up supply must exist as a group for it to 

be efficient, This means that to g1ve high quality service, highly 

specialized personnel must come together to perform a team work. 

A surgeon must have highly specialized nurses during the operation 

process; if not, the quality of service may fall, resulting in 

ser10US consequences that could lead to death. Yet, our country's 

experience shows that most rural health manpower is often transient 

and does not provide long-term cont~nuity of service. 

The supply curve of medical care can be shown 1n the 

following figure 
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At point A. providers are making available. the quantity q 
« 

at price p, As price rises u-,' p" the providers are willing to make 

available additional amounts g increasingth~;<1usntity supplied .to 

"ql •• 'rhispositive responsivenesstoprice is, "tn-e,resultofmsny 

possible changes 9 such as physicians I finding it profitable to 

employ more aides. hospitals using more nur5eg, ~se of more 

efficient techniques, and greater use of new and improved equipmenl 

While, there is a positive response to price 1ncreases. this 

response is very limited. The supply curve tends to be quite steep 

because of the difficulty of substituting other inputs for 

physicians and hospitals, and the difficulties in using new 

techniques and equipment. The supply curve is referred to as one 

that is highly inelastic in not showing large responses to price 

increases. 

Another important feature of the supply curve 15 that it 

has tended to be constant, or nonshifcing. The enormous expense 

of new facilities and new health manpower, combined with the 

substantial political, legal and economic constraints on the entry 

of new providers. has led to a supply curve that is both inelastic 

and constant, exhibiting neither any significant responS1veness 

to price nor any appreciable change over time (not takin? chanpe 

1n technology over the centuries, but change 

years) . 

with 1n a few 

In concludingi,s.n.~ clt~C.uSS ion on the fiupeJx, .. ,.og,m,~8.ical care 

service, we have to stress the fact that as on the demand side, 

the controlling force 1S the number of physicians. Not only logic, 

but also statistics show that there 1S a hi~h correlation between 

the health level of a coun~ry and the number of physicians, that 

the cotlnt't'Y possesses. WHO (World Health Organization) states that 

as the average number of physicians within a region or a country 

increases, the rate of mortality is decreased(56), 

(56) Marie M.Salort, 1, a S a Ii t (. ~ 



3.7. PRICING OF MEDICAL CARE 

Medical care sector 1.S one of the most complex indus·tries 

within the economy. When a survey. iscol.lductep.fegarding the 

systems by which medical care l.sprovided in different countries, 

it can be seen that these can be summarized in three groups. Let 

uS b~iefly label these as system A and system B and the third, a 

combination of the two. 

System A 

(U.S.A. with medicare and 
medicaid) 

1- Seeks to satisfy consumers 

in a market situation 1.n which 

access to health care 1.S part of 

the reward system of the society, 

hence determined by willingness 

and ability to pay 

2- Consumers insure and gain access 

System B 

(Britain in NHS and Sweeden) 
(national health system) 

Seeks to promote the general level of 

health inaconnnunity in which access to 

health care is the right of every citizen 

who seeks to benefit therefore. 

Consumers pay through the general tax 

to insured services (when required) sys tern and pay nothing (or a nominal 

at a reduced price at the point of fee) at the point of consumption. 

consumption+market prices of pri-

vate components. 

3- Private ownership of the means of 

production mostly by non-profit 

making organizations+private profit 

oriented institutions. 

Public ownership of the means of produc­

tion 

4- Minimal governmental control over Central control over budgets and some 

budgets and resource distribution. physical direction of resources. 

The third system as in Turkey, con~ists of both the public 

sector and of the private sector~ It can be seen that medical care 

sector is highly tegulatedindustry,,,: with government inserting 
, . -' . .- . 

,:(;,£;;p;t~~~$,~'f;~;)""~t;:Poti:i,;~,e$q~j}:iJi~tti~ a,t,,;,~:j.t,~t~~l~s,J~f:;; ho,l?Ri, tal car e ,d rug;s X~ 
6~ the other hand, in market en~:i;()hme;n.t, still characteristic of 

private medical practice in most ~ountries, individual physician~ 

are free to set their own fees, subject only to the constraints 

of the market. A variety of alterriative theories of physician 



pricLog has been suggested in the lite~ature. With some simplifi­

cations, these theories order themselves into the following grid. 

I 

Physicians are 

price -takers 

II 

physicians are 

price setters 

A 

Fees clear the market for 

Physician 'services 

B 

Fees do not clear the market 

for physician services 

The physician sells his servL- There are price-ceilings, or 

ces Ln a competitive local 

market and reacts to market­

determined local fee sche­

dules 

(I A) 

(II A) 

The physician enjoys a mono­

poly in the market foi his 

fee schedules which are set by 

third-party payers, and the 

individual physician reacts to 

these fees 

(I B) 

(II B) 

The physician takes whatever 

cases he likes, organizes his 

services and sets his fees as practise [0 suit his tastes, 

a single-price (fixed fee- and sets his fees so as to 

schedule) or price-discrimi- generate a given target Lncon£ 

nating (sliding-scale fee related presumably, to the 

schedule roonopolist) income distribution of his 

locality. 

These alternative theories clearly have varYLng implications for eco­

nom1C models of physician beh~viour and in particular, for models 

of the supply of physician services. The subject matter is there­

fore of great interest to health manpower forecasters. 

In so called target income models (type II B), the physici 

is ~ssumed .to work under conditions of chronic excess demand 

(Feldstein 1970)(57) which imputes him discretionary power over 

h.is fees. If the physicianijs;e.~s'r~~single fee schedule applied to 

all his patients, the fees fo~'i~~:ividual services are probably 

determined on the basis of some fuil-cost pricing formula with a 

prof i t.-ma r g in set to y.ield the desi red overall income( 5 8). A it er­

natively, it may he assum~dt:hatthe physician uses his discreti-

'onaty power to tailor his fees to his individual patients I abilil 

(57) H .. S.Feldstein, 
of Economica. 

IIRising Price of Physicians! Services", 
XXXVII (May, 1970). pp.139-162. 

Revic 



to pay - t hath .€ uses a so-cal led s 1 i d i ~ s cal e fee s ys t e ill • On t 

surface such a system may strike one as price discrimination. Unl 

conditio!l~~Qf excess demand, however. it is mor.e akin toa~ user-! 

~axs:ysf1imunder whichtheindiyid ua 1 user ;st.axesitrecl func ticl 
of his or her -ability to pay and taxes are set at levels to yiel 

a given target. Incidentally, under target-income pricing. an 

increase in a region's physician population ratio would be expec 

ed either not to affect physician fees at all. or to push them u 

ward. The strong positive correlation between physician fees and 

physician density in Reinhardt findings of the United States 1.S 

consistent with the target income hypothesis. 

Excess demand models may well be descriptive of the real 

world, especially, if we look at physician/population ratios. Ec 

nomists find such theories troublesome from an analytic viewpoin 

The problem is that, whatever his pricing formula may be, the in 

vidual physician in these models: is not subject to an effective 

market constraint on the demand side. His choice of input-output 

rates for his practice are thus likely to be based on a mixture 

of personal, social and medical considerations. and may not be 

linked at all to observable economic variables. So, in this case 

it is extremely difficult to guess what his fees will be and how 

his target income is chosen. Kessel (1958) has pointed out 
I 

with great Ivigor that not only is price discumination incompatib 

with the competitive model. but its preservation in the face of 

large number of physicians is equivalent to a collective monopol 

Kessel has argued that price di~tribution is designed to maximi J 

profits along classic lines of discriminating monopoly-whether th 

leads to maximization of profit by physicians or to equal paymen 

for all income groups 1n optimum allocation 1S a maj~r c~ntrover 

which is not resolved 1n the literature. 

In a competitive inatk~t'(l A). the physiciari employs the 

going pricing acheme and uses the market-determined local-fee 

schedules. This model assumes that if one physician ra1ses the 

price of the service. he will be 9ut of the marketbecau~se' of th 

woiki ngs of the perf e c t ma rke t mechan ism. But i t is}i·iifWB(t~l'bl e t 

·assume such an ideal situation due to 1) consumer ignorance of 

quality and quantity of products in the market, 2) restrictions 

of en try into the ill ark e t . So. 1 n most eases the cons u mer :1 sid e n 

tifying price wirh the quality of the product or service due to 
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h~gh leye~ of uncertainty of the product. Also. in most cases. th. 
. . 

physi~.i~n cannot quote a fi){eclprice for treatment in advan'ce. YOl 

"~().'. t~ the doctor with a pcii,rt'in your chescandy(yu want to buy a 

cure. He cannot quote you a pri~e for a cure until he has done 

Some work; he does not know whether you have indigestion or a 

heart attack. Thus, ~n buying a cure, a patient buys a sequence 

of services whose consumption is uncertain at the outset. This 

uncertainty aspect is one factor where price is not an important 

element in the determination of demand for medical care, contrary 

to the competitive pricing model. 

In (I B). there are certain price-ceilings or fee schedule: 

which are set by third-party payers, and the individual physician 

reacts to these fees. This is the feature 1n Turkey, where 

patients from certain banks. go to priv~te physician's offices. 

and their fee is paid by the bank" to the physician who is working 

on a contract basis with fixed fee schedules. Thus. ~n this model 

the transaction is between the physician and third-party payers. 
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4. HOSPITALS WITHIN THE MEDICAL CARE SECTOR 

From the above discussion on chara~teristics of medical 

care. it ~s apparent that there are many unique characteristics 

that effect the market structure of medical care and differentiatl 

it from an economic good. The main factor that characteri es 

medical care ~s the centrality of the physician in determining 

both supply and demand. The physician. on the supply side. det~r­

m1nes the quantity of service the consumer (the patient) has 

available for his consumption, furthermore, on the demand side. 

the physician decides how much the latter should consume. So, it 

appears that the physician is the unique figure 1n the market. 

But, considering the problem as such is simplification of the 

issue of medical care. Because medical care also consists of 1n­

stitutions. organized to provide a hignly personalized serV1ce to 

individual patients, with the skills and efforts of a number of 

widely divergent groups of professional. semi-professional and 

non-professional personnel together with highly technical equip­

ment, drugs and hotel services including beds and meals. The main 

tenance of health as related to medical care has been, for the 

most part. the responsibility of individual physicians and 

hospitals. The process by which social institutions react on the 

patient and the doctor to seek care in institutions IS shown 

below: 



~ommunity .Institutions Which .Affect 
i'Citizens'Health and Attitucles 

,olice department -)0. 

,tate and local health departments ~ 

;'chools -+ 

:hurches -+ 

mions -+ 

lndustrial health units -+ 

nass communication media -).-

~elfare agencies-+ 

)iti.~ cross, insurance and other 
financial institutio.ns ~ 

Individual Professions Which Provide 
Personal Health Care 

-+ alcholics, anonymous synannon etc. 

~ chiropodists 

-+-optometrists 

-+ dentists 

-+ laboratory clinicians 

-+ citizen 

-+ x-ray technicians 

-+ physical therapists 

-+ pharmacists 

-+ nurses 

t 

DOCTOR 

-+ councelors and related professions 

-+ prosthetists 

-+ psychologists 

~ speech therapists 

-+ social workers 

Institutions Providing Personal Health 
Care 

- mental facilities 

- emergency facilities 

- home care 

- outpatient facilities 

- general inpatient facilities 

rehabilitation facilities 

- nursing homes 

- specialized facilities 

- other volunteer and government care 
agencles 

~IGURE 2- THE RELATION OF SOCIAL INSTITUTIONS WITH THE PHYSICIAN AND THE PATIENT(59). 

(59) IIStandards of Hospital and Hospital Care", Cento Conference on Hospital Administration, (Tehran: 
A".,.,' 1 ?A-M"" l< lQ,:,£.I .... 
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In.t/hisfigure, "the hospital" as a single entity 

sh;o:wn"bufsEh·e~;fUncti()nalservices are shown as manpower and. 

facilitiesa~a:ilabieto the physician~ The doctor has been shown 

in a central position as befits his importance. He alone h~s the 

legal authorization to both diagnose and prescribe for any 

illness. He directly controls a very l~rge fraction of the inter­

action between the citisen and other professionals and completely 

controls the use of certain professions such as laboratory techni­

cians. In addition, with only minor exceptions. a doctor 1S neces­

sary to place the citizen in contact with any of the care institu­

tions. It is with these portions of the process, where the doctor 

draws upon the services of other professionals and the supporting 

facilities, that the hospital is directly concerned. In general, a 

hospital is an organization of manpower and facilities which is 

brought into the process of medical ca~e by the doctor. The extent 

of facilities and services included in the hospital varies with 

the individual institution. At the least, the hospital will 1n­

elude an organized medical staff relationship with the doctor, 

employee relationship to most of the professions in the right sec­

tion of the figure and general impatient facilities. Regardless of 

how large the scope of activities of a given hospital its roles 

are' (a) to fill the demands for specific services made upon by the 

individual doctors treating individual patients and (b) to an 1n­

creasing degree. to provide services and equipment for the system­

atic review and improvement of the process by which the doctor 

discovers and meets the patient's needs. 

With the increasing importance of preventive and social 

medicine and new technological developments on curative treat­

ments, the role of hospital within the community has widened. The 

growing re~lization of the thin line af demarcation between he~lth 

and disease, of the relationship between social and material 

environment and the individual's mental and physical well-being 

has broadened the scope of functions of the hospital. The hospital 

is now regarded as art integral part of t.hehealth organization. 
.' - . 

the function Of which is to provide and· preventive. This is the 

view expressed by WHO experts on the organization of medical care 

within th~ hospitals. 



Hospitals are subdivided into hospitals related to mini­

stries (public hospitals) mllnicipal hospitals 9 university hospitals 

and private hospitals. The private, for profit 0t' non-profit 

hospital (hospitals rela,ted to foundatio.ns ,or~'s,sociations) has 

been largely ignored within the literature on ~¢aith economics. 

This can be due to the fact that these employ only a small 

per c en tag e of bed sin th e tot a I he a 1 t h sec tor w h en c om par e d wit h 

large university hospitals or municipal hospitals. 

TABLE 7- Activities of Hospitals by Organization 1n USA 1970 

State and 
TOTAL Non-Pralit For-Prolit Local Government 

Hospitals 5.859 3.386 769 1. 704 

Beds 848.232 591.937 52.739 203.556 

Admissions 29.251.655 20.948.080 2.030.669 6.272.906 

Patient days 241.458.815 173.154.540 .. 13.903.215 54.401. 060 
: 

Outpatient visits 133.544.672 90.922.193 4.698.200 37.854.279 

a) Sylvester E.Berki, Hospital Economics, (Lexington Books, Studies 1n Social 
and Economic Process, 1972), p.xvi. 

4.1. SERVICES OF HOSPITALS 

We can state that the hospital can be conceived as a flex­

ible set of departments within an institutional setting which 

produce a mix of multidimensional services. The services can be 

categorized as (8) consumption and investment, b) medical and 

hotel type services, (c) iripatient and ambulatory, Cd) personal 

and community. So. it will not be wrong to state that hospitals 

are multiproduct firms. The analysis will depend on the focus of 

interest. Our focus of interest is the assessment of the 

hospital's role in satisfying patient preferences by producing 

those services which the patf~pt considers desirable and which, 

therefore. enter hispre~erence function. so its output is 

correctly seen as a bundle of consumption goods. 

Classification schemes of serV1ces of hospitals may be 

~~sed on morphological principles. giving use to their categoriza­

tion by the organ systems at which they a~e directed. In such a 

scheme services are seen as medical, del1tal',bptometric etc .. , or 

at a higher level of specilicity. as internal. neurological, ortho-

r,,-Yh,-,clnntic.onhthalmic.e,tc.. Most hospitals have 
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(loCi) S\"Lvester E.Berki, Hospi,t.al Economics, (Lex.ington Books, Studies in Social and Economic Process, 1972), p.46. 



This percentage of private hospitals 1S even smaller 1n Turkey. 

TABLE 8- ACTIVITIES OF HOSPITALS BY ORGANIZATION: 1978 data: 

Hospitals 

Total 

Ministry of Health 

Ministry of Social 

Security 

Other Ministries and 
Public Org. 

Universities 

Municipalities 

Private 

Associations and 
privates 

Foreigners 

Minorities 

Number of 
HospitalS 

776 

586 

68 

31 

8 

6 

63 

8 

6 

Number of Beds 

Staff· 

86.526 

54.294 

14.095 

3.347 

8.954 

2,795 

1.944 

650 

447 

Existing 

84.104 

52.485 

14.139 

2.179 

10.560 

1. 795 

1.849 

1t79 

618 

Outpatient 

23.705.845 

10.555.9666 

10.481. 754 

864.190 

919.443 

558.803 

305.520 

12 .155 

8.014 

Patient Days 

16.499.030 

8.823.704 

4.709.077 

418.944 

1,643.042 

350.990 

341.007 

115.896 

93.370 

a) Sagll.k ve Sosyal Yardlm Bakanh~l. "Ac..tivities of Hospitals by Organiza­
tion", Tilrkiye Sag11k Istatistik Yl111~1. 1975-1978, Ba§bakanl1k Bas1mevi, 
Ankara, 1977-80. 

segmented their serVIces according to this system. 

It 1S useful to classify serVIces according to their 

pr1mary purpose. In this taxonomy by function, we can identify 

seven basic categories of services(61). 

1- Preventive: Designed to minimize the likelihood of 

events or conditions resulting 10 the diminution of attainable 

health levels, 

2- Diagnostic: Designed to identify· such conditions 1.11 

individual humans. usually, termed dis~ase. 

3- !.~erapeutic; Services which are expected to terminate 

successfully episodes of acute illness or..t.o minimize the severity 

and impact of chronic conditions. 

( 6 1) . S y 1 ve s t..e r R.B e r k i. H 0 s p.i.~a I ~ c 0 ~ c s. 
Studies in Social and EconomIC Process 

(Lexington Bocks, 
1972) s p,XVII. 



4- Maintenance: Services designed to maintain attained 

health levels, 

5'~ ,Ameliorative: Processes whose purpose is to reduceth~ 

psychologi~al and physiological discomforts O£ incurahle condi­

tions and to ease the process of dying for terminal patients. 

6- Research: Activities whose fundamental long-term objec­

tives are improvement ~n the processes of prevention, diagnosis al 

therapy and. 

7- Medical Education: Activities designed to disseminate 

accepted medical knowledge and the techniques for the production 

of the first five categories. the preventive and curative 

processes. 

Although it is thought that t~e private hospitals do not 

contain all these serv~ces. it ~s nevertheless.true that all of 

these services are at least given at a small scale than the 

university hospitals. For example, ~n one private hospital, stu­

dents from med cal university participate in operations of aesthe­

tics to learn certain skills and procedures. Also, ~n the same 

hospital, research on hand aesthetics is being conducted by a 

gtoup of practioners. 

4.2. OBJEC7lVES OF THE HOSPITALS 

That the hospitalQs objectives are complex and multiple ~n 

nature is recognized by many. Codman and MacEachern(62) • both 

posite a fourfold definition of functions in terms of. 

(62) 

(a) care of the sick and injured, 

(b) ~edical education and the maintenance of medical 

standards in the community, 

(e) prevention of disease a~d the promotion of health, 

(d) advanc~ment of medical research. Codman also emphasize. 

the .~ternalities of h6spital service which he talked 

of as Uby product", 

Sylvester E.Berki. Hoso:ital ECOrtClnics, _...::.....L..._ __ ---.--___ . __ 

Studies in Social and EconomIc Process. 
(LexingtOn 
1972), po 

Hooks, 
') , 
,,_ 1 • 



There are many other attempts ~n literature to come to a 

meaningful objective function for the hospitals as profit-maximi­

zation encompasses most of the businesses. Kaitz(63) who considers 

the hospital to be an "anomaly from an economic and manager~al 

point of vie:w s()mewhev.e·~ibet.weenthe price-oriented private sector 

a l1d the t.a:x-'ori e ri ted p~bl i~s~ec'tor,,,s ta t e s that profit ma x im i za­

tion 1.S inappropriate and would substitute for it the somewhat less 

specific notion that" hospitals seek to optimize some dif-

fering, and for must institutions, ill defined goal subject to 

certain financial constraints". One hospital administrator that we 

have talked to. stated "we donlt care if we make no profit, it ~s 

only important that we break even and continue to give health 

service without any debts". One other stated that they try to 

maximize the number of patients that are treated during a period, 

where the well-known axiom,u a filled bed is a billed bed" opera­

tes. Reder(64) has suggested that the apparent objective is to 

maximize the weighted number of patients treated (per period of 

time) the "weights" being the professional prestige of doctors 
~ -, 

attending them". In this analysis. the professional prestige of 

doctors attending is an indirect indicator of the expected quality 

of care provided by the hospitals. This formulation of the objec­

tive function 15 insightful since it appears to hint at the 

recognitiofi of the physician's central role ~n its specification. 

Lee(65) suggests that the hospital production process and the 

ruling objective functions can best be understood in terms of 

Veblenian concept of "conspicuous consumption" 0 He states that 

each hospital considers itself to be a member of some group of 

hospitals which it considers to be its peers in terms of the scope 

of services. prestige, reputatiGD, and excellence (e.g. all the 

prenatal clinics can be seen as one group). To maintain member­

ship, it must engage 1n the production of services in scope and 

quality dimension equivalent to or similar to those produced by 

(63) E.~.Kaitz, Pricing Policy and Cost Behaviour in the Hospital 
Indust.ry. (New York :-.Pra~g~'t(:e.u-bl~'sl,le;rs, 1968). p. 62. 

(64) M.\-J.Reder~ IIS ome Problems in t'~e E~~nomics of Hospitals", 
American Eco.Domic Revie~ (Mays 1965). 480. 

(65) Lee Maw Lin. "A Conspicuous Production Theory of Hospital 
Bellavi()ur")Pa.~er Presentedat:the Conference of the Western 
~~~ndmic As~otlati~nfAugu8t, c1970), p.4. 



its pee r san d m u s t do SOl n a rna nne r t Ii a t rna k e sit k no \.J n. i! l' nee 

it wi1l tend to maximize .. . H . 
~ts c.onsplcuoUS production", 

Ne,,,hol,.lse(66) ··d~:y.elops a model of hospital where the organ.i­

zation tries~oma}dmize: quality ,,,here quality is denoted by an 

unspecified ~vec~br of characteristics" and q~antity by simple un­

weighted patient daysr He assumes that an 1ncrease 1n the quality 

of thehospitalOs output will lncrease the demand for that 

hospital's service. That is similar to what most administrators of 

private hospitals that we have talked to stated; hospitals wish to 

maXImIze their long-term growth, they wish to prosper and expand 

by giving good health care service. 

Perchansky and Rosenthal(67) have formulated that the 

majority of demands for hospital serVIce are physician originated 

Whether to maximi~e their incomes by the use of social capital or 

to s hap e the has pit a 1 tot he i r p r i vat e.' pro f e s s ion a I nee d s. the 

physicians are central decision makers in the process of care and 

will attempt to shape the hospital's ~bjective furiction to their 

purposes. In addition to the physicians. there are Board of 

directors or trustees. and the administrators. Stevens(68) has 

maintained that "different components of the management structure 

may entertain different and sometimes 
, ., II 

not compatIble obJectIves. 

He ,concludes that private practitioneers "in attempting to 

maX1mIze their incomes" want to use these facilities as a necessary 

adjunct to their non business operations(69). 

If the literature on the objectives of hospitals agrees on 

a central point. it LS that the objectives are vague, ill defined, 

contradictory and sometimes non-existent. Basil S.Georgopoulos and 

C.M.Flbyd(70) have an interesting analysis in which they have 

(66) J.P.Ne\vhouse. "Toward a Theory of Non-Profit Institutions; An 
economic model of a hospital". American Economic Review, LX. 

(67) 

(68) 

(69) 

(70) 

,X191Q)pp~§4~74~ 

R~Perchansky and G.Rosenthal. "Productivity, Price and lncome 
in thePhysicians i Services Market-A Tentative Hypothesis", 
Med ieal Ca re_. (Oc tob er-Decembe r. 1965). 21. 

C.N.Ste~ens. "HosHit~l Market Efficiency: The Anatomy of the 
Supply Respon$c". Empirical Studies in Health Economics. 
Proceedings of the 2nd Confer.enceont~eEcon~mics of Health, 
ed. Herbert E.Klarman and Helen H.JaszL (BaltLffiore, Md.: John 
Hopkins Press. 1970). p.B. 

Ibid. 

S,.B"Gcorgopoulos arid C~>l"Floyd~ i~'l'he HospitaL as an Urganiza-­
t i 0 11 t;~ ~ JL§: tie 1) f S ~ Ph \" sic ian san J T lIn f: S S .- /'l.. Sou r c e boo 1~ -~- n 
n", h", \1~nyo,:} i-"-S-;::"i~;:;;-~'-~~~'~-;f~tf~'ahh-:--;-d:--~-t:~ ly --:ra-c'Q-l N e~;\;-~;- r k : 



combined the objectives of the hospital with the organizational 

and administrative structure within the hospital. They state that 

the maiQ objective of the organization is to render persona~ized 

serviC;tf-Caf~:aridt rea tmen t-t 0 indi v idua 1 pa t ien t s,Ta therthaIi the 

manufa~tureof some uniform material object. And th~ ~~ono~ic 

value oie the organization's products and objectives is secondary 

to th~ir social and humanitarian value. To the hospital and to its 

members, the patientis needs are always of supreme importance; 

also there is a high degree of agreement about the principal 

objective of the hospital among the members. as doctors and nurses 

(many of them at least should) look upon their profession as a 

sacred calling, so immediate personal comfort and satisfactions, 

and even material rewards are defined by their members as less 

important than giving good care to the patient-and meeting a higher 

order of obligation to mankind. Apart from this primary objective, 

a hospital has other additional objectives including its own main­

tenance and survival, organizatioQal i~~bility and growth. finan­

cial solvency, medical and nursi~g education and research, and 

various employee related objectives. But these are subsidary to 

the key objective of service to the patient. 

4.3, ADMINISTRATION OF THE HOSPITALS 

It has been stated that the hospital IS a human rather than 

a machine system(71) and even though it may possess elaborate and 

impressive-looking equipment, or a great variety of physical and 

material facilities, it has no integrated mechanical-p~ysical 

systems for the handling and processing of its work. The patient 

is not raw material that passes passively through an ordered prog­

ression of machines and assembly-line operators. At every stage of 

his short stay in the hospital, he 18 mainly dependent upon his 

.interaction with the people who are entrusted with his care and 

upon the skills, actions, and interactions of these different 

<people. ToJo its work, the hospital relies 'upon extentive 

division of work, specialization and differentiation of a highly 

interactional character. The care process is carried out bya 

l~rge number of cooperating people"whose background;, education, 

training skills and functiorts ar~ as diverse and heterogenus as 

(71) S.B.Georgopoulos and C.N.Floyd, "The Hospital as an Organiza­
tion". Patients. Physicians and Illness-A Sourcebook 1n 

--.-~--.. - ---- ( . Behavioral SClence and Health, cd. [ Gartlv Jaco New York: 
Coriier.··Mac"milj~;n- LiHiTt~"d~-'-r(72) 11, pp.155-171. 



can be found 1n any of the most complex organization in existence. 

Much of the work is not only specialized but also performed by 

highlytraJnedprof~ssional groups -the doctors- who require the 

cobrdin~ti~i1:,.¥rid-aSSi,stance of many prof.e,ssional and non-profeS-. 

sionalpersonnel. In-addition to medical staff. there 1S the· 

nursing staff (highly departmentalized and specialized) t consist­

ing of graduate professional nurses 1n supervisory or nonsuper­

v1sory positions. practical nurses, and untrained nurses aids. In 

addition to these two groups, there 1S the hospital administrator 

(a doctor or a manager) and a number of administrative-supervisory 

personnel who head various departments (nursing, dietary, admis­

Slons, maintenance, pharmacy, medical records, housekeeping, 

and are in charge of the employees in these departments. 

There are also a number of medical technologists and technicians 

who work in the laboratory and x-ray department, and a number in 

clerical and secreterial positions. Apart of all these staff there 

are a board of trustees who has overall formal responsibilities. 

Because of this extensive division of laborir and specializa­

tion of work, every person working in the hospital depends upon 

some other person or persons for the performance of their own 

organizational role. Doctors can only perform their functions by 

the support of nurses, technicians, and others. So hospital 

per~onnel do not and cannot function seperately or independently 

of one another. So such a high degree of interdependence, requ~res 

a highly developed coordination of all the specialized functions, 

and activities of many departments. From the administrative 

point of view, the hospital should develop a rather intricate and 

eloborate system of internal coordination. 

S~cond but equally important factor In the administration 

of the hospital IS that it constantly deals with matters of life 

and death. matters which place a heavy burden of responsibility on 

the organization and its members. Thus, error and negligence 1S 

prevented by adherence to strict formal rules and authoritarian 

discipline. The emphasis on formal organizational mechanisms and 

procedures- and on directive rather tha,n democratic controls. the 

hospital is a bureaucratic structure. which manifests itself ~n 

r~latively sharp patterns of superordillation and subordination, 

with expectations of strict discipline and obedience and distinct 

status differ~nces among organizational members. 



So 1n analysis of the organization and administrative 

structure of any hospital, these two characteristics; a) bureauc-

ra't.ic stru ctu r 

'~(;tlSidera.t i~·~.: 
b) high degree of coordination mu,t be tak~n into 

4.4. THE HOSPITAL'S OUTPUT (HOSPITAL UTILIZATION INDICES) 

The output of the hospitals. are best reflected by the 

satisfactions consumers drive from improved states of health. But 

such satisfactions are not directly measurable. The literature 

presents six-basic approaches to the definition of hospital out­

put. or indices of measurement of hospital utilization(72). 

4.4.1. Utilization Indices 

1- Hospital Beds: A hospital bed 1S one regularly maintained 

and staffea for the accommodotio n and full-time care of a succes­

sion of in-patients and is situated in wards or areas of the 

hospital in which continuous medical care for in-patients are 

provided. The total number of such beda constitutes the normally 

available bed complement of the hospital. 

2- Admissions: Admissions refer to the number per year of 

acceptances by a hospital of a patient who 1S to receive medical 

care ~hile in residence therein and who 1S expected to remain for 

one or more nights. Normal. healthy, newborn babies should not be 

counted as in patient admissions but habies requiring special care 

should be included among the admissions. 

3- Discharges and Deaths~ The annual number ofJisch~rges 

includes the number of patients who have left the hospital (cured, 

improved) etc •• the number who have' transferred to another health 
y~~,;~~:.:,; ,4:,/ ::-- ~._., • 
. ],:'ns~;Ltut~on, and th.~.number who have died. 

4- Be d Day s 0 r Pat i en t - Day s; "13 e d day 0 r "p a tie n t day" 1 s 

t ~£ me~~ure denoting the s~rvice rendered to bne in-patient 

ellospitcalcensus between one day and the succeeding one. 
" - ," ; 

om~times the day of admission ~nd the day of discharge are countec 

(72) R.LLewelyn Davies and H.H.C. Macaulay, Hospital Planning and 
Administration, HorJd Health. Organization, (Geneva, 19fJ6), pp 
30-31; .. _--



as one day. In other cases. a full day is counted only when 

admission is before mid-day or discharge is after midday. 

5- Indices Relating lethe Hospit;Al: Average length of stay 

(L) This index indicates t.heaverage period in hospital (in days) 

per patient admitted. Ideally, this figure should be calculated as 

follows~ cumulative number of bed days of all discharged patients 

(including those dying in hospital) during one year divided by the 

number of discharged and dead patients. This calculation takes in­

to account the bed days of patients in ,the year (or years) previous 

to the one under consideration, but disregards the bed days of 

patients who were still in hospital at the end of the year. It may 

be said, therefore. that the result of this method of calculation 

represents the true average length of stay per patient; and it is 

recommended that this method be used, at least in long - stay 

hospitals. 

However, variOUS countries or variOUS institutions obtain 

the figure for the average length of stay in hospital in different 

way. The [allowing are some of the formulas currently in use: 

a) Total number of bed days in the year divided by the 

num~er of admissions in the same year: L = H/A. 

b) Total number of bed days in the year divided by the 

number of discharges and deaths in the same year: L = H/D+d. 

c) Total number of bed days in the year divided by half 

the sum of admissions and discharges (including deaths) in the same 

year: 

1 
L = H. x (A+D+d) = 

1/2 
2 x H 

A+D+d 

It will be noted that these three methods result 1n a 

figure representing the average lenkth of stay per patient per 

year which is not the same as the average peri.od of stay per 

patient admitted. In hospitals 1n which the patient's stay 1S 

usually short. the two figures are practically identical, and 

either may be used; 1n hospitals in which patients stay for relati­

vely long pe'riods, or in cases in which changes 10 bed complement 



have occurred during the year, the average length of stay )s 

correctly calculated by the first method described above. 

d) Bed-Occ.up.ancy Rate. fOr: The figure expresses the average 

percentage occupancy of hospital beds. It IS calculated by divid­

ing the daily average number of beds occupied (obtained from the 

daily census of occupied beds) by the bed complement (nominal 

number of beds in the establishment) and mUltiplying by 100: 

N o :::: B x 100 = H 
-:;::-3'"""6-=-S-=B x I 00 

The, bed occupancy rate reflects the ratio between beds used 

and beds provided. Opinions differ regarding the appropriateness 

of using this mode of presentation, and some would prefer to use 

as a denominator the actual number of bed used (including any 

additional beds) rather than the bed complement. On the other 

hand, it would appear preferable to use the bed complement as a 

denominator since a bed occupancy rate of 100 or over would call 

the attention of administrators to a disproportion between the 

number of beds provided and the number used. Furthermore, it some­

times happens that the n~ed for additional beds IS only seasonal 

in nature, ln which case a month-by month analysis would enable 

administrators to plan ahead of meeting this contingency. A per­

si~tently high occupancy rate all through the year would, on the 

other hand. call attention to a possible shortage of beds. 

Occupancy rate should not be thought of solely as a measure 

of administrative efficiency. Although it is reasonable to expect 

that services such as "cold or tho p a e die sur g e r y" in \v hie had m i.s -

S10ns can be controlled. should achieve high occupancy rates, such 

as 90 Z. there are other services. su~h as accident care and 

children's services, In which a fairly low occupancy rate IS 

n~cessary~ p~rhap~ 75 % to ensure that e~ergency admission IS 

always p6ssible. Thus. the establishment of occupancy rate IS an 

instrument of medical and social policy. 

e) Turnover Interval (T)_! The turnover interval expresses 

the average period, in days, that a bed remains empty, in other­

words, the average time elapsing between the discharge of one 

patient and the admission of the next. This figure IS obtained by 

sub t rae tin g t h c;- act u a 1 i1 U 111 h c: ref 11 () S pit ali z a t ion day s fro in t 11 e 



T "" 
B x 365 - H 

D+d 

The turnover interva 1 ~s zero when the bed-occupancy rate 

1S 100 and becomes negative when the bed-occupancy rate 1S over 

100. In order to be meaningful. the turnover interval should be 

calculated seperately for the various 

especially. for the various wArds of 

types of hospital and 

the hospital. A very short or 

negative turnover interval points to a shortage of beds, whereas a 

long interval may indicate an excess of beds or a defective admis­

S10n mechanism. 

.. 
4.4.2. Factors Influencing Hospital Ucilization 

The manner 1n which a certain community utilizes the hospi­

tal bed ana the extent of such utilization are influenced by many 

factors that depend on the social, econom1C, educational, and 

cultural characteristics of the people and on the attitudes and 

special habits of the medical profession. With regard to the 

latter, it may be presumed that the doctor orders or advices 

admission to a hospital primarily for medical reasons; however, 

that 1S not always the case. Very often the people themselves 1n­

fluence the decision for or against hospital admission. Thus, 1n 

less developed cGuntries. fear of the hospital or unwillingness to 

seperate from the family may be strong arguments against hospital 

admission. t-Jhereas 1n more sophisticated communities the hospital 

"habit" may be such that a person may bring pressure to· bear on 

the attending physician for admission to the hospital. even though 

be objective reasons for this course of action. 

In v~ew of such considerations, studies on hospital utiliza­

tion must be interpreted with caution. s~nce some figures do not 

true1y reflect the quality or effi'~iiency ofIIledical seryi.c.es. 

Nevertheless, because of risingcos:t of hQspitalcare, such studies 
[,,:>:", "'-'.-

~re valuable in pointing out the directions in ~hich economy may be 

effected without influencing the quality of care. 

The following are some of the factors that affect the 



utilization of hospitals(73). 

1- Availability of.Hospital Beds: It has been observed 1n 

the e(!onomically.deve'lope.d;co\lntri~sthat the larger the number of 

availabH:!hospital bed~f th~ttirg~r the voliJme o"f hospital utili­

zation; but it is unlikely that these two trends are really 

correlated. They are the result of factors that are linked to 

socio-economic development, such as better health education, In­

creased health consciousness, larger protection by social security 

and higher standards of living, leading to an increased number of 

demands for hospital care, A saturation level 1S eventually reached 

especially for maternity services and some specialized depart­

ments. In some cases. there is a direct relationship between the 

bed/population ratio and the utilization indices, such as admis­

sion rates, bed-occupancy rate, per person hospitalization rate 

and others. If the bed complement is very great, high bed/popula-

tion ratios may be accompanied by a low bed-occupancy rate and/or 

a high turnover interval. 

2- Methods of Payment for Hospital Services: There are two 

methods of payment for hospital services direct and indirect. In 

the former, payment is made directly by the utilizer of the hos­

pital services in the latter, services are paid for through pre­

paid programmes, sickness insurance, general taxation, and other 
1 

indirect measures. Hospital utilization is greatly influenced by 

the metpod of payment. It has been found that payment by third -

pa~~ies (insurance schemes) has resulted in an over utilization of 

ho~pit~i s~rvices. resulting in long waiting lines for the real 

needy and the sick. 

3- Ag~.()fthePopul.atiori: A popUlation with a high-expec­

tancy (and a~~n~equently high~r prop~rtion of aged persons) tends 

t6 raise the volume of hospitalization. The effect of age on 

<yutilizEl.tion indices 1.8 reflected in an increase in the per person 

hris~italization rate and in the average length of stay per patient. 

4- Service-Coverage and Bedpistrihutiori: A high bed{popu-

afull~overage of the popu~ 

----------_."---------
(7J) R.LLewelyn Davies and H.M.C.Macaulay, ~oseital Planning "!nd 

Adm i n is t rat ion. i-J 0 rId He a 1 thO r g ani z a t 1. on. ( G en eva. 1 9 6 6) • 
pp, 32-35 ,-----



Iatioo. this depends no the geographic distribution of hospital 

beds rather than 00 tbe total number of beds, and an even geogra~­

hic distribution increa/ileshospital utilization by making-thehos 

~i~B~S more a~atrBbl~ ~Q Bll the ~eopi~. On th~ other hand, a 

large number of beqs concentrated in urban areas may still mean a 

low admission rate fnr the country as a whole, 1n as much as large 

sectors of the rural population may not be able to take full 

advantage of the hospital because of the distances involved. 

5- Availability of Extramural Medical Services: The type, 

extent and quality of extramural medical service~ affect hospital 

utilization in various ways. A well organized domiciliary medical 

service can. by caring for patients in their homes or clinics, 

reduce the load on the hospital. However, in developing countries 

these services also tend to uncover hitherto undiscovered sickness 

in the community, which can g1ve r1se to a completely new demand -

for hospital services. 

An important role is played by the out-patient department 

of the hospital. A good consulting out-patient department with 

diagnostic facilities may greatly reduce the number of admissions 

to the hospitaL 

6- Hospital IIBottlenecks": Another important factor 1n hos­

pital utilization, connected with the hospital itself, is what 

might be called hospital bottlenecks. or in other words, the 

e f f i c i e n c y, 0 f t he h 0 S pi ta 1 Us sup p 0 r tin g s e r vic e s. x - ray de par t -

ment, laboratory services. operating room services, and others. 

Shortage of personn~l~ space and equipment in these departments 

results in. a prolonged average hospital stay and a lowering of the 

admission i~te. Improved efficiency in these departments 1ncrease 

the admission rate and thereby lncreases the cost per day, This 

results in decreased hospital stay, however, ana may decrease the 

cos.t per person treated. Similarly, the administrative 

serVlces, such as the admission and discharge procedures, may act 

.as bottlenecks and adversely affect" the efficiency of \the ho~pital. 

7- Medical Gustoms and Social Patterns; The customs or at-

titudes of the medical professicn affect haSllital utilization. 

Thus, early ambulation. which has been adopted :Ln many countries. 

has resulted in a lower average stay in hospital. With regard to 



some countries. the medical profession. or the women concerned. 

insist on hospital deliveries for nearly all cases whereas. 1n 

other countries. hospital deliveries ar~ confined to abnor~al 

casesand:possib ly ,p r imipara s. In add i cion. ,the leng thot hos­

pitalization in normal obstetric cases varies lromtwo or thre~ 

days in some countries to up to fourteen days in others. 

The demand on hospitals is also affected by social and 

cultural patterns of the population, as previously suggested. 

8- Supply of Physicians: The number of doctors 1n a country 

influences hospital utilization in a number of ways. On the whole, 

the pattern of hospital utilization is less influenced by the 

number of doctors than by factors such as the attitude of the 

medical profession toward hospitalization and the organizational 

patterns of medical care. 

Other factors being equal, the number of doctors influences 

the admission rate as follows: In areas with a very small supply 

of doctors. the admission rate tends to be low, as large sectors 

of the population have no access to medical practioners, and much 

illness remains undetected. As the number of doctors increases, 

more cases of illness are detected and the hospital admission rate 

r1ses. A point of maximum rise is reached when the physician/popu­

lation ratio is such that there is practically complete coverage 

of the population. but the number of patients per doctor is high. 

Thus, the over-burdened practioneer tends to refer to the hospital 

cases that. had he more time. he could deal with efficiency on an 

outpatient basis or at home, A further r1se 1n the number of 

doctors diminishes the patient load and allows for more medical 

wDrk out.ide the hospital. 

9- Research and Training: Hospitals with programmes of 

research or training. or both, tend to be more selective Ltl the'ir 

admission policy. On the other hand, the average length of stay 1n 

these hospitals tends to be longer because there are many special-
.,/ 

ized departUl~nts~such as neurosurgery. orthopa~di'cs and neuro-

psyc hiatrYt;tha t select \ser lOllS cases. 

10- Existence of Private Hospitals: 1'h0 private hospital 1 ,­
- '" 

also selective in its admission policy. Usually receivi~g minor or 

curable. caSt'S (sitGation somewhat difrerf>nt in Turkl.:v \'Ji!icb \;,ill 



be examined 1n detail). Therefore. complicated cases are mostly 

r e fe r red tog e n era 1 h 0 s pit a 1 s. w hie h m \l s t k e e p 't h ern Ion ge c, T bus • 

in the p r i vat e h 0 s pit Ii 1 s, t he 1 eng tho f s ta y is g eneX\a 11 y s 11 0 r t e r 

td\al1 iOn other-hospitals. 

11- Hou~ing: The current trend for f~milies to live 1n 

smaller houses or apartments has a definite influence on hospital 

utilization. Many admissions to hospital are due not so much to 

the need for hospital care as to the inconveniences encountered 1n 

caring for the sick person at homeo Smaller housing units demand 

less home help. Therefore, the combination of shortage of space 

and shortage of home help is an important factor i~ the demand for 

hospital admission. This is particularly true of the elderly, who 

often cannot be kept at home when sick. 

Morbidity: Hospital utilization 1S greatly influenced by 

the morbidity pattern of the community~'The increased demand due 

to an outbreak of disease and the day-to day morbidity pattern 

both determine to a large extent, the type and volume of hospital 

admissions. 

The above cited factors are those that influence utiliza-

tion of hospital serv1ces. The work and the importance of the hos­

pit~l ought not to be measured by the number of beds that are 

filled. but the serV1ce that 15 given to its customers, the 

patient. Consideration of the hospital bed as the sole yardstick 

of medical care activity belongs to the past, .so the hospital must 

be taken as a whole. with all its contributions to the society, 

and this concept takes us to the preventation of marketing 

ae. t i vit y wi thin the h 0 s pit a 1 S , Be for est art i n g an ana 1 y s is 0 f 

pt':i'vatehospitals~ we should regard and exam1ne the medical care 

sector in Turkey as a ,;)hole. 

5- Medical Care Sector'~n T~~kei~'th~ 1~6~ coh~tituion of 

the Republic of Turkey has assigned the state wtth the responsi­

bility of securing means for everyone to live a physically and 
f 

rri¢1i;Ealty healthylife and to r:eteiv,~. meditaleare, . The state 

}~~~"~jtes this duty assigned <t~'{2'by the constitution, through the 
-:":':~ :. 

Ministry of Healfh and Social Assistance. Besides, the Ministry of 

H~alth and Social Assistance. other ministries. Economic State 



various laws issued for this purpose. contribute to carrying out 

some health services, As can be seen from the above analysis. 

medical care service in Turkey~ is give~ by a variety of institu­

tions» inc ludingpr iv.ate',ptiy sic lans who cont:ribu t e independently 

to the health level of the country. In Public Health Law No 1593, 

the improvement o£ t6e health"cirtumstances of the country, con­

trol of all diseases. and other harmful factors endangering the 

health of the people, securing the healthy growth of the coming 

generations and providing both medical and social assistance to 

the public are considered among the general services of the state. 

Also, the Ministry of Health and Social Assistance is assigned 

with the execution. (excluding health activities of the Ministry 

of Defence) of controlling the heal~h services of all organiza­

tions, 

To start an analysis of medical care serV1ce sector 1n 

Turkey, we must start with the development process. The 1921-1946 

period due to his important contributions to the development of 

medical care service, is labelled as Dr.Refik Saydam (minister of 

health of that period) period(74). In this period, more emphasis 

was placed on preventive medical care services, and these were 

stated as the responsibilities of the state. Also, he encouraged 

I 0 cal ins tit uti 0 n s ~ a s II N u m u n e Has tan e 1 e ri" inA n k a r a. Is tan b u 1 • 

Siv?s. Erzurum and Diyarbak1r. and also private institutions and 

municipalities in instituting hospitals. The mechanism of "state 

physicians". who were related to local governments, gained impor­

tance. These physicians were important in giving preventive 

service on epidemic diseases~ as in malaria and syphilis preven­

tion. The management of personnel working in public sector was 

related t.o Hinistry of Health. and in 1924., with the law of "Com­

pulsory ~~r~4ce in Medical Care'l. gradu~tes cif medical un1ver­

sities. had tn work for four years in specific regions of the 

country. 

Between 1946-1950, the First Ten YearH-ealth Plan \"a5 pre-.<-
pare4 by Dr.Beh~et Uz (rninisterofheaith). To distribute medical 

ca r es eryice sa nd personnel IN it h in'ttle .coun try, the c au n t ry was 

£n1>:o 7 health r eifions wh:tc hwoul d'or ~ani ze their BC t i vi t ie s 

~---------------=..--=---------------------
(74) M.R .Di r'{can ~nTti rk iy e ;deS~g11k Hi.zme tIe ri n in ih gut 1 e nme sin in 

K ~ saT a r i h t~ e si't, At a t ii r k Un i ve r ::: it 2 siT 1 B ii I t c ni, II ,< !" (1: 1', 
(ErzuruTf:, ), p p -



independently, Within the regions, for every 40 village, a health 

center with 10 beds was required with 2 physicians, 1 midwife. and 

1 health personnel. In th~secenterscurative and preventi~e 
. . 

se rv ice swau Id b ecpnd uCc~'~;fd(toge the'r~ and as these regions de v e lop:-

ed. a university would b~insti;tuted which would provide the in­

crease in specialized personnel. 

So 1n this plan, healtb planning was taken seperately from 

the organization of regional governments. thus curative and pre­

ventive medical care services were coordinated, and medical care 

serV1ce were taken beyond the urban centers to rural areas. After 

Beh~et Uz. the plan was not followed up; only health centers were 

established in every region and these were operated as hospitals 

with rising costs. 

Also, Ln 1946. Law No: 3308 gave responsibility to Social 

Security Institution to provide h~alth_~ervices to its members. In 

the following years. Law No: 2219 stated that State Economic Enter­

prises, certain ministries and municipalities can establish medical 

care institutions to provide health service for their own per­

sonnel-. 

In 1950-1960 period: Minister of Health Dr.Ekrem Hayri Us­

tfindag tried to realize the socialization plan but he could not 

succeed. This period is characterized by a general neglect of 

preventive care services because activities of public sector were 

directed towards establishment of hospitals. 

1960-1975 period: The constitution of 1961, with 48 and 49th 

articles, a~cepted h~alth and social assistance services as respon­

sibilities of the state within the concept of "welfare state". 

Accor.dingto-48tha"ri,::d4:2~t:haj;ti",cles of the co~.s,t.itution and 

'in accordance with -Fhe.-Pr~~'f~~·d~i·t~E'~~;·r·r'fwas seen tha't'medical 

ca res e r vic emu s t be· 0 rg a ni zed. So, in Jan .5. 1 9 6 1. ( No 2 2 4 ) 
> 

Health Services So.cialization La .. , \l1a,5 accepted. So since 1963, 

>">:stifcf<;tlizC;l fionof heal thserVice sw~(~;t:'hema i n principle in coord i-

tf~t io n 0 fro ed i c al services, It was thought that this socialization 
.-:',.., 

principle that started in 1963 in !'1uq, \,0 U 1 d cover the entire 

country in 1978, and in 19a2. it was planned that development 



every 5000 people. 

Today. In 1982. the socialization law 18 still 1n enforce­

ment~ but its suc.cess is largely questionable. In 1976 in 4"th 

Year Develop~ent .. P1ari; Sagll.k Sektorii 6ze1 'tfitisas Komisyonu Ra-. 

poru" was published. In this report it was stated that the expected 

development was not realized in any of the target areas. So, as 

Recep Akdur(75) states, the medical care service organization 

looks like a three-headed giant; three factors that are interrela­

ted within the medical care system-state physicians (hUkUmet ta­

biplikleri), hea~th centers (sagllk merkezleri) and health houses 

of socialization process (sa~llk ocaklarl) place the medical care 

sector in a crisis situat ion. As socialization process has not been 

developed over the entire country. the health care system looks 

like a zigzaw puzzle, with 49 different organizations giving 

medical care service with no coordination between them. 

SERVICE AND PERSONNEL LEVEL IN THE SECTOR 

Comparison of the number of personnel and number of institu­

tions with other countries gIves us an idea about the position of 

the medical care sector Ln TURKEY. 

When ywe look at the statistical data; we can see that 

Tur~ey LS among the six countrie~ which have highest population / 

physician ratio~ and population/bed ratio. It is apparent that 

there is a"close correlation between national product of countries 

and thes~ ratios~ So, it ~an be stated that medical care sector 

cannot be analyzed seperatedly from the economical development of 

a country (TABLE 9). 

From the also data on Table 10 it can be seen that very little increase 

has been achieved in the number of physicians relative to the 

population increase. Anot.her striking fact is that in Turkey. a 

large percentage of doctors are specialists which creates problems 

by itself. Thepracticians are doctors, who are not constrained by 

care forcertairi illnesses but who ~hould be the first ones to be 

coritac.ted in casebf sickness. As has bee!l~tressed Ln the Third 

\ Rive Year DevelopUlent Plan, uThe major difficulty in Turkey. in the 

( 7 5 ) R. A k d u r. "s a ~ 1 1.i( D U zen i m i z ve Pol i t i k a S 1. n d a K a r g a fi a", ~P 1 urn 
ve Hekimc XIT. (Dece~ber. 1978) pp.19-54. 
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\Bl.E 9- DISTRIBUTION OF MEDICAL PERSONNEL AND ENSTITUTIONS 

pOp-, 
life national 

Country estimated death rate product physicians midwives health number Beds P9pula tion popula; 
(millions '. ,.% 

expectancy nurses 
technicians h?~ys ic ian /bec 

1973) at birth (U. S. S) 

"-"'":".~-~'~'-

'(. 
)1\ 2.10.3 9 .. 4 71 4.760 338.111 857.000 4.300 247.945 7.336 1.401.624 " ,620,11 150. 
":st Germany 59.4 Ii; 7 71 2.930 120.260 171.402 5.958 53.450 3.481 729.791 . 493,93 8l. 
,"gent ina 25.3 i:3 68 1.160 53.684 14.471 2.905 6.624 2.864 133.847 471 .27 189. 
"2.zil 101.3 61 420 59.573 24.315 49.827 4.431 382.952 1716.4 264. 
llgaria 8.7 9.8 71 760 18. 770 34.689 7.122 13.063 75.037 463.565 115. 
~geria 15.5 17 51 300 1.797 1. 532 537 369 149 39.073 8625.48 2 396. 
'\donesia 132.5 19 48 80 7.027 1. 099 12.165 1.977 1.115 83.696 18928.5 1596. 
i.nland 4 .. 8 9.6 69 2.390 6.701 22.810 1.071 3.937 379 71.115 716,31 67. 
:'ance 52.3 10.6 73 3.100 77 .882 190.776 9.050 671.52 
;gland 57.0 11.9 71 2.270 64.600 130.347 18.658 29.439 31. 308 417.249 882.35 136. 
'aq iO.8 15 25 320 6.883 3.535 1.688 3.172 187 22.942 1569.08 248. 
-an 31;,1 17, 50 380 12.890 4.947 2.882 3.125 535 Lf9.194 2412.725 632. 
',ain 34~2 8.2 70 1. 020 55.000 29.431 46.220 1.261 185.218 621.81 184. 
;rael 3;1 7 72 1.960 9.143 663 86 19.501 339.05 158.. 
-eden 8.2 10.4 75 4.040 13.260 47.800 620 14.990 725 124.350 618.40 65. 
:aly 54.9 9.6 71 1.760 190.166 18.375 5.698 2.189 575.162 288.7 95. 
'-pan 107.3 7 72 1. 920 126.822 176.051 26.867 26.592 8.294 1.163.726 851.5 92. 
: :-~gary 10.4 11.4 67 1.600 21.127 41.246 2.208 19.251 218 90.104 492.26 115. 
;~'pt 36.9 16 53 210 8.037 7.373 7.423 7.036 1.454 79.399 '45.91. 27 3 464' . 
li:istan 68.3 18 100 17.929 6.010 6.352 1.345 33.948 '3809.47 2011. 
;SR 250.0 8.2 70 1. 790 733.700 1. 232.000 329.300 218.800 3.009.200 341.06 83. 
-'Ian 6.8 15 53 290 2.666 1.161 93 6.865 '2550.64 990. 
;rkev 38.6 15 54 310 21.714 8.907 12.975 10.851 807 85.872 

.' 6 
449. 17.77.65 

:goslavia 21.2 9.1 67 650 24.920 10.229 6.073 10.869 490 127.646 850;7 166. 
'e€ce 9.1 8.3 69 1.090 18.421 4.604 3.224 722 58.501 . '494 155 . 

I Sagllk ve Sosyal"YardlID Bakanllf,l, ','Distribution of Medical Personnel and Institutions", Tlirkiye Saghk istatistiky411h!1, 1975-
1978, Ba§bakB,nhkBaslIDev1., Ankara, 1977, 398. . ... 
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TABLE 10- DISTRIBUTION OF PRACTICIANS AND SPECIALISTS iN TURKEY 

;, '< 

1950 

1955 

1960 

1965 

1970 

1973a 

1975 

1976 

1977 

Specialists 

No 

3. 61i 7 

4.836 

5.217 

6.657 

10.241 

11.139 

12.698 

13.177 

14.724 

k ..... -
52.9 

50.2 

53. 1 

61. 1 

64.6 

64.1 

58.48 

56.34 

61.55 

a) Different statistics added 

Practicians 

No 

3.248 

4.802 

4.609 

4.238 

5.615 

6.226 

5.943 

6.034 

6,399 

% 

47. 1 

49.8 

46.9 

38.9 

35.4 

35.9 

27.37 

25.80 

26.75 

TOTAL 

No 

6.895 

9.638 

9.826 

10.895 

15.856 

17.365 

21.714 

23.388 

23.920 

giving no continuous data. 

% 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100,0 

100.0 

100.0 

b) M.Rahmi Dirican. "Tiirkiye'nin Gereksinimi velnsan Giicii Planla­
maS1 Yoniinden Uzman11k", Ankara ve lzmir Tabipler Odas1 Biilte­
E2:., XVIII, 2, (Mart. 1977), p.l3. 

accessibility to physician care 1S the specialization of physi­

C1ans. In Turkey. in addition to increased specialization, the 

number of specialized branches of medical care are also increas-
1) 

ing" . 

In "Tababet Ihtisas Vesikalar1 Hakk1nda Nizamname" issued 

on 1929, 15 specialization branches have been shown. In 1947. 1n 

another statement. branch~s increased to 45 and in 1955, to 37, 1n 

1962. 59 and in 1973. the number increas~d to 64(76). This increase 

in specialization of medical care, falls short of the demand of 

community for medical care and brings forth 2ertain problems which 

can be cited as foLlows: 

1- Physicians. for the prevention of illness among the 

,·}~'qrnniutl..Ll;:y .at large. must give priority to preventive medical care; 

~~uta~ specialization requires more curative practices. community 

health programs ace ignored. 

2- Patients. thinking that it would be more bene'ficial for 

care. go to the ~p~cialists. thus inc~ea~ing the number of 

patients In sneClallst offices together with limiting the time of 

( 7 6) r"l" R a h In i D i ric a n ~ ;i T i.i r k i yet 11 i n, G e. r (' k s 1 n i In i v 1 n san G Li Ct.: PIa n -
]'::llna 1.{·;r~l.it·~ -'2i\ Uzrnanl1k u

;,- ;\nk:jI"d \Ie tzrni.r Tabi le1" Odasl 

Hiilteni~ X\l1;1 7 :23' \f.1art, 
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TABLE 11- DISTRIBUTION OF PHYSICIANS BY HEALTH REGIONS 

79. Hekimlerin saghk bolgeierine gore dag,hml ..;-

A. 60lgo nufus" (bin) 

Saghk bolgosi ve il 
HI),d!ll fn9lun and Otovlnr~ - ... 

Topl.m '- Tota! A 
B 
C 
D 

I. bolgo - I. ,e\),on A 
Editne, Istanbul, K"~lareli, T ekirdag 8 

C 
(1 

II. bolge - II. ,egion A 
Bolu, Kueaeli, Saka.ya, Zooguldak B 

C 
D 

III. boige - III. region 
Bal,keslf, BUiSa, vanakkale 

A 
B 
C 
o 

IV. bolge - IV. region A 
Aydin, DenillLllmir, Manisa-, Mugla B 

C 
D 

V. bolgo - V. regIOn A 
Alyon, Bileelk, Esk,~ehir, KiltaloYd. B 
Upk C 

D 

.VI. bolge - Vi. leG,on A 
A:HaIYQ. Burdur. Isp.Jfla 8 

C 
D 

VII. bulge --- VII. fEglon /\ 
Ankara, C,mkuI, KGsti:lnlonu. n 
KIr~Oh'(, Nev$ehu. YOlgdt C 

D 

VIII. bolg. - VIII. ["U,on /\ 
Konya, Nil'lde II 

C 
o 

IX. bolgs IX le'J'on A 
Amasya, Corum. Ordu, Sam5un, 11 
Sinop C 

o 
X. bolge - X. l~glOn /\ 
Kaysel', Sivas, Tokal B 

C 
o 

XI. bolgo - XL reql(HI 1\ 
Adana, Gaziantep. Halay, iccl, l\ 
K. :Mata~ C 

o 

:l(U,,;,bi>,lge ,.,-.XII. region A 
AiiVin; 'GiiIiSlfn. Gumu~hanci;'Ri2C, B 
Tlabzon . C 

D 

XII!. bolgo - Xlii re9'oo A 
Adlyaman. Bingo!. £13Z1g. Malatya, 8 
Tunceli C 

o 

S. BoloeniiluSUnllO loplam nufu.sa uran. 

1973 
(2) 

38 073 
100 0 

18 511 
2 057 

4 370 
11 5 

7 018 
623 

2 120 
!j 6 
!.I8B 

3 605 

2 043 
5 4 
63!) 

3 217 

3 907 
10 3 

2 307 
1 694 

8S3 
4 V 
434 

4 210 

3 970 
10 <\ 

3 IVl 
1 O\Jb 

7~1 
4.7 
2S~ 

6 915 

620 
G.~ 
3,1/ 
!J!.>O 

94[\ 
.!i 1 
314 

6 ,204 

3 113 
!I B 
-;}3 

B03 

990 
.f; '2, 
303 

6 ~,6fl 

() '1 ~.} 

4 J 
738 

6 H2B 

1974 
(2) 

39 037 
100 0 

20 B68 
1 B71 

4 563 
11 7 

7 003 
5Ho 

170 
G 6 
S94 

3 653 

2 076 
S 3 
607 

3 420 

3 9~6 
10 2 

2 "JG9 
1 443 

878 
4 ti 
430 

4 3GI 

180 
3.0 
74(; 
i~1 

O~)l) 

1 (J ~J 
Ii ~ I (; 1 

(j.i0 

8:11 
·1 I 
2/3 

6 701 

G:-)R 
(j U 
:134 

7 %B 

,178 
b 1 
276 

7 167 

:3 H!J~l 
~. ~) 

HBG 
354 

2 012 
. ,,-5,2;" 

320 
G 2lHl 

653 
4 3 
233 
131 

1975 

40 348 
1000 

21 714 
1 858 

4 834 
12 0 

7 959 
G07 

23<1 
f) S 
643 

3 481 

120 
S.3 
673 

3 150 

4 1113 
10 2 

:I 011 
13GB 

911 
;\ I 
4GS 
200 

4 271 
10.(; 

" ~!]! 
lIti,; 

rHlG 
4 / 
I. ~~l 

7 L82 

10;) 
{j ! 
'l~A 

G 9GJ 

01B 
t,.O 
332 

6 OIB 

11 O~) 7 
10.0 

!lUI 
4 222 

_.".,,2~~g_ ... 
342-' ; 

5 965 

715 
., 3 
7H2 

6 082 

1976 
(7) 

41 039 
100 0 

23 38B 
1 755 

4 9UO 
12 I 

8 ~J!)tl 
~)~6 

2 275 
G fl 
102 

3 241 

144 
G 2 
670 

3 200 

4 182 
10 2 

3 235 
) /~3 
,. 929 

'\ 7 
~'12 
~GY 

1733 
:i 0 
?tJ I 

., nel 

,1 :l6G 
10 (i 

·1',:1 
HUl 

:)]4 
;\ 7 
;'34 

B 119 

13~1 
b I 
4H:> 
til4 

03,) 
!J 0 
303 

G 129 

.1 lG3 
10 2 

1 002 
4 l~~ 

2 056 

'~k~ 
6012 

742 
4 2 
242 
198 

C.' Hilkim saYls. (1) 
C. N.~i'bor 01 phys.cians (1 ) 

1977 
(7) 

42 078 
100 0 

23 920 
1 759 

5 204 
12 4 

8 ~)~8 

G08 

329 
5 5 
746 

3 122 

2 179 
b 2 
157 

2 tl79 

4 279 
10 2 

3 250 
1 :ll 7 

q!.J~.) 

~ G 
~)40 

3 020 

7Gl 
3 II 
]1,)3 

3 :) 11. 

4 !i09 
10 I 

~} !):~ I 
U\G 

2 nf, 
tl Ii 
~J2~ 

" 2e6 

;> 070 
4 . ~J 
454 

4 ~iGO 

Ii 32~) 
10.3 

1 012 
<1 274 

2 078. 
. "4" 9 

41» 
4 959 

1 783 
4 2 
292 

6 lOG 

lOll! 
(2 ) 

43 144 
100 0 

25 230 
1 710 

" 440 
12 6 

9 147 
59"5 

2 386 
5 5 
800 

2 983 

214 
5 1 
883 
~O! 

4 3/8 
10.1 

3 307 
1 32.J 

982 
4 G 
62/ 
101 

:90 
3 0 
40-1 

3 \ 10 

4 G60 
10 H 

:, ~JOO 

J~O 

000 
4 G 
'27S 

7 213 

H1G 

2 103 
4 Y 
4~)G 

4 240 

4 4~l:1 

10 " 
1 23!; 
3 639. 

2 100 
4 9 
411 

5 109 

826 
4.2 
331 

S S17 

HEALTH 

D. Hi, hakima dU~lln nufus, 
D. POP\.l~iJUOO pc, O.l1y-sic.j~n :-

19J9 
~(2) 

43 BOI 
100 0 

(3) 26 298 
1 6G6 

[) 61J£) 
12 8 

7 ~l3 
l1b 

2 :'38 
5 "J 
Ij·13 

3 Y47 

2 3/4 
~l 3 
G78 

3 ibO 

4 ~39 
10 2 

3 0/1 
1 418 

2 022 
4 b 
:1i19 

3 '133 

331 

3 ° 
'h] 
93iJ 

4 811 
lU Y 

:) I --ll~, 
U31 

2 0,11 
·1 G 
7')d 
~3+l 

tlli, 
u :) 
',n 

5 ~lO 

2 129 
4 7 
:,tjO 

3 eo? 
4 ~ j:J I; 

10 ,+ 
~_' ~l ~J 

4 531 

:>. 0;J7 
., 6 
362 

5 I'lO 

7UG 
,10 
J02 

~} 01·t 

1980 

44 737 
1000 

(4) 27 241 
1 642 

S 7-19 
12 ~ 

8 21~ 
700 

2 :'72 
S 8 
liH! 

3 717 

3!lJ 
~) 3 
66f) 

3 S~3 

4 613 
10 3 

3 37'0 
I 3til 

033 
4 li 
G3·1 
L07 

4 ~)LJG 

10 .> 
~ tilli 

Itl'> 

01-1 
·1 G 
2H I 
3IJI 

1 :J3 
4 H 
()ll 

J :".::4 

.: J:i J 
10 () 

1 J ~}Z 
3 ,,01 

2 071 , 
4 6' 
723 

2 813 

802 
4 ° 330 

5 401 

;"/::XIV;bolge' - .. XIV. region 
Dlyalbak,,; Maldin. $iirt; Urfa 

A 
U 
C 
o 

2 026 
5 3 
602 

3 3G& 

0/9 
Ij 3 
~J 76 

i l~,O 
[, 3 
4'13 
4:"1 

2 Hl? 
h.3 
43,) 

2 244 
~ 3 
:JG:~ 

2 302 
!J :1 
43Li 
no 

2 302 
:) 3 
3SS 

6 t}~J4 

.2 3~)l 
'j 3 
3S3 

XV. biilgo -- XV iegion 
Agn. Erzincan. ErzuTum. Kars 

XVI: boige -::- .XVlregion 
Bitlis, . Hal<.kfJri, MLl~.· Van 

1', 
II 
C 
o 
A 
!:l 
C 
D 

D:14 
b 2 
602 

3 312 

92!i 
2 <I 

DH 
9 .139 

(1) DCv!t·l IWS;1bm.:1 "0 serbc!>! CJII$<"Hl hck.il1lleri }..apsnr. 

3 tiO~ 

02" 
!\ 2 
4~)2 

<1 4<30 

~[)G 

2 4 
1 O~\ 

R H!J7 

{i} r'll'· e WP:,}J11 ihJ!U;; ~1fll~ (H,)nHhl ~J::I[:- h!!:~;qjl:;nrn!~.llr. 
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doctors Hho ean give better care to those who are really In need 

o~ specialists attention. 

3- Due to cert~in ~eaaQ~a. (equip~~nt and personnel). it is 

a high probahility that specialists do not function outside the 

urban arias. EVen if they did; in rural areas, they could not find 

the equipment and personnel to help in their specialized activi­

ties, 

So~ specialization is a major factor In determining the 

number of physicians working in rural areas. When a comparison In 

rural and urban statistics is made. it can be seen that unbalanced 

distribution of physicians allover the country is still continuing. 

For example 67.7 % of existing physicians were in Ankara. Istanbul 

and tzmir (22.3 % in Ankara. 34.7 % in Istanbul and lzmir). Popula­

tion per physicians was: 520 in Ankara, 510 in Istanbul, 670 In 

I z m i r, 8. 230 in Ka r s , . 6 • 250 in Mai at ya; 7. I 70 in Van, 14. 2 20 1 n 

Giimli~hane. 8.800 in Hakkari. 2.740 in Diyarbaklr, 3.360 in AydIn, 

2.850 in Kutahya and 6.760 in Burdur (See Table lIon "Physicians 

by Health Regions"), 

In addition to the mal-distribution of man-power In the 

medical care sector, a large percentage of physicians are function~ 

ing privately~ which brings the question of whether medical care 

serVIce is determined in the private market -that IS. if most 

medical care service is privately financed- which contradicts the 

propositions of the welfare state. It can be stated that due to the 

malfunctioning and uncordination of the public sector. private 

sec.tor has gained importance in Turkey to fill in the gaps in the 

supply of medical care. 

From the figures on Table 12, it becomes apparent that 34.7 of 

physicians are in the private sector. When we examine the Social 

Security organization. we see that the number of insured in 1976 

was 8.05/4.875 (including families and retired). The same report on 

a<'!ti vi tie S 0 fS SK{i.tate.~ t hatt he I}uJIlb er 0 fphys ician:;; (s pe cia-

·1i .. sts, prac tic iart~:,a~sf~t;~n:~~'#-l{.Is3.589 and the phys ie ian /po;ul a- : 
'.:, .-.~ . c·'''>;:_ 

t:ion ratio is 2.500(7i).-The optimal number of patients (out­

gatie~t8) that a physician can look after has been stated as 40. 

(77) tzmir T,~bip OoaSI LhUik ll?leri Bi.irosu, "SSK ve Hekiru SorunJ.a--



But in SSK cliniks!, the' number increases to 80-100 to 130(78). The 

same Bituati~n applies to SSYB where the number of physicians is 

very low~ so among the inpatients. 1 physician gives service to 

225 inpat±etit5r in SSK to 130 iupa t ien t s~ i nothermi n i s t r i e sand 

public orgarii.~~t:loris,to 20 inpatients(79). There is largein-,o 

equality a~ong institutions. In private hospitals. acc6rding to 

our analysis 3:1 ratio can be found in patient/physician relation­

ships. It can be seen that although SSYB has the largest popula­

tion burden~ it has a low number of physicians. This inequality in 

the number of physicians affects the quality and quantity of 

service given by institutions, resulting in waiting lines. posti­

lity between the physicians and patients and in general great 

dissatisfaction of the patient. The situation for other health 

personnel is not different. 27.5 % is situated ~n three large 

cities. Also there are 33.348 assistant health personnel in 

relation to 20.868 physicians, which result ~n 1.57 assistant 

personnel per physician. 

TABLE 12- DISTRIBUTION OF PHYSICIANS BY ESTABLISHMENTS 

1975 1976 1977 1978 

Establishments Number % Number % Number % Number % 

Ministry of Health and 
Social Assistance 4.673 21,6 4.847 20.8 5.264 22.1 5.652 22.4 , 

Ministry of Social 
Security 3.524 16.3 4.645 19.8 4.310 18.1 4.588 18.2 

Other Ministries 423 1.9 406 1.8 449 1,8 612 2.4 

Universities and Public 
Economic Enterprises 3.237 14.9 3.295 14.1 3.723 15,6 4.987 19.8 

Municipalit~es and Other 
Local Organizations 592 2.7 723 3.1 642 2.6 641 2.5 

Free Practising 9.265 42.6 9.472 40.4 9.532 39,8 8.750 34.7 

TOT A L 21.714 100 23.388 100 23.920 100 25.230 100 

a) Sa~hk veSosyal Yardl.ID Bakan1l.~l., "Distribution of Physicians by Establish­
ments", !iirkiyeSa$hk lstatistik Ydhgl., 1975-1978, Bat?bakanhk Basl.mevi. 
Ankara,19}l:; p~5L /" 



1..t1. U 1J L.. .l. . .J 

Personnel 1975 1976 1977 1978 ----
Nurses 8.907 10,148 12,584 13.774 

AuxilIary Nurses 5.~899 .. ,6.-41,8 7.275 7 • 1.92 

Midwives 12.975 13 .. 873 16.785 16.219 

Health Technicians 11.021 11.517 11.183 11.141 

a) Sag 11k ve Sosya1 Yardlm Bakanll~l, "Distribution of Health 
Per son n eli n T u r key". T ii r k i yeS a ~ 11k 1 s tat is t i k Y 1 1 11 S 1, 1 9 7 5 -
1978, Ba g bakanl1k Bas1mevi. Ankara, 1977, p,61. 

It becomes apparent that distribution of health care 

personnel is unequal among institutions; also the number of 

auxiliary personnel has not increased throughout the years thus 

creating a shortage problem, The trained nurses either work in 

private ins'titutions or independently, this factor reinforces the 

inadequacy of medical care sector (Table 14). 

The Ministry of Health 15 glven the duty of carrylng out 

curative health with the Public Health Law No: 1593, and by the 

law for Ministry's Organization No: 3017, The Ministry is assigned 

with establishing every kind of hospital, permitting for opening 

hospitals run by other general and specialized institutions at the 

outside of the Ministry of National Defence and the Universities. 

Als'o the ministry has a right to control. confirm and supervise 

them. In 1980 in the country. there were 827 hospitals excluding 

44 military hospitals. Number of hospitals (except military hos­

pitals, 291 health centers, 49 maternity hospitals, 39 chest 

diseases. 3 bone disea. 1 leprosy, 3 trachome. 12 mental diseases, 

2 veneral diseases. 2 oncology hospital. and 425 general hospitals. 

Table 15 presents the distribution of hospitals 

by organization. The largest segment in hospital sector belongs to 

SSYB and SSK. As SSK hasabudget indepen,deo.t from that of 
;., .. . 

ministries. its financial affairs care relatively bettf~r than that 

of SSYB and municipalities. AccordinB to public records its 

economic being cousistsof40bUlion: 1'iras i~ 1977. giving 

service to 12 millioncitizen.s.The hospitals related to SSYB and 

municipalities and even those related to universities are ~n a 

financial crisis due to deficits in the budgets, they try to sur-

vive by donations from the citizens. For this purpose. for example~ 



TAilLE 14- DISTRIBUTION OF AUXILIARY HEALTH PERSONNEL BY ESTABLISH­
~1ENTS 

Minis try 0'£ Health and 
Social Assistance 

Ministry of Social 
Security 

Other Ministries 

Universities and Public 
Economic Enterprises 

Municipality and Other 
Loc~l Organizations 

Free Practising 

Total 

Nurses 

1975 10.950 73.9 

L976 12.264 74.1 

1977 

1978 

1975 

1976 

1977 

1978 

1975 

1976 

1977 

1978 

1975 

1976 

1977 

1978 

1975 

1976 

1977 

1978 

1975 

1976 

1977 

1978 

13.802 69.4 

15.314 73 

2.368 15.9 

2.664 16.1 

3.755 18.9 

3.414 16.3 

69 

131 

113 

179 

1.198 

1.257 

1.639 

1.833 

190 

170 

210 

184 

31 

30 

340 

42 

0.5 

0.8 

0 .• 6 

0:9 

8.2 

7.5 

8.3 

8.7 

1.2 

1.1 

1.1 

0.9 

0.3 

0.4 

1.7 

0.2 

1975 14.806 

1976.' ,16.566 

197719.859 

1978 20.966 

Midwives 

Number ". 7.. ' 

11.636 

12.506 

89.6 

90.1 

13.264 79.0 

14.012 86.3 

406 

451 

475 

568 

1 

19 

14 

17 

49 

36 

31 

57 

415 

364 

338 

252 

468 

497 

2.663 

1.313 

12.975 

13.873 

16.785 

16.219 

3.2 

3.3 

2.8 

3.5 

0.0 

0.2 

0.1 

0.1 

0.4 

0.3 

0.2 

0.3 

3.2 

2.6 

2.l 

1.5 

3.6 

3.5 

15.8 

8.1 

Tectmic ians . 

Number 

5.961 

6.154 

6.185 

6.270 

373 

386 

345 

441 

50 

120 

134 

93 

139 

136 

276 

175 

210 

186 

192 

209 

4.288 

4.535 

4.051 

3.953 

11.021 

11.517 

ll.un 
11.141 

54.1 

53.4 

55.3 

56.3
1 

3.3 

3.3 

3.1 

3.9 

0.5 

1.1 

1.2 

0.8 

1.3 

1.2 

2.4 

1.6 

1.9 

1.6 

1.7 

1.9. 

38.9 

39.4 

36.3 

32.5 

a) SaghkveSdsyal Yaid~m'Bakanligl-;itDt:stribution of Auxiliary Health Per­
sonnelbyEstablis~ents'" Tiirkiye Saghk lstatistik Y1.1 hi'l;l, 1975--1978, 
Bai?bakanhk BaS:i.metn., Ankara 1917. p.6L 



AcrrViTISs, OF, HOSPITALS ~y ORGA.>UZATIONS 
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't.~"1~.r~,·,:::,~0[~~-~!>~~~h~,6~d~:~uf-- Numb.erof di~C~arged.~umhk·o£ .deatlis ,,~"'i?e~ati~nsr;~< _.Nu:}e; pa~!;:~> A;e::::~ 
"",- -, " ""'[;'is:2 padentb1rths Total ,<;>f 

. .-::~:a:'~-. S~a~-f·-_~_t-ing<: Total Male Female" Total Male'~"F'emale' bJg ~iqdle smal.l stay 

--~~-'. 1975 ---r98 8126477209 18163978 1653483 679533 973950 45928 24216 21712 134566155230 201786 344648 15221200 --9-
'1976 790 82945 78612 20986360 1742743 704214 1038529 48732 28103 20629 134604 154382 216771 388i26 16300567 9 

197.7 772 83027 78163 23744478 1862233 750916 1111317 50080 30120 19960 146347 195131 206567 412360 16485803 9 
1978 776 8652.684104 23705845 1868752 732449 1136303 46886 29681 19205 136983 204869 208721 441222 16499030 9 
1975 593 52499 47298 8297460 1126970 419930 707040 32879 18992 13887 74604 79104 142375 219880 10611165 9 

Health and 1976 601 53320 48022 10590141 1151979 428318 723661 29922 17344 12578 75562 88871 133435 240945 10801164 9 
tance 1977 581 54319 49303 12015800 1111089 424052 687037 30762 18823 11939 76834 101322 124434 262149 9792171 9 

1978 586 54294 52485 10555966 1038533 337366 665167 26203 16037 10166 64861 108743 115111 274228 8823704 9 
1975 68 12756 12711 7488689 302540 157276 145264 6168 4191 1977 23715 57330 35998 80151 2333034 8 

Social 1976 67 13886 15730 7959648 391862 187122 204740 9755 5243 4512 22716 44878 45807 81737 2966645 7 
197.7 '65 12007 12426 8887741 417038 200709 716329 8207 5180 3027 25564 46202 42051 91436 3254276 7 
197~ 6& 14095 14139 10481754 490075 216137 273938 9163 5728 3435 31031 47922 45333 97719 4709077 B 
1975 34 2761 1860 814218 32259 12520 19739 509 108 401 2104 2629 5928 6122 220496 7 

ries and 1976 28 3203 2025 684690 326Q3 14664 17939 627 320 307 2151 12018541 6268 321514 10 
iza tions 1977 32 3152 2152 814307 43574 19708 23866 925 593 332 2194 3236 8529 2701 426656 10 

1978 31 3347 2179 864190 340127 17140 16947 683 457 226 2087 2911 7223 '3489 418944 12 
1975 5 7004 11125 738201 76969 31690 45279 3976 405 3571 13344 4249 6112 10349 1326896 16 
1976 7 7004 7920 1051676 81117 35992 45125 4199 2731 1468 15570 6655 16292 12180 1400125 16 
1977 7 7671 9532 1303260 137746 38880 98866 6816 3572 3244 21670 25458 18664 18446 1927203 13 
1978 8 8954 10560 919443 139744 56786 82958 7909 4660 3249 16217 23025 24107 18342 1643042 11 
1975 6 2464 1530 656894 58004 27140 30864 853 176 677 5646 4672 4186 13732 241195 4 

es 
1976 6 2370 1725 497698 36738 16649 20089 1865 1001 864 6519 4244 4036 14710 320343 8 
fe7T 6 2750 1750 502165 66081 25952 40129 1173 617 556 5004 4395 413420363 421524 6 
1978 6 2795 1795 558803 46305 '16185 30120 994 553 441 4732 3859 6527 25196 350990 7 
1975 78 2226 1520 49091 36033 18907 17126 656 123 533 11776 3949 5344 12987 258762 7 

. 1976 67 1844 1810 55964 26620 12095 14525 1066 725 341 8743 4293 6972 30773 260231 9 
and pr,vates1977 67 1844 1756 109452 52361 24980 27980 956 609 349 11868 11617 6697 16097 367153 

1978 63 1949 1849 305520 101101 42970 42970 2877 1594 1283 14694 15350 8594 19847 341007 
1975 8 570 425 40891 40891 8203 5956 440 125 315 2150 2168 1042 1145 128475 
1976 8 529 480 41342 41342 4854 10177 716 433 383 2188 30}6 1088 1345 130256 
1977 8 529 430 41772 41772 10160 14562 662 425 237 2173 1907 1517 895 113390 
1978 8 650 479 12155 12155 4804 6891 585 397 188 2106 1685 918 805 115896 
1975 6 984 740 78534 78534 3867 2682 447 96 351 1227 1129 801 282 101177 
1976 6 789 900 105201 105201 4520 2273 582 306 276 1155 1201 600 268 100289 
1977 6 764 820 69981 69981 6475 3147 579 303 276 1040 994 541 273 183430 
1978 6' 447 618 8014 8014 5u61 2151 472 255 217 1255 1374 708 596 96370 

12 

8 
8 
9 

14 
14 
18 
13 

Sosyal Yard1m Bakanhg1, "Ac.tivities of Hospitals by Organizations". Tlirkiye Sai!;l1k lstat:istik Y111igl., 1975-1978, Ba~bakanll.k 
Ankara 1977, pp.80-Bl. 
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Zeynep Kamil Ana ve Cocuk SaRll~l Karuma Derneni has been 

establi!h~d in association with Zeynep Kamil Hospital; Hay~arpa§a 

Num.upe HCls:~ari:esi Yardlmlsqma Dernep;i and Haseki Hastanesi Kalk1n­

dirma De.rnegi can be cited as further "examples of associations 

based on ~ona:tions. Due to the weak budget of SSYB (2.9 % of the 

general budget has been segmented for health services) most of the 

additions to hospitals have been realized by these associations. 

In Zeynep Kamil Hastanesi related to the municipality of Istanbul. 

a building consisting of 500 of 850 beds of the hospital has been 

realized by the mentioned association. Also, the same association 

has built Zaynep Kamil Sa~llk Koleji with a capacity of 300 

students. a child center with a capacity of 125 children. and a 

couference room with 450 people capacity. From 1958, all the 

repairs of the hospital has been done by the same association. The 

sit u at ion is not v e r y d iff ere n tin Hay dar p a § a N ii m un e Has tan e s i 

related to SSYB. In 1971, the nu~ber of beds available was 550 and 

not one bed has been added ln the recent years by SSYB. The Hay­

darpa~a Numune Hastanesi Yard 1m Derne~i has finished a new center 

;with 230 bed and another center with 480 bed capacity is still ln 

the process of construction. The above examples show the financial 

crisis of SSYB and municipality hospitals, if it were not for the 

donations received from the community> the service of medical care 

would be more hampered than it already lS. 

The distribution of hospitals within the country lS also 

unequal: 

20 % of the hospitals are situated ln three large cities 

Ankara, Istanbul, Izmir. The lable 16 is prepared to show this 

discrepency between regions: 

The total of beds of three cities 1S 20 times greater than that of the 

total number (jibeds in nine cities chosen at random. The populationi 

bed ratio in three big cities lS 255.52 where as it increases to 

1967 1n nine cities. In the total, there 1S 425 person for ODe 

so so~e~egions are beyond th~ country average which shows 
, -, - -~- .. 

that di~tribution of medical care is unevenly distributed among 

the regions. 

From the 101.626 hospital beds. including 15.100 military 

hO$pi~a.t~j' thi!. €'l{istin&. b"70swere the hosp'italsof 



the Ministry of Health~ 16.3 % at the Ministry of Security, 10.3 % 

at the Universities and 3.2 % at the municipalities. 3.9 % at the 

other pu~lic organizations and 3.6 % at the hospitals of minori-
'~ . -, 

tie,s t fO;reig.ners and private persons. It is apparent that 96.4 of 

the ~~s~it~r;ate in the public sector»showingth~ smallness 6£ 

the private sector within the medical care service. 

TABLE 16- DISTRIBUTION OF HOSPITALS AND BEDS/REGION 

City Hospital 

ANKARA 44 

ISTANBUL 84 

1ZM1R 33 

TOTAL 117 

BiNGOL 4 

B1TL1s 4 

GUMU~HANE 4 

S1iRT 7 

HAKKAR! 2 

KARS 6 

MU~ 3 

TUNCELl 6 

VAN 4 

TOTAL OF 
I 

NIME CITIES 40 

Number of Beds 

10,303 

19.835 

5.920 

36.058 

130 

145 

155 

320 

60 

345 

210 

165 

220 

1.750 

Population population/Bed 

2,927,690 284.16 

4.466,570 225.19 

1.819.300 307.31 

9.213.560 255.52 

230.350 1771.9 

238.250 1643.10 

298.600 1926.45 

419.790 1311.84 

140.860 2347.67 

732.940 2124.5 

283.390 1349.48 

168.370 1020.42 

422.970 1922.6 

2.935.520 1677.44 

a) The below analysis is summarized from the statistical data ~n 
19]5~1978. (Ankara, Sal11k ve Sos-

--~~~~--~~~~~~~--~~~~~--~---

Out-Patient Polyclinics: In 1978, 23.705.845 patients were 

examined and treated at hospital policlinics (this fi&ure covers 

more than one application of a patient). 44.5 % of the patients 

applied to the hospitals of the Ministry of Health, 44.2 % in 

ho~pital~:oi}Hnistry of Social Security: 3.6 % in other 

ministries and public organizations. 3.8 Z in hospital related to 

universities, 2.3 % in municipal hospitals. 1.37 % by associa­

"tions and private hospitals anp hospitals related to foreigners 

"~ndminorities. The policlin:i.cs are important because they decrease 

the burden of hospitals, and segment the needy from the less needy 

so that expensivc· hospital res;)urces I"Jil1 not be spent for unneed­

ing segments of the populations. 



Inpatient s,.ervices: In 1978, 1.917.638 patients were 

eximihed and treated in the hospitals. 1.868.752 of these were 

drcsChB.tfSe4_,l;ind4lj.886 persons died. Pa.tients aecepted by th"e 

h(f~pil~il's'<dfthe-~(ifferent organization \vere; 55,6 % of the 

Ministty~f Health, 25.6 %, the Ministry of Social Security, 2.5 % 

of municipalities, 7.8 % of universities, 2 % of other public 

organizations and 6.5 Z the minorities. foreigners and private 

organizations. 

Bed Occupancy Rate: In 1978. the bed occupancy rate 1n all 

the hospitals of Turkey was 54 Z in general. This rate di~fers as 

to the kind of hospitals. For example, 50 % in general hospitals, 

14 7. in health centers, 62 % in chest diseases hospitals, 69 % in 

maternity hospitals. 

The bed occupancy rate differs by organizations. For 

example 46 % in hospitals of the kinisiry of Health, 91 lin 

hospitals of Ministry of Social Security, 54 % in municipal hos­

pitals and 51 % in private hospitals. 

The, bed occupancy rate of the hospitals in large cities 

having 300 and over hospital beds seems to be higher than the 

average. Particularly the unbalanced distribution of specialists 
• 

within the country. large hospitals with technically advanced and 

specialised equipment and training hospitals being established in 

big cit i e s. con t rib ute tot his e f fee t .-

Average __ ~~th of Stay (Day): Average number of days of a 

patient's stay in the hospital varies according to the hospitals, 

to .kind of hospitals and the organizations to \"hichthey are 

at£ached and to diseases. In 1978. general average length of stay 

in the hospitals of Turkey was 9 days. This number 1n general 

ho:;pitals"was 7 days, in .health centers Jdays and 1n maternity 

hpspit~ls3 days. The decrease in.the average occupancy ratio 
:,::.":'" 

shows the increase in the degree of technology in medical care 

service, also it can be seen as an-efficiency ratio by which hos­

~itals funttion.-

From the above analyzis on quantity of physician and 1108-

pi~al services, it can be seen that thers is inequality of distri­

buti.on of medical care with.in the· country. So, this results in 



migration for medical care from villages to districts, from 

districts to city centers, and from SIll'lJ.l- "t" t 1 " - C1 .1es 0 arge metropoL1tan 

Cf!ut.ers.As a result of this migration, large hospitals are faced 

by long queues of patients who come from all over the country, 

waiting tifue for beds are increased, which result to dissatisfac­

tion of the pati~nts with 

move to private hospitals 

rural areas to centers 18 

by metropolitan hospitals. 

the 

and 

the 

In 

serV1ces of the pUblic sector, and 

physicians. Thus, immigration from 

ma1n reason for excess demand faced 

reg10ns. where the number of 

physicians are low. the doctor, instead of spending his limited 

time on cases which need concrete and lengthy care, prefers to 

dispatch the patient to metropolitan centers. In critical cases as 

the death of the patient would lower the prestige of the doctor 

dispatching to the centers gains impurtance. Also, if laboratory 

services are only available in state hospitals. those physicians 

who have no accessibility to public hd~~itals prefer to send their 

patients to large hospitals. Thus lack of medical equipment and 

accessibility to certain medical institutions encourage the m~gra­

tion process. 

In rural areas, with the "Law For the Socialization of 

Health Services" numbered 224 enacted ~n 1961(80). a new method 

and implementation in carrying out health SerV1ces has been 

accepted. As a basic new service, it will make it possible for the 

citizens in rural areas to have an equal chance of drawing benefit 

sufficiently from every kind of health servic~~ 

The implementation of socialized health serV1ces was started 

in Mu§ province in 1963, and covered 5 prov1nces and 1 training and 

resear~h center in 1964. In 1978. this covers 40 provinces and 5 

trai~ing and research centers. 

prDV1nces of the socialized health services. basic 

health units are health centers and health houses. Health centers 

cover 7~10 thousand popUlation and has ~ health team under the 

ad.ministration of a physician and there are suf·ficient number of 

health technicians. n~rses and midwives. Health houses covers 2500-

3000 population. They are the subunits of health centers with only 

(80) T.C. IHlyiik l'11.11et l\!eclisi. IILaH for Socialization of Health 
Services". 224 ~ (Ankara, 1961). 
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TABLE 17- POPL1I-ATION ~ HEALTH CEN'TERS MID HEALTH HOUSES IN SOCIALIZED PROVINCES 

Total Year TOEulation --
1975 11 , 157.590 
1976 13.530.860 
1977 15.815.310 
1978 18,973.990 

Km2 Area of Province 

469.875 

# of 
Health 

Centers 

955 
l. 128 
1. 395 
1.467 

----~--------------------------------------------

Per Health Centers 

Area 

10.707 
12.796 
12.836 
14.257 

Population 

11.680 
12.000 
11.340 
12.930 

Number of 
Health House 

3.243 
4.214 
5.309 
5.776 

Per Health 
House 

Km2 
Area 

3.340 
3.577 
3.283 
3.607 

POJ22l.:.. 

3.440 
3.210 
2.980 
3.280 

a) S'3~hk .ve Sosya1 Yardlm Bakanhgl, "POpulation Health Centers and Health Houses in Socialized Provinces", TUrkiye 
S2:,.ghk., ist1!..£i: s tik Y11 h~l, 1975-1978 ,Ba§bakanhk Bas lmevi, Ankara ' .. 1977, p. 360. 

TABLE 18-PERSONt;EL CONDITION OF HEALTH CENTERS 

Physicians Health Technicians Nurses Widwives 

Staff --. Exis ting Staff Existing Staff Existing Staff Existing 

1975 1.069 339 l.119 924 990 504 4.509 3.897 
1976 1. 292 392 392 1.363 1.202 567 5.594 4.598 
1977 l. 516 565 565 1. 603 1. 403 661 6.414 4.709 
1978 1. 792 784 784 1.916 1.629 917 7.431 6.292 

a) Sa~hkve Sosyal Yardlro Bakanl1~l, "Personel Condition of Health Centers", TUrkiye Saghk !statistik Y1lhSl, 
1.975-1978, Ba~bakanhk Bas1roevi, Ankara, 1977, p.368. 



one midwife serving. 

The ma1.n duties of the health centers and health houses are 

s er vic e sine 1 t.i din g fa m i 1y plan n i n g , con t r 0 1. pre v e n t ion and t rea t -

ment of communicable and epidemic diseases, vaccination, environ;... 

mental health. health education and health registration. 

Besides these preventive services, curative serVIces such 

as patient's examination and treatment, delivery with interven­

tion. small surgical interventions and necessary first aid and 

emergency service I.S undertaken by the personnel on duty and 

serIOUS cases are sent to hospitals. 

In rural areas outside the socialization area, the nearest 

physician that the patient can face is the state physician or 

municipality physician. In most places, these two are collected 

within the job of one physician with ~F~v~ntive health care, 

administrative services and legal services within the responsi­

bility of the same physician. These physicians, as they, are over­

burdened with the responsibilities cited above cannot spent much 

time on curative services, resulting in an insufficiency of 

supply. 

From the above analysis, we see that medical care serV1.ce 

In Turkey is given by several different institutions 

1- Ministry of health and social Assistance: 

a) hospitals, 

b) polyclinics, 

c) health centers, 

d) health houses. 

e) state physicians. 

2- Ministry of Social Security 

a) ho s pit a 1s • 

b) polyclinics. 

3- Hospitals related to other ministries and public organlza-

tion (c II (\ S P i. tal s related [0 public enterpris~s 

ba.nk) "' 



4- Hospitals related to universities 

5- Hospitals and clinics related to municipalities 

6- Private sector ~ hospitals related to 

a) associations and individuals, 

b) foreigners, 

c) minorities. 

d) physicians working independently. 

The number of organizations show the complexity of the 

medical care sector. Most of the problems associated with the 

inefficiency and inadequacy of medical care service stem from the 

segregation of these institutions, and from the absence of an 

overall health service plan. These prohlems of medical care sector 

are mostly related to the practice of socialization services. 

The socialization model which IS being practised 1n 46 

cities has not been very effective, and has not solved many of 

the medical care problems. The reason for the inefficiency of 

socialization practise is that the process has been organized 1n 

thJ form of sending a physician and a group of health personnel to 

that area and instituting a health center within the region. 

Whereas the alm of the socialization law was solving the ~ 

health p~oblem, including environmental health, housing, nutrition 

and drug problems within the socialization process, encompassing 

all other social issue$together with the health problem. 

Another ~~oblem which IS seen In the practice of sociali­

zation process is the great gap between the actualization of the 

plan and the objectives which are stat~d. The actualization of 

targets stated in Five Year Plans are 40 %(81). 

This 1S due to the shQrtage of personnel, not to lack of 

l"esources in instituting health centers. In 1978, within the 

(81) T.C.Ba~bakanlik DevletPlanlama T~l?kilati. Dordilnci.l Be..!L...~l~­
l1.k Kalk:tnwa PlaIn 1979-1983, lL1 1bakanllk Devlct [·lath~lils:L, 

Ankar;", 197r3, p,460< 
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soc'ialIzation region of 37 cities and 5 educational centers, 36 % 

of roll ~£ practicians, 45 % df nurse roll, and 58 % of health 

personnel 1S st~ffed. This great gap between objectives and actu­

alizati6n is the ma1n reason for the inefficiency of the sociali­

zation process. 



6- PRIVATE SECTOR OF MEDICAL CARE SERVICE 

The analysis of private s~ctor £onsists of two segmen~s~ 

1- private hospital management 

2~ private off·ice physicians 

!rivate hospital management: When we examlne the hospital 

sector as a whole, we can see that the share of private hospitals. 

in number and beds, contain only a very small percentage. 

TABLE 19- NUMBER OF PUBLIC AND PRIVATE HOSPITALS 

Total Public Private 

Hospital Bed s Hospitals Beds Hospitals Beds 

1973 791 81.175 699 76.469 92 4.706 

1974 799 83.693 705 78.563 94 5.130 

1975 798 81.264 706 77.484 92 3.780 

1976 790 82.945 709 79.783 81 3.162 

1977 772 83.027 691 79.890 81 3. 137 

1978 776 86.526 693 83.485 83 3.041 

1979 822 96.752 732 92.902 90 3.850 

198'0 827 99.117 737 95.249 90 3.868 

a) Sagll.k ve Sosyal Yardlm Bakanl1.g1, "Number of Public and Pri-
vate Hospitals", Tiirkile Sagl1.k 1statistik Y 1111.~ 1. , 1980, Ba~-
bakanll.k Bas1mevi, Ankara 1980. 

In 1980 private hospitals are only 10 % of the total number 

of hospitals and contain 3.9 % Qf total beds. Another interesting 

phenomena is that 61 % of the private hospitals are situated in 

three big cities Istinbul. Adana, Ankara, Izmir with 35 of private 

hospitals (39 %) in Istanbul. Dr.Nevzat Eren(82) states that the 

low number of private hospitals is due to the unprofitability of 

this type of hospital management. He summaries the popular V1.ew 

(not depending on any analysis) as: "The private hospitals are 

functioning for the pbjective of profit motive, and this conduct 

is certainly appropriate.; Attainmeni<?f this objective together 

with high medical service leads to higb costs and prices which very 

(82) Nevzat Eren. "Ankara Kentinde Ya!'p.yan Halkln Saptanan Sorun­
la1"1.na gore Sagl:1k Hizmetleri lr;:iE Orgi.i"c} e:;mL' Oneri leri", Te 
Ba§bakanll.k De_viet Planlama Te§ki}at1. Y~27 ... :::!11_~...E..!:" No DPT:161fi. 
gpD.3l! (September. 1979). p.17. 



few people can bear 1n Turkey. Privat~ hospitals cannot go beyond 

the profit motive because to do so would lead to their financial 

decay. as the s e hospitals have no f ina DC iaLS"!ibs:idyother ~ than the 

p"ricepaid by their patients for the medicalsif:ii{~es •. 

They have no apportunity to get donations or financial help 

from other sources. So to prevent the closing down of the hospi­

tals, the only way is to decrease the quality of service in order 

to pull down high costs of operations". 

He concludes that as this 0p1nlon IS not verified by any 

analysis, it is not possible to state whether this .point of VIew 

i sri g h tor w ron g. But i t can b e see nth a t w hate V e r the reason, 

the percentage of medical service given by private hospitals 1S so 

small that it is ~gnored totally by analists on health care. 

TABLE 20- DISTRIBUTION OF PRIVAT~ HOS~ITALS BY PROVINCES 

Provinces Number of Hospitals Number of Beds 1/ of beds/hospital 

Adana 7 165 24 
Ankara 3 70 23 
Antalya 1 20 20 
Ayd1n 1 20 20 
Bal1kesir 2 60 30 
BO,lu 1 20 20 
Bursa 1 45 45 
Denizli 2 75 38 
Diyarbak1r 2 40 20 
Eskigehir 3 54 18 
Gaziantep 3 121 40.3 
Hatay 2 22 11 
Isparta 1 29 29 
llSel 3 66 22 
Istanbul 35 2401 68.6 
fitnii-" 4 196 49 
K~yseri 4 110 28 
K1r :jell ir 1 15 15 
Koeaeli 1 20 20 
Konya 2 38 16 
Halatya 2 70 35 
K.Haraq 1 If! 14 
Sakarya 3 82 27 
Samsun 2 63 32 
Trab zon 1 is 25 
Urfa 1 12" 12 
Ordu 1 15 15 

90 3868 average: 2() 

-----_._------
a) Sa g 11. k V e S 0 S Y a 1 Yard 1. mBa k an 11 g 1. " Dis t rib tl t ion 0 f P r iva t e tl 0 S -

pitals by provinces", Turkiye Sagllk. tstatistik Yllll,~_1.-,:-_J92~­
.1 9 7 8_, 13 a § b a k an 1 J_ k Bas 1. me vi> An k a r a, 1 9 7 7, p. 8 0 . 



The above analysis shows us that most private hospitals are 

very small with 12-·25 beds .. As no statistical data on numbe·r of 
-<, " 

. general hospit8:1:B or s.pecialized hospital.$ sucha.smaternity cen~ 

ters ],s present, we have to assume that the small' hospitals con­

sist of maternity hospitals which are specialized on gynecological 

operations and births. The private hospital sector consist of 

a) hospitals owned by foreigners (9) 650 existing beds 

b) hospitals owned by minorities (8) 447 existing bed. 

c) hospitals owned by associations and individuals (73) 

Hospitals related to associations consist of hospitals 

related to Verem Sava§ Dernegi (as Verem Sava§ Dernegi ErenkBy Se­

natoryumu). Esnaf Hospital (hospitals owned by Artisan and 

Tradesmen Association and Darlilaceze). The whole of hospitals own­

ed by foreigners and minor~ties aEe si't.uated in Istanbul. 

Private hospitals are established by Law No: 2219 on June 

5, 1933(83). This law states the opening cond'itions of private 

hospitals,. their organization and functions. Law No: 2/1i22 states 

the general characteristics of hospital buildings and their defi­

nition in accordance with the patients being accepted. the minimum 

required amount of personal and equipment and internal serVl~es of 

private hospitals, Private hospitals are controlled by Ministry of 

Health and Social Assistance. on the requirement that are stated 

intbese two laws. and on the prlces that they charge for their 

hotel services. So, in any analysis on the service structure of 

p r iva t e h 0 s p i tal S. \.J eh av e to take into cons ide rat ion the legal 

requirements tha~ restrict the operations of hospitals. 

(83) 
-----.----.-

Nedim Dem et, Faik 
Sa~llk Mevzuatlffilz. 

G(SZenInan$· tll~:ln Yi~~it arId LUtfil Tunc-a'}) 
(lstanbul: Filiz Kitahevi. 1969), pp.79S-

828. 



PART II 

7. APPLICATION OF THE MARKETING CONCEPT TO THE OPERATIONS OF 
PRIVATE HOSPITALS 

Marketing. Most of those 1n the medical profession who saw 

this term in the journal of Medical Association were wondering 

what this termo was doing in a journal dey ted entirely to medical 

subjects. It was sllprising for most of them in 1977. when an entire 

Issue was devoted to "Should we marketrgedical care?"(84). The 

editor said: "Frankly, we are a l{ttle suprised ourselves. To most 

of the initiated, the term marketing harkens up images of product 

lines and profit charts, of Aquavelva and Mr.Whipple. It IS 

definitely Madison Avenue"(85). But, when we VIew marketing as an 

integrated effort of the whole organization towards the satis­

faction of the consumers and furthermore to the social goal of 

increasing social welfare, the term marketing does fit most of the 0 

aims of the hospital administrators. When we asked the adminis­

trators of private hospitals what the purpose of the hospital was 

the answers were of the following kind."We're in the business of 

serv1ng the needs of our patients", orllOur primary purpose 1S to 

provide high-quality health care to the community that we serve". 

One administrator stated. "Our aim is nbt to make profit, we are 

trying to give health service in doing so let .the patients pay 

'for what they are getting". One administrator-proprietor stated "Of 

course we have to have profit if we want to survive but this does 

not mean that \ve are just businessmen exploiting the customer. 

They are not customers, they are patients, and we're not business­

men, most of all we1re dedicated ddc~ars. this has to make a 

d if fer e ne e" • The .ab oVE! st;at~n1~t1. t'$:<lt'~u~a r ke ti n g statements. 
• • "0· • 

regatdlessofhow they arephrfsl~d, such statements clearly imply 

(8 i, ) Editorial) 
Journal of 
'51. 

(85) Ibid. 

"SlloulJ t~e Harket Health Carc", Hospltals, 
American Hospital.Association, LI, (June, 1977), 



a basic motive to serve patients. However. a comparisun of this 

philosophy with reality seem to pbint up a basic contradiction; . 
complaints from health care cpnsumers are increasing as shown, 

for instance by the rising nufuberof iIlcn!tising criticisms in the 

media. All of which poitits to the ba~ic f~ct of life; what 1S said 

philosophically or even practically does not get translated into 

actuality. 

The implication 1S not that hospitals are failing to serve 

their patients, but that they are making marketing statements 

without really practising marketing. Moreover, many of the basic 

tools of marketing such as publications, public relations, and 

even research which have been 'used by decades by hospitals, have 

not usually represented a coordinated effort - an effort that 1S 

part of an over-all marketing program. 

Today, hospitals, must look to the field of marketing In 

hopes of finding a fresh approach to solving the problems of 

maintaining a productive level, attracting physicians and 

resources. building strong community commitment and awareness of 

their existence and capabilities, and the like. Marketing by it­

self, of course cannot completely solve many of the problems faced 

by ;today's hospitals infact, g1ven the extraordinary regulations 

that hospitals are subject to (far more than any business enter­

prise), a true market orientation, in an economic sense, 1S pro-

bably not possible. 

We think that (and also the ~im of this thesis 1S to prove 

that) the proper application of marketing principles and techni­

ques can. however, to the extent tbat they are supported by top 

management. make a significant contribution. It is vital after all 

that hospital resources be used optimally, and marketing 1S one 

management system, perhaps theou.ly one; that can help a hospital 

make maximum use of all its resources 1n delivering the kind of 

health care patients need and want, and in developing the kinds of 

programs and services that1fJill 8Ltract and retain needed medical 

and sup~ortive stalf. Hospitals need, in fact, to gain a ~eeper 

knowledge and understanding of their markets - namely physicians, 

patients, emplcy~e, and the community - if they want to stay 10 

the lnctrket, tn OpLlwlze resource llse dnd to provide the right 

services at the right place at the right price and <it tl,(~ t-ight 



timc. So, our major al.m l.S to analyze the operations 01' the hospi­

tals from a marketing perspective. to see if they are uSlng 

~ertain marketing techniques and tools ~n serving their customef~' 

the patients '. 

Before starting an analyzis on rna~keting of serVlces of 

private hospitals, it 1S necessary to segmenL the units of 

analysis. It has been stated in (Sector 5 of PART I) that the 

private hospital sector consists of: 

1- hospitals owned by foreigners 

2- hospitals owned by minorities 

]- hospitals owned by associations and foundations (e.g. 
hospitals related to Slimerbank and Darlilaceze). 

4- hospitals owned by individuals or group of individuals 
(proprietor-owned hospitals). 

Among the four groups stat~d ab~ve only hospitals owned by 

associations and foundations can be grouped as not-for profit 

institutions because the first group gives free-service to its 

personnel, and those l.n the second-group, give service to the 

community at large, and supported by the donations received from 

the society thro~gh the activities of the foundations. Others 

function on a direct payment based on profit~motive. So, we have 

eliminated hospitals, owned by associations and foundations from 

the analysis, consicle[ing those with motivation for profit, and 

.whose survival depend on the payment received f~om the patients. 

We have also grouped hospitals owned by foreigners and minorities 

under the same group due to similarities in their establishments 

and objectives. 

7.1. METHODOLOGY OF THE RESEARCH 

The r~search consists of an~lysis of nlne hospitals divided 

'into two groups. 

1:- Hospitals related to forerigt;l~.,rs and minorities (five 

110spitals (A,B,C,D) ~ One,rospital is a mental clinic. and.i.ts 

~nalysis purely consist of its administrative structure as no 

research could be conducted on the patients). 



(fotlr-hospitals"-ollf' maternity home and tiln't' p,ener.11 clinics, F,H, 1,,1). 

T h e/~ a i n aim 0 f t h is res ear c h was toe x amI n e i f ill ark "e t in g 

conc.ert~g'a~dtooi~<arebeing used in the operations of private 

hospitals. as ,,,,e. consider them to be profit motivated. So, the 

first part of the research consisted of interviews with adminis-

trators and supervisiors. to gainiusight intoadministrative 

structure, objectives, product, prIce, distributive acti-

vities and promotional strategies of the hospitals in general. 

This part of the research tried to show the supply side of medical 

care services provided by private institutions. The second part 

of the research consisted of structured interviews (Appendix I) 

with patients who are still confined to the hospital to gaIn 

insight into the demand side of the service process. In this part 

of the research, we had to face certain limitations due to the 

restrictions imposed by hospital regulations. We could not base 

the analysis on a statistically slgniftcant sample size, because 

we could not state beforehand how many of the patients we could 

interview within a certain hospital or if we could interview any 

of them. We had to eliminate a number of hospitals from the 

analysis because the administration did not allow interviews with 

the patients, those that did, wanted strict confidence that no 

names will be mentioned. So, we had interviews with 96 patients, 

unevenly distributed among hospitals, as the choice depended on 

the administrative and medical personnel, influenced mainly by 

case-severity. So. the unrandomness of the sample size IS a major 

limitation of the research. A second limitation is the differencp 

that can arise between hospitals whose administrators allowed 

intervi~ws to be conducted and those that forbid it. It ~an b~ 

stated that the first group is more mbtivated In research and in 

acceptance of new techniques and strategies which make them more 

marketing consc~ous. §~~ ~~ cannot generalize the findings of the 

res carch to,.~,rH:()91pa·~,s;·(ialt;thepr ivate ho sp i tal sector. 

The third part of the research consisted of unstructured 

interviews with 10 doctors and 8 nurses 'Working within the hospi­

B;at'S"2~$;'~H~<ac't ~s'a tie,>B'ed::ween the administrative. structure, ;and 

thec6nsu~er gr6up. From, the group of doctors that were int~r­

viewed; only two were acting as active physicians (house physi-

the rest being independent physicians who have patients 

\,oJ i L 1'1 .l n t J.l t:: S~)~; C 1. j .L r: Ii 0 S p i L dis l'\ llT" S e:'::;" L: c' J ~l f~, 1.1 t:. til 'j L t < . .: ' ~ ~1 L 

<_' t h t' two sid eSc 0 r. the 



7.2. ESTABLISHLENT AND ADMINISTRATIVE STRUCTURE OF THE HOSPITALS 

T~efor~lgn and minority hospitals were established during 

the late.}r~.<:t;t;~/~f.ttl..e'Ottoman Empire (1890--1920 period); aridwei:.e 

involved s~iel.yin the cure of their owncitisens. In 1933, with,' 

the 1. s sue 0 f 'La W. 2 219 • the activities of foreign and minority 

hospital~ were brought under the control of Ministry of Health and 

Social Assistance. The buildings and the site on which hospitals 

are located. are owned by foreign governments and in minority 

hospitals, the buildings and s,ites are owned by foundations to 

which the hospit~ls are related to. According to Law 2219. Article 

9, the responsible administrator must be a Turkish director 

(physician or administrator). The foreign hospitals are related 

to foundations which are established in the foreign countries, 

whereas minority hospitals are associated with foundations 

connected with their churches. The relation between the hospital 

and the foundation is established throJgh a Board of Trust~es, 

which consists of trust~es of fo~eign foundation, church members, 

important members of the foreign community who function 1.n Turkey, 

the consulate members, and, the medical director and/or the 

administrator. The Board of Trustees control the donations that 

are given to the hospitals, these are mainly In the form of 

equipment and drugs. The administrators have stated that 1.n recent 

years, financial aid has been cut down, so the hospitals are now 

facing financial cr1.Sl.S trying to meet their operating costs 

through the fees paid by the patients. Funds that are needed to 

repalr the buil~ings or to build new sections for the hospital 

cannot be provided by the fees, so most of the demand for finan­

cial aid to the board of trustees are of this nature which reqUIre 

a large sum of financial aid and which are mostly rejected byth'e 

board, bringing the hospital to a serious financial crisis. One 

hospital solved this problem by renting one building floor by 

flOaT to.a group_of practioners. Another used a promotional 

s tr at e g1 On a ,1a r g esc ale (e s p e cia 11 y to I a r g e cor po rat ion s) for 

raising .funds for adding a new section to the hospital. 

The administxation of foreign and minority hospitals show 

<ci~tain d{fferen~es within the group. For minority hospitals, it 

can b r 0 a d 1 Y s tat e c1 t hat t h c' d ire c tor ,s .:l P h Y S 1 c i '" n, ,- .::; n L r 0 1 1 i n g 

both ad~inistrative and medical processes. The foreign hospitals 

can bed i vi d f' din t (; t 11 c' e l' g r 0 ups" In 0 neg rOll p, til;" J i r" c' L CJ r 1 s a 



foreign physician who has responsibility for the medical matters 

of the hospital. whereas the Turkish administrator who is below 

the medical director is responsible to Turkish gove.rnme.nt. 'for 

Jinanc±a activities. The second group consists of l:hedirector 

being a Turkish physician who is in charge of medical activities, 

the foreign administrator being on the same level with the 

director in the administrative structure. but being responsible to 

the Board of Trust~es for financial matters. The third-group con­

sists of the classical medical director (physician administrator) 

who has responsibility for both medical and administrative acti­

vities together with an assistant administrator in charge of 

accounting activities. 

The organizational structure of foreign and minority hospi­

tals is presented in Figure 4. 

The figure 4 IS a rough presentation of the administrative 

structure of the hospitals. The complexity of the structure is due 

to the highly differentiated, specialized and highly interrelated , 
character of the work that IS performed by the hospitals. In 

addition to above characteristics the work must be highly coordi­

nated, because doctors, nurses and others in the hospital do not, 

and cannot, function seperatedly or independently of one another. 

The' high interdependency requires the various specialized func­

tions and activities of the many departments, groups and 

individual members of the organization to be controlled closely 

and with care. So, we can clearly state that the hospital IS a 

highly formal, bureaucratic organization, relying on formal 

policies. formal written rules and regulations, and formal autho­

rity for controlling much of the behaviour and work relationships 

at its members. The formal organizational mechanism 1S reinforced 

by ethical rules of the profession, the respect felt for those tvho 

ar~ older in the profession. So, senoTity plays an important role 

{Ii t he a 1J tho r i ty 0 f the d ire c tor and h e ado f the s e r vic e s . 

So, we can state that the emphilsis on formal organizational 

mechan1S'1llsandprocedures and on directive rather than·!ldemocra'tic" 

c?ntrols. along \.,rirh a number of other factors, 'gives the hospital 

its ill U c h tal ked a h 0 u t "a u tho r ita ria n" c h i1 r :l c t e r, ~l 11 i c h rna n i f est s 

itself in relatively sharp patterns of superordination-subordina-



FlqURE 4- Administrative Structure of FOreign-Minority Hospitals 
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distinct status differences among organization members. In some 

cases, the medical~director is the main ruling figure within the 

hospital (especially. true in cases where the director is both a 

physiciancand au administraforLThis authoritarian character is 

somewhat of a necessity; as the hospital connstantly deals with 

critical matters of life and death-matters w~ich place a heavy 

burden of both secular and moral responsibility on the organi­

zation an& its members. When human life is at stake, there is 

little tolerance for error and neglig~nce. In addition to the 

authoritarian character, the self-discipline of the profession can 

be relied upon for the effective functioning of the organization. 

Also, the hospital is expected to be able to provide adequate care 

to its patients at all times, with the precision of a machine 

system. It is expected to perform well continually and to produce 

a machine like response toward the patient. regardless of such 

things as turnover. absenteesm and feel~ngs of friendship or 

hostility among its personnel, or other organizational problems 

that it may be experiencing (a problem that the hospitals 

continously faced in recent years was conflicts with unions). So, 

to enable continuity and predictability of performance, directive 

and authoritarian control is a necessity that arises from the 

character of the service of hospitals. Georgopoulus and Mann state 

that "the authoritarian character of the hospital is partly the 
• 

result of historical forces having their or1g1ns at a time when 

professionalization and specialization were at a primordial stage, 

and when nursing, medicine~ and the hospital were all closely 

associated with the work of religious orders and military 

institutions"(86). 

The medical director in m~.t,~ase~ LS responsible for 

medical activities of the organization. The strength of a hospital 

is the strength of the medical staff. Many a hospital is indiffe-

~~ently housed and owes its reputation s~lely to the quality of its 

medical staff. "Bricks and mortar and modern equipment. desirable. 

as they are. do not in themselves make a first-class hospital", 

stated one medical director. So, th~ relation of the physicians to 

the h()spitalare. important and,:thi.s in turn depends on the 

character and socio-professional relations of the director. An 

(86) Basil S.Ceorgopoulus and Floyd C.Mann. "The Hospital as an 
Organi za t ion". E_~£;ient s Ph~ic ~~~~"-E~~~_~~~3~-A S?_~':"i:'~booIs.. 

'>:'i'ii"" in. B ehavi,o): al. S.c;.i,e ne . a ad Ii e,fl. ~ t h.,",e d. .Ii: .• 9ft r t . .l yJ.aS;:8/~,l)'_~H. Ed. 
(NewYofk: Col11et, Macmillan Lmt. Lbndon 1972), 160 ... 



interesting phenomenon that we observed in the analysis of hospi­

tals and how different services are coordinated. One hospital, in 

the analysis. was specia~ized" in plastic surgery due to the 

specialization of tbellledi¢~at director. As medical activity is a 

g·roup practise; the director collects his staff and other 

specialists on the same subject within the hospital so, the hospi­

tal gains a specialized character. In another hospital, a mental 

clinic, the force and powerful character of the medical director 

is the sole entity that holds the hospital intact. 

The medical-directors are appointed on a fulltime basis, or 

else the times and periods of their hospital attendance are very 

clearly defined and conscientiously observed; so that it is im­

possible to claim that their private work is permitted to conflict 

with hospital duties. It is also possible to state that the hospi­

tal takes the form of a private - offic~ for the medical - direc­

tor because all of them are known;figuies in their own fields thus 

attracting patients to the hospital. 

An important conflict within the literature on hospitals; 

is the location of all responsibilities and authority within the 

office of the medical - director. This problem is partly solved in 

foreign and minority hospitals when an administrator is present 

and responsible for the daily - activities of the hospital, such 

as budgeting, accounting, coordination of hotel functions (clean­

ing, catering, beds), personnel matters as wages, union relations, 

purchase of equipment and inventory control. But, still, there is 

no clear - cut boundary between the duties of the medical director 

and the administrator. Their responsibilities and authority over­

lap in such matters concernirtgfinancial activi'ties. fund raising 

and relationship with the.public and government. So, we cannot 

make a generalization about the responsibilities of either the 

me d i ca 1 - d ire c tor 0 r the a d min i s t rat 0 r;. ita p pea r s t hat the y 

function as a two-headed entity, sometimes one gaining importance 

and sometimes the other. 

In some cases, where the medic'ill. c director 1S also the 

administrator, it can be seeQ that the medical coordination 

becomes the Julies of the head::; of the different departments, 

because daily administration of the hospital overburdens the 

director, f\t'. more or less losses his professional rela·tions. The 



different departments function on a parallel basis; each consider­

ed to be equal. and each follows its own line o~ practise without 

much reference to one another and the director, except on finan­

cial matters. The overlapping of authoi.ity and responsibility is 

prevented on a large scale by the professional ethics, that 

dictates respect for one another's duties and functions. But, 

still, the seperate heads of the d~partments of the hospital may 

be individually brilliant, but some kind of medical co-ordination 

LS needed to make the hospital function as a whole and to bring 

the appropriate sum of its resources to bear on the needs of the 

individual patient. The WHO Expert Committee on the Organization 

of Medical Care, 1n its first report(87) decided unequivocally Ln 

favour of a medical administrator, employed full-time and prefer­

rably, with clinical responsibilities so as to avoid his becoming 

a purely "office doctor" who loses contact with the developments 

in the field of medicine. It is also recommended by WHO committee, 
I 

that the medical director should 6ave as his deputy a layman 

thoroughly trained and experienced Ln hospital administration from 

the business or "hotel" angle. The deputy and the staff under him 

should assume responsibility for such matters as the general main­

tenance of the fabric of the building, and the operation of the 

kitchens, stores and laundry. In two of the foreign hospitals, 

the deputy assumes the above mentioned role; relieving the medical 

director of non-medical administrative duties and leave him free 

to advice on hospital policy; coordinate the medical services of 

the hospital and the heads of the res~ective departments. In the 

other two, the medical director is both an administrator and medi­

cal coordinator. where administrative burdens overshadow the 

rest. 

The activities of the nurses ate supervised by the head­

nurse, an experienced nurse in most cases, and a foreigner (the 

~nly foreign personnel to be found in these hospitals are among 

',the nurses - only one medical director and an administrator was 

f~und to be a foreigner). A maternity "nurse and a dietist is 

present who functions under the matr~n together with the catering 

department. In the hospitals. a caterin~ officer is pres~nt who 

18 familiar with the teChniques of mass food management. inCluding 

the purchase. storage, preparation and service of food; he works 

(87) HoI' 1. d Heal th Organ i zat ion. ~i cal ~~rt Set" ies, t9~n,; 
122. 



1n collaboration with the supplies department. The hospital is a 

consumer of many items, the supplies department 15 respons~ble for 

the purchase of food items.drugs,material for the laboratory and 

X~-ray department and any other material that are needed for the 

theatre or medical service to the patient. The supply department 

is also responsible for the control of inventory of materials and 

drugs. The domestic staff (responsible for the hotel-type serV1ces 

cleaning, laundry) are related to the matron who functions 1n 

collaboration with the catering officer, head-nurse and the 

administrative/medical-director. 

The private hospitals owned by individuals or group of 

individuals are different 1n establishment from the first group. 

They are ~stablished by a single physician or a group of physicians 

in the form of a limited corporation. An interesting phenomenon is 

that in Istanbul, there are 21 propri~~or owned hospitals of which 
: . 

nearly 15 were established before 1960's. In the late years, only 

three have been established and two of them occupy the buildings 

of the hospitals that have closed down. An important problem in 

the establishment of hospitals 1S that suitable buildings and 

sites are not available and building of new hospitals is very 

costly and cumbersome. So, a cycle is created within this sector, 

a ~ew hospital with a new owner taking over when an old one closes 

down. Another interesting phenomenon is that the hospitals· acti­

vities come to an end, and the building 1S left to rot when the 

owner dies. This shows that the hospital and the owner are inter­

related in most cases; the hospital has not a different entity of 

its own, but it lives with the personality of the owner. In most 

cases. the hospital is known by .. the name of the owner. not the 

actual name that it carries (thisph~T\omenon will be examined when 

we consider the marketing activities of the hospitals). In priva­

tely owned hospitals, the medical director's and the administra­

tor's authority and responsibilities rest with the person of the 

owner. This non-delegation of authority Bnd responsibility 1.S the 

maln reason why the survival of a hospital is related to the life 

of i.ts ownel:'. There is a deputyit(?~he hospital who :acts as a 

secretary to the medical d'ireltor~onsuch matte rsas account lng. 

inventory control and purchas~ d~cisions. The administrative 

structure of proprietor-owned hospitals can be summarized as 

follows. 



FIGURE 5- Administrative Structure of Proprietor-Owned Hospital 

If we exam1ne the administrative structures of both grou~ 

it can be seen that there is a main difference, the relation of; 

the administrator deputy and the medical-director. In some forei 

minority hospitals. the duties of the administrator are clear~y 

related with the business activities of the hospital. This cleal 

definition of duties relaxes the burden of the medical-director 

matters of routine activities. This also is the ~rime reason f, 

the continuation of hospital activities of foreign hospitals wh 

proprietor-owned hospitals, come to a crisis ,,,ith the death of th 

owner. Only one hospital has continued after the death of the 

owner, because the heirs were business-oriented and more involv 

medical profession. 

7.3.'OSJECTIVES OF HOSPITA1.S 

One hypothesis of the research was that the private hOSf 

tals ("hethcr proprietor owned or fore~;gn or m'lner'lty owned) 

should be pcu[it'-motiva~ed their survival depends on th 

".. ",.". ~ .... P'::~ rl"''''~c· ..... -ft" hf' reg pit r c 11 



contradict this hypothesis as not even one of the medical-direc­

tors ox ad~iDistrators that we have interviewed has stated profit 

as the priII1~obJective of the institution. Th,e foreign anamino­

rityHospi:t:~J~,!admin,istra tors have d.efined the'i r ins tit u t ions:as 

non pcofitcommunityhospitals. the prime object1ve is the well­

being of the community that they se~ve. One medical director has 

stated. 1I0 ur prime Objective is not and never has been profit, we I 

are institutions that give social service. 1n doing so, someone 

has to pay. If in our case. it is the patients, who bear the 

burden, it is not our fault but the fault of the health system in 

Turkeyll. The proprietor-owned hospital's objectives are not 

different from the cited examples. One administrator has stated 

that their objective is giving free or paid medical service to the 

needy, but never profit. It is apparent that the profit-motive 1S I 

not acceptable to the directors or administrators of the private 

hospitals. as most of them are physic,ians. profit as a "word" ,. 
clashes with the ethical consideiatio~s of the profession. One 

owner-medical-director has summarized this fact as follows, "As 

the directors of these institutions are mostly physicians, busines 

profit is not acceptable within the profession, as we are not 

oriented this way. We are professionals. as it states in the 

Hippocratic oath, who give service to the needy before thinking 

and planning of our own needs. The small number of private hospi­

tals show the unprofitability of this line of operation; if it 

were not so. hundreds would be present as they are needed in the 

community" • 

The above examples show the disdain of commercialism presel 

1n thevrofession. The members of th~ medical profession do not 
> • • 

like. to think of themselves as businessmen. Many have shown hosti~ 

lity to any suggestiont-hat they are motivated by profit rather 

than service to the clients, 

Also. as laws and code of ethics of Medical Association 

prohibit commercialism, restrictions imposed on private hospitalsl 

are many.; l\rtic le 26 of Law 2219 9-'lC ta>t,esthatfe.es associated 

.w i tli "beds::~eals~nd thes er.vi2e(f~';\dodi()rs.>~~~6Cia,ted fJ1'i tli thee.' 

hospital (house physicians). t'ogeth~~ with small laboratory 

serVlces and medical services are established by Ministry of Heal 

and Social Assistance. ~h • 
1 tll S brings an important restriction on th 

activities of hospitals. 



Thus. professionalism of hospital services acts as an 

important barrier in restricting the activities of the institution 

8S a business unit. Together with this ethical consideration, 

there is a strong antipathy to',-lards the term "marketingUas most 

oi th~ administrators and medical directors associate the term 

II marketing" with "selling". Their objectives are framed strictly 

in professional terms, Ilgiving medical serVlce to the community", 

the impo·rtant orientation of marketing "sensing, serving and 

satisfying consumer needs through delivery of appropriate services 

through organized activities and programs in a manner consistent 

with creditable professional goals and norms"(88) is present with­

in their definition of objectives. as medical service given to 

each. patient is unique in itself, depending upon the specific 

illness, physical and psychological condition of the individual. 

Although administrators reject the use of marketing in their ope­

rations.most of what they are performing is part of marketing 

strategies. 

7.4. CAPACITY AND PERSONNEL 

The number of beds, or the capacity of foreign or minority 

hospitals has not shown much change in recent years. As there were 

not many additions to the buildings due to financial reasons, the 

limited space prevents any lncrease in capacity. The number of 

beds 1n foreign and minority hospitals is between 60-120. These 

hospitals are more of a general hospital with only certain wards, 

like geneocological or pediatric service. being absent. The 

service of hospitals can be segmented into two groups-inpatient 

services and policlinics, or outpatient departments. In foreign 

or minor it: y hospitals • the pol i c lin i c s 1 S important , forming d ire c 

contact with pat:lents, bringing the hospital close to community 

level. In policlinics. laboratory and X-ray departments gain 

importance. In addition to these two; the polyclinic services can 

segmented on a high level of specificity as internal ,neurological 

orthopedic, thoracic, orthodontic, opthalmic, pediatric and geneco 

logical. 
/ 

inpati¢,nt servipes can be classified as: 

2- Surgery 

(88) Phi.l:ipKotler and Richard A,Connol, Jr. "Narketing Pro-
f e s s ion i:1.L S e r vic e s "> J 0 urn a 1 0 [ f,l ark e t: i n g {J a n u <3 r y 1 9 7 j"; 7 2 , ----.... ~-<-".----.-----.~ 



3- Geneocological and maternity serVIces, 

So, it would not be wrong to classcify the service st-ructure 

of hospitals as follot.rs: 

1- Diagnostic-designed to identify such conditions In indivi­

dual humans, usually disease detection. 

2- Th~rapeutic-services which are expected to terminate 

successfully episodes of acute illness or to minimize the 

severity and impact of chronic conditions. 

3- Ameliorative. processes whose purpose is to reduce the 

physiological and psycho16gical discomforts of incurable 

diseases and to ease the process of dying for terminal 

patients. 

As can be seen from the an~lysi~. research and medical 

education activities are absent within the private hospitals In 

general. Only In one foreign hospital. education of nurses IS 

present as the hospital is associated with a Nurses' College. In 

another foreign hospital which IS specialized in plastic surgery, 

the surgical team provides education for the assistant physicians. 

In the second group of hospitals, the number of beds are 

smaller, ranging from 38 to 25. They tend to specialize in gen­

ocological and maternity services. The number of beds are not 

spe~ified in the form of wards, so one can find an orthopedical 

case near the room of a patient with severe cancer condition. This 

is due to the fact that as the capacity is limited, the patients 

are served on a "first-corne-first served basis". There IS no capa­

city planning within the hospitals, in most cases, only one room 

is reserved for emergency cases. the room being the one used in 

policlinic services. 

gro ups: 

The personnel of hospitals can be segmented into two 

c • 

The<medicaipefsohhel 

active phy~icians (house physicians). 

physicians working on a contract basis (temporary staff). 

independent physicians (visitor staff). 

- nurses. 



paramedical personnel (working in X-ray department. labo­
~atory. pharmacy and those within the surgical te~m). 

2 - N {) n - me dIe al per 5 on n e1 - ad min is t rat i v ad e but y. 0 f fie e 

clerks~ accountartts, catering and cleaning personnel, recep­

tionists. ~elephone operators. porters, drivers. 

The Medical personnel (physicians + nurses) for foreign and 

minority hospitals is as follows: (A, B. C. D being the four hos­

pitals in this category). 

TABLE 21- MEDICAL PERSONNEL OF FOREIGN AND MINORITY HOSPITALS 

A 

Medical-director 

vis itor staff 

active staff l74 
temp~r ary s taf f -

(does not give 
numbers for each 
category) 

230 nurses (most 
performing their 
compulso!lfY serv~­
ces due to the 
scholarships 
from Nurses 
College) . 

B C 

Medical-director Medical-director 

2 specialized phy-' 2 specialized phy-
s1c~ans as active 
staff 

5-6 practioners as 
active 

6 specialists-tem­
porary staff 

1 head nurse 

1 dietrician 

no fixed nurse 
staff changes : 
according to need. 

3 pediatrician 
nurse 

sicians as active 
staff 

1 head nurse 

10 nurses 

D 

Medical-director 

2 specialized phy­
sicians as active 
staff 

1 head nurse 

12 nurses 

1 dietrician 

3 pediatric nurse 

TAB LE 22- }fEDI CAL PERS ONNEL OF PROPRIETOR-OWNED HOSPITALS (88) 

F 

Medical-director 

1 specialist as 
active staff 

4 praCtioners as 
active staff 

2heaq-:-nurses. 

ispecial ized 

H 

Medical-directQl" .•. 

2 specialists in 
X-ray department~ 
·apd ..• lab9Fa'~er:'l· •.•.• 
6specialist:~ as 
active staff 

1 head nurse the 

I 

2 specialists as 
actives taff 

;1;> head nurse 

12 nurses (staff 
specialized). 

1 maternity nurse 

J 

4 genocologis ts 
as active staff 

2 specialists in 
X-ray department 
and laboratory 

1 head nurse 

nurses 
nurse-s tar [ ci,ao-

. 3' .. l5 nLlrses ges according to . pediatric nurses 
7 staff-nurse the need ~diatric nunc:( 
--------------~----~'-<...-~~ --.--.-.~ .. --=-~,~-. ----=-,~~-~--. ....,...,...-~.-<~----. ---- -------.,-~,.~-~.'"--

(88) The mental hospital ~s not the nbove-analvsis bu 
willbe incl~ded as 

.jI<./'.; .. :.:.':~:- -, ;"~\:'~h~;r~!'~~ '.:::",:,<,:,:"::T!-'t"l'.,,";, 



If the above tables are examined it can be seen that the 

number of active staff is at least that specified by Article 31 

ft:i):of<ctawlZ.22which st,ate$ th~t·fot' every 30 beds, one specialist 
'.~, 

m1.1stattasaciive staff: witkin the private hospitals. In fact, 

in some haapit_ls, the iatio-is -higher, b~ing one specialist/S 

beds. This is an important factor which differentiates the service 

of private hospitals from that of public hospitals. In relation 

to the above factor, Article 12 of the same law dictates that the 

patients can invite their own specialists as visitor staff to the 

hospital(89) which is strictly forbidden in public hospitals. The 

presence of visitor staff is the prime factor that changes the 

composition of the service of private hospitals. which makes it 

more attractive to the patients (this issue will be analyzed ~n 

detail in product mix analysis of hospitals). 

The active physicians (house phy~icians) of the hospitals 
: . 

direct the policlinic part of the hospitals. Also, they fulfill 

the night duty for the in-patients. In addition to the active 

staff; there are the temporary staff who have fixed schedules for 

polyclinic part of the hospital (e.g. from 9-12, or from 9-17 on 

alternative days), Also, the temporary staff, are assigned night 

duties on which they can be called at night when emergencies that 

th~ active staff cannot deal with arise. The radiologist ~n X-ray 

department, the bacteriologist in the laboratory are active staff 

in all hospitals. Also the hospitals have a pharmacist to organize 

the pharmacy section within the hospital. 

In addition to the professional medical and nurses staff 

within the hospitals; there are paramedical staff who function in 

X-ray department, E.K. department. laboratory, pharmacy and who 

take p~rt in surgery. The number of paramedical staff is between 

6-20 ~n private hospitals. and they are specialists in their own 

fields. 

The number of non-medlcal personnel Ls between 30-120 1n 

private hospitals changing accordiri'g to the number of beds and the 

llumberotservices offered by the hospital. The ratio of personnel) 

( 89) Art i c 1 e 1 2: " H us us i has t an e 1 e.r. a 1 ill a gam e z uno 1 d uk 1 a r 1. has t a -
lar i~in btl hastalar~n istedikleri hekimleri davete ve teda­
vinin bu hekimler Lclt"cJ.f1.ncian yap11rrasJ kflbule mecburdurlar". 
Nedim Dendrel., Faik CCizenman, tlhan Yigic and 1i.itf(j Tuncay, 



114 -

patient 18 high compared ~ith public hospitals which 1S an impor­

tant factor that··influen.ces the quality of services of private 

hospitals. 

7.5. MARKETING MIX STRATEGIES OF PRIVATE HOSPITALS 

T~e above analysis 1S given as a short summary to show how 

the private hospitals function. As, our concern is the marketing 

m1X strategies of private hospitals; more emphasis will be placed 

on its analysis. The idea of the marketing mix is represented by 

"the four p€s" product, price, place and promotion. It is assumed 

that a hospital develops a m1X strategy for each of the four 

elements on the basis of what it knows about its markets and of 

the marketing objectives it must achieve. The emphasis 1S placed 

on developing a mix combination that wi~l simultaneously serve the 
. 

best interests of the target market and the hospital. 

7.5.1. Market Served by Hospitals 

The tools of marketing are analysis that reveal possible 

market segments and the ability of an or~anization to concentrate 

on ;those segments that have the greatest need and the largest 

volume. In trying to determine the pattern of serVice utilization 

of hospita)s; most administrators employ an historical audit of 

records. When the records of most hospitals are examined, it i~ 

observed that these records include a tabulation of patients 

admitted by diagnosis, by date, and by patient days for the given 

diagnosis; average length of stay by diagnosis and by physician; 

patients admitted by physician; demographic variables of patients. 

such as age. sex, occupation and geographic location; serVices 

performed according to the patient's diagnosis; and other pertinent 

.information. The hospitals d'6"not want to take information about 

lncorne level because the patients can associate the question with 

the level of fee structure of the hospitals. Based on the histori­

cal audit of these records~ the hospitals. give a rough estimation 

0·£ the>s;ocial--class of their patients. Some hospitals state that 

their patients belo~ged to upper or uppermiddle class structure. 

One hospital ,,,hich is specialized in plastic surgery stated thill: 

customers belonged 
. . 

to every socto-economiC class, from \.Jorkers 1n 

Germany to businessmen in upper class. 



Also, the demand for hospital serv~ces show seasonality. 

For some hospital services. there 1s a decrease 10 demand 10 

summer as s(')medise:asesar ise more ,inw in ter, For plastic surgery, 

due to summe ;holtday. 

demand in thes~ months. 

students and v6rkers on leave, inc.reasethe 

Tbe administrators of private hospitals have stated that 

there IS no competition between hospitals as demand for hospital 

services IS so great that the number of hospitals is not sufficient 

to meet this demand. 

Another market segment that has a high potential for prI­

vate hospitals are the business firms and other institutions with 

which the hospital works on a service contract basis. For example, 

certain banks through the service contract, send their personnel 

to certain hospitals, and the bill is:oharged to the bank. This 

service-contract changes the socia-economic characteristics of the 

consumers whereby more of middle class gains access to private 

hospital services. 

In addition to patients as a market, there IS the physician 

market which is In most cases the primary marketing target for 

mo~t hospitals. The physician market consists of all the physi­

cians within a certain vicinity, or certain physicians associated 

with ~niversity or public hospitals. or those physicians who have 

offices near a certain hospital. The relation of physicians with 

the hospital will be analyzed In greater detail in analyzing the 

marketing-mix strategies of hospitals. 

7.5.2. The ~spital Product 

Hospita~. do not normally view their services as products. 

But, when a prod1.i~f !sti'roadlY defined as something that fulfills 

a need or want; the term fits comfortably in the hospital domain. 

~ospital services incl~de both tangible goods as equipment, medi­

cin¢.,beds ~ meals and intangible s/~rvices as delivery of care. 

:tIne and activities of the professional group. The intangibility 

~~pect of m~dical service seperates it from the conventional 

treatment of the product in economic theory, final output is that 

which yieldS satisfaction to the 20nsumer. So the product of hos­

pitals should b~defined not nece~sarily in terms of its physical 

\. 



dimensions, but rather ~n terms of those "characteristics that the 

buyer is really seeking". For hospital production, it ean be argued 

that the consumer (patient) receives satisfaction from exp~cted 

improvement~()f his health. In this formylation. the consumer does 

n~;~purchasetwo office visits. five days of hospital case but 

rather the expectation that his level of health will be improved. 

Diagnostic services. for instance, usually reduce anxiety, 1ncrease 

chances of recovery and contribute to better health. The hospital 

administrators have stated their product as "health service to the 

community at large: So, the final product of hospitals can simply 

be stated as "improved health of the patient", through the coordi­

nated act~vities of several group of people, physicians. paramedi­

cal group. nurses, house-work operators, with tangible goods as 

drugs, equipment. beds meals and the building in which the hospi­

tal is situated. 

In the survey of literature on:hDspital outputs; it has been 

observed that there 1S no agreement on a general definition of 

IImeasurement of the product of the hospital". The general defini­

tion of final product as "improvement of the health level of the 

patient" 1S, unmeasurable. If we consider the cases which result 

1n the death of the patient, 1S it possible to state that there 

1S no product or that the product is of poor quality, as the 

di~gnosis and care does not result in the improvement of the 

health level? A common argument ~s that the product of hospitals 

be measur~d 1n terms of capacity, as beds and patient days, or 

more simply as hospital days. But this does not take into consi­

deration, the specialized services given during the treatment 

process, it is a gross definition. So, in attempting to define the 

product as whole, we have considered all the services that the 

hospital gives to improve the health level of the consumers. All 

these services and equipment are considered as intermediate pro-

d u c, t s in 0 u ra n a 1 y sis to produce the fin a 1 product as" improvement 

<.:,()J;{,.{li'e~1,th·;.lev.e1:,::0ft'he p.atients". The intermediate products can be 

classified as follows: 

1- Medical Services 

a) the quantity and quality of physician serV1ce. 

b) the qunntity and quality of nurses serV1CC. 

c) the serVlce and attention of par a me die a 1 staff 
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11- Other Services 

a) mealsi house-operatirig s~rvices (~l~anliness. beds), 
telephones. lifts. 

b) technical equipment, drugs. sheats, cushions etc. 

An important question to be answered ~n the anaysis of the 

product is "how the hospital's product is shaped to meet the needs 

of the target market with finite availability of resources. One 

foreign hospital. rather than being all things to all patients, 

has differentiated its product as plastic surgery, some small 

hospitals have concentrated their resources on genocological 

services, thus differenti~ting their product, while other general 

hospitals, state their products on broader terms as general health 

care, leading to different specialized units. 

As 'will be remembered from the analysis ~n section 3.4.1. 

of the thesis that deals with consumer ignorance and professional 

power, that physicians have the central role in medical care 

process, depending on their discretionary judgement and authority 

to diagnose and prescribe. It is possible to state that the 

physicians possess a virtual professional monopoly of an essent{al 

s~ill, so they are central to the delivery of medical care ~n a 

way that cannot be matched by any of the other elements ~n the 

system. They have this role partly because of their knowledge and 

skills and partly because of the patients· trust in their autho­

rity. In most cases hospital services can be defined as complemen­

tary godos to the services of the physician. The demand for these 

serv~ces depends on the diagnosis of the physician. Thus, the 

strength of the hospital depends on the streng'th of 'the medical 

st a f f . 

Most private hospitals depend on the activities of visitor 

or temporary staff while active staff act as a substitute for the 

first group. The visitor or temporary staff are independent 

physicians who refer their patien~s to the hospitals. The impor­

tant question of choice of the hospital by.tbe physician or the 

patient is answered in the second-part of the research, it can be 

stated that in most cases the physician has the central role. So, 

to stimulate referrals to hospit~ls; pbysicians' needs must be 

determined and met by the hospital. The hospitals in the research 

A ..... ':",.,r :~m1'l1 0" an" svecilic\Jllsrket iug pxog:rflnl~f.forttH~·p~ys,~~;j,an\ 



The influencial factor is through the social contacts of physicians 

with the medical director. The medical director especially in 

foreign hospitals. are reknown figures in their own fields._ with 

pro f ess iona 1 and socia,l presti ge. This conf idenc.e and re s pe c t for 

a colleague acts as a stimulating factor for referrals to specific 

hospitals. In individually owne~ hospitals. the owneris social and 

professional contacts play an important role. Through friendship, 

some physicians prefer to refer their patients to their hospitals. 

One physician has stated "He's my friend (owner). I trust him in 

every way personally, so I trust h.is hospital". 

Another important factor that influences the physicians ~s 

the quality of equipment and the expertise of the personnel within 

the hospital. The administrators have rejected any financial 

contracts with visitor staff. They state that the visitor staff 

receive their fees directly from the patients. One administrator 

has stated that those physicians ;whos~'fees are large, prefer to 

work with those private hospitals which give expensive services 

because there must be a correlation between the fees of the phy­

sician and that of the hospital". The patient psychology requires 

this correlation(90), he concluded. In addition to the above state­

ment, there is the question of invoices as they relate to ~ncome 

taxation. Some hospitals do not record some surgical operations ~n 

their books, so that both the physician and the hospital pay lower 

~ncome taxes. None of the adminis trators have accepted til is fact 

but they concluded that some hospitals employ this technique to 

attract physicians, unethical ~s it is. 

Some hospitals receive physicians as temporary staff; who 

have fixed schedules to receive policLinic patients within the 

hospital. These employ the hospital as their private offices, a 

small percentage of their fees are left to the hospital Ln some 

cases, in others there 1S no financial relationship between the 

hospital anJ the> Lemporary staff but the hospital employ them in 

cases of emergencies and for night duties. So. both sides have 

benefits from the exchange of services" 

So. the choice of hospital by physicians for the referra 

of the patients does not only depend upon the product offered by 

------------~----------------------
(90) The marketing of complementary goods. The price of complemen 

tary goods must be related to the price of the product which 
is an important marketing strategy. 



the hospitals but also on socio-professional relations and finan­

cial considerations. It would also be possible to state that the 

above considerations are part of the"procluct" of the hospitals 

to make it attractive to phy,icians. 

The second target group was defined as "patients fl 1n gene­

ral, Some foreign hospitals and a few of the privately owned ones, 

have service contracts with business firms. banks and other insti­

tutions. These organizations send their personnel to these hospi­

tals and the fees are paid by the organization in question, 

usually according to a discounted schedule, Also; one foreign 

hospital gives check-up for all the administrators of the firms on 

a service contract basis. These group-contracts show that the 

hospitals adapt their product to the needs of their patients, 

giving specified services if necessary. 

In addition to physician services; nurses services form 

substitutes for physician services, One of the most important 

recruitment problems faced by private hospitals 1S the limited 

number of specialized nurses within the medical care sector. The 

specialized nurses are mainly attracted through higher pays from 

the public hospitals, Most of the nurses have stated that they 

prefer to work in private hospitals due to better relations with 

the professional group and that they feel that their services are 

better appreciated both by the patients and the administration of 

the hospitals. In foreign hospitals; the quality of nurses' staff 

is very high, most consisting of specialized nurses. In one 

foreign hospital, the student-nurses perform their compulsory 

serV1ce arising out of the scholarships they received and in this 

hosp{tal2 nurses/patient is present, which increases the quality 

of the product. The admini~trator of the specific hospital, uses 

the abundance of nurse staff as an important product strategy ~n 

serving the consumers. In other hospitals, pay higher than that 

in the public hospitals attracts the specialized nurses to this 

sector so in private hospitals, it is not uncorrect to assume that 

nurse service acts as a substitut~ for physi~ian service 1n some 

cases and forms an important part of the ~roduct. 

The medical equipment 1n foreign hospitals comes 1n the 

form of donations from related foreign countries. So, these hospi­

talsare in. a better positton fi~an~ially in acquisition of moder] 
. . 

•• 1-. r. ~<..:"",ind ividua;J,.l y o\~ne4il:Jl,-d minority 1-,0 S pi,~_aJs. face 



financial bottlenecks 1n equipment and medical supplies. A major 

deficiency in individually owned hospitals 15 the lack of modern 

equipment. Tltese hospitals' try to fill these deficiencies by 

emphasizing human-in~er~ive services in medical care, as better 

nurse services and closer professional attention. 

In ,trying to define the product of hospitals, we have 

stated that most services act as intermediares to the formation 

of the final product. In addition to services offered by profess-

ional group interms of medical care; there 1S an important aspect 

that decreases the anxiety and boredom of the patients, which 1S 

the atteniton and interest that is shown during their stay 1n the 

hospital. As the number of personnel is high relative to patients, 

attention and sympathy shown to a single individual patient 1S 

high compared to that in public hospitals. As the personnel 1S 

paid 1n the form of tips, this a~tentionfactor gains importance. 

A major factor that must be considered in analyzing the product 

of the private hospitals, 1S the tipping mechanism between the 

personnel and the patient that influences the quality of the pro­

duct of these institutions. 

Among the serV1ces that the hospitals offer, a major factor 

can be summarized 1n the form of hotel-type services, beds, meals, 

cleanliness and also the availability of telephones, lifts that 

influence the stay of the patient within the hospital. These 

hotel-type services gain special importance in private hospitals 

as the patient wants to get the best for his money. Even the 

atmosphere of the hospital, "like my home", influence the satis­

faction of the patients, and increase their comfort. The adminis­

trators of private hospitals have stated that majorXattention is 

given to hotel-type services, within their product strategies. One 

administrator has stated that due to the complaints of the 

patients and their relatives, he had to organize a tea-shop with­

~n the hospital. Another dimension of the product of hospitals, 

~s the presence of accompaniment. t-Jhich 1S not acceptable in all 

public hospitals. In product~mix ~trat~gies of private hospitals; 

the comfort of the person ~ccompaDying the patient. ga1ns 1mpor-

Cance. Also, tlip scheduling of visiting hours 18 a major product 

decision within the hospitals. Most administrators have stated 

that a certain freedom in visiting hours is required for both the 



From the above analysis; it becomes apparent that the pro­

duct of hospitals (improvement of health of the patients) consist 

of many intermediary .products in the form of intangible productsi"~ 

{services) and tangible goods, The administrators. try to arrange 

their product mix strategies according to the demands of the 

patients; this arrangement 15 so specific that we can state that 

there 1S a specific product-mix for every individual patient 

within the limits imposed by the resources of the hospital 1n 

question. 

Also. the private hospitals. are 1n a continuous search 

for new product ideas. One foreign owned hospital added a hand­

plastic surgery unit as a response to the demands within the 

community. Another is expanding its Cobalt unit, while another is 

trjing to establish EK and intensive-care units. There are a few 

examples of new~product decisions that ,are due to the demands of 

the patients and the communjty. One administrator summarized the 

abo ve a r gum en t a s f 0 1 low s. "Wei ret r yin g t 0 f ill a gap wit h in the 

health system, we're trying to do it as best as we can with our 

limited r.esources and restrictions imposed on our operations". 

The heterogenity of products within the hospitals, creates 

a ~ifficulty of attaining uniform standardso It 1S impossible to 

standardize output among several physicians for even the same 

client. There is no measure by which the quality of output can be 

compared (you cannot compare a dead patient, as a poor output as 

compared with a healthy one) ; complaints from the patients, their· 

families and from the visiting staff act as checks for quality 

control. As the hospital personnel 1S in d~ily contact with the 

patients, they are in a better positiontb adjust .their product 

in accordance with the demands. In private hospitalsimost comp­

L~lnts are re-directed through the personn~l to the head of depart­

'Iri~nts and to medical-director or the adiminstrator. One foreign 

~ospital had a questionnaire for the patients to state their ideas 

on the services offered by the hospital (Appendix II) but the 

c6ntinuation of the questionnaire~as not possible because most of 

the patients left the hospital withou.t rilling-in the questionnairl 

~The- sa me,h()s pit a Iho ld s meetingsam6ng the patients to take their 

views about the services offered by the hospital. 

ax e<p~\J;bli~hed i 11 the ho s pit all s mon th 1y maga Z Lne . 
. ..-.:' 

The same meeting 

So, most of the 

administrators of private hospitals are. aware oJ the fact 

to adjpst theiJ:p;:oduc,ts:in accordance with 



standards, and they are taking decisions to correct the occurances 

that give rise to complaints. 

7.5.3. Pricin8Decisi~ns 

Pricing decisions are complicated for both businesses and 

hospitals. However, business organizations have for more control 

over pricing than hospitals do. because important restrictions are 

imposed on the hospitals through Law 2219. Article 12 states that 

the price of beds, meals and medical care which is needed accord­

ing to the diagnosis. ~n addition to small laboratory services 

are controlled by the Ministry of Health and Social Assistance. 

An interesting phenomenon is that these prices are different in 

every hospital as com~osition of beds and definition of classes of 

rooms are different. 

One h 0 s pit a 1 ( A ) has s tat e:d t h Eo " ' f 0 1 low i n g p ric e s : 

- Price of the room with one bed 2200 TL/day 

Price of the accompainmen t 1100 TL/day 

Price of the room with one bed and accompainment 3300 TL/day 

- Price of the room wi th two beds (price/bed) 1600 TL/day 

- Price of the dormitory with four or five beds (price/bed) 
1000 TL/day 

The above pr1ces include three meals g1ven to the patient, 

the price of meals/day for the accompaniment is 500 TL. In addi­

tion to these prices, the hospital charges 375 TL/day for medical 

coordination service. 400-for telephone rent, and an addition of 

10 % of the total bill of the patient for administrative services 

(Appendix III). 

Prices 1n other hospitals change bet~een 2000 for 1 st clasl 

without accompaniment to 3000 and for 2nd class 1750-2500 with 

luxury room with accompaniment to 6000. The variations 10 the 

prices are due to the differences between the definition of 1st 

and 2nd class rooms. There is no clear-cut definiti~n how these 
/' 

hOBpitals define the two cat~goties. Itis ~nterestin~ t~ observe 

that what One called a luxury room, is in' fact~first class room 

with a single bed in another hospital. An interesting phenomenon 

that is observed, 15 that in only two foreign hospitals. the costs 



for medical coordination and for administrative serVLces are added 

to the bill of the patient. In others, these items are absent 1n 

the price of hospital services.Also~ evefY hospital employ..s a 

different procedura fcir the calculation-of the price of surgical 

operations. 

TABLE 23- PRICE STRUCTURE FOR SURGICAL CASES(91) 

B H F J 

very long and 35.000 After 2 hours, After 3 hrs. 
importand for ,eve ry half 5000 added 
operations hour 500 TL. 

long opera- 25.000 12.000 20.000 (for 25.000 
tions 2- 3 h rs . ) 

med ium ] opera- 15.000 8.000 15.000 9.000 
small tions 6.000 5.000 4.000 

small inter- biopsy: 10.000 theatre for 
vent ions 'theatre for birth 

septical 5.000 birth: 15.000 10.000 a 
fixed 

septical 3.000 

The above table shows how four hospitals calculate the 

prLce of the operations performed in the theatre. In one foreign 

ho,spital (c). the physician states his fee together with the price 

of the theatre. For example, Ln a 25.000 TL surgical operation, 

stated by the physician, 15.000 1S left to the hospital for theatrl 

costs; 1n a 100.000 TL f.e. 75.000 is left to the hospital while 

the rest belongs to the doctor, so nearly 3/4 of the total lee of 

physician is a price of hospital services in surgical cases. In 

another foreigh hospital (A). there are no fixed percentages or 

principles in calcula6i~g the price of surgical cases. The admi­

nistrator stated that if realized income is found to be below the 

expected then the prices of surgical cases are adjusted according­

ly. The principle of calculation is that the first half hour is 

fixed, while for every fifteen minutes, the price of surgical cas~ 

in ere a s e sac cor d in g to a . cIa s s i f i cat ion 0 f b e in g in the 1 s tor 2 nl 

group. Another administrator stated the calculation of price as 

follows: Openin&price 0; tb!th~~xre 3000t for one hour, for 

every fifteen minutes 1000; from 1 to 2.~ hours, for every fiftee 

minutes 500; after 2.5 hours, for every fifteen minutes 250 TL is 

( :I 1) P ric e 0 f d rugs and 0 £ s pee i aIm ate ria 1 ( ass i 1 Ie cor d 2) 11 0 t 

included in the above prIces. 



added to the price of the surgical operation. The pr1ce of the 

surgical~operat~ons (the price of hospital services during ~the 

~6pi,b:ratiAh :a8.4~rig;s~ equ ipmen t ~ etc. }arecompu ted in most :fases 

through a eertain mark-up on cost. The mark-up is flexible and 

chan.g~s according to the consumer-the patient-in question. 

It 18 apparent from the above mentioned price structure of 

hospitals that the institutions employ flexible pricing mechanism 

related to the specific service received by the individual patient. 

Oneadmifiistrator stated that for some services of specific hospi­

tals, there is no specification of the market segment that the 

consumers belong to. For some hospitals, this fact is true, for 

plastic surgery. it is difficult to define a specific target 

market, as consumers belong to every socio-economic class; shop­

keepers, workers in Germany, business~en, students, artists and 

housewives. The research on consumer cfiaracteristics given in the 

second part of the analysis, shows that consumers belong to upper 

class or upper middle class for most hospitals. The administrators 

of privat~ hospitals when asked about their target markets defined 

them to be upper-middle class consumers. so the prices of the 

products are adjusted according to the financial capacity of this 

group of consumers. But, also the hospitals use other mechanisms 

as contracts on group basis with several firms, deductions f·rom 

the price if the patient asks for a discount, and also even free 

service in policlinics. One hospital has a discount mechanism by 

which patients with limited capacities can ask for a discount 

(Appendix IV) which 15 analyzed by the administration and the 

final decision is made by the medical-director. Also most hospi­

tals have ~ervice contracts with ~evetal firms, banks and foreign 

institutions, where the personnel of these firms have free serv.ice 

from the hospital and the firm receives the bill for the services. 

Also, some hospit~ls have contracts with foreign insurance fir~~~ 

where the patient stays in the hospital through his insurance 

coverage. Another interesting phenomenon especially in plastic 

surgery is to get part of the cost/~f the hospital through the 

foreign insurance coverage. Th~d~ctor states that the need fo! 
,":_i,: 

plastic surgery arose due to an acc idette, so the customer c~n 

have some part of the cost of the hospital refunded to him by his 

insurance. This 18 an important service that physicians perform 

lor patients ].D order to decrease the cost of the operation and 

:J~os.pital, thus to increase the dema~d, for their services, Also, 



the hospitals use certain discounts for relatives of the physi-

cians. nurses and oFher wed~calpersonnel. 

m.dic~l-director. 

determine.d.by th"e 

The fees of visiting physicians are indep~ndent of the 

price of hospital services. The price of service~ of assistant 

physicians in the surgery is determined by the team-doctor, and 

these are added to the price of the operations. In some cases, as 

can be seen in two foreign hospitals. hospitals take a percentage 

as 30 % or 40 % of the total fee of the physicians. the percentage 

being determined according to a contract between the physician and 

the hos~ital. This contract establishes a bond between the physi­

cian and the hospital, the physician can refer his patients with­

out the fear of not finding a bed. So, the exchange is profitable 

for both sides. 

The administrators have stated that as the prices of hotel 

services and certain medical services are determined by Ministry 

of Health and Social Security and as these are set below their 

operating costs. they try to break-even and attain a small profit­

through the determination of prices of surgery, drugs and such 

services as X-tay department and laboratory. So, along-stay patient 

is ~ot profitable for the hospital (lengthy bed occupancy increases 

the costs of hotel services), the increase in turn-over rate among 

,the patients with shorter length of stay pro~ides thB financial 

support for the survival of the hospital as more surgical cases can 

be accepted to the hospital. So. the main portion of the total 

bill of the patient consists of such items as cost of surgical 

a~tivitie~ and drugs. Orie~ administrator stated that patients can 

easily be exploited as they are unaware of what services they have 

received during a surgical operation. One administrator summarized 

their pricing policies as follows IIThey (the patients) know that 

they are getting paid services, so they should be ready for what 

they get". In a foreign hospital. they present an agreement form 

(appendix XII) "/hich indicates the/prices of differenet services, 

andw'hlbhmust be signed'~~by the patient or his family. The admi­

'~i~::t~'t'i~'ftirstatesthat aithough all of them sign this form. there 

is always argument when the bill is presented on such items Wllich 

ar~ on the form. This hospital thinks that it 15 practicing a 

fair pricing policy th~ough showing the prices beforehand but it 

does In 



a sick person and his family 60 ~rrival to the bospital. 

An informal pricing mechanism inpriv:Kte.:'~Q,s.pitals is the 

"tipping" system of the personnel, nurses (sped:ialized or on 

staff paramedical personnel. cleaning w6men), This typping system 

in most cases degenerates the quality of the services offered. A 

general expectation of the personnel is that they should be tipped 

for every service that they perform. The administrators are aware 

of the fact but they can do nothing as the patients have created 

this system within the hospital. 

So to conclude the above argument, it can be stated that 

private hospitals use price policy as an effective tool in meeting 

the needs of different segments of the market. 

7.5.4. The Place Decision 

"Place" refers to the efficient distribution of goods and 

serv~ces through distribution channels, outlets, and sales terri­

tories. So that the products are, theoretically, convenient to the 

market. "Place" in business includes warehousing, inventory, 

wholesalers, transportation routes and fare structures, production 

fa~ilities. and access to raw materials. In a hospital situation 

we cannot employ the same concepts due to intangibility of the 

product. and the relation of the consumer with the service-given. 

In hospitals. place can refei to the hours the .dmitting office 

~s open, the 24-hour emergency department service, the distance 

from the hospital to the house of the related physicians, the loca­

tion of satellite units. and the proximity of one department to 

another. emergency ambulance services. which enable the hospital 

to offer the right product in the right place. Most of the "place" 

factors provide time. place and possession utilities to satisfy 

target customers. i nth i sea set h epa tie n t s'atld:th~ir vis ito I' s 0 

The sites :tn which the priV<iJ;:e,hospitals are situated, are 

within the. cent ra 1 dis tr iCJ:s of th~ city, so that mas t pa t ients 

do not face transporta~ion problem. The site ~9 important because 

most patients prefer hospitals that are nearest to their home, so 

that their families do not face traffic probl'ems. Most hospitals 

that provide conyeniences for the physicians, 
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are situated within the central districts with no parking lots, 

only a small space is reserved for hospital cars. which create 

problems for the people who have a patient Mithin the hospital or 

who comef6,r utpaiieilt-servic T:h/~:~,dmi~:ristration of the hospi~ 
tais can dd nothing about it, du'eto traffic conditions. Also, 

the noise arising from the traf£ic is a m.j~r disturbance for the 

patients in most h~spitals. Due to easiness of transportation, 

centrality of the hospital site gains importance from other consi­

derations. 

The out-patient dep~rtments or policlinics are situated 

within the first-floor of the hospitals, so that in-patients are 

not disturbed by the noise and on-goings of t~e policlinics sec­

tion. The names of different units are placed on the doors, so 

that the Visitors would not face difficulties 1n finding the units 

that they are seeking. Also, the reception desk provides infor-

mation on the place of different acti~rties and the room of the 

patients within the hospital to pievent lose of time in the search 

process. 

The inpatients are situated within a different section. In 

most small hospitals, the beds are not arranged in the form of 

wards, so that you can find a serious case near a minor disease 

which create severe disturbances and anxiety for the patients. The 

administrators of these hospitals state that due to capacity limi­

tations, it is impossible to seperate beds in the form of wards; 

only they try to group diseases according to severity, the choice 

in most cases 1S hampered by the unavailability of empty beds. In 

foreigri-minority hospitals, there are certain wards as maternity, 

cardiac. intensive care units. but for oth~r kinds of diseases 

there are s~if~s among the beds. 

The laboratory~X-ray unit, ilr;d th¢ pharmacy (units that are 

1n every hospital) are gtoup'ed';~W[,it\he policlinic section present 

so their se.rV1.ces. 

'. 'fh e for e i g rih 0 spi t als ~co n si ~t of two or three buildings. 

In on~io~eig~ hoapitaf. the second building is rented to hand-

plastic suregery. and to speci~lized physicians as private offi­

ces. These physicians can use the theatre and other equipment that 

the first e hospit 1 has speci-



as the hospital building. so that specialized nurses are near the 

emergency centers when the need arises. In foreign hos~itals, 

catering and cleanin~ sections are situated in other build~ng8, so 

that odor~of meals dbri;ot.distur;b the patients. In individually­

;S'wnedhospitals al1th~~t~it~ a~esituated within the same build­

ing sO that pos£tiono£ the catering service presents a problem~ 

In most of them~ the kit~hen is situated on the top floor 80 that 

smell does not spread through the corridors (especially bad-for 

patients who are on diet), The presence of catering department 

within the same building, is favourable, so that meals do not get 

cold before they are served to the patients. which is usually the 

case when catering department is outside the hospital building. 

The rooms of the personnel who are on duty are also situated on 

the top floor. so that the hospital has a crowded appearance, not 

a single corner left empty or unused. The patients in these hospi-

tals face dust-bins in the corners, brooms and brushes behind the 

doors. and feel that they are within a house with crowded inhabi­

tants. 

The hospitals are ready for emergency cases at every-hour 

of the day. The on-duty personnel try to solve their problems by 

calling specialists from their houses if they are not present 

within the hospital. But, most of the small hospitals prefer to 

send a serious emergency case as cardiac to public general hospi­

tals. The ambulance service is present in foreign hospitals 

although the number of ambulances is very small, one or two. In 

individually-owned hospitals, the ambulance service 1S not avail-

able they work in collaboration with private firms who give ambu­

lance service. 

Another interesting fact 18 that the lifts can be used only 

by the patients. and hospital personnel, so that visitors have to 

climb a great number of floors within the hospital, leading to 

discomfort and loss of time •. 

In discussion of the "place" decisions of hospitals ",Ie have 

to consider the ilhoffie carel! offered by some hospitals. 

Some foreign-hospitals offer private nurses for the conva­

lescence period for the pati~nt. The administrators state that 

this 18 a new decision that will bring hospital serVIce to the 

home of the patient. 



7.5.5. Promotion hl Hospitals 

The word "promotio ll " and the literal meaning it conveys 1S 

disdainful fox· allhosp ltal ad\1linis tra:to.f~.$ast:hey consider it 

to be unethical within the profession, conveying a uselling 

approach" to their services. They consider their services as an 

offer to the community, for the benefit of the community. It is 1n 

fact true that the major difference between the hospital and busi­

ness sector LD promotion efforts 1S the use of selling. Selling 

assumes that the prospective customer will not buy unless it 1S 

first approached by a sales person with a sales presentation. For 

hospitals 9 the selling aspect is disdainful as they cannot develop 

a sales force to calion prospective patients. But, it is interest­

ing to note that in most cases physicians act as sales-force for 

the hospital, We have stressed the centrality of the physician in 

the medical decision process, so that physicians act as referral 

links from the patients to the hos~ital·services. In most cases, 

need for hospital services arise due to the decision of the 

physician in the diagnosis process. So the hospitals first pro­

motional decisions are taken in connection with the attraction of 

physician services. In the interviews conducted with the adminis­

trators ~nd the physicians, it was observed_ that several factors 

play an important role in the choice of a particular hospital by 

the 'physicians (in fact most physicians work in more than one 

hospital). The major factor that influence the referral of the 

physicians. is the social, and professional r~lationships with the 

m~dical .director. The medical-director is the main figure that 

controls the relationship of the physician and the hospital. In 

most cases, the medical director is a reknown figure in his own 

field so that some physicians want to work in the same team. Also 

the professional esteem of the medical director is a stimulating 

force for referral to hospitals. The friendship patterns within 

the profession also play an important role in the choice of hospi­

tals. Being from the same class with the m~dical director, or 

being a student of the same person is a recurring pattern that 

attracts phy~icians to the specifi~/hospitalB. So, in most cases 

the Jriedical director uses hi?socio'::'proJessional relations in phy­

si&i~n":'pp t fe!l~ re fe r ra I sys tem. 

~o~'t hos'pit-als donot hciv€'a <defini:te pr9IIH?t.~''?!H~1 st.rategy 

to attrack physicians. Some administrators state that "all the 

physicians un it or 



Cobalt unit is promoted to the physicians by word of mouth commu­

nication through the active participants who install the unit. In 

some cases~ media as newspapers give the information to th~ commu­

nity at large through noeffor.·t of the administrators, Other fac-
, ~" .' , 

tors that attr~ct physicians to the hospitals is the quality of 

the service and the personnel. One administrator stated that "the 

physicians work with us because they know that their patient will 

be looked after", The financial considerations are stated as the 

least important criteria fpr the choice of hospitals by the phy­

sicians. 

The hospitals do not use any promotiorial strategies as 

advertisement in the media; newspapers and magazines. The "Thanks" , 

published in papers and paid by patients act as a kind of adverti-

sement but most administrators and physicians stated that these 

kinds of advertisements do not influerice the demand for their 

serVices. One administrator state,d thil.t' "the quality of service" 

of the hospital ~s the best advertisement that one can have. "If 

we have satisfied patients, it is enough promotion for the hospi­

tal". The above statement indicates that word-of mouth commun~ca­

tion is the prime factor that influences the demand for hospital 

services. As can be seen from the analysis of search activity of 

patients in the second part of the research. patients are influence 

primarily by the choice of their doctors and secondly by the advice 

of their relatives and friends. So, patients who have stayed with­

~n the hospitals act as important communication channels for 

potential patients. So, when administrators state that the quality 

of their service 18 the promotion component of their strategy, 

they do not err in their belief. 

So, we can conclude that in medical care consumption, word­

of-mouth communication by previous patients is an important compo­

nent in the promotion of both physicjan and hospital services. 

Most patients are attracted to the fame of the physician, and as 

he works in a particular hospital, they choose that hospital and 

its services. One specialist in plastic surgery, stated that most 

~ati~rtts choose his and the hospi~al's services after seeing his 

pr.oduct."a beautiful nose~ or a whole hand". 

Some foreign hospitals recently have used certain promo-

tional strate~ies to change their public 

."~".:. t t· 1 ",~ne Th n '~d'nlinistrators. c:ommun:t y a- ~<.Lo' c,. - ~. 

image or to qpen 

thinking that the 

to the 

hospital 



has a far-away 1mage from the community and its needs, employed 

certain techniques to show the interior of the hospital to poten­

tial customers. They organized health fairs, 10 the form oe semi~ 

n,:1''':-5, ~o att.ract the .,attention of both the physicians and the 

community •. Also, the·particular hospital has a montly magazine 

which includes the definition of their services, interviews with 

patients and the personnel and analysis of different departments, 

and their operations. The magazines are sent to other hospitals, 

ministries and public institutions, and delivered to patients and 

personnel. There are some of the primary steps 1n developing pro­

motional strategies for hospital services. 

Another group that the hospitals have directed their pro­

motional activities 1S the donors. In foreign and minority hospi­

tals donations received from individuals or institutions form the 

major financial source for their operations. One foreign hospital, 

in trying to add a new building tp its £tructure, launched a big 

public campaign to collect donations. There is a public-relations 

administrator who is in charge of this campaign. The campaign is 

conducted in the form of written petitions to individuals or insti­

tutions. Two specific wards within the hospital are named after 

the donors who have furnished these sections. The same hospital 

employed the same kind of campaign in raising a scholarship fund 

foS nurses college. Most of the donations are received from insti­

tutions with which the hospital has a service contract. So an 

overall promotional strategy as fund-raising and contract forming 

1S directed towards several institutions, by the administr·ators 

of the specific hospital. 

Other institutions have developed strategies in attractin~ 

certain institutions to form service contracts. The administrator 

has meetings with the heads of the institutions to present what 

serV1ces the hospital can offer for the personnel of the institu­

tions. They shot..rtheir equipment, present the medical personnel 

(show wh<it.advi;1ntaf.';es the hospitaL can offer) in short promote the 

hospital aSH \-lhole. 

From the above analysis, it is apparent that private hospi­

t~ls use certain promotional strategies in relation to their target 

groups •.. pliysi!cia..ns ,patiellts' and donors. Although these strategies 

are not interrelated as an o·verall promotional strategy it IS 

apparent that hospital administrators are awar2 ot the importance 



of building goodwill and a good public lmage In the mind of the 

community at large. 

, 

The analysis presented so far shows that most of a hospi~ 

t~lls daily operations can be analyzed within 8 mark~ting frame­

work. As medical care is much specialized depending on the speci­

fic diagnosis of the individual patient. every unit of hospital 

serVIce is adjusted to the specific need of the individual, creat­

Ing the product of the hospital; "increasing the health level of 

the patient". Private hospitals in trying to maximize the quantity 

and quality of patient care, the prestige of the institution and 

in some cases the physicians' incomes, employ many marketing tools 

althou~h these are not coordinated in an over-all marketing program 

and although these are not regarded as marketing practises. 

7.6. SURVEY OF ATTITUDES AND NEEDS OF CURRENT PATIENTS IN THE 

HOSPITALS 

The second part of the study, consisted of a survey of 

attitudes and needs of current patients within the hospitals. The 

major limitation of the research was that the administrators limit­

ed the number of respondents by their own choice of patients. due 

to the importance of case severity. So the results can be biased 

as the sample is not based on a statistical-significant sample 

size and sample-distribution. 

The survey was conducted In the form of structured inter­

VIews with the help of a Questionnair~ presented in the Appendix 

I. Questions 15-21 were designed to get information about the 

demographic characteristics of the consumer group. The" results of 

the research were tabulated seperatedly for the foreign andmino­

rity hospitals (A-B-C-D) and pro~rietor owned hospitals (F-H-I-J). 

This kind of tabulation is likely to show any differences that may 

result due to 'the services and characteristics of the hospitals. A 

second t~bulation was made according to case severity, grouped as 

I (very minor, minor), II (medium), III (severe, very severe, and 

hopeless). It is assumed that case severity is an important factor 

influencing the behaviour of patients. Question 20, was filled in 

by the researcher, to show the socia-economic class of the 

.re s pondent U! 2 t=-._~ __ _ 
(92) Jam~s M.Myers, Roger R.Stanton and Arne F.Haug. "Correlates 

of Buying Behaviour. Social Class V.S.lncome", J._o_,t_lr_n_a_l_o_.~ 
H ~ k e~.Ji.'_ X X X V (0 c t 0 be r 1 9 71 ),' 8 - 1 5 . 



In this analysis. the ma1.n factor that was considered was 

the monthly tamily l.ncome and secondly education. It was not 

possible to take profession as an independent variable since a 

large percentage of the respondenta were house~wives. The respon­

dents were divided into five socia-economic groups as: 

A. upper class (monthy 1ncome above 120.000 TL) 

B. upper-middle class (income between 100.000-120.000 TL) 

C. middle-middle class (income between 80.000-100.000 TL) 

D. lower middle class (income between 50.000-80.000 TL) 

E. upper lower class (income between 20.000-50.000 TL) 

The educational factors were considered secondary as 1n 

some cases a patient with an income above 120.000 had primary 

school education. But also those with low income but with univer­

sity education were placed at a higher social class, because 

there is a tendency to understate 

to the possibility that they will 

incom~s by current patients due 

face high fees at the end of 

their stay within the hospital so the third tabulation of results 

was made according to social classes. A. B, C, D+E (the two lower 

classes were grouped together due to the small number of respon-

dents in these groups). 

As can be seen from Table 24, the consumers of medical 

serV1.ces of private hospitals consist of mostly of upper middle­

class-36 ~ of the total sample. Contrary to the expectations, 

there are patients also frOID upper lower class in E category. This 

can be explained by the general tendency of patients to understate 

their l.ncome and by the presence of service contract with most 

firms, where the patients do no~ pay any bills but the firm pays 

the fees of the hospital. So the patients can use the services of 

hospitals by the contract of their firms without which they cannot 

afford the cost of hospital services (Table 2~). 

When we examlne Table 25, it 1.8 apparent that most patients 

belong to the lower lncome bracets, 41 % below 80.000 TL while 

26 :z have stated that they don't know their income level. The 

expenditures on sickness care have a peculiarity of their own, 

~hile current in~ome decreases due to expenditures on current 

hospital services, expected future income also decreases due to 

the inability of the patient to Hark during his stay "lithin the 

hospital. Vor most patients who have lnsurance or sickness pay; 
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BLO 24- DlS'l'RIBrTIONOF SOCIO-ECONm1lC GROLP OF PATIENTS TABLTLATED BY HOSPITALS 

A B C D 70tal F H I J Total GE~eral ---_.,,"- ~------

K.30 A % A I. A i; A % A ~ A /, A --.~--~-- -- - -- --~ -- - --- - --- - -- - ---~ - % A <r 
/, A % A k A % 

tTAL % 
lTAL A 
~SE 

y 
x 
o 
1 
2 

10 45.5 5 100 
5 22.7 
1 4.6 
2 9.1 
4 18.2 

100 
22 
22 

100 
5 
5 

2 11. t 3 42.9 20 
14.3 9 
14.3 8 
14.3 6 
14.3 9 

3 16.7 1 
6 33.3 1 
3 16.7 1 
4 22.2 1 

100 
18 
18 

100 
7 
7 

A-B-C-D: foreign-minority hospitals. 
F-B-1.J: proprietor-owned hospitals. 

38.5 2 
17.3 3 
15.4 4 
11.5 2 
17.3 3 

100 
52 
52 

~B:.~:::i :::5- HOl\THLY FMlILY INCOHE OF PATIENTS - tabulated by hospitals -

K.34 
?(\,OOO- 30.000 
n.ooo- 40.000 
~l_OOO- 50.000 
)1,000- 60.000 
:'1,000- 70.000, 
710000- SO.OOO 
31 ,000- 90.000 
H _ 000-100.000 
)l ,000-120. 000 
21,000'-140.000 
+1.0(;0--160.000 
i 1. 000-·lS0. 000 

51 .000- 250.000 
) 1 .000- 500.000 
lsurance 
~ . 000 gvt takes care 
~tirement pension 
5 ans,,?e r don I t know 

JTAL % 
)TAL A 
ASE 

y 1 4.6 
x 
o 
1 
2 
3 
4 
5 
6 
7 
8 
9 

1 

1 

1 
K.30 
-3- 1 

4 1 
1 
1 
1 

'4,:6 

4.6 

4.6 

4.6 
4.6 
4.6 
4.6 
4.6 

2 40 
1 20 
1 20 

5 
6 
7 
8 13 59.1 1 20 

100 
22 
22 

100 
5 
5 

6 33.3 
2 11.1 
3 16.7 

1 5.6 
2 11.1 

1 5.6 

3 16.7 

100 
18 
18 

3 42.9 10 19.2 
2 3.S 
3 5.8 

1 1.9 
1 14.3 4 7.7 

1 14.3 1 1. 9 
2 28.6 5 9.6 

1 1.9 

100 
7 
7 

1 1.9 
2 3.8 

1 1.9 
1 1.9 
1 1. 9 
1 1.9 
1 1.9 

17 32.7 

100 
52 
52 

1 

1 
1 

1 

3 
7 

-- - -- - -------~ -'-' --'-
14.3 1 9.1 8 
5.8 3 27.3 3 

28.6327.3 
3.8 1 9.1 
5.8 3 27.3 

72.7 5 
27.3 2 

1 

100 
14 
14 

7.1 

7.1 
7.1 

7.1 

21.4 
50 

100 
14 
14 

100 
11 
11 

3 27.3 
2 1S.2 
2 18.2 
3 27.3 

1 9.1 

100 
11 
11 

100 
11 
11 

1 9.1 1 
3 27.3 1 
1 9.1 1 
1 9.1 1 
4 36.4 
1 9.1 1 

100 
11 
11 

2 

1 

36 37.5 62.5 16 3 
25 11 25 20 20.3 

16.7 12.5 8 18.2 16 

100 
8 
8 

3 6.8 9 
6 13.6 15 

100 
44 
44 

49.'1 14 
2 4.6 4 
2 4.6 5 
3 6.8 3 

12.5 3 6.8 4 
12.5 6 13.6 10 
12.5 2 4.6 2 
12.5 3 6.8 C! 

4 9 .. 1 9 
12.5 2 4.6 3 

1 
25 2 4,,6 4 

:L 
1 
1 
1 

3 &.8 4 
12.5 8 12.~ 25 

100 
8 
8 

100 
44 
44 

9.::' 
15. (. 

100 
96 
96 

14, .6 
4.2 
~ ? 
,). -
3.1 
4.2 

10.4 
2.1 
4.2 
9~4 

3.1 
1 
i, , 2 

1 
1 
, 
1 

4,2 
26.0 

100 
96 
96 



this does not present an important problem but those who have 

independent jobs like tradesmen, sickness both reduces the present 

and future income of the individual, resulting in use of assets. 

With this psychology of loss of earning pow~r tqje~hei with the 

anxiety of the fees that w.ill face them when they leave the hospi.,. 

tal, most patients show a tendency to understate their incomes or 

underestimate them. 

Although illness behaviour can be analyzed interms of phy­

siological needs (a physiological or organic malfunctioning of the 

body leads to illness) social factors also affect the choice of 

medical care patterns. In minor cases, especially in maternity 

cases, choice of medical care -and hospital services can be summar­

ized as conspicious consumption. Identification with a number of 

consumer's reference groups (social-economic class) lS not, un­

common in most situations. If we examine the income structures of 

1 and J hospitals which are mostl~ spe~ialized in maternity cases, 

the pattern shows that in these cases hospital serVlces are iden­

tified as status symbols or certain physician functioning within 

the hospital forms a stereotype of a certain class. Also, ln 

f6reignhospitals A and B. the income patterns show that most 

patients are from a higher lncome class. This lS ~n accordance 

with the prlce structure of these hospitals. In hospital C, which 

is ppecialized in plastic surgery, due to the characteristic of 

medical care serv~ce, every Income level is within the target mark~ 

of the hospital. Hospital H. shows lower prices together with the 

site being situated in a loweI-income area than other proprietor 

owned hospitals, which attracts lower income groups. Also, cases 

with severe or hopeless diagnosis are more often found in lower 

income groups, showing the unimportance of money matters in sick­

ness behaviour. where psychologically the patient is ready to 

sacrifice everything as the anxiety and fear of ilness Increases 

Crable 26). 

When education level IS examined (Table 27) it can be Seen 

that the largest group consists of patients with highschool and 

university education (57 %).; an imp/ertant factor that upgrades the 

socio-economic cla~s ofthe-p~tients. Those patients with primary 

school education (20 %) were mo~tly housewives. who report high 

monthly family income, thus they are situated within a higher 

socio-economic class than the one their education would suggest 

(,fable 27). 



TABLE 26-. MONTHLY FAMILY INCOME OF PATIENTS - tabylated by case severity and socio-economic class -

20.000- 30.000 
31.000- 40.000 
41. 000- 50.000 
51.000- 60,000 
61.000- 70,000 
71.000- 80.000 
81.000- 90,000 
91. 000-100. 000 

101.000-120.000 
121.000-l,40.000 
141.000-160;000 
161. 000-180.000 

181.000-250.000 
251.000-500:000 
insurance 
3000 government looks after 
retirement pension 
nO answer/don't know 

TOTAL % 
TOTAL A 
BASE 

5 
6 
7 
8 

rr.i!1cr 
ve T)' me d i UTI. 

mi:-Ic'r ----

3 10 

2 6.66 
6 20 

100 
30 
30 

1 

I. 

4 

4 
2 
8 
8 

2 

1 2 
1 2 
1 2 
1 2 
1 2 

16 16 

100 
50 
50 

serlOus 
very seT. Total A B c D+E Total 
~Eeless ______ _ 
C % C % C % c % C % t ';~Z ·c· %.-

12.512 'SO-'·141L".58 
18.8 14;2 4 4.2 

--------_.- -
8 50 

J. 6.25 
1 6.25 

1 6.25 

1 6.25 

14 14.58 
4 4.16 
5 5.2 
3 3.12 
4 4.16 

10 10.41 
2 2.08 
4 4.16 
9 9.4 
3 3.1 
1 1.04 
4 4.16 

6 16.7 
2 5.6 
3 8.3 
8 22.2 
2 5.6 
1 2.7 
4 1l.1 

1" 1. 04 1 11. 1 
1 1.04 1 11.1 
I .1 . 04 1 11. 1 
I' ,,1.04 

3 15 
4 20 
4 20 

1 5 

1 6.25 4 .4.16 4 20 
3 31.25 25 26.04 7 19.4 4 20 

100 
16 
16 

100 
96 
96 

100 
36 
36 

100 
20 
20 

2 
3 
1 6 • 3 4 16'.7 5 5 • 2 

3 3.12 
4 4.16 

10 10.41 
2 2.08 
4 4.2 

1 4.2 9 9.4 
1 4.2 3 3.1 

1 1.04 
4 4.16 

1 1.04 
1 1.04 
1 1.04 

1 4 .. 2 1 1.04 
4 f~.16 

10 62.5 4 16.7 25 26.04 

100 
16 
16 

100 
24 
24 

100 
96 
96 



TABLE 27- LEVEL OF EDUCATION OF PATIENTS - tabulated by hospitals -

___ m ... 

A B C D Total F H I J Total General 

K.33 A I. A 7- A i. A i. A % A i. A % A % A % A % A % ------ -------- "3 2f:4 3" 27.3 - -- - --- b "TIt" W -""21f.l3" pr ltr.ary y 5 22.7 1 20 7 39- 1 14.3 14 26.9 
highschool x 2 9.1 2 11.1 2 28.6 6 11.5 2 14.3 1 9.1 3 27.3 1 12.S 7 15.9 13 13 .5 

. college 0 9 4.1 5 28 4 57.1 18 34.6 2 14.3 3 27.3 5 45.5 5 62.5 15 34.1 33 34.4 
technical 1 1 7.1 1 9.1 1 9.1 1 12 .5 4 9.1 4 4.2 

.\.m ivers i ty 2 6 27.3 4 80 3 17 13 25 6 42.9 2 18.2 2 18.2 . 1 12.5 11- 25 24 25 
no education 3 1 5.6 1 1.9 1 9.1 1 2.3 2 2.1 

100 100 100 100 100 100 100 100 100 100 100 
22 5 18 7 52 14 11 11 8 44 96 
22 5 18 7 52 14 11 11 8 44 96 

28- CASE SEVERITY OF PATIENTS - tabulated by hospitals -

K.37 
. very minor y 1 14.3 1 1.9 1 1.0 
:minor x 8 36.4 1 25 5 27.8 1 14.3 15 28.9 3 21. 4 2 18.2 5 45.5 4 50 14 31.8 29 30.2 
medium 0 11 50 2 40 9 50 3 42.9 25 48.1 8 57.1 8 72.7 5 45.5 3 37.5 25 56.8 .50 50 

. severe 1 2 9.1 2 40 4 22.2 2 28.6 10 19.2 1 7.1 1 9.1 1 9.1 1 12.5 3 6.8 13 13.5 

:ver;l severe 2 . 1 7.1 1 2.3 1. l. 

'. hopeless 3 1 4.6 1 1.9 1 7.1 1 2.3 2 2.4 

TOTAL % 100 100 100 100 100 100 100 100 100 100 100 
TOTAL A 22 5 18 7 52 14 11 11 8 44 96 

BASE 22 5 18 7 52 14 11 11 8 44 96 

TABLE 29"- AGE STRUCTURE OF PATIENTS - tabulated by hospitals 

K.28 
10-19 y 1 4.6 2 28.6 3 5.8 1 7.1 2 18.2 3 6,8 6 6. : 

20-29 x 3 13.6 1 5.6 2 28.6 6 11.5 1 7.1 1 9.1 4 36.4 4 50 10 22.7 16 16 . ~ 

30-39 0 6 27.3 1 20 6 33.3 13 25 3 21.4 4 36.4 3 27.3 2 25 12 27,3 25 26 

40-49 1 4 18.2 1 20 2" 11.1 7 13.5 2 14.3 2 18.2 3 27.3 1 12.5 8 18.2 15 15. ( 

5.0-59 2 5 22.7 3 16.7 2 28.6 10 19.2 1 9.1 1 9.1 2 4.6 12 12.: 
') 60-69 3 3 60. 2 11. 1 5 9.6 3 21.4 1 9;1 1 12.5 5 11.4 10 10.' 

70-79 4 2 9.1 3 16.7 1 14.3 6 11.5 3 21. 4 3 6.8 9 9., , 
80-+ 5 1 4.6 1 5.6 2 3.9 1 7.1 1 2.3 3 3 .. 

TOTAL % 100 100 100 100 100 100 100 100 100 100 100 

TOTAL A 22 5 18 7 52 14 11 11 8 44 96 

BASE 22 5 18 7 52 14 11 11 8 44 96 



It has been stated that case severily of patients (as deter­

mined by physicians) is an important behavioral determinant. As 

can be seen frGrn Table 28. 50 % of the patients are classified as 

medium~caseliH~verity with 32.3 % .in minor CaSe!:h Tbesevere" very 

severe and hopeless cases only consist of 16,7 % of the patients. 

The above results are in accordance with the objectives of private 

hospitals because they prefer to send the severe cases to public 

hospitals. liA dead patient is always a bad promotion for a hospi­

tal'l. stated one administrator. The findings of the research are 

also biased because we could not interview in some cases, the 

severe and hopeless cases, so it would be wrong to generalize that 

private hospitals' serv~ces only include minor or medium case 

severity. There 18 not much difference between foreign-minority 

owned hospitals and the second group, although foreign hospitals 

have better equipment and more capacity at their disposal (Table 28). 

The segmentation of patients according to age, shows that the highest percenta~ 

of patients is bet~leen 30-39. followed by 20":49 and 40-49 bracet, when the 

results are tabulated in the total. The same group has minor or medum-severe 

diseases. While severe conditiQns are between 60-69 age group. The tabulation 

of age groups according to socio-economic classes does not show any relation­

ships, as family-income ~s important rather than individual income (Table 29,3( 

The percentage of female patients is greater than male patients which is due 

to the presence of maternity and genocologically specialized hospitals within 

the, sample. If we do not consider the patients of this hospital, especiallay i1 

foreign-minority hospitals, the percentage of males is greater (Table 31). The] 

is not much correlation between the severity of cases and the sexes, as the 

number of female patients is greater, this makes the percentage of minor and 

sever~ cases higher in the female group (Table 32). 

Tbe other demographic characteristic that we have consider­

ed ~s the profession of the patient. The highest percentage was 

~ound to be house-wives group. due to the higher percentage of 

females in th~ sample. The second group consists of private busi­

nessmen, metchanti, tradesmen and administrators of private firms, 

plus ewployees. The administrators and employees are present due 

to ~he service contracts with firms in the private sector. In bne 

minority; hospital, the number of pU'blic employees is high which 

shows {ll.'a.t >fhememhership to an ethnic group places more importanl 

r~le in the choice of the hospital than simply other demographica] 

characteristics as profession (Table 33). 

Frob Table 34, it can be seen that 63 % of women patients 

k~.~,~ k~~~",rl"".;·".~"H!' ,-rnr m-; nor or ve.rv minor diseases -a s,ituat ion 



TABLE 30- AGE STRUC;rURE OF PATIENTS - tabulated by severity of case and socio-economic class -

10-19 

20-,29 

30-39 

40-49 

50-59 

60-69 

70-79 

80-89 

90-+105 

TOTAL % 

TOTAL A 

BASE 

IDlnor 
ve ry wed i urn 

minor 
K.28 L. % C !. ._--------
y 

x 

o 
1 

2 

3 

4 

5 

6 

2 6.7 3 6 

11 

9 

4 

2 

2 

1 

36.6 5 

30 14 

13.3 8 

6,7 7 

6.'7 4 

6 

3.3 2 

100 

30 

30 

10 

28 

16 

14 

8 

12 

4 

100 

50 

50 

serlOUS 
very ser. Total A B 
hopeless _ 
C % C % C % C % -- ----- ----- -- ----- -- -----
1 6.3 6 6.3 

2 

3 

3 

4 

3 

16 

12.5 25 

18.8 15 

18.8 12 

25 10 

18.8 9 

100 

16 

16 

3 

16.6 

26.1 

15.6 

12.5 

10.4 

9.3 

6.3 

loa 
96 

96 

8 

9 

8 

5 

3 

2 

1 

4 20 

22.2 1 

25 6 

22.2 2 

13.8 2 

8.3 1 

5.6 3 

2.7 1 

100 

36 

36 

5 

30 

10 

10 

5 

15 

5 

100 

20 

20 

c 

C % 

2 12.5 

1 6.25 

5 31. 25 

3 18.75 

2 12.5 

3 18.75 

1 6.25 

100 

16 

16 

D +E Total 

c %-- 'C-·-r--

6 6.3 

6 25 16 

5 20.$ 25 

5 20.8 15 

2 8 12 

4 16 10 

149 

3 

1 A 1 

100 

24. 

24 

16.7 

26.4 

15.6 

12 .5 

9.4 

9.4 

3.1 

1.0 

100 

96 

96 



CABLE 31-SEX GROUPS OF PATIENTS - tabulated by hospitals -

A B c 
&l2~_%_c_~_%_~ % 

1ale y 13 59,1 4 80 8 44.4 

D Total L H 

A % A % A % A % A - - --------
2 28.6 27 51.9 6 42,9 7 63.6 

I 
0, 
10 

Female x 9 40.9 1 20 10 55.5 5 71.4 25 48.1 8 57,1 4 36.4 11 100 

TOTAL % 

TOTAL A 

BASE 

100 

22 

22 

100 

5 

5 

100 

18 

18 

100 

7 

7 

100 

52 

52 

100 

14 

14 

100 

11 

11 

100 

11 

11 

-.. 

J Total Genera 1 

A % A % A % -----
1 12.5 14 31.8 41 42.7 

7 87.5 3068.2 55 57.3 

100 

8 

8 

100 

.44 

44 

100 

96 

96 



TABLE 32- SEX GROL~S OF PATIENTS - tabulated by case severity and socio-economic class _ 

Male 

Female 

TOTAL ic 

TOTAL A 

BASE 

m1nor 
ve ry me d i t:IT: 

minOT 
K.32 C % ..s:.. % 

y 

x 

10 33.3 25 50 

20 66.7 25 50 

100 

30 

30 

100 

50 

50 

serious 
very ser. Total A B c D+E Total 
pOEeless. ... ___ _ 
C % C % C i. c i. C % C % -c---r 
-- ----- -- ----- -- ----- -- ----- --

6 37.5 41 42.7 15 41.7 12 60 

10 62.5 55 57.3 21 58.3 8 40 

100 

16 

16 

100 

96 

96 

100 

36 

36 

100 

20 

20 

5 31.3 9 37.5 41 42.7 

11 68.8 15 62.5 55 57.3 

100 

16 

16 

100 

24 

24 

100 

96 

96 



IJ3LE 33- PROFESSION OF PATIENTS - tabulated by hospitals -

A B c D Total F H ----
K. 29 _~ _~ __ .!:.- _%_ ~ _4 __ ~ ~_ ~ _~_ ~ __ %_0 _ A % 

)use'N'i f e 
, - . 1 JD.L.iC 2mp oyee 
~tn2ger (priYste sector) 
tpciesmen 
erchant 
mp10yee (private sector) 
rivate business 
orker 
o profession 
tudent 
etired 
lectrical technician 

rtist 
ourna 1 is t 

DTAL % 
JTA1, A 
p>.SE 

y 7 
:Ii: 

o 1 
1 2 
2 2 
3 2 
4 6 
5 
6 
7 1 
8 
9 
K,31 
-3-

4 1 

31.8 

4.6 
9.1 
9.1 
9.1 

27.3 

4.6 

4.6 

100 
22 
22 

1 

2 

2 

20 

40 

40 

100 
5 
5 

8 
2 

1 
1 
3 
1 
1 

1 

44. Lf 

11.1 

5.6 
5.6 

16.7 
5.6 
5.6 

5.6 

100 
18 
18 

2 
3 

1 

1 

28.6 18 
42.9 5 

3 
3 
5 

14.3 6 
7 
1 

14.3 2 
1 

100 
7 
7 

1 

34.6 7 
9.6 
5.8 1 
5.8 
9.6 

11.5 1 
13.5 3 
1. 9 1 

3.9 
1.9 

1.9 

100 
52 
52 

. 1:. 

50 

7.1 

7.1 
21.4 
7.1 

7.1 

100 
14 
14 

3 
2 

1 
2 

1 
1 
1 

27.3 
18.2 

9.1 
18.2 

9.1 
9.1 
9.1 

100 
11 
11 

I J Total General 

A % 

8 72.7 

2 18.2 

1 9.1 

100 
11 
11 

----- -- ----
A 

2 
1 
1 

1 
1 

1 
1 

% A % A % ----
25 20 45.5 38 

8 
5 
3 

12.5 3 6.8 
12.5 2 4.6 

1 
12.5 4 
12.5 6 

1 
12.5 
12.5 

100 
8 
8 

3 
2 
1 
1 

2.3 6 
9.1 10 

13.6 13 
2.3 2 
6.8 3 
4.6 4 
2.3 2 
2 .. 3 1 

100 
44 
44 

1 

39.6 
8.3 
5.2 
3.1 
6.3 

10.4 
13.5 

2.1 
3.1 
4.2 
2.1 
1.0 

1.0 

100 
96 
96 



TABLE 34- PROFESSION OF PATIENTS - tabulated by case severity and socio-economic class -

minor serious 
very me diu m v e r y s e r , To tal ABC D + E To tal 

minor hopeless 
K.29 C % C 7., C % C % C % C % C % C % C % --------- ------- -.. _-

housewife y 19 63.3 16 32 3 18.8 38 39.6 12 33.3 10 50 5 31.25 11 45.8 38 39.6 
public emplbyee x 2 6.66 4 8 2 12.5 8 8.3 2 5.55 1 5 6 37.5 8 8.3 
manage.r (prlvate sector) 0 1 3.33 2 4 2 12.5 5 5.2 4 11.11 1 5 5 5.2 
tradesmen 1 2 4 1 6.25 3 3.1 1 2.77 1 5 1 6.25 3 3.1 
merchant 2 2 6.66 4 8 6 6.3 5 13.88 1 4.2 6 6.3 
employee (private sector) .3 1 3.33 8 16 1 6.25 10 10.4 2 5.55 3 15 1 6.25 4 16.7 10 10.4 
private bustness 4 2 6.66 8 16 3 18.8 13 13.5 8 22.22 1 5 1 6.25 3 12.5 13 13.5 
worker 5 1 3.33 1 2 2 2.1 1 5 1 6.25 2 2.1 
no profession 6 2 4 1 6.25 3 3.1 1 2.77 1 6.25 1 4.2 3 3.1 
student 7 2 6.66 2 4 4 4.2 1 2.77 4 4.2 
retired 8 2 12.5 2 '2.1 1 6.25 1 4.2 2 2.1 
electrical technician 9 1 6.25 1 1 1 6.25 1 1 

K.31 
artist -r--
journalist 4 1 2 1 1 1 1 

TOTAL 10 100 100 100 100 100 100 100 100 100 
TOTAl, A 30 50 16 96 36 20 16 24 96 
BASE 30 50 16 96 36 20 16 24 96 



implying a high percentage of maternity cases" The highest percen­

tage of public employees are in severe. very severe, hopele.s5 con­

di t ions~ s howlUg th~.>emerg~ncy cases which b roughtthese patients 

'toprivat'e hospitals .T~~jr~tired individuals are also in severe, 

very severe and hopeless group (with C and D+E category in socio­

economic Class) which shows the effect of emergency or severity of 

condition. It can be stated that as the two above mentioned groups 

have accessibility to public hospitals (without pay), the choice 

of private hospitals. stresses the importance of severity of diag­

nosis in the choice of hospital services (Table 34). 

The other demographic factor that we have considered is the 

city in which the patient's home is situated. It was found that 

85 % of the patients are in the same city in which the hospital 1S 

situated. 3 % come from two other major cities (tzmir-Ankara) 

while 5 % from other cities. The attracting factor of the hospital 

was found to be through the referral system of the physician. The 

patient first comes to the physician who refers ihe patient to a 

particular hospital. The referr~l system works more for the foreign 

and minority hospitals than for the proprietor-owne~ hospitals, 

which can be due to the consumer mix of hospital C. Hospital C is 

specialized in plastic surgery so it does not limit its operations 

to,'" single site but acts as a specialized unit for all the 

country. The absence of referrals to Hospital I and J which are 

specialized in maternity services~ shows that for this service (a 

minor case) referral from city to city. does not work. Also a group 

of people are referred from Germany. as a result of the contractual 

agreement between the insurance companies and the hospital (Table 

35. 36). 

The demographic characteristics of current patients of 

private hospitals can be summarized as follows: patients mainly 

from upper and upper middle class. with ages betweeh 30-39, 

situated in Istanbul, mostly females (due to number of maternity 

cases 1n the sample) and housBwives. with highscbool education. 

Other professionals. are tradesmen: merchants. private businessmen 

with administrators and employees of private sector are predomi­

nOan t. 

The second pair bf the interview was intended to ascertain 

patien t 'in tl;le ho s pit a1 37). 



-., 

&1.E 35- PERMAN""ENT RESIDENCE OF PATIENTS>- tabulated by hospitals -

I J TptC!-l. General .--- ------ ._---
_ lL.3.1 ~ __ ~-" ~ _%_ ~ _I=-- A. % A ,; A % A i. A % A io A% A % 

-,--,.-~--.~p--.. --. -------- -, '-- -' ..... _- - '---

~tar1buJ. y 17 77.3 5 100 15 83,3 7 100 44 8.46 12 85,7 10 90.9 11 100 8 100 41 93.2 85 88,5 
~~~:;. -;. ' 

~:thers x 2 9.1 2 11, 1 4 7.7 1 9.1 1 2.3 5 5.2 

I.nkar a -1 zmir 0 3 13.6 3 5.8 3 3.1 

;ermany 1 1 5.6 1 1.9 2 14.3 2 4.6 3 3.1 

roTA1- % 100 100 100 100 100 ··100 100 100 100 100 100 
;";-, 

TbTAL A 22 5 18 7 52 14 11 11 8 44 96 

*,ASE 22 5 18 7 52 -. 14 11 11 8 44 96 



TABLE 36- PERMANENT RESIDENCE OF PATIENTS - tabulated by case .severity and socia-economic class -

tnlnOr 
very rued iUiD 

minor 
Ul C--r c % -------

Istanbul y 28 93.3 42 84 

Others x 1 3.33 3 6 

Ankara-lzmir o 3 6 

Germany 1 1 3.33 2 4 

TOTAL % 100 100 

TOTAL A 30 50 

BASE 30 50 

seT10US 

very ser. 
hopeless 
C % c 

Total A 

I. c 

B c 

I. c % c % -- ----- -- -- ---- --
15 93.8 85 88.5 30 83.3 16 80 16 100 

1 6.25 .5 5.2 3 8.3 2 10 

3 3.13 3 8.3 

3 3.13 2 10 

100 100 100 100 100 

16 96 36 20 16 

16 96 36 20 16 

D+E Total 

c -~ c--- % 

23 95.S 85 88.: 

.5 5. ~ 

3 3.1 

1 4.2 3 3.1 

lOO 100 

2.4 96 

24 96 



TABLE 37- THE DIAGNOSIS FOR HOSPITAL STAY - tabulated by hospitals -

A B C D Total F H I -----_ .. J lot.al Genera 

A % A % A ie A ie A I. A % A i. A % A % A % A % 
--.~,.~~--.<~--.------.. -. ----- --- - ---- ~-- -- - -- - --- ~-- --~-- - --- - --- - '-~ --' p-, ..- --- --- --

S 'J yo gery y 4 18,1 1 20 7 38,8 6 85.7 18 34,6 2 14.3 7 63.6 1 9.1 2 25 12 27.3 30 .31. 

internal x 9 40.9 6 33.3 15 28.8 6 42.9 2 18.2 8 18.2 23 24 

genecological and 0 3 13.6 1 14.3 4 7.7 1 9.1 10 90.9 4 50 15 34,1 19 19. rna.ternist: 

siotherapy 1 
/ 

2 1 5.6 1 1.9 1 1 

3 3 13.6 1 20 3 16.7 7 13.5 3 21.4 3 6.8 10 10. 

ic--orthodontic 4 1 4.6 3 60 1 5.6 5 9.7 o' 1 9.1 1 12.5 2 4.5 7 7. 

work 
\,-' 

5 2 14.3 2'. 4.5 2 2. 

6 

'l 1· 4.6 1 1.9 1 12.5 1 .2,3 2 2. 

8 1 4.6 1 1,9 1 7.1 2.3 2 2. 

TOTAL i. 100 100 100 100 100 100 100 100 100 ;100 100 

TOTAL A 22 5 18 7 52 14 11 11 8 44 96 

BASE 22 5 18 7 52 14 11 11 8 44 96 



It .".Hi apparent that th.e majority of patients 'lias con.firmed 

to hospitals for surgery (31~3%) ~ 19.8 % of the patients consisted 

oJ nra te,rn.i ty and geneco l~~ic:ticases. 'l'h is is in accordance with 

the objectivesofthepriv;atehospitale because they prefer to 

take surgical cases as ptice structure of the theatre and other 

costs associated with the surgical operation. are profitable com­

pared to other prices that are restricted by the Ministry. It was 

stated that the private hospitals do not prefer convalescent or 

psychological cases because these illnesses require long-term 

stays which restrict the high turnover of the patients. 

It most foreign hospitals t the percentage of surgical ope­

rations is highest in contrast the high number of maternity-geneo-
~ 

coiogical coses in proprietor-owned hospitals. This result ~s 

mainly influenced by the maternity home present within the analysis. 
• I 

but also it can arise due to the bi., ~finterviewing only minor 

or medium cases as maternity case. It is interesting to note that 

Hospital A. has a higher number of internal cases than surgical 

cases. which is due to the number of specialized units within the 

hospital as Cobalt. Cardiac units related to internal departments; 

as most of the internal cases are specified as serious, very seri­

ous and impossible cases~ which require more specialized care and 

co~crete attention (Table 38)0 

Question 2 was intended to differentiate the group that had 

used hospital services before as inpatients. It was found that 

58.3 % of the patients had been in-patients before coming to this 

hospital (Table 39). The large majority 75 % of patients that had 

~tayed iri the hospital. consist of serious. and major diseases, 

showi~g a repetition with the diagnosis category and the stay 

within the hospital (Table 40). 

The major percentage of patients who had experience with 

hospital services beforehand. stayed in the same private hospital 

orin another private hospital (32.7 %). followed by public hospi­

tals, hospitals related to s&cial security organization and mili­

tary hospitals. Also patients who had received medical care in 

foreign hospitals abroad.~ere segmented as an important group. In 

foreign-minority hospitals. the largest percentage of patients 

chose the samE' hcspital;-(\ l"f::'ceivl'; medical care, while, in propri­

from another p~ivate hospi­

...... ·"'4-'··· ... b(l). ';'·1 her~ s ur<~s. willh e 



.;'. , 
::rABLE 38- THE DIAGNOSIS FOR HOSPITAL STAY - tabulated by case severity and socia-economic class -

minor serlOUS 
very medlu!::. very ser. Total ABC D+E Total 

nUDor ~o?eless ___ _ 
C % C % C % C % C % C % C % c· ...... % C % 

""""'"' ... ~----... "'-<--- "-- - --- - -- - ---- - --- - --- - - -, - ---
surgery y 8 26.1 19 38 3 18.75 30 31.25 11 30.6 2 10 8 50 ~ 3i~5 30 31.25 

internal x 2 6.7 13 24 8 50 23 23.9 8 22.2 6 30 6 37.5 3 1~~5 23 23.9 

getlecological and maternist 0 15 50 4 8 19 19.8 10 30.6 7 35 2 8.3' 19 19.8 

phys iotherapy 1 

psychology 2 1 2 1 1.04 1 6.25 1 1.04 

orthopedy 3 3 10 7 14 10 10.4 3 8.3 1 5 1 6.2~ 5 20.8 10 10.4 

-'--'-"--"-- it 1 3.3 4 8 2 12.5 7 7.3 3 8.3 1 5 3 18.7.5 7 7,3 

traffic and 'work accident 5 1 '3.3 1 6.25 2 2.1 1 5 1 6.25 2 2,1 

. urology 6 1 6.25 

ophtl!~lmic 7 1 2 1 6.25 2 2.1 1 2.8 2 2.1 

neurology 8 1 2 1 6.25 2 2.1 2 10 2 2.IC 

TOTAL % 100 100 100 100 100 100 100 100 100 

TOTAL A 30 50 16 . 96 36 20 16 24 96 

BASE 30 50 16 96 36 20 16 24 96 



~E 39- THE NDffiIR OF STAYS WITHIN A HOSPITAL - tabulated by hospitals -

ABC D Total F H I ~J----To-taC G€ ner a 1 
----- ------- -,-- ~---

A % A % A % A % A % A % A % A % A % A % A % 
---~---- -. -,-- - ---- - --- - --.--. - --- - ---- ,- --- - -- - ---- -- ---- - ----- - -.-~---

s t stay 

,V10US stays \-"ithin 
: hospital 

[AL io 

TAL A 

SE 

y 

x 

11 50 

11 50 

100 

22 

22 

3 60 

2 40 

100 

5 

5 

8 44.4 5 71.4 27 51.9 1 7.14 3 27.2 6 54.5 3 37.5 13 29.5 40 41. 

10 55.6 2 28.6 25 48.1 13 92.8 

100 

18 

18 

100 

7 

7 

100 

52 

52 

100 

14 

14 

8 72.8 5 62.5 5 62.5 31 70.5 56 58.4 

100 

11 

11 

100 

11 

11 

100 

8 

8 

100 

44 

44 

100 

96 

96 



TABLE 40- THE N1JMBER OF STAYS WITHIN A HOSPITAL - tabulated by case severity and socio-economic class -

mlDor serIOus 
very GEdiur::-. \·ery ser. Tctal ABC D+E Total 

TInner bope1ess _____ _ 
K.6 C % C % C % C % C % C ~ C % C % C ~ -- - .. -- - --- -- --- --- - -- - ._- - ----, 

First stay y 14 46.7 22 44 4 25 40 41.7 16 44.4 5 25 10 62.5 9 37.5 40 41.7 

hprev~ous1 stays within the x 16 53.3 28 56 12 75 56 58.3 20 55.6 15 75 6 37.5 15 62.5 56 58.3 
.osplta 

TOTAL % 100 100 100 100 100 100 100 100 100 

TOTAL A 30 50 16 96 36 20 16 24 96 

BASE 30 50 16 96 36 20 16 24 96 



TABLE 41- THE HOSPITAL IN WHICH THE PATIENT HAD STAYED PREVIOUSLY - tabulated by hospitals -

A BCD Total F H I J Total G€nera 

A % A % A % A % A i, A % A % A % A % A % A % -"--- - -------- ----- ---- ----
SSK Y 7.7 3.2 42.9 12.5 9.2 7.: 

" 1 10 1 4 3 60 1 20 4 10.8 5 8.( 
. , x 7.7 33.3 7.7 9.7 28.8 5.5 7.: 

mihtary 1 9.1 1 50 1 10 3 12 2 40 2 6.5 5 8.( 
, . 0 33.3 7.7 6.5 ILl 25 9.2 8,( 

unlverslty 1 50 1 10 2 8 1 7.7 1 12.5 2 40 4 10.8 6 10. 
hospitals related to 1 7.7 6,5 2.( 
state enterprises 1 10 1 50 2 8 2 3.( 

, '. 38.5 15.4 25.8 44.5 25 27.5 25.( 
another private hospltal 2 5 45.5 2 20 1 50 8 32 4 30.8 4 50 2 40 10 32.2 18 32. 

" 46.1 33.3 15.4 29 22.2 12.5 21.9 26., 
same povate hOspital 3 6 54.5 1 50 2 20 9 36 5 38.5 2 25 1 20 8 25.8 17 32. 

7.7 3.23 22.2 25 13.7 8.1 
public hosFital 4 1 10 1 4 1 7.7 2 25 2 40 5 16.1 6 10. 

23.1 9.7 4. 
municipal hospital 5 3 30 3 12 3 5. 

7.7 7.7 6.5 14.2 5.5 5. 
hospital abroad 6 1 9.1 1 10 2 8 1 7.7 1 20 2 6.5 4 7. 

hospitals related to 7 14.2 5.5 2. 
f 0 u nd a t ion s 1 7 . 7 1 2 0 2 6 . 5 2 3 . 

TOTAL 70 100 100 100 100 100 100 100 100 100 100 100 
118.2 150 130 100 124 112.5 140 160 117.3 123. 

:TOTAL A 13 3 13 2 31 13 9 7 8 37 68 

BASE 11 2 10 2 25 13 8 5 5 31 56 



--. 

TABLE 42.- THE LEVEL or SATISFACTION WITH THE PREVIOUS HOSPITAL - tabulated by hospitals -

A BCD Total F H I J Total Genera ----- ---- -.-----
A % A % A % A % A % A % A % A % A % A % A % 

.-----.----~-- ,-- -- ----- -- -- -- ._- - '--' -_. - ----- ~-- --- - --- - --- -- ..... -._-- -~ --
satisfiE. '.",ith everything y /." 36.7 1 50 5 50 1 50 11 44 5 38.5 5 62.5 3 60 2 40 15 48.4 26 46. 

dissatisfied with certain 
things x 2. 18.2 1 50 4 40 1 50 8 32 1 7.7 3 37.5 2 40 3 60 9 29 17 30. 

uncertaiIl/no answer 0 5 45.5 1 10 6 24 6 46.2 6 19.4 12 21. 

donotrer:::ernber 1 1 7.7 1 3.21 1. 

TOTAL % 100 100 100 100 100 100 100 100 100 100 100 

TOTAL A 11 2 10 2 25 13 8 5 5 31 56 

BASE 11 2 10 2 25 13 8 5 5 31 56 



analyzed 1n accordance with the degree of satisfaction from service 

of a particular hospital, to see the shift of consumers from one 

institution to another (Table 41), 

When the patient-s were asked if they were pleased with, the 

services of the hospitals that they had stayed in previously, 

46.4 i. stated that they were very satisfied with everything while 

30.4 stated that there were things that they weren't satisfied 

and 214. % stated that they were undecided or don't remember. 

In foreign-minority hospitals, there was a much larger percentage 

of patients, who were displeased with the services of previous ser­

vices while the satisfaction and dissatisfaction percentages 

differ in proprietor owned hospitals. as in 1 and J (Table 42, 43). 

TABLE 43- DEGREE OF SATISFACTION WITH THE PREVIOUS HOSPITAL 
- tabulated by case severity and socia-economic class) 

satisfied 
with every 

mlnor 
very 

mlnor 

j 

serlOUS 

medium very total 
serlOUS 
hopeI. 

A B c D Total 

thing 8 50 13 46.4 5 41~7 26 46.4 12 60 2 13.3 2 33.3 11 73.3 26 46.4 

dissatis-
fac t with 
something 3 18.75 10 35.7 4 33.3 17 30.4 5 25 6 40 2 33.3 4 26.7 17 30.4 

undecided 5 31. 25 5 17.9 2 16.7 12 12.5 2 10 7 46.7 2 33.3 1 6.7 12 21.4 

do not 1 8.4 1 1.04 1 1.8 
remember 

TOTAL % 100 100 100 100 100 100 100 100 100 
TOTAL A 16 28 12 56 20 15 6 15 56 
BASE 16 28 12 56 20 15 6 15 56 

In 
. . 

SOClo-econom1C class tabulation presented 1n Table 43 

above, dissatisfaction greatest 1n B category, wi th a large per-

centage being undecided 1n the same class (Table 44) . 

In table 44; among the reasons cited for the satisfaction 

with services of previous hospitals, the primary importance was 

given to the interest of physicians followed by the interest of 

nurses and the qualification of medical service. Also, cleanliness 

of the hospital, with cleanliness and taste of meals and the suf-

( i (' i e n c y 0 f m ',' d i. cal per son n e 1 asp h y sic i d. n san J n u r s e S \.J ere se ate d 

as examples of reasons for the satisfaction of patients. As seen 

from the above analysis, the pri~ary importance was given to the 

service of the medical staff compared by other services of hospital 



TABLE ,V-,_· THE REASONS FOR THE SATISFACTION WITH SERVICES OF PREVIOUS HOSPITALS - tabulated by hospitals -

A B c D Total 

K.9 A I. A % A i; A ~ A % --------------- -- - -- - --- - -- - --- -
terest of physicians 

interest of nurses 

the availability of 
physicians and nurses 

cleanliu2ss 

qualification of 
medical service 

permission for visitors 

the limitation on number 
of visitors 

not noisy 

mea.ls, clean and tasty 

permission for 
accompaniment 
number of patients/ 
bed SIr:211 

regulatily on drug 
glvlng 

sterility of equipment 
mod,:rnity and qualifica­
tions for technical 
equipment 
X-ray and lab. 
qualified service 
close attention in 
serVlce 

care glven by doctors 

no answers 

y 

x 

o 

1 

2 

3 

4 

5 

6 

7 

8 

9 

K.IO 

Y 

x 

o 

1 

2 

3 

16.7 
2 50 

16.7 
2 50 

16.7 
2 50 

8.3 
1 25 

1 
8.3 

25 

8.3 
1 25 

25 
(, 7 r; 

14.3 
1 100 

14.3 
1 100 

14.3 
1 100 

28.6 
2 200 

14.3 
1 100 

14.3 
1 100 

5.9 
?n 

4 

3 

4 

23.5 
80 
17.7 
60 

23.5 
80 

11.8 
2 40 

11.8 
2 L,O 

1 
5.9 

20 

9.1 
1 100 

9.1 
1 100 

9.1 
1 100 

9.1 
1 100 

9.1 

8 

7 

2 

3 

7 

16 
72.7 
14 
63.6 

4 
18.2 

6 
27.2 
14 
63.6 

1 100 1 
2 
9.1 

9.1 
1 100 

9.1 
1 100 

9.1 
1 100 

9.1 
1 100 

9.1 
1 100 

8.1 
1 100 

2 

3 

1 

3 

2 

2 

1 

4 
18.2 

6 
27.2 

2 
9.1 
6' 

27.2 
4 

18.2 

4 
18.2 

2 
9.1 

2 
1 9.1 

14 
7 63.6 

F 

A % 
12.5 

3 60 
12 .5 

3 60 
4.2 

1 20 
4.2 

1 20 

20.8 
5 100 

4.2 
1 20 

4.2 
1 20 

4.2 
1 20 

1 
4.2 

20 

29.2 
7 140 

H 1 J Tcta1 G€nera 

A % A % A % A % A % ----- ----- ---
41.6 28.6 28.5 24.5 23. 

5 100 2 66.7 2 100 12 80 20 76. 
16.6 

2 40 
8.3 

1 20 2 
28.6 
66.7 

8.3 
1 20 

8.3 
1 20 

8.3 
1 20 

1 
14.3 
33.3 

28.6 
2 66.7 

5 

3 
14.2 

1 50 3 
14.2 

1 50 2 

2 

5 

1 

2 

14.2 
1.50 2 

10.2 14. 
33.3 12 46. 
6.1 S. 

20 5 19. 
6.1 7. 

20 6 23. 
4.0 10. 

13.3 9 34. 
4 3. 

13.3 3 11. 
10.2 5. 
33.3 5 19. 
2.0 3. 
6.6 3 11. 
4 5. 

13.3 5 19. 
1. 

1 3. 
3. 

3 11. 
4 

13.3 
4. 

4 15. 

6.1 5. 14.2 
1 50 3 20 5 19, 

14.2 
1 50 

1. 
1 3 

4 2 
2 '13.3 2 7 

1 
1 3 

14.3 16 
7 46.6 14 53 



ABLE 44- (Cont.) 

OIAL ;,. 

'OIAL A 

iASE 

A B C D ----
A % A % A ~ A -- -- --- --- --- - --- -

100 
300 

15 

4 

100 
700 

7 

1 

100 
340 

17 

5 

;; A 

100 
1100 

11 

1 

Tctal r H 

% A % A % 

100 
454.3 

50 

11 

---_._-
100 
480 

24 

5 

100 
240 

12 

5 

I J Total General 

A % A % A % A i. - --- - -_. -. -- - ---
100 
233.4 

7 

3 

100 
350 

7 

2 

100 
326.3 

50 

15 

100 
326.5 

99 

26 



In this analysis, it is apparent that on the demand side. also, 

the physician plays an influencial and central role. 

When we examine the tabulation of results according to 

severity of illness, we see that in every category, interest and 

quality of medical staff gains importance (Table 45). 

In minor cases, and medium ones, noisyness of hospital, 

permission for accompaniment, number of patients/bed being small, 

regularity of drug giving 'and qualification of X-ray and labora­

tory services are considered to be satisfactory in previous hospi­

tals, whereas serious cases are more interested with the medical 

aspect of the service. So, it can be stated that as the severity 

of case gets minor. the importance of other serVices or recognition 

of other serVices of the hospital gains importance. Also patients 

in minor categories have made more statements (33 compared to 11 

1n serious cases) about the reasons fo~ satisfaction. When we 

tabulate the results according to socia-economic classes, there is 

not much difference in the results except that permission for visi­

tors gains importance by A and B classes, showing that 1n these 

cases hospital services are viewed as cases of conspicious consump­

tion. The reasons for the dissatisfaction with the services of 

previous hospitals are mainly insufficiency of medical care and 

uncleanliness of the hospital, followed by the dirtiness and un­

tasteful character of hospital meals. Such factors as sterility of 

equipment, unmodern equipment combined with insufficiency of equip-

ment, psychological atmosphere of the hospital and the 
. . 
1nconveni-

ence of the accompaniment are the factors which are mentioned to­

gether with dissatisfaction (Table 46). It was found that 52.3 % o~ 

the current patients had stayed 1n the same or another private 

hospital, while the remaining 47.7 had experlences 1n the public, 

military, university, municipalities. and other (SEE TABLE 41) so 

that the criticisms apply both to private medical sector as well 

as the public sector. When we view the criticisms associated with 

public sector, they are mostly in the form of insufficiency and 

lack of interest of the medical personnel, physicians and nurses 

together with the uncleanliness of the hospital. Those who complail 

mostly about lack of medical serVice are among ser10US very seriel 

and hop e 1 e s S c: d f; e san d me diu 11, c 1. ass, IN II .; 1" m 1 n l' rca s t~ S corn p 1.:1 i.;; 

from the uncleanliness of serVlces. It 1S apparent that with th~ 

seriousness of diagnosis, the relative importance of hospital 

serVices 2S changLug. As the serious case category ne~Js rHO r e 



TABLE 45- REASONS FOR THE SATISFACTION WITH SERVICES OF PREVISIONS HOSPITALS - tabulated by case severity and 
socia-economic class -

ITinor serious 
\' e ry me diu L. \' e r y s e r . Tot a 1 ABC D + E Tot a 1 

1I:l:-;or hopeless ____ _ 
C %- c I. c % C % C % ~~~ io ~_ 7. _~ I. -- - -- - --- -- --- - --- --

22.8 14.1 2.0 27.8 13.7 16.7 16.7 34.7 23.6 
interest of physicians 8 100 8 61.5 4 36.4 20 74.1 7 58.3 2 100 2 100 9 81.8 20 76.9 

14.3 8.8 10 16.6 9.8 16.7 16.7 11.5 14.2 
interest of nurses 5 62.5 5 38.5 2 18.2 12 44.4 5 41.7 2 100 2 100 3 27.2 12 46.2 
the availability of 5.7 5.3 6.9 9.8 5.9 

sicians and nurses 2 25 3 23.1 5 18.5 5 41.7 5 19.2 
5.7 70.3 8.3 7.8 8.3 8.3 7.1 

cleanliness 2 25 4 30.8 6 22.2 4 33.3 1 50 1 50 6 23.1 
8 6 8 8 5 10.3 11.7 16.7 3.8 10.3 

qualification of medical service .3 37:5 5 38:5 1 9.1 9 34.6 6 50 2 100 1 9.1 9 34.6 
., . . 5.7 5 4.2 3.9 3.8 3.5 

perm1SS1on for V1s1tors 2 25 1 9.1 3 11.1 2 16.7 1 9.1 3 11.5 

. . 5.7 5.4 5.9 16.7 16.7 3.8 ~.9 
the limitation on number of Vlsltors 2 25 3 23.1 5 19.2 2 100 2 100 1 9.1 5 19.2 

5.7 1.8 4.2 5,9 3.5 
not noisy 2 25 1 7.7 3 11.1 3 25 3 11.5 

5.7 1.8 10 6.9 3.9 16.7 3.8 5.9 
meals, clean and tasty 2 25 1 7.7 2 18.2 518.S 2 16.7 2 100 1 9.1 5 19.2 

2.8 1.4 1.9 1.2 
permission for accompaniment 112.5 3.7 1 8.3 1 3.8 

8 6 4.2 3.9 3.8 3.5 
!'uwer of patients/bed small 3 3<5 311.1 216.7 1 9.1 3 ll.s 

3.5 10 4.7 5.9 8.3 4.7 
:cegularity on drug giving 2 lS.4 2 18.2 4 15.4 3 2S 1 50 4 15.3 

3.9 16.7 
sterility of equipment 2 16.7 2 18.2 

modernity and qualifications 24.9 5.9 7.8 8.3 5 1~'~ 
for technical eq. 5 4S.4 5 19.2 4 33.3 1 SO . 

2 8 S 1.4 8.3 1.2 
X-ray and lab. qualified service 1 37:5 1 9.1 1 3.7 1 50 1 38 

10 2.4 8.3 3.8 2.4 
~'lcseattention in service 218.2 2 7.7 1.50 1 9.1 2 7,7 

1.2 3.8 1.2 
C2re of the doctors 1 3.8 1 9.1 1 3.3 

5.4 18.2 16.S 9.8 6.7 19.3 16.5 
nc answers 3 23.1 11 18.2 14 53.8 5 41.7 2 100 2 100 5 45.S 14 53.8 

TAL A 33 35 31 99 47 16 1~ ~~ ~~ 



TABLE 46- THE REASONS FOR THI DISSATISFACTION WITH THE SERVICES OF PREVIOUS HOSPITALS - tabulated by hospitals -

physicians disinterested 

nurses disinterested 

physicians nurses are few 

not clean 

medical s~rvices 
insufficient 

too cany visitors 

too 'Eo": \-isitors 

,,0 lS Y 

meals dirty and 
untasteful 
no acco3pa,-liment 
alJ.m.'ed 
too ;r..ar.y pa tients! 
room 
the distribution of 
drugs irre gular 

nothing is steril 

the tec);:~: ,::a1 equipment 
not modFl and insuffi­
cient: 
~-ray a::c ab" . 
lnaCi2Cj'.jD ',: 'c' serVlce 

psydlC'I,·,ically bad 

the ace ::: animent 
uncomfort,'l) 1 e 

no answer/don't know 

persGnnel serves 

A 

K.ll A % 

y 

x 

o 

1 

2 

3 

4 

.5 

6 

8 

9 

K.12 

Y 

x 

o 

1 50 

B C D 

A % 

20 
1 100 

20 
1 100 

20 
1 100 

20 
1 100 

20 
1 100 

-----
A % 

22.2 
4 100 

16.6 
3 75 

5.5 
1 25 

16.6 
3 75 

3 
16.6 
75 

11.1 
2 50 

5.5 
1 25 

3.3 
1 12.5 

A % 

20 
1 100 

20 
1 100 

20 
1 100 

20 
1 100 

20 
1 100 

Total 

A 

4 

3 

1 

3 

5 

1 

3 

2 

1 

;; A 
13.3 
50 
10 
37.5 

3.3 
12.5 
10 
37.5 
16.6 
62.5 

3.3 
12.5 
10 
37.5 

6.6 
25 
3.3 ' 

12.5 

6.6 
2 25 

3.3 
1 12.5 

6.6 
2 25 

3.3 
1 12.5 

3.3 

1 12.S 

F H 

% A % ---

1 100 

1 

1 

1 

1 

16.7 
33.3 
16.7 
33.3 
16.7 
33.3 

16.7 
33.3 

16.7 
1 33.3 

16.7 
1 33.3 

I 

A % 

12.5 
1 50 

12.5 
1 50 

12.5 
1 50 

12.5 
1 50 

1 
12 .5 
50 

12.5 
1 50 

12.5 
1 50 

12.5 
1 50 

J 

A ;; 

14.3 
1 33.3 

28.6 
2 66.6 

14.3 
1 33,3 

14.3 
1 33.3 

Total G€n€T2' 

A % A % - --- --,.-

4.7 
1 . 11.1 

9.52 
2 22.2 

19.04 
4 44.4 

13.63 
3 33.3 

9.09 
2 22.2 

... 
4 23. 

3. 
2 11. 

5. 
3 17. 

13. 
7 41. 

15. 
8 L} 7 . 

3. 
2 11. 

1 

]. 

14.3 
33.3 3 
14.3 
33.3 1 

13 .6 
33.3 4 
4.7 

11.1 5 

7. 
23. 
9. 

29. 

4,7 
1 11.1 

4.7 
1 11.1 

5. 
3 17. 

3. 
2 11. 

4.7 5. 
1 11.1 3 17. 

4.3 3. 
1 11.1 2 11. 

3. 
2 11. 

4.7 1 
1 11.1 1 

4.7 
1 11.1 1 

1 

1 

5 
1 
5 
1 
5 
1 
5 



[ABLE 6- (Cont.) 

A B c D Total F H I J Total Gt:nera 1 

A % A % A % A i. A % A % A % A % A % A % A % 
--.-.'---'-~---'" - -- - -- - --- - --- - -- - ----- ------------
TOTAL '00 100 100 100 100 

1 500 450 500 375 
100 100 100 100 100 100 
100 199.8 400 233.1 244.2 299.7 

TOTAL A 2 5 18 5 30 1 6 8 7 22 51 

BASE 2 1 4 1 8 1 3 2 3 9 17 



medical care; they are critical about the services related to the 

professional group, while minor cases, can analyze other services 

of the hospital as the cleanliness element. In C socio-economic 

class, disinterest of physicians and cleanliness are the rngjor 

categories for criticism, while in A c~tegory. the major criti­

cisms are related with uncleanliness, noisy aspect dirtiness and 

untastefulness of meals, and insufficiency of medical care. In B 

category disinterest of the medical group plays important roles, 

while in (D+E) insufficiency of medical care 1S the major critical 

aspect. So, it 18 impossible to generalize criticisms according to 

socio-economic classes (Table 47). 

As has been appare~t from the above analysis, Questions 2 

through 6, tried to find out which factors influence the change 

from one hospital to another, The change pattern is seen to be 

between the same private hospital or from another private hospital 

to the analyzed ones, also a major category of patients using 

other hospital services as (public hospitals, municipality hoapi­

tals, university hospitals etc.) preferred private hospitals as a 

second trial. It is possible to find a certain degree of brand 

loyalty in the consumption of private hospital serV1ces. those 

patients, accostomed to a certain hospital prefer to choose the 

same one on a second trial. Also, a large percentage of patients. 

were satisfied with the services of the previous hospital, although 

some of them changed to another hospital. In this analysis, it ~s 

important to view the referral reasons to the present hospital. 

Question 7 was concerned with the reasons for the choice of the 

present hospital (TABLE 48), The largest percentage (16.8 %) stated, 

that there is a bond of trust between the physician and the patient 

which determines the choice of medical services of private hospi­

tals. In' this analysis, it is seen that the physician is the main 

decidor in the medical process. So, the patient gives his full 

trust to the physician, the demand for hospital services becoming 

derived demands related to physician services. So the reason for 

physician-orientation of most private hospitals becomes apparent, 

as the consumer side of the exchange equation sees the hospital 

services as by-products of physician serV1ces, the primary market­

ing target of private hospitals should be the physicians. The se­

cond reason for the choice of private hospitals is that better ser-

vlce (in general nffer~d hv the hospitals. Better serV1C~ can be 

defined as elements that ettect the choice of hospitals as frequent 

visits of the physicians. Cleanliness of the hospita~, the atten-



tion, interest and helpfulness of the nurses. the comfort of the 

accompaniment and those factors that are seen on Table 48. Another 

factor that influence hospital choice 1S the recommendation of the 

hospital by the friends, relatives and the family. The third fac­

tor that affects the choice of private hospital 18 payment of 

fees by the firms. Thus, consumers who would not think of using 

the services of private hospitals for financial reasons, 

opportunity to do so when the firms pay the bill. 

get the 



TABLE 47- THE REASONS FOR THE DISSATISFACTION WITH THE SERVICES OF PREVIOUS HOSPITALS (Tabulated by case severity and 
socio-economic class) 

IT:lnor serious Tabulated by case severity and soclo-economlc class 
very medium very ser. Total A B C D+E Total 

mlrlOr b02eless 
Kll C % C % C % C 

., 
C '" C ;; C % C %C-Y-I. /0 ._---- --- -- - --- -- --- -- '~---'-- .. -~,-

Physicians disinterested 8.3 7,9 7.7 7.8 14.3 20 7.8 
y 1 50 2 33,3 1 11.1 4 23.5 2 33,3 2 100 4 23.5 

Nurses disinterested 7.9 3.9 14.3 3.8 
2 33.3 2 11.8 2 33.3 2 11.8 

Physicians-nurses are few 8.3 7.9 5,9 14.3 12 .5 5.8 
0 1 50 2 33.3 3 17.6 2 33.3 1 25 3 17,6 

Not clean 24.9 7.9 15.4 13.7 6.7 14.3 20 12.5 13.7 
1 3 150 2 33.3 2 22.2 7 41.2 2 4.0 2 33.3 2 100 1 25 j' ,+ 1.2 

Medical services insufficient 19.9 23.1 15.7 6.7 10 50 15.7 
2 5 83.3 3 33.3 8 47.1 2 40 1 50 4 100 8 47.1 

Too many visitors " 4.1 7.7 3.9 3,3 10 3.8 
j 

1 16,7 1 11.1 2 ll.8 1 20 1 50 2 11.8 
Too few visitqrs 4 
Noisy 16.6 4.1 7.7 7.8 6.7 14.3 7.8 

5 2 100 1 16.7 1 11.1 4 23.5 2 40 2 33.3 l, 23.6 
Meals dirty and untasteful 8.3 7.9 15.4 9.8 6,7 14.3 10 9.8 

6 1 50 2 33.3 2 22.2 5 29.4 2 40 2 33.3 1 50 5 29.4 
No accompanimeDt allowed 7 
Too many patients/room 11. 9 5.9 3.3 7.1 12.5 5.8 

8 3 50 3 17.6 1 20 1 16.7 1 25, 3 17,6 
Distribution of drugs 9.3 4.1 3.9 3.3 10 3.8 

irregular 9 1 50 1 16.7 2 1l.8 1 20 1 50 2 ll.8 
K12 

Gothing is steri1 8.3 7.7 5.9 3.3 12.5 5.8 
Y 1 50 1 11.1 3 17.6 1 10 1 25 3 17.6 

The technical equipment not 4.1 7. 7 3.9 3.3 10 3.8 
modern and sufficient x 1 16.7 1 11.1 2 11,8 1 20 1 50 2 11.8 

x-ray and lab. inadequate 8.3 7.7 3,9 3.3 10 3.8 
serVIce 0 1 50 1 11.1 2 11.8 1 20 1 50 2 1l.8 

Psychologically bad 4.1 1.9 10 1.9 
1 1 16.7 1 5.9 1 50 1 5.9 

The accompaniment 8.3 1.9 3.3 1.9 
uncomfortable 2 1 50 1 5.9 1 20 1 5.9 

No answer/don't know 4.1 1.9 10 1.9 
3 1 16.7 1 5.9 1 50 1 5.9 

Personnel serves unwillingly 4.1 1.9 7.1 1.9 
4 1 '16.7 1 5.9 1 16.7 1 5.9 



TABLE 47- (CONT.) (Tabulated by case severity and socia-economic class) 

TOTAL % 

TOTAL A 
BASE 

c 

IT.l'.or 
ve ry 
~l~;or 

., 
/, 

100 
600 

13 
3 

II1edic.:i;: 

c ;; 
100 
416.7 

25 
10 

serlCUS 
very ser. 
hc?eless 
C % 

100 
14Lf . 3 

13 
4 

Tabulated by case severi ty and soc-io-economic class 

c 

Total ABC D+ E Tota) 

'" " 
100 
300 

51 
17 

c t; 

100 
600 

15 
5 

c '" h 

100 
233 

14 
6 

c % -- --C--i:- -C-· -7, 

100 
500 

13 
2 

100 
200 

9 
4 

laC 
30e 

51 
17 



TABLE 48- THE REASONS GIVEN BY PATIENTS FOR THE CHOICE OF THE CURRENT HOSPITAL (More Than 1 Answer) - Tabulated by hospitals 

Frequency of visits by 
physicians 

Nurses-helpful, smiling, 
concerned 

Physicians on night 
duty--adequate 

Nurses on night duty -
adequate 

SileTlce 

My physician wanted it 

Better medical care 

There was n~ place in 
another hospital 

My family and acquian­
tances recommended it 

Company pay 

General cleanliness 

~eals and kitchen clean 

Accompaniment present 
and comfortable 

Close attention in 
medical care 

X-ray and lab works 
,-,'e 11 

Visiting hours are 
regulated adequately 

Heating is fine 

A relative stayed and 
was satisfied 

A B c D Total F H 1 J Total Genera I -------
K.13 A % A % Ai;. A % A i; A i; A 7. A i; A 7. A ;; A % --- ------------- -------------------. 
y 

x 

o 

1 

2 

3 

4 

5 

6 

7 

8 

9 

K14 

Y 

x 

o 

1 

2 

3 

4 

b, 

1 

1 

8 

8 

1 

4 

4 

1 

1 

9.5 
18.2 

9.5 
18.2 

2.4 
4.5 
2.4 
4.5 

19.1 
36.4 
19.1 
36.4 

2.4 
4.5 
9.5 

18.2 

9.5 
18.2 

2.4 
4.5 

2.4 
4.5 

3 

3 

1 

3 

2 

1 

2 

1 

1 

15 
60 

15 
60 

5 
20 

15 
60 

10 
40 

5 
20 
10 
40 

5 
20 

5 
20 

1 

4 

5 

4 

1 

1 

1 

4.7 
5.5 

19.1 
22.2 

23.9 
27.7 
19.1 
22.2 

4.7 
5.5 

4.7 
5.5 
4:7 
5.5 

3 

3 

2 

2 

3 

2 

4 

3 

2 

4 

3 

4 

1 

1 

7.9 
42.9 

7.9 
42.9 

5.3 
28.6 
5.3 

28.6 
7.9 

42.9 
5.3 

28.6 
10.5 
57.1 

7.9 
42.9 

5.3 
28.6 
10.5 
57.1 

7.9 
42.9 

10.5 
57.1 

2.6 
14.3 

2.6 
14.3 

8 "3 
10 19.2 2 

5.8 
7 13.5 

4.9 
6 11.5 1 

2.5 
3 5.8 1 

4.1 
5 9.6 

11. 6 
14 26.9 3 

12.4 
15 28.8 1 

0.4 
1 1.9 

9.9 
12 23 3 

4.9 
6 11.5 2 

8.17 
10 19.2 

2.5 
3 5.8 

5.8 
7 13.5 

1.7 
2 3.9 

0.4 
1 1.9 

1.7 
2 3.9 

2.5 
3 5.8 

0.4 
1 1. 9 

10 
14.3 

5 
7.1 
5 
7.1 

14.9 
21.4 

5 
7.1 

14.9 
21.4 
10.0 
14.3 

1 

1 

7 

3 

1 

2 

2 

1 

1 

5.3 
9.1 
5.3 
9.1 

36.8 
63.6 
15.7 
27.2 
5.3 
9.1 

10.5 
18.2 
10.5 
18.2 

5.3 
9.1 

5.3 
9.1 

5 

2 

1 

1 

5 

1 

1 

1 

1 

1 

1 

1 

21.7 
45.5 
8.7 

18.2 
fl.3 

9.1 
(1.3 

9.1 

21. 7 
45.5 
4.3 
9.1 

4.3 
9.1 
4.3 
9.1 
4.3 
9.1 

4.3 
9.1 

4.3 
9.1 
4.3 
9.1 

2 

1 

1 

5 

3 

1 

2 

2 

1 

1 

1 

10 
25 10 

5 
12.5 4 

2 
5 

12.5 3 

25 
62.5 20 
15 
37.5 8 

1 
5 

12.5 6 
10 
25 7 
10 
25 3 

1 

2 
5 

12.5 1 

5 
12.5 1 

1 
5 

12.5 3 

12.0 
22.7 20 
4.8 
9.1-11 
2.4 

/.5 8 
3.6 

68 6 

5 
24.1 
45.5 34 
9.6 

18.2 23 
1,2 

2.3 2 
7.3 

13.7 18 
8.4 

15.9 13 
, 3.6 

6,8 13 
1.2 
2.3 4 

2.4 
4.5 
1,2 
2.3 

1.2 
2.3 

'1. 2 
2.3 
3.6 
6.8 

9 

3 

1 

:3 

4 

4 

9.8 
20.8 
5.5 

11.5 
3.9 
8.3 
2.9 
6.3 
2.5 
5.2 

16.8 
35.4 
11. 3 
23.9 
0.9 
2.1 
8.9 

18.8 
6.4 

13.5 
6.4 

13.5 
1.9 
4.2 

4.5 
9.4 
1.5 
3.1 
0.5 
1.0 
1.5 
3.1 
1.9 
4.2 
1.9 
4.2 



TABLE 48- (CONT.) 

.~,-------

A BCD Total F H I J Tctal Ge~eral ----- ---- - --",----, ,----
A % A 70 A io A h A % A % A 10 A % A % A h A h -- - -- - -- - -- - --- - - --- -- --- - -- - --- --. . _---_ .. -.- -.- ~---

Comfort of lifts 4 
~ 'I' f' 5 15 3.3 1.9 
~terl lty 0 equ1.pment 1 4.5 3 60 4 7.7 4 4,2 

B 11
' 6 4.7 2.6 1.7 0.9 

rOJg,t In emergency 1 5.5 1 14.3 2 3.9 2 2.1 

, I 7 2.4 0.4 5 1,2 0.9 
Near t 1€ home 1 4 5 1 1 9 1 7 1 1 2" .' '1 1 • • • ,.0,) L .L. 

Physicians are depend- 8 4.8 1.7 0.9 
able 2 9.1 2 3.9 2 2.1 

Acquianted by the 9 4.7 0.4 10 2. ,:, 1. 5 
physician 1 5.5 1 1.9 2 14.3 2 4.5 3 3.1 

K8 
D h 2 5 1.2 0.5 
,ue to c ance 1 7.1 1 2.3 1 1.0 

N d 
3 4,7 0.4 0,5 

o ampness 1 5.5 1 1.9 1 1.0 
Presence of cobalt 4 2.4 0.4 0.5 
unit 1 4.5 1 1.9 1 1.0 

Being a private 5 5 1.2 0.5 
hospital 1 7.1 1 2.3 1 1.0 

Stayed previosuly and 6 
",78S comfortable 

N / d 'd d 7 4.3 1.2 0.: 
.'0 ansV.'er un eCl e 1 9" "2'i 1 1 ( , . I 1 •. ' 1 • 

The owner of the 8 4.7 0.4 10 1.2 1.~ 
hospital is an 1 5.5 1 1.9 2 14,3 2 4.5 3 3.: 
acquiantance 

~OIAI m 100 100 100 100 100 100 100 100 100 100 100 
1 " ~ ~ 190.7 400 116.1 543.1 232.6 142.8 172.7 209.3 250 188.8 211. 
TOTAL A 42 20 21 38 121 20 19 23 20 82 203 
BASE 22 5 18 7 52 14 11 11 8 44 96 



RIGURE 6- HOSPITAL REFERRAL SYSTEMS 
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Other serV1ces that influence hospital choice involve the 

size of medical staff on night duty, the functioning of laboratory 

and X-ray department, sterility of equipment. presence of cobalt 

unit. Other factors such as silence, cleanliness, the working of 

the heating system, the presence of lifts, the absence of humidity 

within the hospitals, are factors that are related with the general 

condition of the hospital. In addition to th~se factors, satis­

faction of a relative with the services of the hospital. previous 

satisfaction with the services of the same hospital during the 

stay as an inpatient, acquaintance with the owner of the hospital 

and with a house physician play important roles 10 the choice 

process. Emergency and absence of a bed 1n another hospital and 

also coincidence act as important criteria that effect the choice 

process. 

In foreign minority hospitals, better service gains primary 

importance over the choice of the physican in Hospital Rand D, 

this factor is given twice the importance given to the choice of 

the doc tor, IN he rea sin H 0 s pit a 1 A, e qua 1 imp 0 r tan c e 1 s g 1 V e n t 0 

physician's choice and better service. In hospital C. which IS 

specialized in olastir surgery, as the specialization of the 

physician is important the physician is the major decision- maker. 

In proprietor-owned hospitals. especially those which give 

maternity services. the choice of the physician, is twice as 



important a& better service. As maternity cases are grouped as 

minor cases the quality of medical care is equalized with the 

primary surgical process performeci by the physician (Table 49). 

From the analysis of Table 49, it 18 apparent that the 

physician's choice plays an important role ~n cases of serious 

very serious Bnd hopeless categories. In this state, the patient 

feels great anxiety and fear and depends with all his trust on 

the decision of the physician to solve his problem. So, ~n those 

cases, where severity of the diagnosis plays an important role, 

the centrality of the physician as the main decision -maker ~n 

medical care gains predominance. In minor cases; better service, 

frequency of physician visits, general cleanliness of hospital 

services and the presence and comfort of accompaniment are the 

major criteria for choice of hospital serVIces. In socio-economic 

class division. In the last group (D+E). the choice of the 

physician is the primary criterion for determination of service 

consumption of hospitals. This shows the financial restraint on 

the choice of individual patients, as we move to cate~ory A, better 

service and choice of the physician become equally important. In 

D+E group, it is possible to state that if it were not for the 

choice of the physician, this group's choice of a hospital could 

have been different. 

In analyzing the sources of information used by patients, 

~n the choice of hospitals, we found that the majority of 

patients did not conduct any kind of research in gathering inform­

ation about hospitals (59.4 7.) (Table 50), 21 % used informal 

sources as relatives and friends, 13 % asked information from his 

family physician and only 4 % did active search as visitin~ all 

the hospitals and 2 % came ~n a case of emergency, So it ~s 

possible to conclude that 59.4 % who did not conduct any kind of 

research left the decision to the ph~sician who had made the 

diagnosis, and who had taken the responsibility for conducting the 

medical care of the patient. It is important to note that no 

information was obtained from the media. The pattern for search 

for information for hospital services does not change for any 

individual hospital; in all rases the decision IS left to the 

physician, only in proprietor - owned hospitals I active search for 

information is more predominant due to the presence of maternity 

cases. When we paired off the maternity cases with the result of 

Table 50. we saw that a majority (82 %), used active search 



TABLE 49- THE REASONS GIVEN BY PATIENTS FOR THE CHOICE OF THE CURRENT HOSPITAL (more than 1 answer) 
- ·tabulated by case severity and socio-economic class -

frequency of visits by 
physicians 

nurses-helpful, 
smiling, concerned 

physicians on night duty­
···adequate 

nurses on night duty 
-adequate 

silence 

my physician wanted it 

better medical care 

there was no place in 
another hospital 

my family and acquitances 
recommend it 

company pay 

general cleanliness 

meals and kitchen clean 

accompaniment present and 
comfortab Ie 

close attention in medical 
care 

X-ray and lab. works 
"de 11 

visiting hours are regulated 
adequately 

hes dng is fine 

a relative stayed and was 
satisfied 

K.13 C 

nancr 
very 
ml:-~,Jr 

0' 

k 

serlOUS 
med i\.:rr. very ser. 

c 0-

I. 

hopeless 
C % 

Tctal A B c 

-c--r-t % C % C % ---------_._------ -----
y 

x 

o 

1 

2 

3 

4 

5 

6 

7 

8 

9 

K .14 

y 

x 

o 

1 

2 

3 

11.6 
6 20 

5.8 
3 10 

3.9 
2 6.7 

3.9 
2 6.7 

3.9 
2 6.7 

13.5 
7 L3. 3 

5.8 
3 10 

3.9 
2 6.7 

9.7 
5 16.7 

9.7 
2 6.7 

9.7 
5 16.7 

1.9 
1 3.3 

1.9 
1 3.3 

5.8 
3 10 

10.1 
9 18 

6.7 
6 12 

4.5 
4 8 

5.6 
5 10 

3.4 
3 6 

20.2 
18 36 

13.5 
12 24 

2.2 
2 4 

8.99 
8 16 

7.9 
7 14 

5.6 
5 10 

2.2 
2 4 

3.4 
3 6 

2.2 
2 4 

1.1 
1 2 

2.2 
2 4 

2.2 
2 4 

9.8 
5 31.25 20 20.8 

5.45 
11 11.5 

3.92 
2 12.5 8 8.3 

2.96 
1 6.25 6 6.25 

2.4 
.5 5.2 

16.8 
14 87.5 34 35.4 

11.~ 
4 25 23 23.9 

0.9 
2 2.1 

8.9 
7 43.8 18 18.8 

6.4 
4 25 13 13.5 

.. 6.4 
318.751313.5 

1. 97 
4 4.16 

1 

1 

1 

1 

4.5 
6.25 9 9.4 

1.46 
3 3.1 

0.49 
1 1.04 

1.46 
6.25 3 3.1 

1. 97 
6.25 4 4.16 

1. 97 
6.25 4 4.16 

8.17 
10 27.8 

6.4 
7 19.4 

5.5 
6 16.7 

2.7 
3 8.3 

2.7 
3 8.3 

9.14 
10 27.7 

9.14 
10 27.8 

0.92 
1 2.8 

4.6 
5 13.9 

1.8 
2 5.6 

8.6 
9 25 

2.7 
3 8.3 

6.4 
7 19.4 

2.7 
3 8.3 

1.8 
2 5.6 

0.9 
1 2.8 

1.8 
2 2.8 

12.2 
6 30 

8.2 
4 20 

2.04 
1 5 

4.08 
2 10 

2.04 
1 5 

4.1 
10 10 

8.2 
4 20 

12.2 
6 30 

12.2 
6 30 

6.12 
3 15 

7.7 
2 12.5 

3.9 
1 6.25 

3.9 
1 6.25 

3.9 
1 6.25 

7.7 
2 12.5 

3.9 
1 6.25 

3.9 
1 6.25 

23.4 
6 37.5 

11.7 
3 18.8 

3.9 
1 6.25 

3.9 
1 6.25 

2.04 
151 

3.9 
6.25 

1 

4.08 
2 10 1 

2.04 
1 5 

3.9 
6.25 

3.9 
6.25 

D+E Total 

c ~ C·_·-%-· 
/, . --

7.6 
2 8.3 

38.2 
10 41. 7 

30.6 
8 33.3 

3.9 
1 4.2 

3.9 
2 8.4 

1 

1 

3.9 
4.2, 

3.9 
4.2 

9.8 
20 20.8 

5.45 
11 11.5 

J~92 

8 8.3 
2.96 

6 6.25 
2,46 

5 5.2 
16.8 

3[+ 35.4 
11,3 

23 23.9 
0.9 

2 2.1 
8.9 

18 18.8 
6.4 

13 13.5 
6.4 

13 13.5 
1. 97 

4 4.16 

4.5 
9 9.4 

1.46 
3 3.1 

0.49 
1 1.04 

1.46 
3 3.1 

1. 97 
4 4.16 

1. 97 
4 4.16 

,..... 
0-
<.J; 



TABLE 49- (Cont.) 

IDlnor serlOUS 
very me diu IT. \' e r y s e r . Tot a 1 ABC D + E Tot a 1 

rnlDor hopeless 
C % C I. C % C % C % C % C I. C % C Z -------- ---------- ----

comfort of lifts 4 
P " f ' ~ "3.9 1.1 1.97 2.9 2.04 1.97 

SLYLY 0 equlpme .. t :> 2 6.7 1 2 1 6.25 4 4.16 3 5.6 1 5 !.J 4.16 

brought in emergencv 6 1.1 0.9 7.7 0.9 
o 1 2 1 6.25 2 2.1 2 12.2 2 2.1 

th h 
'7 1.9 0.9 0.9 2.04 0.9 

near e ome ~ 1 3.j 1 6.25 2 2.1 1 2.8 1 5 2 2.1 

>, •. 1 ' .4 d hl 8 0.9 1.8 0.9 D"yS_Clans are '-lepen a_ .• e 2 2 - 2 5 . , .. . .1 .6 2 2.1 

. db\. ' , 9 1.9 2.2 1.46 Lf .08 3.9 1.1.6 
acqulante y tile phYS1Clan 1 3.3 2 4 3 3.1 2 10 1 6.25 3 3.1 

K.8 

d h 2 
0.49 2.04 0.49 

ue to c ance 1 6.25 1 1.04 1 5 1 1.04 

d 3 
1.1 0.49 2.04 0.49 

no ampness 1 2 1 1.04 1 5 1 1.04 

__ '" f r.b 1 '.. I 0.49 2.04 0.49 
p,esence 0 _0 a t unll: "f 1 6.25 1 1.04 1 5 1 1.04 

, ' . h'] 5 1.9 0.49 2.04 0.49 
DElDg a prlvate ,osplta. - 1 3.3 1 1.04 1 5 1 1.04 

stayed previously and was 6 1.9 0.49 0.9 0.49 
comfortable 1 3.3 1 1.04 1 2.8 1 1.04 

/ 'd d 7 2.2 0.49 0.9 3.9 0.49 
no answer, HndeCl e 2 4 1 1.04 1 2.8 1 4.2 1 1..04 

the own e r 0 f the h 0 S pit a 1 S 8 3 . 9 1. 46 0 . 9 4 . 0 8 1. 4 6 
is an acquiantance 2 6.7 1 6.25 3 3.1 1 2.8 210 .3 3.1 

TOTAL % 100 100 100 100 100 100 100 100 100 
i73 178 318.8 211.27 303 245 162.3 109 211.27 

TOTAL A 51 98 50 203 93 57 26 25, 203 

BASE 30 50 16 96 36 20 16 24 96 



BLI: 50- SOl.'Il.CES OF INFOR.'1ATION USED BY PATIENTS IN THE CHOICE OF HOSPITALS (Tabulated by Hospitals) 

A B C D Total f H I J Total G€T~;~ ---- - ---- '-'--- ._--
K15 A ~ A ~ A ~ A' ~ A ~ A ~ A ~ A ~ • - 9 ~ • __ ~_'_'" _______ :: ___ /_" __ . __ 1, _ .. _ __ 1_" __ . • _10 __ _ ~_ Ie _~ __ 10 ___ I'. _;,_~ _ ~ _"'_.~_ A i~ 

, Y 45.8 20 88.4 85.7 63 78.6 72.7 15.4 55.6 55.3 59.4 
Inauct2d no research 11 50 1 20 16 88.4 6 85.7 34 65.4 11 78.6 8 72.7 2 18.2 5 62.5 26 54.1 60 62.5 
. , . x 4.2 1.8 7.1 7.7 11.1 6.4 4 
,slted several hospltals 1 4.6 1 1.9 1 7.1 1 9.1 1 12.5 3 6.8 4 4.2 

o 16.7 40 11.1 46.1 11.1 14.9 12.8 
;ked mv doctor 4 18.2 2 40 6 11.5 6 54.5 1 12.5 7 15.9 13 13.5 
'. 1 33.3 20 11.1 14.3 22.3 14.3 27.3 23.1 11.1 19.2 20.,8 

sked acqulantances 8 36.4 1 20 2 11.1 1 14.3 12 23.1 2 14.3 3 27.3 3 27.3 1 12.5 9 20.5 21 21.9 

earned from the media 2 
3 20 1. 8 11. 1 2.2 2 

aIDe due to emergency 1 20 1 1.9 1 12.5 1 2.3 2 2.1 
4 7.7 2.2 1. 

o answer 1 9.1 1 2.3 1 1.0 

100 100 100 100 100 100 100 100 100 100 100 
01Al % 109.2 100 100 100 103.8 100 100 118.2 112.5 106.9 105.2 
OTAL A 24 5 18 7 54 14 11 13 9 47 101 
lASE 22 5 18 7 52 14 11 11 8 44 96 

'-j , , 



as visiting all hospitals (Table 51). In Table 51, it IS apparent 

thut secondary to the decision-making of the physician. information; 

gained from the relatives (informal channels) or through active 

search. has gained predominance. The use of relatives as source of 

information is absent In serious, very serIOUS and hopeless 

categories. The place of the family doctor is not important 

compared with the decision-process of the physician in charge of 

the diagnosis. The use of relatives as sour~es mf information In 

D+E socio-economic class is higher than other classes, showing 

the importance of informal channels in lower classes. The importand 
I 

attached to physicion-decision falls down as we move from A to D+E I 

category, where higher socio-economic classes are more influenced 

by professional channels of information. 

Question 9 of the Ouestionnaire was an open-ended one 

asking for the reasons for the choice of private hospitals (in 

general) compared to the free-service offered by public and com­

munity hospitals. The results are listed 'on (Tables 52-53) as 

first mentions by the current patients. The high 

number of statements shows that, there are many different reasons 

which influence the choice of patients. Among the first answers, 

27 % of the patients stated that up-keep of the medical personnel 

was good and careful. The second reason cited for choice was the 

general comfort offered by the hospital facilities. Cleanliness of: 

the hospital and the service was stated as equal with the decision 

of the physician. When patients compared private hospitals with 

public ones, they stated that one could find place easily In 

private hospitals without waiting for one's turn to come in public 

hospitals. Also, contract of the hospitals with the firms plays at, 

important role in the choice of private hospitals. We can group 

the choice criteria of patients in the followin~ Vroups: 

A- careful service and care p~ttern 

- careful personnel. 

- courteous behaviour [ol . ..rards the patients. 

- experienced and very ~ood physicians 

- dependable physicians and being acquianted with physicianl 
. , 

- better medical care 

- p rio v Ci t" Tn C die it 1 C ,'l rep Cl S sib 1 e . 

- abundance of personnel. 

physicians can come at all times. 



TABLE 51- SOFRCES OF INFORPU\TION l'SED BY PATIENTS IN THE CHOICE OF HOSPITALS - tabulated by case-severity and socio-economic 
class 

cond_cted no research 

;isi~ed several hospitals 

askE::: rcy doctor 

asked acquiantances 

1ear~ed from the media. 

came due to emergency 

no c' swer 

TOTA'_ % 

TOTAl_ A 

BASE 

IT.inc'r serlOus 
very me d i UIT: very ser. Total A B C D+E To ta 1 

IDlr.or hopeless ______ _ 
C /, C i, C % C /, C % C % C % C % C % 

---- -- ----- -- ----- -- ----- ----- -- -- ----- --

y 

x 

o 

1 

3 

4 

54.9 
17 56.7 

3.22 
1 33.3 

9.7 
3 10 

29.4 
9 30 

3.22 
1 3.3 

100 
99.9 

.31 

3C'l 

57.7 
30 60 

3.8 
2 4 

15.4 
8 16 

19.2 
10 20 

1.9 
1 2 

1.9 
1 2 

100 
104 

52 

50 

59.4 
13 81.3 60 62.5 

4 
1 6.25 4 4.2 

12.8 
2 12.5 13 13.5 

20.3 
19 21.9 

100 

16 

16 

2 
2 2.1 

1 
1 1.0 

100 

101 

96 

25 65.8 

1 2.6 

5 13.2 

5 13.2 

1 2.6 

1 2.6 

100 
115 

38 

36 

65.2 
15 75 

8.7 
2 10 

8.7 
2 10 

17.4 
4 20 

100 

23 

20 

13 81. 25 

1 6.3 

2 12.6 

100 

16 

16 

7 

1 

5 

10 

1 

29.2 60 62.5 
4 

4.2 4 4.2 
12 .8 

20.8 3 13.5 
20.3 

41.72121.9 

4.2 2 

1 

100 

24 

24 

2 
2.1 
1 
1.0 

100 

101 

96 



TABLE 52- REASONS GIVEN BY PATIENTS FOR THE CHOICE OF HOSPITALS (FIRST REASON) (Tabulated by Hospitals) 

A B ____ _____ C D Total H I J Total -----F Ge::1era 1 

.______ K16 ~ --.3._ ~ % A % A % A % A % A % A % A % . A % A % 

Careful an~ good care 

Cleanliness, carefulness 
of the hospital (general) 

Interested personnel 

Recommenda t). on of the 
physician 

::':o:nfortable 

Visiting hcurs 

:alrn and not noisy 

:ould find place/no 
,,,a i t i ng 1 i ne 

:ontract l,.lith firms 

:ourteous behaviour 
towards patients 

'hvsicians are 
experienced 

'\boundance of 
personnel 

'hysicians are acquian­
tances and dependable 

(ecommenda t ions of 
acquiantances 

;ood and clean serVIce 

lcquianted ,,:1 th the 
o~~ers of the hospital 

lumber of patients are 
small 

lfdical care' better 

y 

x 

o 

1 

2 

3 

4 

5 

6 

7 

8 

9 

K6 
o 

1 

3 

4 

5 

6 

9 

2 

1 

2 

2 

1 

1 

1 

1 

38.9 
40.9 
8.7 
9.1 
4.4 
4.6 
8.7 
9.1 
8.7 
9.1 

4.4 
4.6 

4.4 
4.6 

4.4 
4.6 

4.4 
4.6 

1 

2 

1 

----------- ----- --------------

20 4 22.2 

40 1 5.6 

1 5,6 

1 5.6 

2 11.1 

20 1 5.6 

1 5.6 

1 5.6 

1 5.6 

2 

1 

1 

2 

1 

1 

1 

21. 9 
28.6 16 

5 

2 
11.1 
14.3 3 
11. 1 
14.3 5 

1 

2 

1 
21.9 
28.6 2 
11. 1 
14.3 1 

11.1 
14.3 
11.1 
14.3 

1 

1 

2 

2 

1 

27.8 
30,8 5 
9.1 
9.6 1 
3.7 
3,9 
5.5 
5.8 3 
9.1 
9.6 
0.9 
1.9 
3.7 
3.9 
0.9 
1.9 1 
3.7 
3.9 1 
0.9 
1. 9 ' 1 
0.9 
1.9 1 

0.9 
1.9 
3,7 
3.9 

1 

27.8 
35.7 
5.5 
7.1 

16.7 
21.4 

5.5 
7.1 
5.5 
7.1 
5.5 
7.1 
5.5 
7.1 
5.5 
7.1 

3.7 11.2 
3.9 2 14.3 

0.9 
1.9 
0.9 

11.2 
2 14.3 

3 

2 

2 

1 

1 

1 

23.1 
27.3 

15.4 
18.2 

15.4 
18.2 

7.7 
9.1 

7.7 
9.1 

7. 7 
9.1 

2 

2 

2 

1 

1 

1 

15.4 
18.2 
15.4 
18.2 

15.4 
18.2 
15.4 
18.2 

7,7 
9.1 

7.7 
9.1 

4 

1 

1 

1 

1 

36.4 
50 
9.1 

12,5 

9.1 
12.5 

9.1 
12.5 

9.1 
12.5 

25.5 
14 35 30 

7.3 
4 100 9 

2 
9.1 

5 125 8 
9,1 

.5 125 10 

1 

2 
7.3 

4 Ie 5 
1.8 

1 25 3 
3.6 

2 50 3 
3,6 

2 50 3 
1.8 

1 25 1 

3.6 
2 50 3 

2 
3,,6 

2 50 4 
3,.6 

2 50 2 
1.8 

1 25 2 

27.4 
31.3 
'·7.9 
9.4 
1.8 
2.1 
7.3 
8.3 
9.1 

10.4 
0.9 
1 
1.8 
2.1 
4.6 
5.2 
2.7 
3.1 
2.7 
3.1 
2.7 
3.1 
0.9 
1 

2.7 
3.1 
1.8 
2.1 
3.7 
4.2 
1.8 
2.1 
1.8 
2.1 
0.9 



'ABLE 52- (CONT.) 

ABC D Total 

___________ K16 ~ ~ ~ 

leal s bet ter 

)rivate care is present 

;atisfied for every 
serVice 

~o difference 

~reedom of behavior and 
regulation 

\ccompaniment is 
present 

Jne bed Iroom 
5horter stays within the 

hospital 
~mergency 

Indep~ndent physcians 
can come 

Jon • t k no \<7 

Sterility of equipment 

7 
8 

9 

K32 
-0-

1 

2 

3 
4 

6 
8 

9 

K36 
-6-

value given to individuals 7 

rcH i'lL J" 

TOTAL C 
, 
BASE 

1 

1 

1 

4.4 
4.6 
4.4 
4.6 

4.4 
4.6 

100 
105 

23 

22 

---
i. A i. A % A i. A ----------

3 16.7 

2 11. 1 

1 20 

100 100 

5 18 

5 18 

100 
128.7 

9 

7 

1 

1 

3 

3 

1 

0.9 
1.9 
0.9 
1.9 

5.5 
5.8 

5.5 
5.8 '2 

0.9 
1.9 

100 
105.9 

55 

52 

f H I J 

i. A % A % A 10 ----------

11.2 
14.3 

100 
128.3 

18 

14 

1 

2 

7.7 
9.1 

15.4 
18.2 

100 
118.3 

13 

11 

1 

1 

1 

7. 7 
9.1 

7.7 
9.1 
7.7 
9.1 

100 
118.3 

13 

11 

1 

1 

1 

2 

5 

1.8 
25 
1.8 

25 

1.8 
25 

3.6 
50 

9,1 
12.5 

100 
137,5 

11 

8 

A 

1 

1 

1 

2 

5 

Total General 

% A % 

1.8 
25 
1.8 

25 

1.8 
25 

3,6 
50 
9.1 

12,5 

100 
137,5 

55 

4 

----. 

1. 

3 

1 

1 

1 

2 

8 

J 

0.9 
0,9 
1 

2 7 

3.1 
0.9 
1 
0.9 
1 

0.9 
1 

1.9 
2.1 
7.3 
8.3 

0,88 
1 

: 00 
114.2 

~ 1. () 

96 



TABLE 53- F£ASONS GIVEN BY PATIENTS FOR THE CHOICE OF HOSPITALS (First Reason) - tabulated by case-severity and 
socia-economic class -

rr.lnor serlOUS 
\'ery . ' Total A B C D+E Total mcG~u'C. yery ser. 

TIH::Jor h0t:eless 
C <r, C v 

C io C a; C /, C % C % ~-y-C ~ /, /, I, -- - -- - --- -- --- --- ~-- - - --- -- --- - -- .- ----
careful and good care 

15.3 36.6 31.1 27.4 38,5 12.1 37,6 27.4 
5 16.7 15 30 9 56.3 30 31. 3 15 41. 7 10 50 3 18.8 12 50 30 3L3 

cleanliness carefulness of 3.02 12.2 13.8 7.9 7,6 12.1 12 .5 7.9 
hospital (general) 1 3.3 5 10 4 25 9 9. if 2 10 3 18.8 4 16.7 9 9. L; 

interested personnel 
2.4 L8 3.8 1,8 

1 3.02 1 2 2 2.1 1 2.8 1 5 2 2.1 

recorn:mend.of the physician 
9.2. 9.7 3.5 7.3 7.6 16 7.3 

3 10 4 8 1 6.25 8 8.3 2 5.6 2. 10 4 25 8 8.3 

comfortable 
15.2 4.9 3.5 9.10 3.8 7.8 9.3 9.10 

5 16.6 2 4 1 6.25 10 10.4 4 11. 1 1 5 2 12.2 3 12.5 10 10.4 

visiting hours 
3.02 3.5 1.8 4.01 1.8 

1 3.3 1 6.25 2 2.1 1 2.8 1 6.25 2 2.1 

cals and not noisy 
2.4 13.8 4.6 12.1 4.6 

1 2 4 25 5 5.2 2 5.6 3 18.8 5 5.2 
could find place/no 3.02 2.4 3.5 2.7 3.8 9.3 2.7 
v:ai~lng line 1 3.3 1 2 1 6.25 3 3.1 1 5 3 12.5 3 3.1 

contract vlith firms 
3.02 7.0 2.7 2.7 

1 3.3 2 l2.5 3 3.1 3 8.3 3 3.1 
courteous behaviour towards 3.02 2.4 3.5 .2.7 3.8 6,24 2.7 

patients 1 3.3 1 2 1 6.25 3 3.1 1 5 2 8.3 3 3.1 
0.88 4.01 0.88 

abundance of personnel 1 
3.02 1 1 1 6.25 1 1 3.3 

physicians are acquitances 3.02 2.4 3.5 2.7 3.8 4.01 3.2 2.7 
and dependable 1 3.3 1 2 1 6.25 3 3.1 1 5 1 6.25 1 4.2 3 3.1 

recommendation of 3.02 2.4 1.8 4.01 1.8 
acquiantances 1 3.3 1 2 2 2.1 1 2.8 1 6.25 2 2.1 

3.02 2.4 7.0 3. 7 7.6 3,2 3.7 
good and clean service 1 3.3 1 2 2 12.5 4 4.2 1 2.8 2 10 1 4.2 4 4.2 
acquianted with the 3.02 3.5 1.8 4.01 1.,8 

owners of hospitals 1 3.3 1 6.25 2 2.1 1 2.8 1 6.25 2 2.1 
numoer of patients are 3.02 0.88 4.01 0.88 

s:u.all 1 3.3 1 1.0 1 6.25 1 1.0 

3.02 0.88 3.8 0.88 
Dledical care better 1 3.3 1 1.0 1 5 1 10 

0.88 4.01 0.88 
meals better 1 1 1 6.25 1 1 

'-



TABLE 53- (Cont.) 

ThiTIOr SErIOUS 

yery lIJediuI:'. \'ery ser. Total ABC D+£ 'Inal 
mInor hopeless 

C /, C % C % C % C % C % C !. C 10 C ~ -- - -- - --- -- --- - --- -- ---. - --- - --- - ---- -- ---
. . 2.4 0.88 3.2 0.88 

pnvate care IS present 1 2 1 1 1 4.2 1 1 

. ., 3.5 0.88 3.8 0.88 
satlsfled for every serVice 1 6.25 1 1 1 5 1 1 

.. 3.02 4.8 3.5 2.7 3.8 7.8 2.7 
no dIfference 1 3.3 2 2 1 6.25 3 3.1 1 5 2 8.3 3 3.1 
freedom of behaviour and 3.02 0.88 0.88 

regulations 1 3.3 1 1 1 2.8 1 1 
. , 3.02 0.88 4.01 0.88 

accompanIment 1S present 1 3.3 1 1 1 6.25 1 1 

one bed/rooms 
shorter stays within the 3.5 0.88 4.01 0.88 

'los pita 1 1 6 . 25 1 1 1 6 . 25 1 1. 

,,,mer geney 
. . . 3.02 3.5 1.8 3.8 3.2 1.8 
independent physIc1ans can corne 1 3.3 1 6.25 2 2.1 1 5 1 4.2 2 2,1 

. , 6.1 12.2 3.5 7.3 8.5 7.6 .7.8 7.3 
don t know/no answer 2 6.9 5 10 1 6.25 8 8.3 4 11.1 2 10 2 8.3 8 8.3 

. . . 2.4 0.88 4.01 0.88 
sterilIty of eqUIpment 1 2 1 1 1 6.25 1 1 

value given to individuals 

IOTAL % 100 100 100 100 100 100 100 100 100 

TOTAL C 32 42 34 109 36 27 25 32 109 

BASE 30 50 16 ?6 36 20 16 24 96 



8- General serVIce and care 

- comfortable (general) 

calm and not noisy 

- better meals 

freedom in behaviour and regulations 

one bed rooms 

- presence of accompaniment 

shorter stay in the hospital 

medical care without waiting 

- visiting hours. 

B- Contract with firms 

- no waiting line 

- recommendations of relatives. 

In mInor cases, comfort of the .hospital IS gIven equal 

importance with the carefulness of medical care whereas, 
. . 
In serIOus 

cases, the major importance is given to quality of medical care 

with cleanliness and comfort of the hospital following. Also 

recommendation of the physician is important in medium cases. In 

socia-economic group tabulation; upper class (A) gIves secondary 

importance to the comfort of the hospital following the quality of 

ca're within the hospital, whereas in group Band C, recommendation 

of the physicians are secondary to the quality of medical care. In 

group D+E. recommendation of the physician losses its importance 

leading to the importance of other sources of information. 

The percentag2 of second and third mentions are shown on 

(Tables 54-55,56,57), 

To SUlmnarlze the findings of this part of the research, we 

can state that the most frequently mentioned choice criteria are: 

(1) careful and gnod care 

(2) and/or (3) general cleanliness, and carefulness of the 

hospital. 

(4) interest of the personnel 

c a lllllle S s 1 
not noisy hospital 



TABLE 54- REASONS FOR THE CHOICE OF THE HOSPITAL BY THE PATIENTS (2nd Reason) - Tabulated by hospitals 

ABC D lotal F H I J Tctal G€nEra 

Kl7 A % A % A i: A i: A i: A % A % A % A % A ;; A ;; -- - --- --- - --- -- --- - - --- -- -- --- - --- -_. 
• ~ 1 . d Y 16.6 
[aretu ana goo care 2 9.1 1 20 2 28.6 5 9.6 1 9~1 1 12.5 2 4,6 7 7. 
CleaDliness, carefulness x 

of the hospital (general) 1 4.5 4 22.2 1 14.3 6 11.5 2 14.28 2 18.2 4 36.4 2 25 10 22.7 16 16. 

Inl~rested personnel D 4 18.2 I 5.5 5 9.6 2 18.2 1 9.1 1 12.5 4 9.1 9 9. 

F.e<::omn}~n~ation of the 1 1 9.1 1 9.1 2 4.6 2 2. 
physician 

(' ~ b~ 2 16.6 
_OIDTorta le 1 20 1 5.5 2 3.9 1 9.1 1 2.3 3 3. 

Visiting hours 3 1 14.3 1 1.9 1 1. 

Calm and not noisy 4 

Coul~ ~ind ~lace no 5 1 4.4 1 1.9 1 1.9 1 12.5 2 4.6 3 3. 
walting lln€ 

Contract with firms 6 

Courteous !:leh~viour 7 1 5.5 1 1.9 1 9.1 1 2.3 2 2. 
towards patients 

Fhysjci~ns are 8 2 11.1 2 3.9 2 2. 
experlenced 

Ab.cndance of personnel 9 1 4.4 1 9.1 1 2.3 1 1 
K35 

1'~lysJ.ciar.5 are acquian- y 1 14.3 1 1.9 1 1 
tanees and dependable 

S:.,aller number of 0 1 5.5 1 14.3 2 3.9 2 2 
patients 

Better and cleaner 1 
SerVlce 

Acquianted "ith the O,,'11ers 2 
of hospltals 



TABLE 54- (CONT.) 

A BCD To ta 1 F H I J Tota l--~;";;: 

A ~ , ~ A ~ A ~ ~ ~ ___ '0_ ~ __ 10 _ _ '_' __ 1, _ _ ''"' _ __ 1,_ ~ 1, !2.. __ 10_ 1:... % A % A k A ._~ l\ I; 

Not too crowded 3 1 5.5 1 1.9 1 12.5 1 2.3 2 2, 

Medical care better 4 1 5.5 1 1.9 1 1, 
Vp 1 ~ 5 16.6 
.ka s are ,-,etter 1 20 1 1. 9 1 1. 

Private service is present 6 

No difference 8 1 4.5 1 1.9 1 1. 

K36 

Accompani~c~ts presE~t y 1 9.1 1 2.3 1 1. 

~edical care without 
waiting 1 1 9.1 1 2.3 1 l. 

Better baby care 3 12.5 1 2.3 1 1. 

Physicians can arrive at 4 1 5.5 1 l.9 1 1. 
ev~ry hc,ur 

Don't know/no 5 33.3 
ans~er 12 54.5 2 40 5 27.8 1 14.3 20 38.~ 12 85.7 1 9.1 3 27.3 1 12.5 17 38,6 37 38. 

S t e r i 1 i t y 0 f e qui pme n t 6 1 16 . 6 1 1 . 9 1 1 . 

100 
TOTAL % 100 120 100 100 100 100 100 100 100 100 100 

TOTAL A 22 6 18 7 53 14 11 11 8 44 97 

BA S E 2 2 5 18 7 5 2' 14 11 11 8 44 9 6 



TABLE 55- REASO:-iS FOR THE CHOICE OF THE HOSPITAL BY THE PATIENTS (2nd Reason) - Tabulated by case severity and SOClO eeo! 
class 

IT:lnor S12rlOU8 
Yf: ry i:JC d :. GL, vcry ser. Tctal A B C D+E 'Total 

IDlnor ]-;0:212 1 es S 

K17 C c; C 
~ 

C % C k C % c ;; C % C % ·,-C-- !'--' 
I, /, --. "-_._- '--- ---- --- -- --- --- -- ~--

Careful and good -carE y 3 10 1 2 ') l2.5 7 7.3 4 11. 1 1 5 2 12.5 7 7.3 

Cleanliness, carefulness of 9 30 5 20 2 12.5 16 16.7 7 19.4 3 18.8 6 25 16 16.7 
the hospital (general) 

x 

Tnterested perscnnel 0 7 28 2 12.5 9 9.4 5 13.9 2 12.5 2 8.3 9 9.4 

Recommendation of the physician 1 1 3.3 1 4 2 2.0 2 10 2 2.0 

Comfortable 2 2 8 1 6.3 3 3.1 1 2.8 1 5 1 6.3 3 3.1 

rj~,iting hours 3 1 4 1 1.0 1 2.8 " 1.0 .'-

C~lrn and not noisy 4 

Could find place no waiting line 5 3 6 3 3.1 2 5,6 1 4.7 3 3.1 

C:mtract \vith firms 6 

Ccurteous behaviour to~ards 7 2 6.7 2 2.8 
?atients 

1 5 1 4.7 2 2.9 

p~ysicians are experienced 8 2 8 .2 2.9 2 8.3 2 2.9 

A~undance of personnel 9 1 4 1 1.0 1 6.3 1 1.0 

K35 

Physicians are acquiantances 
y 1 

and dependable 
33.3 1 6.3 2 2.8 1 5 1 1.0 

Recommendations of 1 4, 7 
, 1.0 x J. 

acquiantances 

S:na1ler number of patients 0 1 4 1 1.0 

Better and cleaner service 1 

\cquianted ,.;ith the owners of 2 1 
hospitals 

3.3 1 4 2 2.1 2 10 :2 2.1 

3 2 8 2 2.1 2 8.3 ') 2. ] 
Not too cro,,:ciea ... 



TABLE 55- (CONT. ) 

-_._--
Innor sErious 
very , ' Total A B C D ~- E Ie ted rnt 0 lUr:-. YEry seT, 

ITlnOr }'0l'eless ______ 
C ~ C "' C h C 

~ C i; C 0;: 
10 Ie h --- -- ----- ------- -- ---_. --~~. 

Medical care better 4 1 4 1 1.0 1 4.7 1 In u 
M,,:als are better 5 1 3.3 1 1.0 1 2.8 1 1,0 

Private service is present 6 

l~o difference 8 1 3.3 1 1.0 1 4.7 1 1.0 

K36 

Accompaniment is present y 1 4 1 1.0 1 5 1 1.0 

~e~ical care ~ithout waiting 1 1 4 1 l.0 1 6.3 1 1. (I 

Better baby care 3 1 3.3 1 1.0 2 8.3 1 l.0 

Physicians can arrive at every 4 1 3.3 1 
hour 

1.0 1 6.3 1 1.0 

Don't know/no answer 5 8 26.7 17 4 8 50 37 38.5 14 38.9 11 55 'f 25 5 20.8 37 38.5 

Sterily of equipment 6 1 3.3 -1 1.0 1 2.8 1 1.0 

TOTAL % 100 100 100 100 100 100 100 100 100 

TOTAL A 30 50 16 96 36 20 16 24 96 

BASE 30 50 16 96 36 20 16 24 96 



TABLE 56- REASONS FOR THE CHOICE OF HOSPITALS BY PATIENTS (3rd REASON) (Tabulated by hospitals) 

A BCD Total F H 1 J Ictal General ---- ._----
Kl8 ~ ~_ ~ ._70_ ~. _,,_, _ ~ ~ ~ :z A % !:.... i. A % A % A ;; A 4 --- - '-- - ---, -- ------. 

Care is good and careful y 1 4,6 1 5.6 2 28.6 4 7.7 1 9.1 1 12.5 2 4.6 6 6.~ 
Cleanliness (general) x 1 4,6 1 5.6 3 5.8 1 9.1 4 36.4 1 12,5 6 13.6 9 9.4 
Interested personnel 0 2 9.1 1 20 1 5.6 4 7.7 1 9.1 1 9.1 2 4.6 6 6,~ 

My playsician recommended 
it 1 1 7.2 1 9.1 2 4.6 2 2.1 

Comfortable 2 2 18.2 2 25 4 9,1 4 4.2 
Good visiting hours 3 1 1.9 1 9.1 1 2.3 2 2.1 
Calm, not noisy 4 4 22.2 4 7.7 1 9.1 1 12.5 2 4.6 6 6.3 
Could find place-no 
'.,·oiting line 5 1 9.1 1 9.1 2 ':".6 2 2.1 
Dependable and experienced 

physicians 8 1 20 1 1.9 1 1.0 
K37 

Acquianted by physicians y 1 9.1 1 2.3 1 1.1 
~;nal1 number of patients a 1 5.6 1 1.9 1 1.1 
Better medical care 4 1 12.5 1 2.3 1 1.1 
Better meals 5 1 5.6 1 1.9 1 1.1 
Satisfied in every 1".'ay 7. " 1 5.6 1 1.9 1 1.1 
Freedom in behaviour 9 ~.~8 1 12.5 1 2.3 1 1.1 
Acconr?aignment possible y 1 4.6 
One bed rooms x 1 4.6 1 5.6 
Better baby care 3 1 9.1 1 2,3 1 1.1 
Do not know/no answer 5 16 12.7 2 40 7 38.9 3 42.9 28 53.9 13 92.9 2 18.2 3 27.3 1 12.5 19 43.2 47 49 
','a1ue given to humans 7 1 20 1 1.9 

TOTAL % 100 100 100 100 100 100 100 100 100 100 100 
TOTAL A 22 5 18 7 52 14 11 11 8 44 96 
FA SE 22 5 18 7 52 14 11 11 8 44 96 



TABLE 57- REASONS FOR THE CHOICE OF HOSPITALS BY PATIENTS (3rd Reason) - Tabulated by case severity and socia-economic cia! 

Care is good and careful 
Cleanliness (general) 
Incerested personnel 
~y physician recommended it 
Corufortable 
Good visiting hours 
Calm not noisy 
Could find place no waiting 
Derendable and experienced 

physicians 

acquianted by physicians 
Small number of patients 
Better medical care 
Better meals 
Satisfied in everv way 
Freedom in behaviour 
Accompaignment possibl.e 
One bed/rooms 
Better baby care 
Do not know/no answer 
Value given to humans 

TOTAL % 

TOTAL A 

BASE 

line 

K1R 

y 
x 
o 
1 
2 
3 
4 
5 

8 

K37 

y 
o 
4 
5 
7 
9 
y 
x 
3 
5 
7 

SeTIOL:S minoT 
very 

rr;:;";:-:OT 

ille c: i urr, very ser. 
_____ hopeless 

C ~ C ~ C io - ._--- - ---
2 6.7 3 
3 10 3 
3 10 2 

2 
3 
2 

2 6.7 2 
1 

1 

1 
1 

1 

3,3 

3.3 
3.3 

3,3 

1 

1 

1 

6 
6 
4 
4 
6 
4 
4 
2 

2 

2 

2 

1 6.3 
3 18,8 
1 6.3 

1 6.3 

2 12.5 
1 6.3 

C 

6 
9 
6 
2 
4 
2 
6 
2 

1 

1 
1 
1 
1 
1 
1 
1 

1 2 1 6.3 2 

Total 

% c 
6.3 3 
9.4 2 
6,3 3 
2.1 1 
4,2 1 
2.1 1 
6.3 1 
2.4 

1.0 2 

1 
1 
1 
1 
1 
1 

1 

1 1 
2.1 

A 

% c 
8.3 
5,6 1 
8.3 
2.8 
2.8 
2.8 
2.8 

5.6 

B 

., 
/, 

5 

1 5 
2.8 

2 10 
2.8 

1 5 
1 3.3 1 1 

14 46.7 27 54 
1 3.3 

100 

30 

30 

100 

50 

50 

6 37.5 47 49 

100 

16 

16 

100 

96 

96 

19 52.8 15 75 
1 2.8 

100 

36 

36 

100 

20 

20 

c 

c ;; 

1 5,6 
2 11. 2 

1 5,6 

1 5.6 

1 

1 
1 

5.6 

5.6 
5.6 

D+E To ta 1 

----~> -~------

C h C i.' - ---"'~-.~- .. -.~-. -~----"~, .. 
3 18,8 
5 31.3 

1 6.3 
3 1808 

5 31. 3 
1 6.3 

1 

6 6.3 
9 9. i .. 
6 6.3 
2 2.1 
4 4.2 
2 2.1 
6 6,3 
:2 2.1 

1 1.0 

1 
1 
1 
1 

l.0 
1 
1 
1 
1 

1 1 
6.3 1 
6.3 1 1 

8 50 

100 

16 

16 

1. 

1 5.6 2 
1 

2.1 
1. 

5 20.8 47 49 

100 

24 

24 

1 1 

100 

96 

96 



Question 10 was designed to find out the satisfaction of 

patients "'lith the services f 0< the hospitals. Different kinds of 

services were qualified as very good, good, medium, insufficient 

and very bad, The first attribute evaluated was the price asked 

for hospital services (Table 58). 

As can be seen from the 

stated that they did not know 

Table 58. SO % of the patients 

the level of requested fee, 22 % 

stated it as good, 12 ., a d" d 1 6 '" b d A 10 S m e ~ u man 0 n y /0 a s very a. n 

interesting factor ~s that the patients in general do not know 

how much fee they will be charged for hospital serv~ces (we have 

to consider the fact that the respondents are current patients 

who have not received the bill yet); there is no research on the 

level of price structure of hospital services by a majority of 

patients. This situation lS also apparent in Table 59, Where 46.9 % 

of the patients cannot quality the services with respect to the 

payments made (Table 59) < 

In hospital C, which 1S specialized 1n plastic surgery 

ignorance about prices of hospital services decreases because the 

physician states the price of the surgical process. and the cost 

of the hospital services beforehand. This is also apparent in I 

hospital which is a maternity hospital, where cost of maternity 

serV1ces are similar to those of other hospitals so that patients 

have an overall knowledge about the price structure of these 

serV1ces. The percentage of patients who state that requested pr~ce 

structure is very good, 1S only 1 Z, where the severity of case 

does not make an important difference. The 1 % in the very good 

category belonged to C socio-economic class and medium case 

severity (Table 60). 

2 7 . 78 % 0 f pat i e n t s 1 n A cat ego r y, fa u<n d the p r ~ c e s as 

good. 19.44 % as medium. and 8.33 Z as very bad. So. apart from 

the fact that 50 % do not know the prices, the next largest 

percentage, stated the pr1ces as being good. So, it can be stated 

that there is not a major criticism about the price level of 

hospital services. 

In table 59, the largest percentapc 22.9 Z stated thClt 

services compared with payment level are good, whereas only 2.08 

stated as very bad. In three of the foreign or minority hospitals; 

there are no individuals who have stated that service compared to 



TABLE 58- EVALUATION OF THE REQUESTED PRICE LEVEL OF HOSPITALS BY PATIENTS (Tabulated by Hospitals) 

A B C D Total F H 1 J Total Genera --" ---.- -----~ """ -". -~----

1-1 % A % A io A % A io A % A % A % A % A % A % 
'---'--- --- .- -- - --- - -- - --- - ----------------. -~.----

Very good 1 14.3 1 1.9 1 l. 
Good 1 4.6 2 40 6 33,3 4 57.1 13 25 2 14.3 2 18,2 3 27.3 2 25 9 20,5 22 22. 
1<1edium 1 20 2 11. 1 1 14.3 4 7,7 2 14.3 1 9.l 4 36.4 1 12.5 8 18.2 12 12. 
Insufficicat 2 9.1 2 11.1 1-1 7.7 2 18.2 1 9.1 3 6.8 7 7. 
Very bad 2 11. 1 1 14.3 3 5.8 1 7.1 2 18.2 3 6.8 6 6. 
No answer don't know 19 66.4 2 40 6 33.3 27 51. 9 9 64,3 4 36.4 3 27.3 5 62.5 21 47.7 48 50 

TOTAL % 100 100 100 100 100 100 100 100 100 100 100 
TOTAL A 22 5 18 7 52 14 11 11 8 44 96 
BASE 22 5 18 7 52 14 11 11 8 44 96 

TABLE 59- EVALUATION OF SERVICES IN RELATION TO PAYMENT LEVEL (Tabulated by Hospitals) 

Very good 3 16.7 5 71. 4 8 15.4 1 7.1 1 9.1 1 12.5 3 6,8 11 II. 
Good 3 13.6 2 40 5 27.3 2 28.6 12 23.1 3 21.4 4 36.4 3 27.3 10 22.7 22 22. 
Medium 1 20 3 16.7 4 7.7 2 14.3 2 18.2 5 45.5 9 20.5 13 13. 
Insufficient 1 5.6 1 1.9 1 7.1 1 9.1 2 4.6 j 3. 

Very bad 1 5.6 1 1.9 1 7.1 1 2.3 .... 2. .. 
No answer/don't know 19 86.4 2 40 5 27 .8 26 50 6 12.9 3 27.3 3 27.3 7 63.6 19 43.2 45 46. 

TOTl0. % 100 100 100 100 100 100 100 100 100 100 100 
TOTAL A 22 5 18 7 52 14 11 11 8 44 96 
BASE 22 5 18 7 52 14 11 11 8 44 96 



p ric e 1.8 ins u f fie i en t, ve r y bad 0 rei t h (' r ve r v ):( II 0 d (i n t \.J 0 i,l 0 S -

pitals. insufficiency of serVIces 18 mentioned by some indivIduals 

In minor/very minor and medium category, the largest percen~age of 

patients have stated the service/price comparison. 8S very good, 

while 1n serIous-very serious-hopeless cases, more patients have 

stated that the comparison 1S very good or medium. Patients in A 

category of socia-economic class, stated that the service/price 

comparison is medium, this evaluation changes 1n Band C category 

from good, very good and medium, and 1ncreases In D+E class to 

good categorization. The difference 1n A and D+E classes can be 
, 

associated with different expectations about hospital serVIces 

(Table 61). 

When satisfaction with the interest and quality of 

physicians was analyzed, it was observed (Table 62) that the 

highest percentage of patients found this serV1ce category as very 

goo d, and goo d (4 4 0 8 70 and 4 0 . 6 % res p e,c t i vel y ). The r ewe r e n 0 

patients who stated that service of physicians were very bad. In 

two of the foreign and minority hospitals, there were no patients 

who stated that the physician services were medium or insufficient. 

In proprietor-owned hospitals, the evaluation of physician services 

as medium or insufficient is higher than that 1n foreign and 

minority hospitals (Table 62). 

In minor or very m1nor cases, 50 % of the patients stated 

that services of physicians were very good, while in medium and 

serious category, the percentage of patients who stated as very 

good and good are the same, showing that as ser10usness of case 

category lncreases. patients become more critical of physician 

serV1ces (Table 63) 

It can be seen 1n TobIe 64, which present the evaluation of 

the services of the nurses by patients. that patients are less 

satisfied with these services than they are with the serVlces of 

physicians (Table 64). 

The highest percentage of patients stated that services of 

n u r s e s w ere "g 0 0 d " (4 3 • 7 5) f 0 1 lowed b y v e r Vi', (> (l d cat e g (1 r v (3 8 0 5 4 ) . 

In fact, there IJ21'S patients "Iho stateJ that nurses serVices were 

insufficient and very bad. In the 
. . 

two upper SOCia-economIC classes 

there were no patients who stated that nurses services were very 

bad, this can he due to the preferentiAl scrVlce ~'1ven by nurses 



TABLE 60- E'lALlATION Of THE REQCESTED PRICE LEVEL OF HOSPITALS BY PATIENTS -Tabulated by case severity and socio eco~omlC 
class 

IT,l:-:or 
'.'ery 

tnli.cr 

SerlOl!S 
1:lec i '':L very ser. Te tal A B c D+E Total 

C " C % 
hopdess 
C r C % C % C% -C-- % - C '" I. 

. c ._-;: --

Very good 
Good 
'1edium 
Insufficient 
Very bad 

-,,--,---_._ .. _----,._-----

No ans~er/don't kno~ 

TOTAt % 
TOTAL A 
BASE 

9 
5 
2 
1 

13 

1 
3.0 9 

16.7 6 
6.7 1 
3.3 4 

43.3 29 

100 
30 
30 

2 
18 
12 

2 
4 

58 

100 
50 
50 

4 
1 
4 
1 
6 

1 
25 
6.3 

16.5 
6.3 

24 

100 
16 
16 

------
1.0 

22 22.9 10 
12 12.5 "7 

7 7.3 
6 6,3 3 

48 50 16 

100 
96 
96 

27.8 1 
19.4 2 

5 
8.3 

44.4 12 

100 
36 
36 

5 
10 
25 

60 

100 
20 
20 

TABLE 61- EVAIXATIO}; OF SERVICES IN R,ELATION TO PAYMENT LEVEL - Tabulated by case severity and 

Very good 
Good 
'1edium 
Insuff ic ient 
Very bad 
~o answer/don't know 

TOTAL % 
TOTAL A 
BASE 

3 
10 

5 

12 

10 4 
33.3 10 
16.7 5 

1 
2 

40 28 

100 
30 
30 

8 
20 
10 

2 
4 

56 

100 
50 
50 

3 
2 
3 
2 

6 

18.8 11· 
12.5 22 
18.8 13 
12.5 3 

2 
33.3 45 

100 
16 
16 

11. 4 2 
22.9 4 
13.5 6 

3.1 
2.1 1 

46.9 23 

100 
96 
96 

5.6 
11.1 
16.7 

2.8 
63.9 

100 
36 
36 

3 
4 
4 
2 

7 

7.5 
20 
20 
10 

35 

100 
20 
20 

1 
3 
3 
2 
2 
5 

6.3 
18.8 8 
18.8 
12.5 
12.5 1 
31.3 15 

100 
16 
16 

1 
33.3 22 

12 
-, 
i 

4.2 6 
62.5 <'8 

100 
35 
24 

. . 
soclo-economl~ cases 

4 
4 
3 

1 
4 

25 2 
25 10 
18.8 

1 
6.3 

25 11 

100 
16 
16 

8.3 11 
l.fl.722 

13 
4.2 3 

" L 

45.8 45 

100 
24 
24 

1.0 
22.9 
12.:> 

7 .3 
6,3 

50 

100 
96 
96 

11,5 
22.9 
13 ,.5 

3.1 
2.1 

46,9 

lOG 
96 
9b 



TABLE 62- EVALUATION OF OliALITY A~D INTEREST OF PHYSICIANS BY PATIENTS (Tabulated by Hospitals) 

A 

A ;; A ----------- --- -- -- -

I/pr"",-- good 10 45.5 3 

Good 12 54,6 1 

1vlecium 1 

Insuff ic ien t 

~o answer/don't know 

TOTAL % 100 

TOTAL A 22 

BASE 22 

B c D 
---",---:------::::-----~-----:--------.. ----'-.. ----

Tctal F H I J Total Gi: ;:~.e ra 
. .,-------

% A A A ~ A % A % A ~ A ~ A ~ A ~ 

60 

20 

20 

100 

,­
J 

5 

7 

8 

2 

1 

38.9 4 

44.4 3 

11, 1 

5.6 

100 

18 

18 

--- ---, ---' ----

57.1 24 46.2 3 21.4 6 54.6 5 45.5 5 62.5 19 43.2 43 44.8 

42.9 24 46.2 8 57.1 3 27.3 3 27.3 1 12.5 15 34.1 39 40.6 

3 5.8 2 14.3 2 18.2 1 9.1 5 11.4 8 8.3 

1 1.9 1 9.1 2 25 3 6,8 , 4.2 q 

1 7. 1 1 9. 1 2 4 .. 6 '- 2.1 

100 100 100 100 100 100 lqO 100 

7 52 14 11 11 8 44 96 

7 52 14 11 11 8 44 96 



TABLE 63- n'A LL'ATI 0 1': OF OUALITY AKD IK'TEF'EST OF PHYS ICIPNS BY P ATIHi'TS tabulated by case severity and socio-economic 
class -

Very good 
Good 
Medium 

] nsuf f icien t 
\'ery bad 

1\0 answe r 

TOTAL % 
IOTAL A 
B.A_SE 

mlDor 
very 

rr:1Dor 

serlo~s 

illediC;I:". very ser. Tctal ABC I)..j..E 'iotal 
~e 1 e s s . ______ . _____________ ~ ____ .... ___ ... ..,.._._ 

c % C % C % C % C % C 10 C % C % ________ . _______ . __ "~_. " ________ .. ____ ~ ~,_ "~_.e<_.~' ~_. , __ 

100 
30 
30 

3 

100 
50 
50 

7 43.75 43 44.8 18 50 8 40 6 37.5 11 45.8 43 44.P 
7 43.75 39 40.6 15 41.67 7 35 7 43.A 10 41.7 3Q 40.6 

6.25 8 8.9 1 2.78 4 20 3 18.8 8 8.9 

100 
16 
16 

4 4.2 

100 
96 
96 

1 2.78 

100 
36 
36 

IOn 
20 
20 

100 
16 
16 

3 12.5 

100 
24 
24 

4 6.2 

100 
96 
96 

TABLE 64- EVALL:ATION OF SEPVICES OF NURSES OF HOSPITALS BY PATIDITS - tabulated bv case severity and socio-ecc'non·ic 
class -

I.'e ry good 14 46.671836 5 31.25 37 38.54 17 47.22 7 35_ 6 30 7 29.1 37 38.54 
Good 12 40 21 42 9 56.3 '42 43.75 14 38.89 10 50 8 40 10 41. 7 42 ':'3.75 
Medium 2 6.67 4 8 1 6.3 7 7.29 2 5.56 3 15 1 5 1 4.17 .., 7.29 I 

Ir:sufficient 1 3.33 4 8 1 6.3 6 6.25 3 8.33 3 12.5 6 6.25 
Very bad 1 33.33 3 6 4 4.17 1 5 3 12.5 I:, • 17 
!\o answer/don't knol-.' 1 1.04 '.l :. 0 17 1 1. OL. 

TOTAL % 100 100 100 100 100 100 100 100 100 
~cITAL A 30 50 16 96 36 20 16 F)i. 96 i..'-i 

RASE 30 50 16 96 36 2(1 16 2L Of 



to different group of patients as a result tht:, tipplOi! mechanism 

in practise. In hospital A. where specialized nurses are 

functioning due to the presence of the nurses' college, there were 

no patients who stated that services of nurses were medium, 

insufficient or bad. These three categorizations were more 

apparent in proprietor-owned hospitals showinV that dissatisfaction 

with nurses' services ~s greater In these hospitals (Table 65). 

When satisfaction of patients with the serVices of other 

medical personnel (para medical personnel workinr In the X-ray 

departments, laboratory. surgery, pharmacy) was analyzed, it was 

found that the majority of patients evaluated these serVIces as 

good. and none as very bad. Also, only a very small percentage of 

patients had no idea about the services of this paramedical group. 

No difference was observed in this category between the services 

of foreign-minority hospitals and proprietor-owned hospitals (Tab-

10 66). 

A large percentage of patients (20,8 %) In O+E 
. . 

SOCl0-economtc 

class, stated that serVIces of paramedical personnel were insuffici81 

(larger percentage than in any other group) (Table 67). 

Also, the O+E 
. . 

SOCIa-economIC group critical about th e 

serv~ces of non-medical personnel, although the majority of 

patients (45.8 !o) have found the services of non-medical personnel 

as good. The major critical group of these serVIces IS the D+E 

category (25 h). stating these serVIces as insufficient or very 

bad. Also, a large amount of criticism corne from the serious case 

category (18.8 % as insufficient and very bad). It IS possible to 

conclude that these two groups are more sensitive and dissatisfied 

with the serVIces of non-medical personnel. In only one foreign 

hospital C, serVlces of non-medical personnel were qualified as 

medium, insufficient and very bad. While In proprietor-owned 

hospitals, the percentage of patients In thesL' categories are 

higher, with dissatisfaction of patients greater In this second 

group than foreign-minority hospitals (Table 68-69). 



LE 65- EVAU'ATION OF SERVICES OF NlRSES BY PATIE1'-lS - tabulated by hospitals 

A B C D Total F H I J Total Cener< -"-,- -~'-""-.""""""'-

A % A % A % A % A % A ;; A % F, ic A "7 A % .. I:.\.. i 10 ---- --- "-- -- '--- - ,-, 
-~- ,--

y ~'ood 11 50 2 40 4 22.2 6 35.7 23 [14.2 ] 7,1 6 54,6 3 27.3 4 50 14 31.<3 :)7 38. 
God 11 50 2 40 10 55,6 1 14,3 24 ci6.2 9 64.3 4 36.4 4 36.4 1 12,5 18 40,9 l. 

e(~iurr. 2 11, 1 2 3.9 2 14,3 1 9.1 2 18.2 5 1L I~ 
-,..' . 

n::~:jI:tlC1.erjt. 1 20 1 5.6 2 3.9 1 7. 1 1 9.1 2 25 4 9.1 
er\" bad 1 5.6 1 1,9 1 7 . 1 1 9.1 1 12.5 3 6.8 
ansvE'r/don't 

k nOI,' 

:A1 ;; 100 100 100 100 100 100 100 100 100 100 101 
:A1. A 22 5 18 7 52 14 11 11 8 M 9, 
;E 22 5 18 7 52 14 11 11 8 44 9 

3LE 60-, EVAL'L'ATIOl\ OF T}1E SERVICES OF THE PAFA'fEDICAl GPOL"P BY PATIENTS - bv hospitals 

ry f:C r\d 10 45. S 4 22.2 6 85.7 20 38.5 1 7.2 4 36.4 2 18.2 3 37.5 10 22.7 W 31 
d 12 5 Li .6 5 8 44.4 1 14.3 26 50 9 64.3 5 45.5 4 36.4 1 12.5 19 / 1 'I '4 _ • ~ 45 46 

'1e ( i tlIT: 4 22.2 4 7. 7 2 14.3 2 18.2 3 27.3 7 15.9 1 1 ' . 
, 1 1 1 

Lns\.! ff ic ient 2 11. 1 2 3.9 1 7.1 1 9.1 4 50 6 13 ,6 t 8 
lery cad 

ar.s',,'e r / don! t 
kno\o." 1 7. 1 1 9.1 ') "',,6 

TAL :;; 100.1 100 99.9 100 100.1 99.9 100.1 100 100 100 lC 

TAl A 22 5 16 7 52 14 11 11 8 ' i !41.; 

ST~ '!') 5 18 7 52 '-- 14 11 11 8 LL 



TABLE 67- EVALl'?TIOK OF SERnCES OF PARA-MEDICAL PERSONNEL BY PATIENTS - tabulated by case severitv and socio-economic 
class 

Minor Serious 
very very ser, 

ffilnor Me d i urn hopeless Total A B C 1)+E Total 

C i. C % C % C % C % C % C i. C "1 C 
0, 

10 " --
Very .<;:c:od 10 33.3 15 30 5 31.3 30 31. 3 11 30.6 9 45 5 31. 3 5 "20.8 30 31. 3 

Goo·:; 16 53,3 20 40 9 56,3 45 46.9 20 55.6 5 25 6 37.5 13 54.2 45 L,6" 9 
Mea iur:: 2 6.6 8 16 1 6.3 11 11.5 4 11.1 5 25 1 6.25 1 4.2 11 11. 5 

Insuff ic ient 2 6.6 .5 10 1 6.3 8 8.3 1 2.7 1 5 2 8 5 20.8 8 8.3 
Very D80 2 4 2 2.1 2 8.1 2 2.1 
Don~t know/no answer 

TOTAL % 100 100 100 100 100 100 100 100 10,J 
TOTAL C 30 50 16 96 36 20 16 2" CJt 

BASE 30 50 16 96 36 20 16 24 06 

TABLE 68- EVAL~XTIOl\ OF SERVICES OF Nm~-r-~DTCAL PERSOl\NEL BY PATIENTS - tabulated by case severity and socio-econC'T':lc 
class 

i'ery 600d 8 26.7 12 24 5 31.3 25 26.0 9 ? " 5 25 5 31. 25 6 2" ..,e· 2f; . (' -) ,I :..) 

Good 12 40 24 48 8 50 4/-1 45.S 19 52.8 12 fJO 7 43.75 6 ')c 
L,O tiL !~ .~, 

Medium J 10 6 12 9 9.4 .., 56 2 10 4 25 1 ,~ ~ 2 9 9, -
Insufficient 2 6.7 ,') 10 1 6.3 8 8.3 3 8.3 1 5 4 16.7 8 f~ 

Very bac 2 12.5 2 2 . 1 :: 8.3 .c ? ]. 
Don't know/no answer 5 16.7 3 6 8 8,33 3 8.3 5 20.8 8 8. -::? 

T (IT A~ .. ~ 100 100 100 100 100 100 100 100 1 1\ ("\ 
L! "_ 

'101:'\1. C 30 50 16 9n 36 20 16 24 J (;, 

BAS :c 30 SO 16 96 36 20 16 24 Ok 



""'" 

LE 69- E\'AUATIOK OF SERVICES OF ~O~-~DICAl PERS01i1\El BY PATIENTS - by hospitals 

A B C D Total H 1 J Tctal Ge:-,eral ---- ~----

/". % P. ~ A .. 
A % A % A i: A "! A % A "7 A .- A 

w 
/, " 10 I, I, - -- ...--,. -- - -- -- - -- - -

.~} £ 2(,·j 10 45.5 3 10,7 5 71.4 18 34.6 1 7 . 1 3 27.3 3 37.5 7 15.9 25 26. (} 
\(j 12 54.6 5 100 5 27,8 2 28.6 24 46.2 9 64.3 5 45.5 5 45.5 1 12.5 20 45.5 4 L~ 45.8 
I i ,lIn 3 16.7 3 5.8 1 7.1 2 18.2 3 27.3 6 13 .6 ? 9.4 
.ufficient 2 11.1 2 3.8 2 14.3 4 50 6 13.6 8 8.3 
:'.' bad 2 11.1 2 3.8 2 2 . 1 
3flS'.d"r / 

1 I t n cn~" 3 16.1 3 5.8 1 7 . 1 1 9.1 3 27.3 ::i 11.4 8 2,. 

)LAY % 100.1 100 100.1 100 100 99.9 100.1 10n.1 100 100 Q(j C 

)LA~j A 22 5 18 7 52 14 11 11 8 4L 90 
;E 22 .5 18 .., - OJ 14 11 11 8 44 Qf: I )" 

31' 70- E\'AL[ATION OF MEDICAl E(lnpMI~T OF HOSPITALS BY PATIENTS - tabulated by hospitals 

[,' good 12 54.6 4 80 4 57.2 20 38.5 2 18.2 '" 4.6 22 22.~ L 

~cC"d 6 27.3 6 33.3 2 28.6 14 27 7 50 3 27.3 6 54.6 1 12.5 17 38.6 31 "" '"'l "' -'L.j 

<~~':.:i'Jm 1 4.6 1 20 4 22.2 1 14.3 7 13.5 2 14.3 2 18.2 2 18.2 1 12.5 7 15.9 1~ 14.6 
sc:fficient 3 13.6 5 27 ,8 8 15.4 4 28.6 2 18.2 3 37.5 9 20.5 17 17 .-; 
LY bad 

2:, s',,'e r / 
c; 1\_ knot.,l 3 16.7 3 5.8 1 7.1 4 36.4 1 9.1 3 37.5 9 20.5 12 12,) 

I,h: ~ 100 100 100 100 100 100 1()0 100 100 Inn lOe 
1:1 ~ ,\ 22 5 18 7 52 14 11 11 8 L~ qf 

S1 22 5 18 7 52 14 11 11 8 44 90 



The ~edical equipment were evaluated as good by 12.l Z of 

the pat.ients '~Jhl.1e 22.9 % of them evaluated them as very good. 

There were no patients who classified medical equipment as very 

bad (Table 70),. tn foreign -minorily hospitals the largest 

percentage (38.5 %) of patients stated that medical equipment was 

very good, while In proprietor owned hospitals, 58.6 % found 

medical equipment as good followed by 20.5 % considering them as 

insufficient. This IS a basic difference between two groups 

because most foreign hospitals acquired modern medical equipment 

with the assistance provided by 

proprietor-owned hospitals are 

foreign governments, whereas 

restricted financially In acqulzl-

tion of modern equipment. Dissatisfaction with equipment is most 

apparent In hospitals F and G which are general hospitals. An 

interesting point in Table 71 IS that more than any other category, 

the D+E group have found the medical equipment of hospitals as In-

sufficient. So, gOIng 

medical equipment of 

from group A to E, dissatisfaction with 

hospitals Increases (Table 70, 71). 

When the hospitals are compared on the basis of serVIces as 

room, bed, toilet, telephone, it was found (Table 72) that most 

patients 49 Z found these services as good, followed by 32.3 % who 

found them very good. There was not much difference between 

hospitals on the qualification of these serVlces except one 

foreign hospital C which was criticised on these serVlces by most 

a f 't he pat i e n t s (3 3 . 4 :z fa u n d the s e s e r v 1 c e s as ins u f f i c i e n tan d 

very bad). Also, one proprietor owned hospital J was classified as 

insufficient on these serVIces by 37.5 Z of the patients (same 

percentage as those who evaluated the services of the same hospital 

as very good). Patients, 1n mInor, and very mlnor categories 

became more critical of these serVIces (showing that as case 

severity decreases, serV1ces other than medical care galn Impor­

tance). The same pattern of criticism is apparent In D+E category, 

the criticism fnr these serV1ces Increases as we move from A to 

D+E socia-economic class (Table 72, 7j). 

The gen~ra1 attention, upkeep and cleanliness of hospitals 

were found good by 41.7 % of the patients, while 31.3 % of 

patients, found these serVIces very good. In foreign-minority 

hospitals these serVLces were found very good by 42.3 % of 

pat i e n t s v: h i 1 (' l '1 i s per c " [1 tag I:' f ell L n PI 0 \) r- i " lor - () WIle d h 0 S !J its. 

In proprietor Ol-l!1t2d hospitals, the percentage of patients '-lho 

found these serVIces as medium, insufficient and very bad was 



TABLE 7l~ EVALUATION OF HEDICAL EQrIP~lENT OF HOSPITALS BY PATIENTS - tabulated by case severi ty and socia-economic clasl 

--,--.",-.. -,-~----,--
lC'lnOr SlOflOUS 

\E: ry 1:;f:d i ti:: \' t rv s er . Total A B C D + E 'Tc. ... tcl 
J::1Cicr hC?eless 

C ;: C ~ C "7 C-;;-_· c " c ~ c '" -c-Y'''' c "" I, I, I, i, 10 I, -- - ---. -- --, - --- -, -- - ,,--- - ---- -, --- - .. -~'---

Very good 6 20 10 20 6 37.5 22 22.9 12 33.3 5 25 3 12 2 8.3 22 22. ( 
Good 11 36.6 16 32 4 25 31 31. 3 15 41. 7 10 IJ,O 4 16 2 8.3 31 32.: 
!'tedium 14 13.3 8 16 2 12.5 14 14.6 5 13.9 3 12 2 8 4 16.6 14 14.~ 
ins u f fie i e n t 4 13.3 11 22 3 18.75 17 17.7 1 2.8 4 16 12 50 17 17. 
very bad 
don't know/no answer 5 16.7 5 10 1 6 12 12.5 3 8.3 2 8 3 18.75 4 16.7 12 12., 

TOTAL % 100 100 100 100 100 100 100 100 1-00 
TOTAL A 30 50 16 96 36 20 16 24 96 
BASE 30 50 16 96 36 20 16 2!+ 96 



ABLE 72- EI'ALUATIOK OF SERVICES OF HOSPITALS AS ROOM BED TOiLET TELFPHO~E tabulated bv hospitals 

A B C D Total H J J Total Ge:Jera 

p- % A 
., 

A '" A % A !: A ;; A v; A 
., ., ... 

/, h 
A A .t.. k 10 /, r'. /, h - _._- -- -- - -- - -

e ry good 12 5':'.5 2 11.1 5 71.4 19 36.5 1 7.1 5 ':'5.5 3 27 .3 3 37.5 12 27.3 31 32.: 

Good 10 45.5 4 80 8 44.4 1 14.3 23 44.2 12 85.7 6 54.6 4 36.4 2 25 24 54.6 47 49 

led ium 1 20 2 11.1 1 14.3 4 7.7 1 7 .1 3 27.3 4 11.4 8 8. : 

:r.sufficient 3 16.7 3 5.8 3 37.5 3 6.8 6 6. : 

'ery bad 3 16.7 3 5.8 3 3. : 

;0 ansvlerl 
lon't knov,' 1 9.1 -1 , 

f(,TAl % 100 100 100 100 100 99.9 100.1 100.1 100 100.1 'I r. I' 
.1..\_ J 

[ClIAL A 22 5 18 7 52 14 11 11 8 44 ?6 

3PSE 22 .5 18 7 52 14 11 11 8 tIt., 96 



TABLE 73- E\"AltATlON OF SERVICES OF HOSPITAl_S LIKE ROO~1, BED, TOILET, TELEPHONE -tabulated by case severity and :;oc]O-
economic class -

rr.l::or serlOUS 
\'cry ;:Jed i UIT. \'cry SEr, Total A B C r ... E Tc La 1 

ITll:lOr hoteless 
C ~ C '" C ~ C % C '" C 

~ 

C ;; C 4 '-C---r-
10 /, /, /, " 

-~----- ----------- ------------- ---~ -- -.-

very good 4 13.3 22 44 5 31.3 31 32.3 14 38.88 7 35 5 25 5 20.8 31 32.3 
good 20 66.66 20 40 7 43.8 47 49 16 44.44 12 60 9 45 10 41. 7 47 49 
cedium 1 3.33 5 10 2 4 8 8.3 6 16.7 1 5 1 5 8 8.3 
i:,sufficient 3 10 3 6 6 6.3 6 25 6 6.3 
very-bad 1 3.33 2 4 3 3.1 1 5 2 8 " ~ .5 3 3.1 
no answer/don't know 1 3.33 1 1 1 4.2 1 1 

TOTAL % 100 100 100 100 100 100 100 100 100 
TOTAL A 30 50 16 96 36 20 16 24 96 
BASE 30 50 16 96 36 20 16 24 qf, 



higher than that 1n foreign and mLnoTlty owned hospitals (Table 

14). The minor/very m1nor case category was more critical of these 

serV1ces thsn serious. very serious and hopeless categories. also 

as we move'from A to D~E socia-economic class, criticism Increase, 

showing that these two groups, (minor case category and lower 

socia-economic class) are more critical of serV1ces other than 

medical ones (Table 74, 75). 

The location of the hospital was found to be good by 49 % 

of the patients. two hospitals (A and J) which are located on the 

same site, received the same kind of criticism as being insuffi­

cient and very bad. Also, the maternity hospital was found to be 

located on a somewhat unsuitable site by a large percentage of 

consumers (18.2 %). The D+F category did not have criticism on the 

site of the hospital, but A, B. c . . 
SOC10-economlC classes appear to 

be more critical on this attribute (Table 76, 77). 

When the patients were asked to compare the present hospital 

with the other hospitals that they were acquianted with, the 

results showed that Ln general the present hospitals were found to 

be good by 37.5 % while 1n foreign-minority hospitals an equal 

percentage of patients found present hospitals very good and good. 

None of the patients found the hospital as very bad compared with 

the other hospitals that he knows. An interesting factor 1S that 

the majority of patients in D E 
. . 

SOClo-econom1C class ( 37. 5 %) have 

found the present hospitals as inferior compared to those hospitals 

that they know. The same criticism appears 1n the minor and very 

minor case category Cfable 78, 79). 

Patients, stated that private hospital serVices are in 

accordance with the recommendations of their acquiantances. Most 

of the patients stated that serVlces of these hospitals can be 

evaluated as good in face of the recommendations. The percentage 

of patients who state that serVIces are medium IS second. For 

[orpign, minorirv hospitals, serVIces of these hospitals are stated 

as very good (30.8 %) by a larger percentage of patients than the 

proprietor-owned hospitals. So. it lS possible to state that 

services of private hospitals (especially foreign-minority owned) 

are 10 accord2ncc hlith thi' genera1 expectacions of the p;;L,cilt'i 

\.J hen com par e d ,,11 t h the r e C a IT! Tn end a t ion S 0 f the ira c q II ian tan c e s. 'j' h e 

high percentage of serIOUS. very serious and hopeless cases have 

stated t~at the hospital serVlces are insufficienc when_compared 



ABlE -4- E.A.U·ATIOK or THE GE~.;'EPAL ATTn:nOK [P. KEEP AND ClEAKLIl\'ESS or HOSPITALS BY PATIEKTS - tabulated bv hospitals 

A B C D Tcta1 E I 1 Total Ger!Era >.J ----- ------
~b.. 

o. 
A "7 A io A '" A '" A 0/ A '" A ;; A io A 

w- A '" I, /, ,. /, h /, /, I, ._- -. ---'- -- -- .--- - --- - --- ---" 
e rv ,:ocd 16 72.7 20 3 16./ 2 28.6 22 42.3 2 14.3 1 9.1 2 18.2 3 37.5 8 18.2 30 31 . ~ 

ooci 5 22.7 3 60 -0 38,9 2 28.6 17 32.7 10 71.4 7 63.6 5 45.S 1 12.5 23 52.3 40 41. i i 

eClL'-:-' 1 4.6 1 20 3 16.7 1 14.3 6 11.5 ') 14.3 3 27 .3 5 11.4 11 n.s '-

ns uf = i ien t 3 16.7 1 14.3 4 7.7 3 27 .3 4 50 7 15.9 11 11.5 

erv ad 2 11. 1 1 14.3 3 5.8 3 3.1 

::> a::s'wer/ 
::lD't kno\,,:' 1 9.1 1 2.3 1 1.0 

'Cr-fJ:.: n 100 100 100.1 100" 1 100 100 10(1 .1 100 100 100 lOC 

'0:~' .~ 
')') 
... L 5 18 7 52 14 11 11 8 44 96 

ISE 22 5 18 7 52 14 11 11 8 44 96 



TABLE 75- EVALUATION OF THE GENERAL ATTEl:\TION~ CP KEEP AJ:..v CLEANLINESS OF HOSPITALS BY PATIENTS - Tabulateci by case 
severi y and socio-economic class ~ 

--------~----------------~----------------------------------------------------------IT.lnOr serlOUS 
,'en' ~led ~l:IT, \'€ory se.r. Total ABC D + E Total 
ITl~Or hopeless 

C ;; C ;; C % C % C ;; C /: C % c'-;; c :z ------------------------- ----~ 

Very good 6 20 22 44 2 12.5 30 31.3 16 44.4 9 45 4 25 1 4.2 30 31.] 

Good 18 60 17 34 5 31.3 40 41.7 14 38.8 8 40 8 50 10 41.7 40 41.7 

''1edium 2 6.7 5 10 4 25 11 11.5 6 16.2 2 10 1 6.3 2 8.3 11 11.5 

Insufficient 2 6.7 4 8 5 31.3 11 11.5 2 12.5 9 37.5 11 11.5 

Very bad 1 3.3 2 4 3 3.1 1 5 1 6.3 1 4.2 ~.l 

No answer/don't know 1 3.3 1 1.0 1 4.2 1 1.0 

TOTAL % 100 100 100 'lOa 100 100 100 100 100 

IOIAL A 30 50 16 96 36 20 16 24 96 

BASE 30 50 16 96 36 20 16 24 9f 



TABLE 76- E\'AlrATI01\ OF THE LOCATI01\ OF THE HOSPITALS BY THE PATIENTS - tabulated by hospitals 

A B C D Total H I J Total Gener 

P. i. A '" A "7 A i: A J: A % A % A % A i, A 
07 

A /, h /, -- - -- -- - - -_. - ---
\'ery ?eed 10 45.5 5 27.8 4 57.1 19 36.5 4 36.4 3 27.3 3 37.5 10 22. 7 29 3() 

Geed 8 36.4 I~ 80 9 50 1 14.3 22 42.3 14 100 6 54.6 5 45.5 25 56.8 47 <'.9 

Me d i un: 2 9.1 1 20 4 22.2 7 13.5 1 9.1 1 9.1 3 37.5 ,. 
J 11. 4 12 12 

Insufficient 1 4.6 2 28.6 3 5.8 2 18.2 1 12,5 3 6,8 6 6 

\'erv bad 1 4.6 1 1.9 1 12.5 1 ' 1 L.~ 2 2 

~\O ansv.~er/ 

d 011 ! t k n 0\,' 

TOTAL % 100 100 100 100 100 100' 100 100 100 'lOn 10' 

TOTAL A 22 5 18 7 52 14 11 11 8 4 Q, 

BASE 22 5 18 7 52 14 11 11 8 6/ .4 9 



TABLE 77- EVALL'ATION OF THE LOCATION OF THE HOSPITAL BY THE PATIENTS - Tabulated by case severity and socio-economic cIa 

IDlnor serious 
"\' E: r)' e,E: d i \..:::;- V e r y s e r . T Q tal ABC D + E Tot a 1 

IDlnor hopeless 
C % C 10 C ;;: C % C ;; C i; C i; C J; -C~ -.--------- -- -- '-- - --- - --_. -- -- - --- - --- - --- ,----' - ._-

~ery good 12 40 11 22 6 37.5 29 30.2 11 30.6 7 35 3 18.8 8 33.3 29 30.: 

Good 15 50 25 50 7 43.8 47 49 19 52.8 3 15 11 68.8 14 58.3 47 49 

~edium 2 6.7 8 16 2 12.5 12 12.5 3 8.3 6 30 1 6.3 2 8.3 12 12. 

I' ery bad 1 3.3 1 12.5 2 2.1 2 10 2 2, 

Insufficient 6 12 6 6.3 3 8.3 2 10 1 6.3 6 6. 

~o answer/don'c know 

TOTAL % 100 100 100 100 100 100 100 100 10C 

TOTAL A 30 50 16 96 36 20 16 24 96 

SASE 30 50 16 96 36 20 16 2i, 96 



ABl E 7b- cnt-1PAF.ISOt\ (IF THE SERVTCES OF THE PRESENT HOSPITAL WITH OTHER HOSPITALS - tabulated bv hospitals 

11 B C D Total H I J Total Ge:lera -- ----
P. % A 

~ 

11 ;; A '" A '70 A ic 11 10 A ~ A ;; 11 % 1\ 10 /c I, -- --- - - - -- --~. 

e r: " ("':':; 10 1..5 5 20 I~JI 22.2 ,~ 57 " 1 19 36,5 ]. 7 .1 1 9.1 1 9.1 2 25 .5 lL4 OJ I 
..... -, ~2S 

eood 10 45.5 3 60 3 16.7 3 42.9 19 36.5 7 50 5 45.5 5 45.5 17 38 36 

!,1e eli um 1 20 4 22.2 5 9.6 2 14.3 2 18.2 3 27.3 6 75 13 29.5 18 12-. 

Insufficient 2 9.1 4 22.2 6 11.5 1 7.1 2 18.2 2 18.2 5 11.4 11 11. 

Verv bad 

No ans\,er / 
don It kno'\>,' 3 16. 7 3 5.8 3 21.4 1 9.1 4 9.1 I 7. 

TOTAL ~~ 100 100 100 100 100 100 100 100 100 100 lOe 

TOTAl \ 22 5 18 7 l"\ 
C;'I 
~ "- 14 11 11 8 44 9E 

BASE 22 5 18 7 52 14 11 11 8 44 9E 



.-----~-.--.. ---- .. 

TABLE 79- CO~PARISON Of IHE SERVICES OF THE PRESEKT HOSPITAL WITH OTHER HOSPITALS - Tabulated by case severity and SOCI0 
economic class 

.. _._---
11: 1 nor serlOUS 
\'E ry wt'cJ iUIT. very ser. Total A B e D+E 10 ted 

ITlilOr hOEeles~ 
C % C 

., 
C % C % C 10 C % C % C· h- e ;; 10 -- -- ---- - --- - --- -- --- -- ---- -- ,--- - .. -- ._---

rcry good 8 26.713 26 3 18.8 24 25 10 27.8 5 25 3 18,8 6 25 24 25 

Cood 14 46.7 16 32 6 37.5 36 37.5 16 44.4 13 65 6 37,5 1 4.2 36 37.5 

~1ed ium if 13.3 8 16 6 37.5 18 18.8 4 11.1 1 5 7 43.8 6 25 18 18.8 

Insufficient 4 13.3 6 12 1 6,3 11 11.5 1 2.8 1 5 9 37.5 11 11.5 

Very bad 

Ko ans~er/don't know 7 14 7 7.4 5 13.9 2 8.3 ~ 

I • -4 I 

TOTAL % 100 100 100 100 100 100 100 100 100 

TOTAL A. 30 50 16 96 36 20 16 2L 96 

EASE 30 50 16 96 36 20 16 21.: 96 



..... 

E 80- E\'AU'ATIOK OF HOSPITALS SERVICES IN RELATlOl\ TO TIE RECOJ>NEt-.'1lATIONS OF ACN'IANTAKCES. - tabulated by hospitals 

A B C D Total H 1 J Total GenE:::al ----- _. ,----
/'. i. A i; A 10 A i: A % A i: A "i A % A '% A 4 A % " --- - -- -

good 9 40,9 1 5.6 6 85.7 16 30.8 1 7.14 1 9.1 1 9.1 2 25 5 11.36 21 21" 9 
od 8 36.4 !. 80 4 22.2 1 14.3 17 32.7 8 57.1 6 54.5 6 54.6 20 45.5 ':i -: 

._' I 38.5 
diurn 5 22.7 1 20 9 50 15 28.8 2 14.3 4 36.4 3 27.3 5 62.5 14 31.8 2':1 30.2 
ff iciE:n t 4 22.2 4 7.7 2 14.3 2 4.5 6 6.25 

bad 

nswerl 
t knm,' 1 7 .14 1 9.1 1 12.5 3 6.8 3 .J 1 

L % 100 100 100 100 100 100 100 100 100 100 100 
L A 22 ". ..J 18 7 r ? 

) •. 14 11 11 8 ,~4 96 

22 5 18 7 52 14 11 11 8 / . 
"{~I 96 



TABLE 81- EVALrATlON OF HOSPITAL SERVICES IN RELATION TO THE RECOM:'1ENDATIONS OF ACQ1JIANTANCES - Tabulated by case severity 
and socio-economic class 

----,----------",-,------

Vecy good 

Good 

Medium 

Insufficient 

Very bad 

1\:0 answer Idon v t knm, 

TOTAL % 

TOTAL A 

BASE 

. . 
miTIOr serl0US 

\"er)" meGlUQ Yery ser Total A B c D+E Total 
mi~ ~o?e1ess 

C % C % C % c '" /, c % c---r- c '" 10 
-c---T-

7 23.3 10 20 

13 43.3 17 34 

6 20 20 40 

2 6,7 4 8 

'I 
"- 6.7 1 2 

100 100 

30 50 

30 50 

4 25 21 21.9925 7 35 

7 49.8 37 38.5 17 47.2 10 50 

3 18.8 29 30.2 6 16.6 3 15 

2 12.5 6 6.3 4 11.1 

3 31 

100 

16 

16 

100 

96 

96 

100 

36 

36 

100 

20 

20 

4 25 1 4.2 21 2l.9 

6 37.5 4 25 :3 7 38, .) 

2 12.5 18 75 29 3().2 

2 12.5 6 6.3 

2 12.5 1 4.2 3 3.1 

100 100 100 

16 24 96 

16 24 96 



with the recommendations of their acquiaotances (Table dO, Hl). 

TABLE 82- SERVICES WHICH HAVE THE HIGHEST PERCENTAGE OF THE SAMPLE 
IN EACH EVALUATIVE CATEGORY 

44,8 % 

48.9 % 

12.5 % 

6.3 % 

3.1 % 

44.8 % 

Quality of physician services 

Room-bed, toilet, telephone services 
the location of the hospital 

The quality of medical equipment 
services of the hospital when compared 
with other hospitals 

The quality of medical equipment 
services of the hospital when compared 
with other hospitals 

The requested price level of hospital 
serVlces 

The requested prIce level of hospital 
serV1ces 

(very good) 

(good) 

(medium) 

(insufficient) 

(very bad) 

(do not know) 

* Table 82 1S summarization of Tables 83-88 which show' the 
percentages of the sample that place hospital serVices 10 each 
evaluative category. 

The above table 1S gIven to show which serVlce categories 

have the highest percentage 1n SIX evaluative category. As can be 

seen, the "very good" evaluation is earned by the highest percent­

age only in the case of physicians serVlces. 

Patients are satisfied with room, bed, toilet, and telephone 

services of the hospital together with the site of the hospital. 

The quality of medical equipment and services of the hospital when 

compared with other hospitals are stated as insufficient or 

medium. The major criticism IS on the price level of th0 hospitals. 

So requested price level of hospital serVIces is the major factor 

that leads to complaints " OJ. the patients ( i t 1 S important to n () t t' 

that serVIces compared I,vith payment levpl is not a major critical 

factor: 

The below table shows the satisfaction level of patients 

ass a cia t Ie' d \V L l!1 e a t:fl i n d i v i d u a 1 has pit il 1 ( 'j a b ] e I) <) ) • 



~ABU:: 83- THE PERCEl'-l'TAGE OF THE SA}..fPLE THAT PLACE HOSPITAL SERVICES IN VERY GOOD CATEGORY - Tabulated by hospitals 

ABC D Tot a 1 F H I J Tot a l---C~ :; era 1 

K19 A h A --- -- -----

Services i~ relation to 
pa:r:Tient level y 

The r2ques(~d price level x 
The interest and quality of 

physicians 0 
The interes and quality 

of nurses 1 
The interest and quality of 

medical personnel 2 
The interest and quality of 

other personnel 3 
Medical capacity equipment 4 
Room, bed, toi Ie t te lephone 

and like services 5 
General care and clean-

liness 6 
The site of the hospital 7 
This hospital corr:pared 

with others that you know 8 
Ihis hospital compared to 

the recom~-,endation of 
acq~ianta~ces 9 

10 

11 

10 

10 
12 

12 

45 . .5 

.50 

4.5.5 

45.5 
54.6 

54,6 

16 72.7 
10 45,5 

10 45.5 

9 40.9 

J 

2 

4 

1 

1 

% 

60 

40 

80 

20 

20 

A 
., 
10 A /t A % A 

- ----
% A ;: A % A % A % A ;: ---- -- --- -- --- -- ----- ---- -----, -~ ~---"'- ~-~ .. ----

3 16.7 5 71.4 8 15.4 1 

7 

4 

4 

3 

2 

3 
5 

4 

1 

1 

38.9 4 

22.2 6 

22.2 6 

16.7 .5 
4 

11.1 5 

16.7 .5 
27.8 4 

22.2 4 

5.6 6 

14.3 1 

.57.124 

42.9 24 

42.9 20 

71. 4 18 
.57.1 20 

71.4 19 

71 .4 25 
57.1 19 

57.1 19 

42.9 16 

1.9 

46.2 

46.2 

38.5 

34.6 
38.5 

36.5 

48.1 
36.5 

36.5 

30.8 

3 

1 

1 

1 

1 

2 

1 

1 

7.1 1 

21.4 

7.1 

7.1 

7.1 

7.1 

14.3 

7.1 

7.1 

6 

6 

4 

3 
2 

5 

1 
4 

1 

1 

9.1 

54.6 

54.6 

36.4 

27.3 
18.2 

45.5 

9.1 
36.4 

9.1 

9.1 

5 45.5 

3 27.3 

2 18.2 

3 27 .3 

2 18.2 
3 27.3 

1 9.1 

1 9.1 

1 12.5 3 

5 

4 

3 

3 

3 

.3 
3 

2 

2 

62.5 19 

50 14 

37.5 10 

37.5 7 
2 

37.5 12 

37.5 8 
37.5 10 

25 5 

25 5 

6.8 11 

1 

43.2 43 

2.3 38 

22.7 30 

15.9 25 
4.6 22 

27 . 3 31 

18.2 33 
22.7 29 

11.4 :24 

11.!'" 21 

11.5 

1.0 

44.8 

39.6 

31.3 

26.( 
22. ~ 

32. : 

3'-1. L 

30. : 

-) = 
~ -' 

, ' 



BLE 84- THE PERCENTAGE OF THE SAclv\.PLE THAT PLACE HOSPITAL SERVICES IN "GOOD" CATEGORY. - tabulated by hospitals 

A B C D Total F H 1 J Total ---
K20 A % A /, A % A 10 A % A % A % A % A 10 A % 

~r:eral 

A >::; 

" --~- ---- ~--. -- - --- - -- - --- - -. -- - --- - --- -. --. - .--- --
~rvices in relation to 
payment le'vel 

ne requested price 
level 

he interest and quality 
of physicians 

he interest and quality 
of nurses 

he interest and qualitv 
of medical personnel 

h~ interest and quality 
of other personnel 

iedical capacity, 
equipment 

.oom, bed, toilet te1efon e 
and like services 

~eneTal care and 
cleanliness 

'he site of the hospi ta 1 
'his hospital compared 

with others that you 
knOl, 

:his hospital compared to 
the recommendatior:s of 
acqiantances 

y 

x 

2 

1 
"'-

9,1 2 40 

4,6 2 40 

o 13 59.1 1 20 

1 11 50 2 40 

2 12 54.6 5 100 

3 12 54.6 5 100 

4. 6 27.3 

5 10 45.5 4 80 

6 5 22.7 3 60 

7 8 36.4 4 80 

8 10 45.5 3 60 

9 8 36.4 4 80 

4 22,2 2 28.6 10 19.2 3 21.4 4 36.4 3 27.3 10 22.7 20 20.8 

5 27.8 4 57.1 12 23.1 2 14.3 1 9.1 3 27.3 2 25 8 18.2 20 20.8 

8 44.4 3 42.9 25 48.1 9 64.3 3 27.3 3 27,3 1 12.5 16 36.4 41 

10 55.6 1 14.3 24 46.2 9 64.3 4 36.4 4 36.4 1 12.5 18 40.9 42 

8 44.4 1 14.3 26 50 9 64.3 5 45.5 4 36.4 1 12.5 19 43,2 45 

5 27.8 2 28.8 24 46.29 64.3 5 45.5 5 45.5 1 12.5 20 45.S 44 

6 33,3 2 28.8 14 26.9 7 50 3 27.3 6 54.6 1 12.5 17 38,6 31 

8 44.4 1 14.3 23 44.2 11' 85.7 6 54.6 4 36.4 2 25 24 54,6 47 

7 38.9 2 28.6 17 32.7 10 71,4 7 63.6 5 45.5 1 12,5 23 52.3 40 

9 50 1 14.3 22 42.3 14 100 6 54.6 5 45.5 25 56.8~· 

3 16.7 3 42.9 19 36.5 7 50 5 45.5 5 45.5 17 38.6 36 

4 22.2 1 14.3 17 32.7 8 57.1 6 54.6 6 54.6 20 45.5 37 

42.7 

43.8 

46.9 

45.8 

3? ':( _.J 

48.9 

41.7 

'Q G 
-+ u ~ .. ' 

37 .: 

38,1:: 



TABLE 85- TEE PERCE1\IAGE OF THE SA"fPLE THAT PLACE HOSPITAL SERVICES IN "MEDIUM" CATEGORY 

Services in relation to 
payment level 

The requested price 
level 

The interest and quality 
of phys icians 

The interest and quality 
of nurses 

The interest and quality 
of medical personnel 

The interest and quality 
of other personnel 

"1edical capacity 
equipment 

Room, bed, toilet, 
telephone and like 
ser\' lees 

General care and 
cleanliness 

The s~te of the hospital 
This 2spital compared 

~ith others that you 
k TiC ',,: 

This jospital compared 
to the recommendations 
of sccpia:;tances 

A B 

K21 A ;; A ;; A -----------

C 

c­
/, 

D Total F H 

A /, A ;; A % A % ---------------
y 1 20 2 11.1 3 5.2 1 9.1 5 45.5 

x 

o 

1 

2 

3 

4 

5 

6 

7 

8 

9 

1 

1 

1 

1 

2 

1 

1 20 

1 20 

4.6 

4.6 

4.6 1 20 

4.6 1 20 

9.1 1 20 

4.6 1 20 

1 20 

1 20 

1 5.6 1 14.3 3 5.8 1 9.1 4 36.4 

2 11.1 

3 16.7 

4 22.2 1 14.3 

2 11.1 1 14.3 

1 5.6 

4 22.2 

1 5.6 

1 l.9 2 18.2 1 9.1 

1 9.1 2 18.2 

3 5.8 2 18.2 3 27.3 

4 7.7 2 18.2 1 9.1 

6 11.5 2 18.2 

4 7.7 3 27.3 

3 5.8 3 27.3 

2 3.9 3 27.3 1 9.1 

5 9.6 2 18.2 3 27.3 

2 3.9 3 27.3 

I 

A ;; 

1 l2.5 

J Total General 

A % A % A ;; 

8 18,2 14 3L817 17.8 

7 15.9 12 27,3 15 15,6 

5 11.4 8 18.2 0 9.1 

5 11 8 18.2 F 8.3 

t:: 
oJ 

3 

3 

3 

11.4 e 

6.E 7 

6,8 q 

f, . 8 7 

8.3 

7.3 

o '1 
~I • ,,;... 

, . , . -

3 6.8 6 6.: 

::, 9.1 r:., 6 .. 

5 11.6 10 10.: 

3 6.8 5 5. 



:ABLE 86- THE PERCENTAGE OF THE SAHPLE THAT PLACE HOSPITAL SERV!CES IK "IKSUFFICIENTt! CATEGORY - tabulated by hospitals 

A BCD Total F H I __ J ___ Total > > Gene::a1 

K 22 A % A % A % A % A % A % A % A % A % A % A ~ • _ _ ____________ -- --- - _________ • n-., ___ ,.... _", -'-_.-__ 

;ervlces in relation to 
Hly;:nem :I eve 1 y 1 5.6 1 1. 9 1 9.1 1 2.3 2 :2.1 
fh e ;: e q U f". S 1: c: C' p rice 

leh'l )( 1 5.6 1.9 1 9.1 1 9.1 2 4,6 3 3.1 
The interest and quality 
of physicia~s 0 1 5.6 1 1.9 1 9.1 1 2.3 2 2.1 
The interest and quality 
of nurses 1 1 5.6 1 1.9 1 7.1 1 9.1 2 4.6 3 3.1 
The in:erest and quality 
of rne~ical personnel 2 2 11.1 2 3.9 1 7.1 1 2.3 3 3.1 
TIlE i"terest and 
qualitY' of ether 
~ersonnel 3 2 11.1 2 3.9 2 14.3 24.6 4 4.2 
Medical capad ty 

equiD~ent 4· 2 11.1 2 3.9 2 14,3 2 18.2 4 9.1 6 6.3 
Room, bed, [nilet, 
tele ('ne anc: like services 5 3 16.7 3 5.8 3 3.1 
~enera: care and 
~leap.i~ess 6 3 16.7 3 5.8 ? 3.1 
Tht;~ 5:_ t:." of the 

hospital 7 1 4,6 2 28.6 3 5.8 1 12.5 1 2.3 ~ 4.2 
Th is hosp i ta compared 
with ethers that yOU 

kno~ 8 2 11.1 2 3.9 1 7.1 2 18.2 1 9.1 4 9.1 6 6.3 
This hospiLl1 cor;;pared 
tc the rec(~~endations 
of accuisG' ~ces 9 4 22.2 4 7.7 1 7.1 1 2.3 5 5.: 



LE 87-- THE PERCENTAGE OF THE SAl-PLE THAT PLACE HOSPITAL SERVICES IN "VERY BAD" CATEGORY - tabulated by hospitals. 

:vices in relation 
pa:vmen t leve 1 

! reouested price 
leI 
e interest and quality 
phvs icians 

e nterest and 
al ty of nurses 
e nterest and quality 
paramedical personnel 

e interest and quality 
other personnel 

dica1 capacity 
uinrnent 
on:, bed, t 0 i 1 e t 

ler,hon c and 1 ike 
['Vlces 
neraJ ,'are and 
e an 1 i rlE S S 

e site of the 
,spital 
is hospital compared 
th oth€rs that yc'u 

10\,-

Ii", hospita 1 compared 
ri-, E: recormnendat ions 
Cl c: q t'-ian tan c e s 

K.23 A 

v 

x 

0 

1 

2 

3 

t:., 

5 

6 

7 

8 

9 

---~-

A B C D Total F H 1 J Total General ----. 
% A % A ~ A %- A % A % A % A ~ A % A % A ~ -- - --- - --- - - --- - - --- - ,--- -' ---

I 5.6 1 1.9 1 7.1 1 2.3 2 2.1 

1 5.6 1 1.9 2 18.2 2 4.6 3 3.1 

1 5.6 1 1.9 1 1.0 

1 5.6 1 1. 9 1 1.0 

2 11.1 2 3.9 :2 2.1 

1 4.6 1 2.3 
,-, 

2. 1 , 1 1. 9 1 9.1 



1:'J3L£ 88- THE PERCD~TACE OF THE SAl-PLE THAT PLACE HOSPITA.L SERVICES IN "DO NOT KNO\.l" CA.TEGORY - tabulated bv hospitals 

A BCD Total F H I J Total Genera -----
2 '" ~ A ~ A ~ A ~ A "7 A "I A "J A '" A ~ A ~ ~ o· ~ ~ __ /~ _ __ __ 1, _ _ "_' _/,_, __ __ 1, _ _ __ 1< _ _ _ 1_" _. ___ " ___ _ 1, __ J:1_~ __ ~ __ /,_" __ ~ !~ 

Services in relation 
to payment level v 19 86.4 2 40 5 27.8 26 50 6 42.9 3 27.3 3 27.3 12 27.3 38 39.6 
":l1e requested price 
level x 19 86.4 2 40 6 33.3 27 51.9 9 64.3 4 36.4 3 27.3 16 13.6 ~3 44.S 
'I'h e in t ere s t and qua 1 i t Y 
of physicians 0 1 4.6 1 1.9 1 7.1 1 9.1 2 4.6 3 3.1 
Tne interest and quality 
of n u rs es 1 1 7. 1 1 9 . 1 1 2 . 3 1 . 0 
The interest and 
quality of paramedical 
~ersonnel 2 1 7.1 1 9.1 2 4.6 2 2.1 
The interest and quality 
of other personnel 3 2 11.1 2 3.9 1 7.1 1 9.1 4 36.4 6 13.6 8 8.3 
Medical capacity 
equipment 4 4 18.2 3 16.7 7 23.1 1 7.1 4 36.4 3 27.3 8 18.2 15 15.6 
Roo~, bed, toilet 
telephone and like servo 5 1 9.1 1 2.3 1 l,n 

General care and 
clea"liness 6 1 9.1 1 2.3 1 1.0 
The site of the 
hospital 7 2 9.1 213.5 j 2.1 
This hospital corpared 
~ith others that you 
k I1 C"~' . . 8 2 9 . 1 3 16. 7 5 9 . 6 3 2 1 . 4 1 9 . 1 1 9 . 1 5 11. 4 1 (I 1 (: . 4 

'n,is hospital comrared 
to the recommendatior.s 
r;f 2c':l:incances 9 1 5.6 1 1.9 1 7.1 1 Q,I 1 ~.1 3 6.8 . .;, :.! 



3LE 89- SATISFACTION LEVEL OF PATIENTS ASSOCIATED WITH EACH nnnVIDUAL HOSPITAL 

:y good 

ld 

:.um 

uf-
lent 

J bad 

't knov.' 

Hospital A 

general atten-
tion, upkeep 
and clean-
1 • llness 

quality and 
interest of 
the physicians 

general care 
and clean­
liness 

the cite on 
\·,'11 ich the 
~ospital is 
situated, 
the cite on 
"'hich the 
hospital is 
situated 

" 

-price of 
serVIces 

-serVIces 
compared 
wi th price 
structure 

Hospi~al B 

quality of 
medical 
equipment 

quali ty of 
paramedical 
staff 9 

quality and 
interest of 
nonmedical 
personnel 

other 
services 

prIce of 
services, 
services 
compared 
with price 
struet. 

HosEital C 

quality of 
physicians 

quality of 
nurses 

other 
serVIces 

servIce level 
compared with 
the recommen­
dations of 
relatives 

quality of 
care and 
cleanliness 

price of 
serVIces 

Hospital D Hospital F 

-services/price quality of 
level 

-quality of non 
medical per-
sonnel 

-bed, room and 
other services 

-care and up­
keep of 
hospitals 

-demanded 
payment 
pattern. 

physicians 

-site of the 
hospital 

other services other 
serVIces 

the site of 
the hospital 

-interest of 
non-,medical 
personnel 

-quality of 
medical 
equipment 

services/ 
price level 

prIce of 
services 

Hospital H 

-quality of 
physicians 

-quality of 
nurses 

-care and 
general 
attention 

other 
serVIces 

-servlces 
compared 
"rith the 
services of 
other hospitals 

de!:1anded 
payment pattern 

prlceof 
services, 
quality of 
medical 
equlpment 

HosEital I 

quality of 
phys icians 

-quality of 
medical 
equipment 

-service level 
compared wi th 
the recormnen­
dations of 
relatives 

-other services 

other 
serVIces 

quaH ty of 
medical 
equipment 

interest of 
other non­
medical per­
sonnel 

~E.it~l J 

qual ty of 
i)hys cians 

demanded 
payment 
pattern 
-room, bed, 
toilet and 
telephone 
serVIces 

other 
serVIces 

site of the 
hospi tal 
building 



It was thought that same correJ.ation might eXisl !,eL\·J!.:"efl 

the evaluation of services hy patients and their previous 

experiences '>lith hospital serVices. So we segmented those \.Jho had . 
pre vi 0 U sly s t aye din Ii h 0 s pit a 1 and t ho set hat had not. The res u 1 t s 

are tabulated in TABLE 90. Those that had stayed in the hospital 

found the services compared with payment level of hospitals as 

good; compared with a smaller percentage of the patients In the 

first category. Also, price structure of hospital servIces were 

found to be good by 25 % of patients with prior experience 

compared with those patients who had stayed in the hospital for 

the first time. A larger percentage of patients (50 %) with first 

experience with hospitals found the services of physicians as very 

good, also quality of nurses staff was defined to be very good, by 

the same group, whereas those with pr10r experience criticised the 

nurses staff more than the other group. 

The patients with prior ex~erienc~ with hospital serV1ces 

stated the quality of paramedical: personnel and non-medical per­

sonnel as better than those with no experience but still insuf­

ficiency of service by this personnel is more predominant In the 

first group. The same pattern of evaluation can be found in rela­

tion to other serVIces in the list, so it can be stated that 

patients with prior experience i~ hospital serVIces, act more 

crit,ically in the evaluation of t,he hospitals in question. 

Table 91, shows the intention of patients to recommend the 

hospital to their relatives and relations. A large majority 51 % 

stated "yes" when asked about their intention of recommendinv the 

hospital to their relatives and relations. Only 13.6 % stated 

definitely that they will recommend the hospital to their acquian­

tances p 23 % of the patients stated that this would depend on a 

number of conditions, as the lncome of the acquiantance, the 

physician who diagnoses the case. 9.4 % of the patients, answered 

in the negative. In foreign-minority hospitals, 11.5 % of the 

patients refused to refer their acquiantances to the particular 

hospital, while 6.9 % of patients of proprietor hospitals were 

negative, showing more satisfaction of present patients with the 

serVIces of the second group of hospitals. A larger percentage of 

serIOUS. very serious and hopeless cases refused to have any 

infention of referring their patients to the particular hospital. 

The same negative intention is seen in D+E socio-econoreic group. 

In the analysis of satisfaction with hospital services. it was 



lLE 90:,:,'EVALUATlON OFSERYICES OF HOSPITALS BYPAITENTS, WITHFIRS'l' Stay in hospital and prior stay in the hospital 

SERVICES COMPARED TO 
PRICE LE\,EL REOt'ESTED PRICE LEVEL SFRVICES OF PHYS ICIA~;S SERVICES OF NGRSES 

First Prior First Prior First Prior First Prior 
stay in stay in stay in stay in stay in stay in stay in stav in 

the hasp. the ho·sp. General the hasp. the hasp. General ~~ the hasp. General the hasp. the hasp. Gene: 

A 7- A 7. A i. A 7- A % A 7- A % " 7. A 7- A 10 A 7. A ...; - --
,. good 3 7.5 8 14.3 11 11.5 2.5 1.04 20 50 23 41.1 "3 L~4. 8 21 52.5 16 28.6 37 

od 11 27.5 11 19.6 22 22.9 8 20 14 25 22 22.9 14 35 25 44.6 39 40.6 12 30 30 53.6 42 

dium 5 12.5 8 14.3 13 13.5 4 10 8 14.3 12 2.08 2 5 10.7 8 8.33 5 8.9 

sufficient 5 1.8 3 3.1 5 5 8.9 7.3 2 3.6 4.2 3 7.5 5.4 6 

ry bad 2 3.6 2.1 2 5 4 7,.1 6 6.3 5 2 2.1 2 5 1.8 1 

:tns",,~er 19 4 7.5 26 46.4 45 46.9 23 57.5 25 44.6 48 50 1.8 

~L % 100 100 100 100 100 100 100 100 100 100 100 lq 

,L A 40 56 96 40 56 96 40 56 96 40 56 

40 56 9f 40 56 96 40 56 96 40 56 

\ 



\ 

- 90- (Cont.) 

SER\:IC~ S COM?A:t':D :0 
PRICE LE\TL F£0L~5:ED PR:CE LE.·.-':'~ SERnCES OF PE,S ICIA~;S SERrrCES li~ \~~-RS=-=3 

Fi rst Prior Fi rst Prior Fir_st ?rior First ?riCf . , 
stay in stay in stay ir: stay in stay in s t a\' if! s ta'" i~ stay 1n'l 

the hcsp .1 t!le hos;>. Ge-r.eral the :'es;>. the !1csp. Cer:er-al tne hosp. the hosp. Ger:.e ra:!. the hasp. the hes". Ge::e 

A 7. A ~ A :: A : A .. A .. A 7. ;. ;;; .A. A 7. .' .. " 

~ccd 17 42.5 13 23.2 30 31.3 13 32.5 12 21.4 25 26.04 11 27.5 11 19.6 22 22.9 15 37.5 16 28.6 31 32 

14 35 31 55.4 45 46.8 14 35 30 53.6 44 45.8 14 35 17 30.4 31 32.3 16 40 31 55.4 47 48 

-- 5 12.5 6 10.7 11 ll.S 3 7.5 10.7 9 9.4 5 12.5 9 16.1 14 14.6 3 7.5 5 8.9 8 

.::=icie:1t 2.5 12.5 8 8.33 4 10 7.1 8 8.33 17.5 10 17.8 17 17.7 4 10 2 3.6 6 

"=ac 3.6 .2 .1 3 5.4 3 

::-.. -e r 2.5 1.8 2.08 6 15 3.6 8 8.33 3 7.5 16.1 12 2.1 2 25 

:C:J iOO :00 l':}D 1(;,=' ,,"".- I·; : 100 l'~O ,(.,~ 1J·: 

.-, 56 " 
-\: S~ 9-5 56 9f· )"J 

.:.C 56 -. ~.:: 56 S6 , . 



:£99-:- (Cont:. ) 

SER':!C~ S CQ"{?;RED :0 
?P.!CE LE',1:I: F.EDrESIED PRICE LEVEL SER'iIC::S 0:- ?EYS IC1A~:S SER,'ICES OF Sl:RSES 

Fi rst Prior First Prior First Prior First Prior 
in in in stav in 5 tav in stay stay in stay in stay in stay stay 

hasp. the he-s:, Ge:-.e the hesp. the ~C5? Ge::€:-a: the the hosp. t'te :-:OS? C-.e::-eral the hosE' the hosE' General 

A 7- A 7- A 7- A % A 7. A % A ~ f- l. A % A I, A I, t>. -
I good 13 32.5 16 28.6 30 31. 3 12 30 17 30.4 29 30.2 12 30 12 21.4 24 ~5 12.5 16 28.6 21 
,d 15 37.5 25 44.6 1,0 41.6 15 37.5 32 57.24 47 48.9 11 27 .5 21< 42.9 36 37.5 16 40 21 37.5 37 

lium 2 5 9 16.1 11 11.5 6 15 6 10.7 12 12.5 8 20 10 17 .Q 18 18.8 17.5 22 39.3 29 

;ufficie!:t 9 22.5 2 3.6 11 11. 5 6 15 10 17.8 16 16.7 4 10 12.5 11 11.5' 4 7.14 6 

cy ;,ad 1 2.5 2 3.6 3 3.12 4 10 2 3.6 6 6.3 

mS'i·:er 1.8 1.04 2.5 1 1.8 Z 2.1 5 12.5 3.6 7.3 7.3 3 5.1, 3 

IL % 100 ':"~"": 100 lDC 100 leO :!..~C) ~ ,-"- IC'"': :!..CO l~·~ 

~I.. A 56 96 ... u 56 :'0 56 ';'c 
' ," .. 96 

9f 56 96 56 " 
_c . ' ' ,0 ;~ ~'--'-.' 
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BLE 91- 'I1IE H~ITNTIOK OF PATIEKTS IK RECOl'frlE~:DATIOK (IF TIlE HOSPITAL TO AcnCIANTANCES - tabulated bv hospitals 

A B C D Total F H I J Tcta1 General ----
" 34 A % A % A % A ;: A % A % A % A % A % A % A % ------ ~- ------------ ----- -----

st probably v 120 4 22.2 114.3 6 11.5 2 18.2 1 9.1 4 50 7 15.9 13 13.6 

2 x 16 72.7 3 60 7 38.9 5 71.4 31 59.6 9 64.3 3 27.3 3 27.3 3 37.5 18 40.9 49 51 

'~,sible 0 522.7 120 31-6.7 917.3- -2-1--4-;3 654.6 545.5 112.5 1431,8 232L; 

1 1 4.6 3 16.7 1 14.3 5 9.6 1 7.14 1 9.1 2 4.6 7 7.3 

!Ver 2: 1 5.6 1 1.9 1 9.1 1 2.3 2 2.1 

- ans,,'er/con't know 3 2 14.3 2 4.6 2 2.1 

)TAI % 100 100 100 100 100 100.1 100.1 10°.1 100 100.1 100.1 

)T At A 2 2 5 18 7 5 2 14 11 11 8 4 4 9 6 

!\..SE 22 5 18 7 52 14 11 11 8 /",4 96 



TABLE 92- THE INTENTIOK OF PATIENTS IN RECOMMENDh,TION OF THE HOSPITAL TO ACQUlANTANCES - tabulated by case severity and 
socio-economic class 

1003 t probably 
yes 
possible 
no 
ne\~e.r 

no answer/don't know 

TCTAL % 
rcrT,.\L A 
BA,<E 

!DlDOr serious 
vEry me d i t: ;::-, '; € r y s e r . Tot a 1 ABC D + E Tot a 1 
mi~or ho?eless _ 

K.34 C ~ C ~ C % C % C % c % C % C % ·c %--- - -- - --- - -- - --- - -- - --- - --- -. --- ---
y 3 10 4 8 6 37.5 13 13.1 1 2.77 4 20 3 18.75 5 20.8 13 13.6 
x 16 53.3 26 52 7 43.8 49 51 20 55.55 7 35 10 62.5 12 50 49 57 
o 9 30 14 28 23 24 10 27.77 8 40 1 6.254 16.7 23 24 
1 1 3.3 3 6 3 18.75 7 73 4 11.11 1 5 2 12.5 7 7.3 
2 1 3.3 1 2 2 2.1 1 2.77 1 4.2 2 2.1 
3 2 4 2 2.1 2 8.4 2 2.1 

100 
30 
30 

100 
50 
50 

100 
16 
16 

100 
96 
96 

100 
36 
36 

100 
20 
20 

100 
16 
16 

100 
24 
24 

100 
96 
96 



- L.t..L -

seen that this socio-economic group was the major one 1n criticism 

is appcopriate that this group ,should of hospital services. So. it 

be the one holding negative 

hospital (Table 91, 92). 

intention for referral to particular 

The major reasons for the referral of relatives and 

acquiantances to the particular hospital are careful serv~ce. 

cleanliness and order of the hospital, interest and understanding 

of physicians. Among the choice criteria cited by the current 

patients, the major one was the quality of physician service while 

this loses its importance in the referral pattern. The major 

reason may'be the personal character of the physician services 

related to the individual patient. Every patient feels trust ~n a 

particular physician. this changes according to psychological 

factors of the inqividual (level of anxiety and fear) and the 

diagnosis. So~ in !the choice of a partie'ular hospital for himself, 

physicians' servides are of major importance. while recommending 

it to another person, it depends on the diagnosis of the indivi­

dual and this criteria loses its importance. Other factors cited 

for the referral of the hospital are home like comfort, satisfac­

tion with everything ~n the hospital and the quality of nurses l 

serv~ces. Others Gan be observed in Table 93, 

The reasons for the non-referral of patients, are tabulated 

~n Table 94. The major ones are that the hospital services got 

worse when compared with past conditions of the same hospital. The 

insufficiency of cleanliness, of service, and of the personnel are 

the other reasons influencing the patients ~n rejecting the hos­

pital ~n the referral process to other individuals. The lack of a 

garden ~s an interesting reason for influencing the evaluation of 

hospital services. Also the inadequacy of equipment for maternity 

services and also lack of personnel and equipment for important 

surgical processes are some of the other reasons. Also, a majority 

of the patients prefer to leave the choice to the individual 

because of the importance of the decisions pertaining to problems 

of life and death (Table 94). 



UlLO 93- REASONS FOR THE RLFEKKAL TU AlA.{l'l.AN1ANLt.~ lH t'All.t.Nl~ TU Hit. t'AKTILULAK liU:::it'llAL - taOulateC1 oy nosp~tal.S _ 

A B c D Total F H I J Total G€neral 

K.25 A % A i. A % A Ie A % A i. A % A i. A Ie A % A % ---------- -- - - --- - -- - --- - - --- - - --- - -- - --- -- -,-
)od wedical service 

.ean liness and orderly 

lysicians are dependable 
and interested 

JYSes are interested 

Jalified physicians 

Dme-like comfort 

atisfied with everything 

rivate nurse serVlce 

bt noisy 

omfortable room 

eautiful 

eneral service-good 

ersonnel is close to 
,patients 

y 

x 

o 

1 

2 

3 

4 

5 

6 

7 

8 

9 

K.24 
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he visiting hours are ~e115 
refulated 

Etter hospital 
no ans~er 
~dern equirrnent 

I 

ull-servicf' a71d 
ully eq:J ipPf~d 

'OTAL % 

OTAL A 
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4 
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1 

1 
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1 

48 
75 1 
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12.5 3 

16 
25 1 

8 
12.5 
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6.25 
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6.25 
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6.25 

100 
156 

25 
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16.7 

16.7 
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1 
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5.26 
9.1 
5.26 
9.1 
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9.1 

5.26 
9.1 
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2 
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4 

6 
12.8 
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16.2 

0.66 

f, ·.l f 
2.7 
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14.6 
20.9 
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1.6 

100 
143.5 

90 

S? 



I13LE 94- REASONS FOR THE NON-REFEAL OF HOSPITALS TO ACQUIANTANCES BY PATIENTS - tabulated by hospitals -

A BCD TO::al F H 1 J---~~l-Ge"eral 
. -.----

K.26 A % A % A i: A ;; A % A ;; A % A ;; A i; A :~ A ;; 
--- ~-----~- -~-----~-~ 

)t ~orse y 1 25 1 16.6 1 50 1 20 2 18.2 

~\adequacy of clean- 33.3 22.2 13.3 
lin~ss - x 2 50 2 33.3 2 18.2 

. 0 16.6 11.1 6.6 
erVlce lnadequate 1 25 1 16.6 1 9.1 

ublic hospitals are 1 50 16.6 11,1 6.6 
also adequate 1 100 1 25 1 16.6 1 9.1 

quip111ent for birth 2 ~1.1 . 6.6 
inadequate 1 100 1 16.6 1 9.1 

16.6 22.2 13.3 
eVl personnel 3 1 25 2 33.3 2 18.2 

lO garden 4 

,et him decide for 5 SO 11.1 16.7 13.3 
himself 1 100 1 16.6 1 33.3 1 20 2 18.2 

'ude personnel 6 

Lnadequacy of nurseS 7 3.3 16.7 . 6.6 
staff 150 1 20 1 9.1 

Lnadaquacy of equipment 8 3.3 16.7 6.6 
for important oper. 1 50 1 20 1 9.1 

administration 9 
::,00 10('512 

K.27 
uni:1terested personnel -4-- ., ~ ~ 

33.'+ 1.5 . .5 
[lC 2;:5"0'.s 2 66.7 2 11 0 2 18.2 

, 00 ' 00 i (' c, Te! .. r ;; 100 _ I 100 .l 1 j , .c)'" 

200 IJO 10C 149.6 100 150 120 136.5 

TOTAL A 2 6 1 9 3 3 ~ 15 

BAS E 1 4 1 6 2 1 5 9 



7,,6.1. Conclusions of the Survey of the Patients 

It may be thought that people, as patients are m 0 r e- I ike 1 y 

incapacitating symptoms 

rather than with the social 

to be concerned with their painful and 

related to underlying organic disease, 

and psychological elements related to their choice of medical care 

process. So, the consumption of medical care services, physician 

and hospital services are mainly concerned with physiological needs 

of the individual, which can be called the physical experIence, by 

which we mean the pain, discomfort, change of appearance or 

disability actually felt. Also, the consumption process includes a 

cognitive aspect and emotional aspects. Cognitive aspect can be 

defined as the interpretation and derived meaning for the 

individual experiencing the symptoms, and emotional aspect as the 

fear and anxiety that accompanies both the physical experIence and 

the cognitive interpretation. So, attitude of consumers towards 
, 

consumption of medical care consiSts of thtee components: a) physica~ 

experience b) cognitive aspect, c) emotional aspect. These 

symptoms or aspects of illness attitude, will be recognized and 

defined not in medically diagnostic categories but in terms of 

their inference with normal functioning. As a result of this 

awareness of attitudes, the potential patient begins to seek svmp­

tom alleviation, information, and advice and seeks professional 

medical care. In this stage, the referral structure of patients 

ga1n importance. In our analysis, we tried to find out what fac­

tors influence the choice process of patients regarding the use 

of private hospital serV1ces. 

The decision process for medical care serVIce consumption of 

a~atient can be summarized as follows: 



FIGURE 7- DECISION PROCESS FOR MEDICAL CARE SERVICE CONSUMPTION 

The factors that influence the attitude of the patient can 

be, summarized as personality, socioeconomic class (A,B,C,D+E), 

Case Severity, Profession, Place of Residence. Sex of the Person, 

Prior Experience with an hospital, We have not considered the 

personality factor in our analysis. but it is important to note 

that personality is a major factor in influencing the attitude of 

the patient, Among the demographic characteristics we have 

considered. we have tabulated the results according to socioeconomic 

class and case severity, It was found that a majority of patients 

had prior exper1ence with the same private hospital or another 

private hospital, It can be concluded that satisfaction with the 

services of previous hospitals lead to positive attitudes about 

the same hospital or all private hospitals. (Generalization due 

to the same experience in the consumption process), Among the 

reasons given for the satisfaction with previous hospital services 

are quality and attention of physicians and nurses, and the geneLal 

quality of medical services by the hospitals. It is interesting to 

note that while minor cases are more interested with cleanliness 

and no i sea s pee t 9 0 f the h O'S pit a 1 s. s e r vic e s ! hop e 1 e sse as e s reg 2 

medical SerVi2€S as the major category of serV1ces that influenc~ 



the i r of satisfaction with hospital serVIces Th i EO discrepancy 

between individuals of different case severity show that the Level 

of case severity 15 an important factor that shapes the attitude 

of individuals. The factors that lead to dissatisfaction of 

patients with previous hospital services are inefficiency of 

medical care and uncleanliness. 

Also, it was observed that individuals with higher SOC10-

economic status (A and B) state "Permission for visitors" as an 

important factor in satisfaction with previous hospital serV1ces 

It is concluded that in some cases, (especially minor cases as 

maternity) consumption of hospital services can be defined as 

conspicious consumption, feeling proud due to the perceived 

quality of the product in the eyes of other people. As higher 

monetary value is associated with private hospital services, the 

consumption of these serVices does g1ve a status value to the 

consumer 1n some socia-economic classes. This 1S an important 

element that influences the price decisions of some hospitals, as 

maternity homes. 

With the above mentioned enviromental and personal factors 

(case severity and previous experiecne) the potential patient 

forms an attitude towards the services of private hospitals. In 

ou'r analysis it was found that the respondents have formed positive 

attitudes towards the private hospitals because a majority of them 

have chosen the private hospitals in their second hospitalization. 

The second stage of medical decision process 1S the one 

during which the patient decides to seek the serVIces of hospitals 

The findings of the research indicate that a large majoritv of 

patients leave the choice to their physicians, which shows the 

centrality of the physician in the medical decision process. So 

it can be stated that in most cases physicians are the central 

actors 1n this decision process, the choice of hospital services 

depends on their decision. The second important factor In the 

choice process is the lay referral system of the patient, namely 

potential consultation with relatives, friends and familv Th is 

lay referral system is especially important in lower socio­

economic classes. It can be summarized that ]owpr socia-economic 

groups prefer lay referral systems while hi?her socio-econo~ic 

classes prefer professional oplnlons. It was found that 1n lower 

Soclo-"ecol1omLc class; (D+F.) , some patiE'nts with severE' LilSt'S sLated 



that they \dould not have chosen the privClte hospital if it I,'ere 

not for the choice of the physician. So severity of certain cases, 

brings the centrality of the physici~n as 

channel for all the patients in different 

the important 
. . 

SOCl.oeconoml.C 

referral 

classes. 

The third important referral pattern is the family physician, who 

both chooses the physician specialized on a specific diagnosis and 

the hospital. The patients do not employ active search, as 

visiting hospitals to analyze their services pattern or price 

structure, In only maternity cases, some Yotlng patients have 

stated that they were involved in active search. 

In addition to the referral pattern to private hospitals, 

there are some factors (choice criteria) that influence the 

choice of hospitals by the patient compared with the alternative 

of free serVlce by public hospitals. The criteria are summarized 

1n the order of importance given by the patients. 

Careful service and care patterns 

- Physician and personnel characteristics 

Service contract of firms (enabling free service to 

the personnel) 

In order to determine the level of satisfaction with hos-

pital services, we tried to determine the post Durchase evaluation , 
of services of current patients. In most of the service categories, 

the patients were pleased with the services riven. The highest 

satisfaction was derived from the services of physicians and 

secondly from nurses' serV1ces, The lower socio-economic rroup and 

serious case category, are critical of the serVices of para­

medical personnel and also of non-medical personnel. The same 

socio-economic group and minor case category are dissatisfied 

wit h the g e n era 1 a t ten t ion, up k e epa n d c 1 e anI i n e s s. I t can b est ate a' 

that the lower socia-economic group are more critical of the 

services offered by the private hospitals. In most cases, it can 

be stated that the product of private hospitals does not appeal 

to the lower-socia-economic class, they consume it due to emergency I 

condition or due to the choice of the physician. 

The current patients are more critical of the medical 

equipment of proprietor o.w ned h 0 S pit a 1 s t han for e i )'! n a no min 0 r i tv, 

hospitals. Ouality ()f bed, room, toilet, telephone serVlces are 

considered to he satisfactory. ItlS interestinp to note that a 



s t r u c t u l e !.) f tit e b 0 s pit a 1 S (1 r t h a [ t Ii t' 'i can 11 0 t milk t' C V" 1 tl ;1 t ion s 

about the services compared to price structure So wF can state 

that in most cases (except in plasti~ surgery), the individqal 

consumes the product without knowing its price, so he has to pay 

any price that the hospital charges. Most of the patients are 

aW8 re of this fact. and feel dissatisfied and discouraged 1n uSing 

private hospital services. In higher-socia economic class, the site 

of the hospital gains importance. When patients' have prev10us 

experience with hospital services, they are more accostomed to 

price structures and know what to expect of the end of the 

diagnosis process. Among the rroup that know or have a fairly good 

idea of the price structure there is not much criticism on price 

of hospital services. Also, the group with prior experience are 

more critical of services than the group with the first trial. 

So we can conclude that the majority of respon1ents are 

satisfied with the services of private ~bspitals. A large majority 

of the respondents state that they would recommend th~ particular 

hospitals to their relatives, friends while most of the lower 

socio-economic closs stated that they would not. The major factors 

given for the referral were those other than the quality of 

physicians as most respondents think that the performance of the 

physician would depend on the particular individual patient and 

the ,d i a g nos is. Some 0 f the rat i en t s tho ugh t t hat i two u 1 cl b e be s t 

for the potential patient to decide for himself in such an 

important decision involving life and death. 



8, CONCLUSION 

We have stated at the beginning of the thesis that with the 

use of the concepts of "social marketing", the activities of 

private hospitals can be better understood and placed ln an 

analytical framework. From the research conducted on the activities 

and operations of these hospitals, it is apparent that the use of 

marketing concepts does not represent a complete departure from 

what well ~anaged and progressive hospitals have been doing all 

along, although these activities are not coordinated ln a well­

defined and integrated marketing program. If a hospital commits 

itself to a full-fledged marketing program, it IS ~olng to have 

to conduct systematic research on the needs of the constituencies 

it serves and respond ln an organized fashion to those needs. If 

a hospital wants to keep up with rapid chan?es in an expanding 

market, he must be an active participant ln the health care process, 

rather than as just a paSSlve lin~.bet~~en the physician and his 

patient. And to be an active part~cipant, the hospitals must 

know the needs of their markets - their patients, physicians 

donors and the society at large as medical service is a societal 

issue which influences the whole health care sector if certain 

changes take place. 

Hospitals should Vlew marketin? as an investment, rather 

than as an expense. that will hel~ optimize the capacity and 

ability of the hospital to effectively respond to the needs of its 

market segments. 

We have tried to draw a step-by step ap~roach which would 

help guide the marketing effort of the hospitals. 

first, hospitals should set up a m~rketing task force 

under the leadership of someone who i~ thoroughly knowledgeable 

and experienced in marketing. 

Second, a situation analysis must be conducted to answer 

the que s t ion " \oj her ear e \v e now?" T h 'e a n a 1 y sis s h 0 u I din c 1 u de a 

definition of the nature of 
, • ! 

the hospltal s purpose and orranization. 

an analysis of the hospital's enviroment and competition, a market 

audit of the hospital's capabilities and possible opportunities, 

a historical andit of records to determine utilization and trends 

and an intervlevJ survey ('If key individuals in tht hospita1. 



Third, research priorities and objectives must be developed 

to determine the nature of the organization's markets and image. 

Fourth. research studies must be conducted as follows: an 

audit of patient load and physician staffing over the past three 

or four years; an attitude and needs survey of a sample of former 

patients. physicians and stnff; positioning studies to determine 

where the hospital stands in relation to existin~ medical/health 

care facilities and the health care needs of the community. 

Fifth, research results must be analyzed and market 

potentials must be outlined. Possible objectives that state where 

the organization should be heading: must be drawn up. 

Sixth, the marketing team should assign priorities to 

markets, anp formulate a marketing plan 'with policies, objectives, 

strategies, marketing programs, priorities and schedules, 

organization and assignments, budgets and resource allocations, 

and feedback and review procedures. 

The above schedule can be helpful In formulation of a 

coordinated, ongOIng program to answer the needs of the hospital's 

markets. Marketing, helps to keep the hospital on target In a 

changing w01ld and changing demands. So, we can conclude that 

private hospitals should be aware that "market ing concepts and 

techniques U help to reach their objectives, "increasing the health 

level of the community". 

This thesis tried to analyze the operations of private 

hospital sector from a marketing perspective. Another analysis 

that would 'consider the public medical care sector \\fould bring 

important insights to some of the problems In the medical care 

sector" 



APPENDIX I 

QUESTIONNAIRE 

Hospital K.4 

A Y 
B x 
C 0 
D 1 
F 3 
H r-

.) 

1 6 
J 7 

Dear Mr. - Mrs: 

We are conducting a research related to the services of private hospi­
tals. We request you to answer the following questions. 

Thank you: 

1- Can you state the reason for your stay within the hospital? 

Surgery 
Internal Diseases 
Genecological 
Physiotheraphy 
Psychological 
Orthopedical 
Opthalmic 
Other (state) 

K.5 

Y 
x 
o 
I 
2 
3 
4 

2- Did you stay within a hospital previously? 

Itis my first stay within the hospital 
I had stayed within a hospital previously 

K.6 
Y(Q.7) 

x (Q.3) 

3- Which is the hospital that you had stayed previously? 

Hospitals belonging to SSK 
Military Hospitals (M.S.B. and Navy) 
University Hospitals (~apa. T1p) 
Hospitals belonging to state enterprises 

(Railroads, etc.) 
Others ---_._--------

K.7 
Y 
x 
o 
I 

4- Were there services with which you're dissatisfied with In the previous 
hospitals? 

I was satisfied with everything 
There were services that I was dissatisfied with 

K.S 
y (Q.5) 
x (Q.6) 

5- What are the reasons for your satisfaction with previous hospita.ls ') 
(Mark K(9). 



6- What are the reasons for the dissatisfaction with prevIous hospitals? 
(Mark K,11) 

The physicians are very interested 
The nurses are very interested 
The number of physicians, nurses, personnel is 

sufficient 
Very clean 
The medical service is sufficient 
Visitors are allowed 
The number of visitors are limited 
Not noisy 
Meals are clean and tasty 
Accompaignment is allowed 
Number of patients/room is small 
Distribution of drugs-is order~y 

Everything is sterile 
The technical equipment is modern and sufficient 
Sufficient service in X-ray department and 

laboratory 
Others 

K.9( 
Y 
x 

0 
1 
2 
3 
4 
5 
6 
7 
8 
9 

K.lO 

Y 
x 

0 

K.ll(-) 
y 
x 

0 
1 
2 
3 
4 
5 
6 
7 
8 
9 

K.l2 

Y 
x 

0 

7- Can you define the reasons foryourch6ice of the present hospital? 
(Attention: more than one answer) 

The frequency of visits by physicians 
Nurses are helpful, smiling (interested) 
The number of physicians on duty-sufficient 
The number of nurses on duty-sufficient 
Quiteness. 
My physician wanted this hospital 
Better service 
There was no place in another hospital 
My family and acquiantances recommended it 
Paid by the company 
Cleanliness (general) 
Meals and kitchen-clean 
Accompaignement is present and comfortable 
~captious medical service 
X-ray depart and lab. function well 
Visiting hours are well scheduled 
Heating is sufficient 
A relative stayed and was pleased 
The comfort of the lifts 
Sterility of equipment 
Brought 1n an emergency 
Others 

K.13 
y 
x 
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 K.14 
Y 
x 
0 
1 
2 
3 
4 
5 
6 

8- Did you conduct a research before coming to this hospital? If you have 
done. can you state which kind of research you have conducted? 

No research 
Visited several hospitals 
I asked my physician 
I asked my ;',cquiantances 
I learned from the media 
Other 

K.lS 
y 
x 
o 
1 



9- Hospital services, are provided cheaper in public hospitals relative to 
private ones? still. you have preferred a private one. Can you define 
YOllr reasons for this preference? (Attention - three reasons required) 

A- K.16 Y x 0 1 2 3 4 5 6 7 8 9 

B- Ll7 Y x 0 1 2 3 4 5 6 7 8 9 

c- K.IB y x 0 1 2 3 4 5 6 7 8 9 

lO- We would like you to evaluate the services offered by hospitals? Show 
the card) 

K.19 K.20 K.21 K.22 K.23 
very d medi- insuff- very 

goo 
icient bad good __ ~ --A. Services related to payment level y y y y Y 

B. Demanded price structure x x x x x 
C. Interest and Quality of physicians 0 0 0 0 0 
D. Interest and Quality of nurses 1 I 1 1 
E. Interest and Quality of medical personnel 'J '2 2 2 2 
F. Interest and Quality of other personnel J 3 j 3 3 
G. Medical Equipment 4 4 4 4 4 
H. Room, beds, toilet, telephone etc. 

and like services 5 5 5 5 5 
1. Service and cleanliness 6 6 6 6 6 
J. The site of the hospital 7 7 7 7 7 
K. Services of the hospital in comparison 

with other hospitals that you know 8 8 8 8 8 
L. Services of the hospital compared wi th 

the recommendat ions of your acquiantances 9 9 9 9 9 

11- If one of your relatives were in need of hospital serVices, would you 
recommend this hospital? 

K.24 
Certainly y pass to Q .12 
Yes x 

Perhaps 0 pass on to s tat is tics 

No 1 
Q.13 

Certainly ') pass on to 
not L 

l2~ (Asked to those with certainly and Yes answers). Would yOll state the 
most important reason for your recommendation? 

K.25 Y x 0 1 2 3 4 5 6 7 8 9 

13- (Asked to those with No and Certainly Not answers) Would you state the l~~ 
most important reason for your non-recommendation of this hospital? 

K.26 Y x 0 1 2 J 4 5 6 7 8 9 



14- (Attention: Asked to the Physician) 

Case severi tv 
'-.... '" 

Ver.y minor 
Minor 
medium 
severe 
very severe 
hopeless 

The Respondent's: 

15- Name: 

AGE 
10-19 
20-29 
30-39 
40-49 
50-59 
60-69 
70-79 
80-+ 

18- Profession 
housewife 

K.28 
Y 
x 
o 
1 
2 
3 
4 

employee (public) 
Manager 
Tradesmen 
Businessmen 
employee (private) 
Private business 
Worker 

. No profess ion 
Others ------

Surname: 

K.29 
Y 
x 
o 
1 
2 
3 
4 
5 
6 

20- Socia-Economic Group K.30 
A Y 
B x 
C 0 
D 1 
E 2 

21- Permanent Residence K.3l 
Istanbul Y 
Others _______ _ 

K.ll 

16- SEX 

y 
x 
o 
1 
2 
3 

K.J2 
Male y 
Female x 

17- Level of Education 
pr~mary school 
hi~hschoo1 
college 
technical 

. university 

19- Mont1y Family Income 
20.000- 30.000 
31.000- 40.000 
41. 000- 50.000 
51. 000- 60.000 
61. 000- 70.000 
71 .000- 80.000 
81.000- 90.000 
91.000-100.000 

101. 000-120.00 
121. 000-140.000 
141.000-160.000 
161.000-180.000 

K.33 
Y 
x 
o 
1 
2 

K.34 

Y 
x 
o 
1 
2 
3 
4 
5 
6 
7 
8 
9 



1 \J - A;;aglda belirtilen personc­
Ii mizin gene! darallI\ilaI I 

iI - Laboraluar teknisycnleri 

b - Rontgen tcknisyenleri 

c - Fizikoterapistler 

d - EKG vc EEG teknisyen. 

e - Hastabaklcrlar 

f - Diet personeli 

~ - Temizlik personeli 

11 Hergun 1~.30 - ~O.30 araSl 
olan ziyaret saatleri sizce 

1'2 - Ziyarett,:ilcrin kalabalikhgl 

ve uZlln stire yallilllzda 
kalmalan 

I ,' 
) - !)ratisyen DokturiamlllzlIl 

davralll~ Vt: iulurnlan 

: - ilaslallallPmiz0e {'11 ,;ok 
lIcleri beg-enJiniz '( 

(Tercih StraSllia gtire 
Illi mara layull?,) 

15 - Tekrar hastaianma halinde 
Hastanesinde 

tedavi gUIllleyi istenniydiniz 

Nedcn evet veya Bedell baylr 

Ki?isel gorii.; ve dii;;iincclcrilliz ' 

('ok iyiydi 

Yderlidir 

Sizi hie; yormuyor 
ve slkmlyor 

<,:ok kerc iyiydi 

Siiresi uzaldmaltdn 

Ancak tahalllllllil 

edebi liyorslIllllZ 

Ill(' Iyl de~ildi 

( '()k kl'i, ta hall! III i"d 

ZIJr oiuyu: 

II!I.. 1)1 dc~ildi 

Pcrso[wlill Itil'ita \'t" ziy<l~-l·t\'dell "",1,:; j.;illllill 

Fiziki ~"evre 

Tedavi o\anaklan 

Evet Haytr 



Unluk Oda Ocretlerl : 
" , 

ckyatak;l u iii LlCl't1 

efakat lief(;! i 

'ekya\a~\\ rl'bka\.l, vb. ~c::e\\ 

d yatakh o1a CClet:, :)(;:1er yiltd~ 

)6rf-Be~ yatai-:il oda iicrcti, ~)c:ler Yltak 

~!2()O, - - TL. 

1100,--- j'L. 

"1~ n ~\ .. , '.k . ,- ' .. 
J (00:),- TL. 

1'X).- TL. 

!ot : Yukardaki iicretlerdcr: a.~agldaki niasrLlflnl hari(,·tir 

~meljyathar!e ve ameliyathane:1e kullarlilaci!k hus',;si maizerne, 
l1estezL do;;uminne, rbltgel1, laboratu\'Gr, kan tranfczyonu, 
natomo-paio\)jik tc:tkikler, hususi test ve teJ3.\iler, ila<;lar, 
:oroner illl:::1Sif Pabon. kliilik, konsli 1tasyol \'e hastane 
'ak'afa'rmdan ahnaeak ameliyat ve dogum ucrdle,i. 

(emek S~~~J~i_~ Hastanemize bagiJ yem::kha;,e:le u<; bg-Ull 

:emek verilir ve gUlliGk Y2mek licreti hergun allillr. 

~efakath oda i<;in gunltik yeme,k uCieti 

r.:I~biK:!?'~.9lnas~on Ocretl : 

500.- TL. 

Cunde 375.- TL. 

~unde24 saat, haftada 7 glin nobet<;i muienassls 
iag-l1k teknisyeni ve rontgen, labnratu\ar, E, K. G .. 
or~;9efibrilat6r gibi tlbbf cibaz:ili 1 devaml1 hizmet 
laZlr§~kilde k00rdine ederek t;ah~a;] hastanemiz 
latan hastillardan tIbbi koordinasyo:l ucreti ahr. 

dokt,l!', 
1 espira­
etmeye 
sadece 

raburcu Saatl: Taburcu olacak hastaianf1 kesi,dikle 11,00 e 

,a dar odaia! 1111 terk etmeleri ica;J 
re.;enlerdell iJiive bir g-unhik oda 
)a:u,f ve bayrarn gun]eri tabil)'C! 
~adar yap, ilr. 

etmektdir, Bu si.ireyi 
ucreti (:11'1::, Cuma!'tesi, 
i~lemle"i tn;e;; 13.0D e 

felefon Kirasl G':iilde 4!U.- TL. 

Sehirler a~'aSl nu 21~,1 SC!'\'j,.; {"ic"eti eklenir. l 

:dare Servis Ocretl : !-fasta~llll fatu~aslna ',10 se!,vis uereti 

l,n'e editi), AiJnaeak ~,e:\'is ijc!cti iCl.(lOO i'L.)'1 ge~~mez. 

Am~athane Ocretl: ,-\melivatlO cill.':::': c;bre Lsbi\ 

edilmi~ ana uerde i;:'l,ve olarak ilk yanm saatten S,);!(lj.;i 

her 15 chkika i<;in 1600.-, TL. 

8) Do~umha .. ~ Ocr.~~_ -lo,uou.-~': Te 
9) Sebek Bakrml : Ctlnde 1000,- TL. 

10) Zlyaret Saatlerl: Her giln ] 2.::,0 -' 2'~1.30 araslDdadlf 
11 ' , J ' • "I 1 .\. k' ., f I ner nastam\l yamnua (\)'11\ anr:la r;CS\!::lt;l(' I ~I 1~\:lcn az a 
ziYClrett;i kalamaz. 

Hastanemizde yata:1 hasta her~ey'def1 ev\e! bbbl baklma 
\'e isti:ahate mllhta\,tJr. Yukardaki sdatier hastalanmlza en 
iyi :;izrneti vere'lilnl':k I:ayesiyle sa;)tanml~tll'. Ziyare'«,:ilerin 
bu hususta kewii h2,Slalanl11n yai'anna bize yardlmcl ola­
cak:2.l'lna i:lal1lyoruz, Ayl'lCa refa~-.:atlar :.·alnlz tek yatakh 
oJala~da kabul ecJ;idi::;i'v:len 20,30 dan 5.)~,:·a s"dece kaylth 
refekat:ar ke:ldi ;lasta\a:l:lln o-lalan~da kalabilirler. 

11) <;:o~uk Ziyaratylier: 12 :--·a.;;ndan kU':;:li~ ;;ocuklar Kendi 

s!ll;:atlel'i babr;wyL:w ]..:,::si:~likle ziyc. ':l,~; ola"ak kabul 
edilmiyecek lerdi r. 

12) Telefon: Her gtln sitat :'.U:) -12.CO i·.r~i51 \'e 22.00 den 

,soma dl~aldan gelea kkf.-JIl:ar Dosta ~)3;';1l111 \'c Doktor 
\'izitesini akSd trnamak arLztClyla hastaya \'eya refakatlan'i 
bag-lanmly;::cakttr. Alcak bitik iistede alan hastaianp 
telefonlan kat]ara bagla:labilir. 

13) ~_'!l~!.:'~ Para ve klymetli e-?ya:3.n:11Zi kasamlza e~?]aflet 

edebiiirsiniz. Teslim edilmiyen e~yaladan hastanemiz so­
mmlu c!e.;,;ddir. 

14) 

15) 

Teievizyon : .!:..ru e lenler tek y,ttRkh ojalarda televizyon 

kirZl:c:yabiiirler. f'at hem~ererniz bu l;clDuda size ),arci,111C] 
olacdkLr. 

Kantln GOfllillu h,,:;Jm:~.\ 1:1 ~a:,~:J'::llgl kantinimizdeki 

<;ii .. · - J.;a'j\'e senisi;lde,j 9.CC - 13.00 aras;nda yararlanabi­
lirsi~:iz. 

Ha5tanemize yatan h2.S~ilic.'·lmlz veya h;;sta sahipleri 
yllkit:,~a belirtiL:ll :lu51,;"lan okumu;; \'e kabul etTTli~ 

saydnlar, 

Nisan 1981 le~ekki.ir edeliz. 

HAST.;\r\E iDARESI 

~ 

.~ . ..,..--: 

r-:-; 
::;;2: 

D 

x 
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OPERATIONS OF PRIVATE MENTAL HOSPITAL 

The private mental hospital 1S related to a foreign 

religious order and Has established during the late years of the 

Ottoman Empire. The hospital is based on a foundation related to 

Catholic Church. The site and the buildings on which the hospital 

15 situated, belong to the foundation. The Board of Trust~es IS 

the link between the hospital and the religious organization. Tile 

Board of Trustees consist of the representatives of the religious 

order and the medical administrator of the hospital together with 

the surveillance (heact-[!Ull). An investir,ator who lS responsible for 

the coordination of activities of the Middle East Section of the 

religious order, acts as the head of the Board of Trustees. The 

medical-director lS a Turkish physician, due to legal requirements, 

and acts as the coordinator of medical activities of the hospital. 

The surveillance fulfills the role of the head-nurse (as all the 

nurse staff consist of nuns) and also acts as a deputy to the 

medical director. She lS the representative of the religious order 

In the hospital, and has the supervisory role in all activities of 

the hospital, as financing, recruitment of personnel, supervlslon 

of patients, house-keeping activities, purchasing of material and 

such. The medical-director functions in col lab ration \-Jith the u 

surveillance in administrative, financial and operational 

activities of the hospital. The house physicians consist of the 

medical director (neorologist), the bacteriologist, and an inter­

nist. Two physicians function as active staff, working alternati­

veiy performing electro-shock activities required in medical diag­

nOS1s. The nurses staff consist entirely of nuns, rang1ng from 17-

20. The medical director stated that most of the nuns have been In 

the hospital for almost fifteen years, and no replacement lS 

possible due to the insufficiency of nuns In tile religious order. 

The hospital consists of two sections: active service (28 

males and 22 women) and chronic serVlce (100 females and 100 

males). SeV.Ere cases are ta!zen to the hospital, (.Jhich rt~qulr( cLose 

surveillance and constant serVlce for the patients. The prlce of 

rooms are given by the Ministry of Health and Soclai. S~curity. 

rangIng from 1st class 1800, 2nd class 1300 and 3rd class (wards) 

;) r", 'i' t- ~ h ~ C' n ~ ,- ,,1 h '" c, bee n f a c i n l! a bud l!: e t d e fie i t 1 i) L h e 1 a s t ten 



years and (Li" deficit IS met by the foundation of tlte religious 

order. Also, thE foundation IS giving donations In the form of 

equ:ipment a.nd medical supplies, The medical director states that 

if it were not for the donations of the foundation~ both financi­

ally and in the form of supplies, the hospital would have been 

closed down years ago. The hospital has faced a serIOUS conflict 

with the union two years ago, and was saved from this financial 

crisis by the financial support of the foundation. 

This mental hospital IS the only private one left In Istan­

bul, two others have been closed down in recent years. The hospital 

continues its operations due to the striving of the medical direc­

tor, her powerful professional contracts are the only supports to 

hold the hospital intact. Due to the character of illnesses which 

require long periods of medical care, and convalescence, and lack 

of surgicai processes which bring profit to the private hospitals, 

this hospital will continually face fin~ncial problems. The 

medical director states "How long the religious order will support 

our loses. depends on their good will, because there IS no way 

one can run a mental hospital prOfitably". This is due to the fact 

that most of the activities of the hospital consist of chronic 

services. which consist of serVIce to the aged with no illnesses, 

or those patients which reqUIre very little medical help or those 

to whom very little medical help can be gIven. In these cases, 

only payment for hotel servIces are taken. Anotber phenomena IS 

that all the patients are brought to the hospital bv others as 

they are unable to make rational decisions. The payment IS taken 

from the "guardian" of the patients, and In some cases, the guar­

dian forgets altogether about the patient. The patient IS kept 

within the hospital on a charity basis. It IS interesting to note 

that nearly 40 % of the patients In chronic service are charity 

cases. 

The menta] hospital will face certain problems In the near 

future. The medical administrator states that they have to have a 

promotional strategy which brings the hospital in contact witil the 

society, to Increase the awareness that the hospital is not a 

foreign institution but situated to serve the needs of the society 

at large. With this awareness. the hospital can face the financial 

c r 1 s 1 san d \.J ill be a b 1 e t Cl ~-: U r \1 1. V ,> an J C 0 C t 1 n \J l' ts OI)erati(li~S" 
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