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I. INTRODUCTION

Throughout the last decade, marketing has achieved a new
recognition and stature in business, particularly in,enterprisés
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 industry’'s resultant
success in using them, marketing techniques have spread today into
almost every area, and even into areas providing services rather

than products.

Modern Marketing has two different meanings in 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 in the public mind; it is the concept of
sensitively serving and satlsfying 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 1is
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 1ts limited competence or resources allow. We can
define marketing as that function of the organization that can
keep in touch with the organization'’s consumers, read their needs,
develop‘products and services to meet these needs and keep the
.organizatior in harmomny with its publics(l). Theodore Levitet,
states "Marketing is concerned with all the exhilarating big
thiﬁgs and all the troublesome little things that must be ddﬁe‘in‘
every nook and cranny of the entire organization in order to
achieve the corporate purpose of attracting and holding
customers” (2). So, every Qﬁganization which has customers must

‘employ "marketing effort and practice" to keep intact its future

cadening the Uogncept of

(1) P.Kotler and S.J.Levy,
Y T (Januavry, L1969, 10,

E oy
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survival and success, The merchantalistic image of marketing is
the main reason why certain profess10n31 grou§s‘have rejected the
idea of marketing to be applied to their operations. One such
group is 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 thelr 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 dutles
as their profession dictates, as "social marketing concept"” 1is
defined as a management orientation aimed at generating customer
satisfaction and long-run cunsomer and public welfare as the key
to satisfying organizational or professional goals and responsi-

bilities"(3).

With the advanced definition of marketing, certain social
issues can be examined from a new focus. An important social
problem in Tufkey, is the inefficiency of medical care service;
patients are complaining aboaut the services offerred, doctors are
complaining about the whole system, so there is consensus that the
medical care sector, while ever costing more, is not performing any
of its functions well for all thecse who could benefit by them. The
multiplicity of proposals for the cure.in terms of delivery, orga=
nizationﬁfinancing and control is 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 is no consensus on either the diagnosis or the

therapy.

The medical care industry, defineé to include the services
of physicians and other health professionals plus the capital,
labour and intermediate gdqu'used,étxtheir‘dfrection, is one of
;ﬁhg largeﬁt’and fastest‘groﬁiﬁg in 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

7
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practices and organizatio So, in this thesis; orivate institu-
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will try to anélyze‘briﬁate ﬁéépitals as any unit of business with
specific products and a grbup’of.consumers 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, is the marketing tools and techni-

ques. We will try to offer a therapy to the malfunctioning of
private institutions in the form of "application of the marketing
concept" to the operations of the institutions, to show that by the
use of marketing tools and techniques, the efficiency can be in-
creased (efficiency in the form of consumer satisfaction with
organizations' products and practises). We think that hospitals
would do well to explore the techﬂiqueéfand strategies of market-
ing as they search for new, more effective ways to attract
patients, qualified personnel, and other resources and deliver
services that are needed and wanted and that will be used, 1n orderxr
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.




2. MARKETING OF SERVICES

Before starting an analysis of medical care marketing, it
is important 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; 1t became apparent that

marketing discipline has a strong "goods"

orientation. In academit
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 issue 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

XE&E Durables Nondurables Service:
1960 A 280 1.124 1.022
1961 270 1.131 1.038
1962 ’ 298 1.152 1.067
1963 321 1.164 , 1.102
1964 347 1.206 1.143
1965 387 1.248 1.192
1966 412 1.291 1.231
1967 414 1.300 1.275
1968 457 1.334 1.319
1969 . o 476 1.348 1.365
1970 458 1.372 1.384
1971 , 502 1.385 1.409
1972 556 1.434 1.463

é} Per Capits Real! Spending (All per capita figures in 1972
doilars).

“"Service Retsgil

i A Strategic
of Retailing, LI,
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TABLE 2~ Perscnal Consumption Expenditures in the Fourth Develop-
' ment Plan, 1979-1983

1978 \ 1983 *Peréentége Increase

Amount Percentage  Amount Percentage Five Years Yearly

Agriculture 201.2  25.5 254.4 24,5 26.4 4.8
Mining 2.2 0.3 3.0 0.3 36.4 6.4
Food items 107.7 13.7 143.3 13.8 33.1 5.9
59.4 7.5 79.8 7.7 34.3 6.1
Other manufactsector 127.7 16.2 180.7 17.4 41.5 7.2
Electricity, water
and. gas 8.4 1.1 14.3 1.4 7022 11.2
Transportation 73.1 9.3 96.1 9.2 31.4 5.6
Communication 4.1 0.5 5.4 0.5 31.7 5.7
Services Sector 194.8 24.7 248.3 23.9 27.5 5.0
Import . - 9.6 1.2 14.3 1.3 48.9 8.3
Total 788.2 100.0 - 1.039.6 100.0 31.9 5.7

a) 1978 prices, in billion TL.

b) T.C. Bagbakanlik Devlet Planlama Tegkilati, Dordiincii Beg Yillik Kalkinma
Plani, 1979-1983, Basgbakanlik Devlet Matbaasi, Ankara, 1978, p.l46.

; 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 in
service sector shows a high yearly percentage increase (second
after electricity, water and gas). This shows the inéreasing
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
service sector. This impressive increase in services sector has

been associated with

(leiﬁcreased affluence, (2) Rising tide of education, (3)
changing attitudes toward work and leisure, (4) a more sensate way
Qfﬁlifé,_(5) greater personal fulfillment and (6)“4 more complex
HsééiétﬁfS)& So in order to keep pace with the econamy?s expansion,
'coﬁpanies accustomed to selling products alone for prbfitable

growth have diversified more and more into services,

¥
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What are services? There are probably as many definitions
”6f services as there are writings on the subject. The committee on
Qefinitions‘of the American Marketing Association defines services
as "activities, benefits, or satisfactions which are offerred for
sale or are provided in connection with the sale of goods.
Examples are amusements, hotel service, electric service, trans-
portation, the services of barber shbps and beauty shops, repair
and maintenance service, the work of credit rating bureaus. This
list is merely 1llustrative and no attempt has been made fto 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 "service" 1in
literature is difficult; there exists ndé authoritative consensus
on either the boundaries or the classification of the service
industries. So, the discussion proceeds to analyze the character-

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

entity called "service',

2.1. CHARACTERISTICS OF SERVICES

From the survey of literature it becomes apparent that
services have many qualities which differentiate them from
physical products. These characteristics can be grouped as

follows:

1- intangibility

2~ human intensive

3~ heterogeneity

4= attractiveness of consuming without ownership
5~ inseperability

6~ perishabilicy

Each of these characteristics will be examined in turn, and

how these characteristics influence marketing strategies will be

Lol
ncLaed.
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2.1.1. Intangibility

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'(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; in
short to the absence of a tangible product. But, there is a
difficulty in application of intangibility criterion to all service
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 automobile repair shop, but the
former is invariably classified in inddstry and the latter 1is
usually regarded as a service. A haircut, a shoeshine, the giving
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 1in
one sense all industries provide services. ''Man cannot create

material things"(8).

2.1.,2. Human Intensive

Tt refers to the fact that service marketing involves the
interactieon 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(8). The delivery of most services results from the
activities of people not prodﬁéts, 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) T”.C,;’I‘Vaylor9 "Changing,Mérkét§43611ing the Services Society’,
" 'Salec Management-The Marketing Magazine, (March, 1972), 26

(8) Alfred Marchall, Principles of Economics, (8th ed.; Londeon,
MacMillan and Co., 1929), 63,

{9) R.M.Bessom and D.W,Jackson, "Service Retailing—-A Strat
1

c
tpproach’, Journal of Retailing, LI (Summér
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2.1.3. Heterogeneity

.

The intangibility and human intensiveﬁess 6f the services,
makes it impossible to standardize services, so evaluation of
quality difference$ even between the services of the game 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 product style change and absoles-

1 1

cence. Non-ownership implies "shared use” of the same product
among various consumers, Communal vse of certain property like
transportation, equipment, and housing may reduce unnecessary

production, economizing on scarce resources.

2.1.5. Inseperability

Another distinctive feature of service marketing 1is the
fact that the product cannot easily be seperated from the producer.
It is therefore usually impbséible 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 in the sale of a service, buyers are more dependent on

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

2.1.6., Perishability and Fluctuating Demand

Within the intangible character of the services, perisha-
bility of the service output is an important characteristic, it
refers to the fact that SeriCes cannot be stofed fbrfperiods'of
peak demand as théSe canﬁot be mass producedanhe:utiiity of most
services is short lived, This perishability factor of sevrvices is

illustrated by a common expression in the hotel field. “A hotel

room is the most perishable commodity imaginable, If 1t ig not

bl

booked tonight, that revenue is lost ferever”(10). Uasold theatre
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tickets and empty seats on airline flights also illustrate the
risk inherent in service perishability. Furthermore, the market for
services fluctuates considerably, by seasons, by‘days of the week

and even by hours of the day.

To evaluate the marketing mix decisions for services, one
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
arise 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
- pricing
- premotional strategies

- channels of distribution of services

2.2, PRODUCT AND SERVICE DEVELOPMENT AND PLANNING

The more human centered the service, like professional and
per'sonal services, the more it seems to depart from the cbnven—
tional treatment of the product. The most obvious‘reason for this
change is that with a tangible good you have the actual product to
evaluate, to try and determine if the produét 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 in
buying. a typical product”. In negotiating the purchase of a
service the buyer often feels as though he is putting his fate in
the séiiér“s hands. The image and the reputation of the service
seller and its personnel are perceived to be part of the product
Thus, personnel and company lmage become the physical representa-
tion of the offering. . This is important from marketing point of

view, beaause companies in plannlng their services, must takc into

conqldera 'n characterlstlcs of 1ts personnel and company ‘s

c:lmage, because the consumer can be expected to choose a

service supplier whose place of business and sales personnel
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clearly suggest the quality of service desired for the satisfac-
tion of his needs. As outward appearances will piéy an lmportant
part in a consumer's évaluation 0fQ;he;qﬁaiity”and,nature of the
service he is to purchase, the service bﬁginess ﬁust 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 service market-
ing is that when marketing a product, the primary task is to create
a desire or a need for the product in the minds of the consumers.
Services are best marketed by meetingjaiready established needs,
due to the absence of a physical product. The primary difference
between two marketing strategies 1s that product manually deter-
mines the marketing strategy; while in services the strategy often
develops out of the motivational influences surrounding the
service(l2). An important implication of the above statement is
that service 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 satlsfy the individualized needs of the consumer,

increasing customer satisfaction.

Intangibility makes the quality judgements difficult,
Buyers'aré usually not able to set standards by which to make
quality comparisons before making a purchase decision. Due to
intangibility, branding, brand developmentzand‘acceptance, and
packaging are usually not prominent in éﬁen&afkéting‘of services,
Alsc, patent rights cannot be kept in service industries; competi-
tors are more likely to galn accegs to major innovations ia the

Service_industfykcomparéd<to product sector.

Due to the inseperability of the gervice and the sevrvice

"
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giver, consumption and use is not possible without the participa-
tion of the seller. Once, thg.sefvice_has been consumed angd used,
then thé bﬁyer is indépeﬁdéﬁt‘0f the,se11er$ Because of-the
simﬁlténeoué production and sale of most services, marketers of
services are mailnly concerned with time and place utility.
Convenience is a factor that welghts heav11y 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 convenlent and available to him. Thus,
location becomes an integral part of service component.
Perishability and high flﬁctuating demand of most services
makes production planning and capacity planning especially 1mport
ant in service industries’. As services cannot be mass produced
ahead of time and stored for periods'df peak demand, the utility
of services is short-lived. Whedrseasonal and load variations in
sales of service industries arise, service firms must have the
facilities available to meet peak periods even though these
facilities remain idle during other times of the year or day. An
example, is hospital capacity planning. Where demand is uncertair
and 1neven, resulting in long waiting lists and multitudes of
unattended patients, which shows the amount'of unsatisfied

consumers, decreasing over all efficiency of the organization.

2.3. PRICING OF SERVICES

Although the price of a service can be determined by
several factors, it must be high enough to cover the costs to
produce the service and the related amentles as well as to
contributevsomething to profit° So, as in product industries,

cost—-plus- prlclng is common | 1n serv1ce 1ndustr1es. The consumer

both sectors must feel that the value he receives ‘is greater tha:

or equal to the price he pays for the service.

‘Since, so many of thé‘v&lués ‘derived from services are

intangible in nature, price is orten diffie ult to egquate with

value., Aware of 'this aotorg service firms use prestige
pricing, or different fal pricing to imply that price of the
service implies quslity of the ocutput, that iz they make

higher values as they don




have any standard except price toc make comparisons and that they

feel that ﬁhey,@?e geﬂiing what they have paid for.

It‘muétfﬁétﬁéméﬁbéred that while product sector is relati-
vely unregulatéd;usérVice sector is 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 toocl. 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
services implies that such services are not price sensitive,
leading to inflexible pricing schemes.

Intangibility and heterogeneity of services contribute to
the difficulty of making meaningful price comparisons.Perishabi-
lity and fluctuating demand aspect of services necessitates a
“"flexible pricing" schedule. Peak load pricing is not uncommon

related to capacity planning.

2.4. PROMOTION STRATEGIES

When consumers purchase a service, due to the intangible
aspect of the se’rific’éE visible tangible reinforcement is missing.
This uncertaihty concerning the satisfaction or benefits to be
derived is increased by the fact that, 1f not satisfied, the
consumer 1is 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 adaptlve, courteous and empathlc behaviour when dealing -

with customefi{lB) In addltlon to reduc1ng cognitive dissonance
such human_ and ﬂeysonal dimensions of the service should add
materxally to the percelved value of the service. Such behaviour
'can establish clase contact between the seller of the service and

'the congumgrL As Hallcgay and’ Hancogk(ll;),have-,stated9 'aerv1ces;

(13) R.M.Bessom and D.W.Jackson, '"Service Retailing—-A Strategic
Mgrketlﬂg Appraacb“g Journal of Retalllng? LT (Summer, 1975},

66,
(14 R.J. Halloway. and R S Hancock Marketinpg in a ChangLn& Envirog
ment ;o LNgw ¥

qu,,dohn Wi ley‘aﬁd'Smﬁsq Inew, 1973), pp.55~206..




have a considevable persconal element in thelr relationships with
the public, more so than do other marketing establishments. This
hﬁﬁahFiﬁﬁﬁﬁsiyeness of the service, leads to the consumér:chooSing
§ supplier'd§fé'service because of his image or impreséion;of the
people who will produce and supply the service~the appearance 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 iﬁportant 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 i
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 1s 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 resale and
tHerefore the costs and problems of storage are eliminétéd;
Performance of transportation function is also less'importAnt

since there are no tangible products to be handled.

Direct distribution often limits the geographi;éliﬂarkets
that service sellers can reach leading to localization of various
service institutions. However, the trend has been to broaden fhe
'Channeié for services Considefabl?. Oﬁe way to achieve intensive
distnibutidn‘is to increase the number of locations where the

service can be performed. , v -

Another way by which sérﬁicaﬁmarketers argxseeking ﬁo {ﬁ?;
ctease their market coverage is by(tﬁe use of intermediaves. The:
traditional middlemen, they perform more of an infor
ing and Ccprdinatiﬁg functiong for example in health

-
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Regan suggested over a decade ago that the service revolu-
tion would be based on7a mass productlon approach to develop
service technologles(15) - These service systems Toutinize service
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 in-
competent sales clerk service of the past. They represent the in-
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 1is not 1in accor
with human intensiveness of most services; so, for most customers
standardization of service distribution results in loss of some o
the ego-satisfving properties, and intrinsic values are lost when

extrinsic qualities are enhanced.

2,6, MARKETING MIX STRATEGIES FOR SERVICES

So, the above analysis shows that marketing mix strategies
for services, although they exhibit certain similarities, are
different from those used in product marketing. The similarities

and differences can be summarized as follows:

Similarities Differences

1- Product (Service) Development

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

b) product or service develep— 1« The market place -
ment, sources of ideas’ as. a source

c) product or service stages = 1- Marketing program 1- Patent unavailla-
, R S : bility for servict

d),branding ...t .1~ Trade and service ' -
b - marks

e) packaging and labeling ; - 1« Services lack use
’ for packaging

ces—A Challenging Future”, Journal of




Similarities Differences

7f'}uf)'warféhiyﬁandJSErviCe e " Law of warranty:
L S ‘ appears inapplicable

2—- Sales Effort

a) advertising 1- Objectives -

2- Institutions and -
med1a used

b) sales promotion 1- Use of printed Lack of physical dis
promotion play in services
material

2- Use of coupons No samples possible
services
3- Use of contests No demonstration
and prizes - possible in services
¢) sales management and 1- Sellingg
selling techniques
d) product differentiation 1- Service differen- -

tiation urged to
parallel product

differentiation
3- Pricing
, a) price bagis 1~ Value
2- Cost
b) price management 1- Price variation Services do not use
principles discount structure

generally

Another interesting issue is to show how each characteris
tic of the services affect marketing mix decisions such as produy
planning, pricing, promotion and channels of destribution for
services. These results are summarized in TABLE 3, to give a

clearer idea about service marketing,




ABLE 3~ SE

; Service
tharacteristics

RVICE MARKETING

and
the

Planning
developing
services.

Pricing of
services.

Promoting the
services,

Distribution channels

for services.

luman-intensive

hability and
Tagruating
dewand.

Peris

Het rﬁgeﬂc1ty

Artractiveness of
consuming without
cwnership.

Company and per-
sonnel are perceived
be the product.

to
Branding and
packaging not
prominent.

Buyers
on

are dependent

consumption and use.

Requires "service-
line extentions:
altering the
existing sources.

Service offerer can
be better equiped to
meet the ‘
individualized
needs.

- Increased emphasis
on product quality

- More attention to
maintenance and
service requirements
in product design

- Llease rental packages

Bodur,

Unp

published paper.

the seller for the

Price insensitive
Price comparisons
are difficult.

Flexible pricing

-

special rate
schedules

Péeak load.

Price comparisons
are difficult

"the conditions

Flexible pricing
to better reflect
of
the product at the
time of the rental,

Promoting the
results of
performance

Reputation and image

of the companv,.

Flexibility of prices
used as a
promotional tool

Non-standardized
quality makes
promotional task
difficult.

Publicity; emphasizing
the need for a better
balance between

ecologv and econcmv.

No deliveries.,

direct distribution
non-traditional,
intermediaries

direct distribution
non-traditional
intermediaries,

direct distribution
non-traditional
intermediaries.

direct distribution
non-traditional
intermediaries.

use of traditional
intermediaries.
new inventory
concepts.



5. ANALYSIS OF MEDICAL CARE SERVICE

The analysis of the characteristics of services andmunique
‘marketing strategies are important in the study of medical care
service. The medical care sector is functlonlng to restore ahd
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 one's 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 proceed to analyze the medical
care service and to show 1tsdifferences from other commodities

and services in the economy.

3.1. EXPENDITURES ON MEDICAL CARE SERVICES

The medical care industry defined to include the services
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 1in both develoéoping and developed

countries,

As can be seen from Table 4, for the sample of countries,
current public expenditure on health stood at some & 1/2 per cent 8T
of GNP in the mid. 1970's. This 4 1/2 per cent ratio represents,
however, somewhat less than 80 per cent of Eotal;expenditure on
health, reflecting the countinuing'signifié&mé'of private spendiﬁ
in at least some countries. The GNP shares of private and public
expendlture together vary between peaku of 7 1/2 per cent in the
United States to-lews of 3 1/2 per cent in Greece. Capltél
expcndltute varies from 3 ¢ to 12 % of total health gxpenditure.

In patient sevrvices are a large and fast growing part of all

(16} V.R.Fuchs, “"The Output of thé Hea
ﬁcma*sxi Fund Q arterly, XLIY 1

CEA
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TABLE 4- TOTAL AND PUBLIC EXPENDITURE ON HEALTH
1974 or near date, e ,

Total health Public health

Country expenditure expenditure
Australia (FY 1975/76) 6.5 5.0
Austria 5.7 | 3.7
Belgium 5.0 4,2
Canada (1973) 6.8 5.1
Denmark Qe 6.5
Finland (1975) 5.8 5.5
France 6.9 5.3
Germany 6.7 5.2
Greece (1975) 3.5 2.3
Iceland (1973) 5.6 4.8
Ireland (1975) 6.2 5.4
Italy 6.0 5.2
Japan (1975) 4.0 3.5
Luxembourg 4.0
Netherlands (1972) 7.3 5.1
New Zealand (FY 1973/74) 5.5 4.2
Norway (1973) 5.6 5.3
Portugal 3.2
Spain 4,8 3.0
Sweden ' 7.3 6.7
Switzerland (1973) 5.0 3.5
Turkey 1.4
United Kingdom (1975) 5.2 4.6
United'States 7.4 3.0
VDispefsion 1.1 1.1
Average 5.7 4,4

a) OECD Studies in Resource Allocation, Public_Expénditure on
Health, No: 4, July, 1977, p.10,

b) Percent of "trend" GDP at current price.



medical service expenditures, hospital costs tend to be nearly
half the total current expenditure; gﬁaff costsv-VhiCh alone
account for aboéf half the cost of all personal health care -
togéther with dfug costs take up.ﬁﬁeriﬂfééét share of all health
service expenditures. Even in some of the richer countries the
proportion of national income devoted to health is 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 socio-economic factors in the genesis
of psychological disturbance, most household consumption can be
treated as preventive medicine(18). So health care services can
be segmented into two groups. a) preventive 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 services 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 group has
been the predominant vocation of the health 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. . Engels' Law, but the fact that medical

care expenditures has gained importancm ‘within the family budget
compared to food expenditures, is apparent. It can also be assume

that this is due to the slow rise in prices of medical care while

(17) World Health Organizatibﬁ,~ﬁea1t# Economics, Public Health

Papersg No: 64, Ceneva 1975;
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~duction and Pre

aNationaé

~~
it
jos]

e




prices for food items have shown a larger increase(19). The same
situation applies in socialist countries, fér;éxample,'in Soviet:
Union, in 1960, the percentage of medical éare expenditureé>within‘
a worker's family budget was 10 Z; in 1972, this increased to -
14 7. In the same period, the percentage of food expenditures

decreased from 38 7 to 35 7.

Another study conducted in France, states that between
1965~80, the total expenditures in durables decreased from 32 7 to
17 %Z of total expenditures whereas the percentage of medical care
expenditures, increased from 12 Z to 20 %Z. This great increase 1in
medical care expenditures shows the importance of the sector

within the economy.

TABLE 5- MEDICAL CARE EXPENDITURES

Average Annual
growth rate of
health expenditures

1961 1968 1966 1972 at constant prices
(Abel Smith) (OHE) (5.S.A) . (Maynard) (8.S.4)
U.X 4,2 4.69 4.8 5.1 1962-69 5.6
France 4.4 4.90 5.7 5.5 1963-69 10.9
West Germany 4.5 - 5.7 5.8 1961-69 6.8
Netherlands 4.8 - 5.9 6.7  1963-69 10.1
Canada 6.0 7.25 7.3 - 7 1961-69 101
U.S.A. 5.8 6.71 6.8 - 1962-69 6.9
Sweden 5.4 6.26 6.7 = 1962-~69 9.2

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

3.2. OUTPUT OF MEDTICAL CARE SERVICES

What is the output of medical care services? Thié question
is important for those who pelieve that medical care sector is in
a crisis because expenditures are ﬁontinuaily rising; thart is,
costg are exceeding benefits derived ftom-mediéél care. Medical
services, of course, appear in response Lo diéééseﬁ disabilircy

and death. Hence, the health services must handle these in such a

{19) Cahiers De.LlL Association Fra “DeScience Economigueo




way as to prevent, cure, manage or rehabilitate, or at 1eas}
palliate. So, the.oﬁtput:OE medical care services can be shortly
sﬁated as "increasing the heélth level within the sociéty", But,
another question that has to be answered is "what is health?"
Définitions of health abound. Agreement is hard to find. The
definition of WHO can be stated as a guiding principle "A state

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

A few points must be made clear. First, health has many
dimensions - anatomical, pﬁysiological, 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 measuring 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/1000 pop. in that ‘group/yr.

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

given -diagnosis/1000 pop. in a year.

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

.age at death. and diagnosis simultaneously.
e) Survivors at given ages out of each 100.000 born alive,

f) Curve of expectation of- iie; years of life .remaining.

2} Avevage life expectancy. Other variagbles can be

intreduced such as sex or vace depending on the problem to be

S(20) R.iblewelyn-Davis and H.M.C.Macaulayj; Hospital Planning and
Administratior, World Health Organizatlon, Geneva, 19066, p.l




examined,

“h) Infant mortality: Number of deaths under one year per

1QCQf1i§e bitthé'ih 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 in the
mortality rates,‘An explanation is that changes in enviromental
factors in these years have had on balance, a negative effect on
health, thus offsetting the favourable effects of increases in
services and medical knowledge. So, new health indices have been
used in combining mortality and morbidity informationjone such
index 1s the one suggested by Culyer(22) which consists of
calculating yvears of "effective"™ 1life expectancy, based on
mortality and morbidity rates. Such an index would measure the
number of years that a person could eivéct te 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 1llne
or disability is a matter of degree. The vears deducted from 11
expectancy because of disability should be adjusted by some
percentage factor that represents the degree of disability; to
give more reliéble data. Another set of indices is the increase
life expectency, a set of data given in Table 6 shows that
expectation of life for age groups 30 and above in selected OECD
countries. These results indicate that while some increase has
taken place sihde early this century, the increase appears to”
have stoppéed during the 1960's. So, it is apparent that the
effect of using expenditures on medical care has been offset
~changes iqﬂgnyifonmental factors in this case, due to Tising
‘staﬁdéfds‘of'iiﬁingVihcluding motor and factdry'éccidents. Withis
‘:OEGD‘éouﬂtriés;7the.major cause-of'death for the~agémgroup up tc‘
44 is accidents. Economists label the utilization of goods by
individual persons and households as "tonsumﬁtion"‘ih contrast t
"investment” which is the instrumental use of goods to produce
other goods. Health.services—Wiﬁh;;he.exception of some environmen

medical services-do not produce any economic commodities directl

£

(22) A.J.Culyer; “"The Cuality of Life and the Limits of Cos
Benefit Analysis®™, York Studies in Economics, Institurte
Social and Economic Research, Repartment of Economics and

Relared Studies, University of York, No: 449 (Martin

Robertson Co.Ltd, 1977) p.143, B

of




TABLE 6~ MALE LIFE EXPECTANCY AT ACE 30
' SELECTED OECD COUNTRIES.

L3

AND INFANT MORTALITY 1IN

: R , . e fﬁfant

Years of expected like at age 30 mortality

. for a male in the v1c1n1ty of rate,

1910 or y
nearest 1970 or

COUNTRY year 1950 1960 Patest vyear 1960 1975
Australia © 36.5 .. 41.0 (41.2) 2.02 1.61
Belgium e 39.3  40.9 40.9 3.12 1.46
Canada e 41.6 42.2 42.5 2.73 1.55
Denmark 36.8 43.7 43.3 43,2 2,15 1.04
Finland 32.5 38.0 38.5 39.3 2.10 1.02
France - 39.4 40.7 41.4 2.74 1.36
Germany 34.6 41.3 41.1 41.0 3.38 1.97
Greece 36.3 42.9 43.4 (45.7) 4,01 2.40
Ireland ceen 44,8 46 .4 46.3 2.93 1.84
Italy 6.7 41.1 42.3 . 42.6 4,39 2.07
Japan | 34.3 38.1 40.0 41,4 3.07 1.00
Netherlands 32.2 44 .3 43.8 43.4 1.65 1.03
New Zealand 38.8 41.9 42.1 41.8 2.26 1.60
Norway 38.8 44,2 44,6 43.6 1.89 1.11
Spain 33.9 39.1 42.0 42.9 4.21 1.21
Switzerland 33.8 40.8 42.2 43.0 2.11 1.07
United Kingdom 34,5 40,2 40.9 41.7 2.24 1.60
United States - - - - 2.60 1.67
White 27.4 31,2 31.7 32.6 2.29 1.48
Non-White | 27.3 28.7 129.3 4,32 2.49

a) OECD Studies in Rescurce Allocation,

L July, 1977, p.49.

It is therefore legitimate to con51der most of them as

,rather than investment,

On the othey hand,
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capital(23), in which health contributes to economic development

as one of ‘its compcnentsa 1n~thi§;CDntékfg»héalth‘services ‘can be

regarded as 1nstrumenta1 iyéi as ln “the nature nf investment 1in a
wider sense. Although it may be agreed that medical services ‘in
general can have both consumptlon 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 piant and equipment used by this

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

3- Intermediate goods and services: 1i.e. drugs, bandages

purchased laundry services.

This argument shows that health care services are complex
in character, ranging from consumption to investment.pood charac-

teristics, creating certain problems in their identification.

The above argument shows that aﬁ31YSis of the health care
sector presents many difficulties, one of which i1s, whether the

" defined generlcally as the kinds of ser-

commodity "health care
vice prov1ded by 'surgeons, phy51c1ans, hospltals are different

from other commodities in particular and crucial ways. As is well
known, this questlon has been the subJect of frequenL controversy

over the last twenty years, a controversy t: today as lively

as when it began. Certain descrlptlve characterlstlcs of health
care service has been studied by Arrow, Clark 1957; Feldstein 1963
»fklarman 1965 pp;47 56 Muéﬁkin 1958, Titmuss, 1968, Weisbrod
1961, Liees 1960,1962,1964, Jewkes'1961;1963,,fachs 1966, 4
k;Llndsay 19619 Lindsay and Buchaﬁaﬂki970 and Culyer 1971. In this

h Organization, Health Economics, Pubklic Hea

it
ngn? R Qo; 6b, " Geneva, 1975, p.20




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

come to a clear definition of the health care service, as there

‘céhibefno‘dpubt.that health care is not the same thing as other

ecomomic goods.

3.3.

THE MEDICAL DECISTION 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

health care service can be seen. The medical decision process

be summarized as in Figure 1,

FIGURE I~ FIVE SETS OF FACTORS DETERMINTING INITIAL MEDICAL
DECISION PROCESS(25)
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To summarize Figure 1, first we have to consider that then
VeXISts some level of percelved need which 1nf1uences the ;otentiz
~pat1ent S decxslon to seek care Once that decision is made ,
contact with a pppvlder is made. At this point, the patient ente
the formal medical care system, and the medical care process
begins. The concept of,"iliness 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 behaviour in terms of social patterns
accompanying the seeking, finding and carrving 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 Stage

3.3.2. The Assumption of the Sick Role Stage

3.3.3. The Medical Care Contact Stage and The Dépendent—Patient
Role

3.3.4., The Recovery or Rehabilitation Stage

All these stages do not have to be present 1in every case
iliness, but they will usually be found, even if in 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,wfthin the circ:
of friends and relatives

3- decision to seek professional help

4~iselection éf a proféssional area of help and

5- selection of ‘a specific practioner.

{26) D.Mechanic and E,H,Volkart,~“8tress and Behaviour and the
; Sick: Role“, American Sociological Review, (February, 1961),
p 27 - St e s :

(2?) Edward A.Suchman; "Stages

of Tllness and Medical Care',
Patients, Physicians anﬁ Ellncss A Source book in Behaviora)
Science and Heaith, ed RL.0aLtly Jaco, (New York, Macmillan

Timited. Co. 19??? p,li@

oS
o E

 1CaKadushiﬂs ‘Tnd:
Administrati

'i;”gal_ﬂgcisicns to. bnde::aku Psychotherap:
‘ “é’gsafterivs‘(Decemb t} 19583, 3, pp.3




Thes Jéorrespond roughly to the first three stages of our

formulatlon af the process.

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 something 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 dis ability actually felt,

b) The cognitive aspect, b& which we refer to the inter-
pretation and derived meaning for the individual-experiencing the

symp toms

¢} 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
process 1is 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
recognized and defined not in medically diagnostic categories but
in terms of their interference with normal social functioning.
Two aspects of the illness decision-making process durlng this
stage with partlcular relevance for medical care are .the denlal
~of illness or "flight to health" and deLay in seeking and securi£

treatmenﬂ%BO) 'In some cases a real dilemma is created for the

\ylnd1v1dual whc may 3H*td avoid "bothering his family, friends,
and doctor too aarly in the symptom experience stage, but who

fears‘therharmful consequences of waiting too long.

(29) A greac éeal of soc1a1 research has been devoted to the
,varylng meanxngs of symptoms and illness for different cul-
tural groups, for example.

P.M.Moody and R.M.Gray, "Sccial Clasg, Social Integratiun anc
‘the Use of Preventive Health Services”, Patients, Physicians
and T11 ress—A Sourcebook in Beha vxnral Science and Health,

ed. E.Cartly Jaco, {tfew York, Macmillan Limited, 19729y, 1L,

pp.250-261.

-

s "Seeking Care for Cancer”, Jpurnal of
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3g3,2.;Assumption of “"the Sick Role Stage

: vi{Th& decision that one is’ 31ck and needs plofe351ona1 care
',Duriﬁgrthls stage, the potential patient beglns 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 will influence the individual'
ability to enter the sick role. The i1l 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 Stage

(The decision to seek professional medical care ) and The

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

the physician and to accept and follow prescribed treatment).

At this stdage of illness, the sick individual seeks a
meéical diagnosis and a prescribed course of treatment from a
"scientist" rather than "lay" sources. Thus, an individual may
translate his perceived need iqto effective demand simply by
walking into an emergency room or an outpatient department. In
consﬁlting a physician, he seeks authoritative sanctioning to
become "legitimately”™ 111, but a potential patient cannot have
effective demands beyond the initial contact. He can only request
but not express an effective demaﬂd for say, serum cholesterol
tesfS'or chest x-ray examinations. The resource intensive service
-.of the medical care sector are legitimated by or independently

7geﬁefétéd“by the physician.

Thu&, the most important element in medical care services

;n;s 4ano vrwhelmlng proportlon of demands become effective demandq

ﬁtill,ation, 1f, and”only, 1f,1eg1t1mlzed by professional-

’5dEClslon makers, These stages are of fundamental importance to ar

uﬁ@épgganding«pfqthesﬁtilizé;jbngaizmedical carei{atilirie§‘ahd

{31) Edward A.iuéhmdn, “Strages of
Up tieﬂts, PhysLelan% andﬂI

Liness and Medical Carve,
egs~4& Sourcve Book in. Bthd iory
Jaco, ANew York :

¥
g
n




services. The medical decision maker is the sole and unique
participant in this process who has command of the stage of
.kanledge,nIt‘brings ﬁhe physician§s central role in generating
demand. Very few industries could be named where the consumer 1is
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 salesman. In‘Parson's terms,
there is a collectivity orientation(33), which distinguishes
medicine and other professions from business, where denial of self-interest
on the part of participants 1is the accepted norm. Also, the
physician claims that his skills are so esoteric that the client
is 1n no position to evaluate them. One reason for consumer
ignorance is the inherent uncertainty of the effect of the servic
on ;ny individual. How can the lay person be expected to know

the value of a particular procedure or tréeatment when in many cas
the medical profession itself 1is far’ffom agreed? Also many
medical services are infrequently purchased. The averapge consumer
will buy many more automobiles during a lifetime than he will
major operations. Therefore, he cannot develop the necessary
expertise. Furthermore, the consumer:ig of;en not in a good
position to make a cool, raticnal judgément at ‘the time of purcha
"because he 1is 111, or because a close member of his family 1s 111

‘Finally, the profession does little to inform the consumer; in fa

it frequently takes positive action to kKeep him uninformed. So,
fr¥om this stems the physician's privilege to be somewhat removed
from the market place and to acéeptsthe“evaluacion of his
‘colleagues rather than of his clients. This’is one of the most

impertant characteristic of the medical care service, the

(32) K.J.Arrow, "The Welfare Economics of Medical Cave', American
. 947 . pgoerrean

Fconomic Review, LIII, p.

T.Parsons, ~The Professions and the Social Structure"

‘Essays in Sociological Theory, (New York: Fresspresssy
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1n31gn1f1rance of the cllenﬁ against the knowledge and expertlse‘
of the service glver.,The nature of medlcal practice 1s seen as
determlned argely by the practltloner s relation to his
colleagues, the medlcal practltloner is typically a colleague in
a structure of institutions and organizations, the patient being
an eséentially 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
originated, 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 sg 0n’associated with alternative patient fgéused outcomes, 1
is reasonable to expéct that his preferences in these respects, o
his valuations of them, are relevant in understanding his medical
decisions. Especially, where alternmative diagnostic and treatment
processes are available and considered probabilistically medically
appropriate. (Probabilistic due to uncertainty associated with
the outcome of the treatment), the chosen course of action 1is
likely to be the one which the physician expects to maximize his
preference function(35). Thﬁs, the physician 1is likely to shoose

from among the available alternatives that hourse of action which

(34) See: .
ALM.Carrx, Eaunders and P.A.Wilson, The Professionals, (Oxfor
Clarendon Press, 1933). :
T.Parsons, "The Professiomals and Social Structure"”, Essays
in Sociological Theory, Pure and Applied, (New York: Free-
press, 1949), pp.185-199, ' :
R.K.Merton, "Some Preliminaries to a Sociology of Medical
Education”, The Student-Physician, ed.R.K.Merton, (.C.Reader
and ?.L.Kendal /Cambrldgo, Mass.Harvard University Press,
1957), pp.73-79. iy | ;
‘WiJ.Goode, ECommunlty Wi hln a Communlty, The Professionals'™
American Sociological Review, XXIT, (April, 1957), pp.194-20
0.Hall, "The Informal Organlzatlon of the Medical Profession
Canadian Journal of DCqumlgé anérgp}ética] Scienqgg Y11,
(February, 1946), pp.30~%1.c ' )
0.L.Peterson, "An Analytical Study of North Caroline General
Practise"”, Journal of Medical Eduaagioi& XXXI, (December,
19%0‘}5 pp.1-165. T
”;evki.Berki;'
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he assocliates with the highest reward state to himself. Service
demands may be originated by the physician for purposes of resear:
for téaching,vfor demonstrating high escteric skill achievemgnp;;
for status and for increasing his income or decreasing his wqu? 
load or both simultaneonslye So, although patient welfare is the
primary determinant, it is apparent that it is not the sole

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 altermnative supplies of services,
3- Ethical, legal and institutionmal factors that both help
shape, the physician's preferences. and constrain his
choice set,
1t is 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 how
social class, social integration and other socio-economic charac-
teristics influence the consumption of preventive health services{(
This (Will be examined within the analysis of demand for health care)
It ' is 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;thélphysician feels that the appropriate care
pattern is 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 ability to pay himself ort
to have paid on behzalf of insurance or use of free sérvices

offered by the publiic institutions. These financial constraints

will be examined in more detail in demand analysis.

" The second censtraint on the medical decision is the

"

{36) P.M.Moody and R.M.Gray, "Social Class, Sccial Integration a:
the Use of Preaventive Health Services Patients, Physician
and Tliness—A Sourcebook in Behavigrai Science and ﬁami{hiw

v (New Yorkt MéE&iElanVLimitedf
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avaiiability of altermative supplies of qervices. The extent to
whlch complex dlagnostlc fac111t1es are avallable, as weli as |
'thelr costs to.both the patlent and the phySlPlan is not 1ndepen<
of thelr use. It 1is not unwise. to thlnk that physmclans who own
diagnostic facilities are more likely to be extensive users of
them. The availability of alternative supplies of services is
determined not only by economic, institutional and physical factc
One important aspect of availability is accessibility. Thus,
certain social and psychological characteristics of both, patients
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 prbhibition of fee splitting,
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 uniférmly 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 is 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 bependent° Patient Role Stage, the central role is

that of the physician, most specific diagnostic and therapeutic
ambulatory services are physician originated. This physician
centernéss of medical decisipn process is the most important
element in- mealcal care serv1ce§ and whlch makes the relatxon

of consumer ‘and producer ‘somewhat ha?y. So in the analyqls of :

£

marketlng services of hospitals; this centeredness of physician i
the process of medical -care decision brings certain dimensions
which differentiates the study from the classical approach to

marketing mix decisions.




3.3.4. 1f we continue with the study of illness behavicur, the
fifth stage will be The Recovery or’Rehabilitation Stare. (the
decision to relinguish the patient role)r The course of medical
treatment comes to a close when the patlent 1s d1sm159ed or
w1thdraws from aLtlve medlcal care and 1s expected either 'to
resume his old role of a healthy 1nd1v1dua1 again, or to adopt a-
new role of chronic invalid or long~term rehabilitation. During
the stapge 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 thsical impairments, this
process 1s a slow and demanding one and may involve recurring
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 home care for the aged, of rehabilitation
for the handicapped, of long term care .for the chronically 111 are

the type of cares that will be needed at this stage,

These five stages, then represent the content and sequence
of medical care decision process, From this analysis, certain
unique characteristics of medical care in relation to the

physician service can be pointed out.
1

3.4. CHARACTERISTICS OF MEDICAL CARE SERVICE

3.4.1. Consumer Ignorance and’%rofessibnalf?ower

A prerequisite for the effective operation of any market

is that the consumer have a great deal of knowledge concerning th

quality of the product so that he can make a rational choice 1in
the process of attempting to maximize his satisfaction. A fund-
amental characteristic of the medical'%ervices market however,

a characteristic that makes it 51gn1f1cant1y dlfferent from the
market for most other products is Lhe‘relatlve 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 concerning

ik

the necessi ity for or consequences of treatment ig trewmendously
greater than that possessed by the consumer. We have to note that
the crucial differaence in knowledpe betftween the patient and the

physician is not in concerning production methods, the producer




invariably knows more than the consumer about production methods.
What is of 31gn1f1cance is the difference in knowledge as to the
satisfaction that will be galned from the purchase of a partlculat
 prqductw For most products, Che consumer knows as much about the
kutil&ty of the product»as tﬁé prédu£eff In considering the
purchase of a loaf of bread, .a feievision set or a washing machine
consumers have a reasonabie knowledgé of the satisfaction these
commodities will yield and can make reasonably intelligent choices.
Suppose that the consumer has persistent abdominal pain. Tt is the
physician who makés the decision as to what kind of treatment is
needed and by his recommendations he can create a demand for his
own product. It is the physicién who decides whether or not drugs
are required, whether or not hospitalization is desirable whether
or not surgery 1s necessary. The consumer has no way of knowing
which alternative is best for him, he must rely upon his faith in
the integnity and competence of the physician. Moreover, the
consequences of a wrong choice on:the:phrt of the consumer can
be disastrous, If a consumer finds that a particular loaf of
bread purchased is tasteless, he can try a different kind the next
time and the cost of error is small. let him make a mistake in his
choice of medical care, however, and the error could produce acute
pain and discomfort 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 economicsy it 1is assumed that welfare of
consumers 1is acquired through a rational choice of alternatives,
and that these choices reveal preferences. Three arguments have .«
been put forward which undermineg the rationality assumption of

optimization of welfare in medical care consumption. These . are:

1- Many coﬁsumers? thabéﬁtisiék},do not desire treatment
and may even be ignorantrcf their sickness.

2~ The mentally sick fit oddiy into a "consumers" sover-
elgnlty model ; _ '

3¥ Paflents requlrlng emergency treatment are frequently

net in 4 position te reveal their preferences.
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1- The first of these impediments have been well analysed.
pectdcular evzdence for “the truth of this proposition was .

fdlscovered

"nlthe famous "Peckham experiment’” of 1935~ 9., where 6&
percent of the persons examlned had identifiable dlsorderq but‘
were unaware of them(37) This .was supported by Israel and Teellng
Smith's flndlngs in 1967, where if 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 ignores the possibility that the
degree ofvignorance 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 is a
question of tradeoffs between costs 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 is true due to the fact that illness behaviour is underlined
by irrational fears, resulting from the fear of the unknown. As
most patients feel that there is something wrong with themselves,
anticipate fear of pain, of discomfort, risk of total or in -
complete or delajed :ecdverv, in short, prolonged deprivation of
normal function, try to delay the acceptancé 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 treétment, This escape from reality is especially important

in analysis of consumption of medical care service.

3— Sl'“lar~conc1uslons hold with respect to the emotionall-

dlsturbed ‘children and emergency cases., It is apparent that
these individuals are in no position to choose, then scome people

must decide for them., Thus, it is apparent that there exists

external demand for the care of these people. This brings the

question of externalities which is an impertant problem in health

{37) aAa.J. Cu"v°r9 "1s Medical Care Different?”, extract from "The
“Mitxnw nf The Commodity Health ¥ and its Efficient
Alloccation”, by ‘the “author, Oxnfo:

CppelfS-lia,

Feonomics Papevrs, NXITT,
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.economics. Externalities will be discussed later,

bove discussion shows that in the consumptlon of

7 "'The 
medlcal care,'ratlonallty aspect 'is somewhat not dppllcable This
d1fferent1ates medical care service 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 physician is using his
knowledge to the best advantage. %here‘is no way to evaluate this,
s0 it leads to the setting up of a relationship o6f 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.
Toipuﬁ it another way, the social obligation for best practice 1is
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 exchanye process 1s between the physician and
the patient. In this context of exchange, the transaction involves
the,physician in the traditional role of the small sérvicemen or
—buéinessméﬁ. He charges a fee for services rehdered, accepts mones

sends bllls and reminders. And vet, 1t is only necessary to point

ommerc1al practices which the medical profe831on
re3ects4to realize that the medical relationship 1s qualitatively
‘dlfferent.from the commercial relationship. The ideclogy of the
professlon, for example, places great stress on the obligations o}
the phySLClan toward the patient’s welfare and the ekclusion of
the proflt—motlve in professional decisions. Nor, the physicién i,

expected to advertise, to give bargain fees, to6 pguarantee a cure,

e rpfusa a pataent because he is a poor credit risk, to split
‘feeﬁ wl{h referrlng alieagu355 or “to refrain i1l if
his

'The &3sumnt10ﬁ that the ph




576£ services on the: other(39)

‘There is, thus in theory and practice,
between the exchange aspect on the cne
The same-

hospitals2 where relatlve unimportance

a complete segrepation
hand and the performance
principle applies to

is given to making of

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

that denies the trust relationships.

Ay

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

misjudged, as meaning that the physician 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

strive to maximize profits. To do:otherwise, would be contrary to

the accepted definition of the businessman's role. Occupational

success in the professional, and particularly the medical role 1is

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

3
»

res'pect on the part of the professional colleagues and of the lay

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

'bellef to undermine one of the ideals of the society which can be

summarized brlefly as, “there can be no value placed on the

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

These conditiomns, 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 pf the markect.

Control over the professional actions of the physician

appear to be vested primarily in an-internélized and self-enforceq

rcode of profess 10nal beﬁav10ur of the type mentioned above and in

the lay communxtyv{what Freidson calls the "lay referral system) (!

the Social Structure”
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In such s system the physician is under some pressure to please
his patients in order to acquire clientele. Word-of mouth recom-
’mendﬁpipnsj_bggémefaﬁVimpdftaqﬁ'eiemept in building a gracticé,
‘and inéhiliiy to pIeéée'thé“élientele will be reflected (in a
competitive situation, at least) in mediocre success and a
correspondingly poor income. In a non-competitive situation, the
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 gqueues),

3.4.4,. Product Uncertainty

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 learning from one's experience ¢
that of others is strong because there 1is an adequate number of
trials. In the case of severe illnesses the uncértainty due to
inexperience 1is 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 consumptioﬁ of medical care is certainly much

greater in the case of severe illnesses.

Furthermore, there is.a special quality to uncertainty, a
medical knowledge is’CohpliCéied, the information possessed by t]
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 dissconance after the
purchase of the service, because iﬁ 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 physiéianu As most
people are rvisk—averters when 1t comes to the use of medical
services, they will try to decrease the risk by complete trust i
thre kabwledge of the physigian;;ﬁéntrclbon the quality of care
given by the physiéian wiiivdépgﬁd on the outcome of the treatme

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

. :

(41) M.W.Reder, "Some Problems in the Measurement of Productivit
© “in the Medical Care Industry”, Production and Productivicy
-the Medical Carve Industry, &d. VYictor R.Fuchs, (Natiounal
Bureau of Economlc Research, Columbia University Press;
TGRS A ) : f R o ,
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‘the doctor's féeris'feléted to the success of the treatment by
 whiqh the patient can decrease some uncertainty as to the-ghtCOme‘
of the consumptibnvacé;kThisfpractise ié unécmmdn'(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 ignorance of quality, fostered by professional
"ethics" against advertising and public criticism of
other doctors (mal—practise‘suits are very seldom and
where they appear they create a social uproar—-Mindikoplu
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 problém‘of ensuring that sufficient capacity

is available for those who do not currently requife, say, hospital
beds but who value the existence of sufficient capacity to ensure
them a place should they requife it at some later date. c) finailj
and possibly most important in health care, is the problem alludec
to previously ccncerniﬁg,individuals,who, though possibly behaving
peifectly rationally}‘may not cqnéﬁm?;Suffiéieﬁt health care in

the opinion of other individuals in society. This may arise eithe

{42) Richard MqLeftwidﬁhi‘Health System and Rescurce Allocation,
(New York, Macmillan, 1953), 6th ed. p.34.




because of a low income level or because of uninsurability due to
chronic and costly illness, or for other reasons such as myopia,-
;social milieu, or any of the many factors that shape a perscn ‘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 contracting the disease if an individua
is not immunized. There is agreement among economists that these
activities, called preventive services, 1is 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 enjoying the benefit.

3- The problem of ensuring optimal option capacity has
been identified recently in the iitera&ure. Individuals cannot
be sure when they will require medical treatwent 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 in prov

iding more capacity.

4~ The problem of those who aré 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
merlt" good(é&) With imposed choice belng 1mplemented in some
way., It ‘has been stated that replacement of voluntary with 1mposa
éh01ce must, in general cause an uncompensated welfare loss. But
more recently, however, it has beeﬁ‘féalizéd»that all cases oﬁ;
apparent merit wants need not involve uncompensated changes in

individuals'positions, for to enable consumption by one set of

(43) The "free rlder problem called priscner's dilemma refers tc
a situation in which each individual would reach a prvvat@}y
optimal sitvation 1f others provide the public good or servig
whilé ha enjoys a free vride, i.e. fails to contribute to the

cost while enjoying the benefit,

, YAn Aggregate. Planning Model of the Health
Medical Cave, ¥, L1967, pp.369-381,




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 groups, one
rich and the other poor, the ficﬁ would be warned of the low
quantity and quality of the medical care service that the poor
are gettiné, this creates externalxd15utifities 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 two-person Marshallian model can assist in setting out the

essence of the problem(45).
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In the above figure, MVA and MVB are the Marshallian
demand curves of A (poor) and B (rlch) for unlts of medical care,

If both 1nd1v1duals are salflsh?

He open market produces

a result where A consumes Oi‘and B consumes OX with total demand
(-VSUpply) of X. B thinks that it is unjust that A receives so
little cave,{(A places an extermality on B). Denote B's demand fo:
more care for A by MVi. X (medical care) now takes on public gooc
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+MV2.
The optimal amount of A's care is now Xg, and the total optimal
amount for society is el where optimum allocation for B remains

at XB

From the above figure, it can be seen that externalities
can be internalized so as charitably!inclined persons can assist
those less well off themselves. The problem of externalities is .
important characteristic of medical care, which forms a bond
between the private and public good concepts. In medical care; wi
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 1s 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 with demand for drugs, for services of hospita
and other meq?cal personnel and for services of x-ray departmen
and labaratory~being derived demands. Berki(46) formulates a dema
model, such that ths medlcal care proce%s can be initiated by
(1) the potenLlal patlent voluntarliv (9) the potential patient
1nvoluntar11y (3) a social mechanlbm directly (4) the potential

RPN

provider of services {(the physicia ﬂ) Cases (2) and (3) are not

{(46) Sylvester E.Berki, Hospital Economics, (Lexington Books.,
o Studies in Sccial and Economie Process, 1972), pp.123-136.




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

cerebral acc1dent (the patlent is unable to indicate his

preferences) and when‘ 17preferences override them (as.in

‘lnvoluntaryrconflnement)Q

Demand for medicél care arises when the individual perceiv
his ‘actual health status to belléss than his e#pected 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, gepgraphic location, degree of socialization,

work experlence, age, past health experience and societal norms.

The expected health status can be defined as:

HY = £(A,E,R,S,N,H__.)
where A = age, E = education, R = role expectation, S = societal
and family status, N = cultural norms, H = individual's

t-1
previous health status experience. Then it can be stated that

demand for medical care arises when
H§ g Ht where Ht = gctual health status:

At this stage of the decision process the potential patien
is faced by four options: (1) Do nothing, but wait for the |
diséquilibrium to correct itself. (2) undertake self-medication
(1ots of orange juice), (3)’Seek information and advice from
»lnformal ‘n0n~scientific,fﬁﬁh:me&icél;sources, such as family
’membels or friemds; or (é) 1n1t1ate contact with a medical care
provider. At the. fourth OptLon, the patlent has translated his
felt need 1nio effectlve demand The preference of the potential
:{patlent is restrlctec by his budge;‘constralnt, the availability
of alternatives and their prices, and the severity of his condirtri

The severity of the cdse can be summarized as follows:




. . Lo . d : . .
Where 1in severe cases, the disequilitbrium He = H: - Ht is directly
translated lnto effective demand, with the prices of medical
serv1ces P‘ 4 the patlent income, Y, playing no role in the

d661810ﬂ;," ,,1nsm1nor cases, demand for medical care, is

determined‘byﬂtﬁe'pqtentlal patient's income-and the prices of

medical services.
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After the initial contact with the physician is made, the
physician may or 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 appropriatenes
and the physical availability of resources or service capabilities

The demand of the physician in this case 1is

D = f(Hd Jwhere Hd is ‘the dégree of disequilibrium
M1 em em :
between expected and actual health

status of the patient.

If the physician's estimation of the disequilibrium is not
emergent, the physician originated demands for services DM, are
determined by his characteristics, CyM, (professional and personal

3

objectives), the prices of services, and the patient's income Y.
d , . . ..
Then DMy =.f(Hm s CM 5 Py » Y) 1in cases of mild conditions.

The observed demand Dy, or total utilization, is the

equivalent of total demand DT which consists of four elements,
Dg = Dp = Dipy * Drp, * DM, + Dyy-

' .,Thé,ébove!aﬁalysis of Berki, on the demand structure for
médicalvservices show that price and income are detevminants only
in a subset of observed demand, namely Dry, and Dyy. Studies of
*prlce and 1ncome ela%t1c1tles of demand of medical care, therefor
will underestlmate the total demand because there are components
: w1th1n the demand structure whlch are prlce and income inelastic.
An analysis of literature on elasticities of demand show that the
are very low, Feldstein and Severson found that price elasticizie

largely are not significant frowm zero, orv even negative for both




hospltal servtces and phy51clan services, as these studies ignore

'other datexmlnencs wlthln the demand struarure(47)

When‘we conslder the D1F2 (patlent orlglnated non emergancy

case) component of the demand the empirical evidence points a
downward»sloplng 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).

. 1
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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 sloplng demand curve. There are, howevér, two ' distinctive

" features of the demand curve for medlcal services. Fifst, there 1ig

-afflnlte*ihtercept at the quantity axis (CN) which has the inter-

73pr tation,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

ancreases to very hlgh levelsn N

(47) M.S.Feldstein, " An Aggregate Plannlnq model of the health
care sector”™, Medical Care, V, (1967), pp.369-

Tconomics of. Health, {(MNew

(483 M. D.intrili gator, Idsues in the
. ' PP}@”gf
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The first special feature of the demand curve is the finite
intercept CN; which can be interpreted as clinical need. This is

the amount thaL a: cllnlcal expert might recommend if therehwere nc

»charge fnr care.,Thls is larger tban the care demanded at a
prlce (abave argument of no money prlce), but the p01nt to be made
here is that the quantlty demanded at a zero prlce is nevertheless
finite. There 1is an upper limit to the amount of health care that
iﬁdividualé 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 aséets is very small. While such individuals
may demand a large amount of care, it is not an unlimited amount.
Probably the most extreme case is the president of a coﬁnﬁfy, wit?
his own personal physician available é{ all times and with
unrestricted access to hospital care. Even in this extreme case

the demand for care 1is finite.

The second special feature of the demand curve 1is the
minimum asymptotic level, labelled EN, which can be interpreted as
economic need. This is the amount of care that the individual wou]
seek even if the price were very high-(but still affordable given
the 1ncome of the individual). It is a measure of need, the pIFL ol
the 1nd1v1dual ln emergency and severe conditions. The level of |
éare prov1ded at this point is, to a large extent, tha; miﬁimum
needed to preserve life and basic health, all other medical care
haviﬁg‘been.dispersed within the face of an extremely high price
of cgfélf?ﬁé; amount of health care Tabelled EN can be interprete
as the‘ﬁinﬁﬁﬁﬁ need, whileftﬁat labelled. CN can be interprétedias
the héximum ﬁee&; The former is that level of care chosen as price
rises very high; while the latter 1is that level chos sen as prlce

falls to =zero.

The other determlnavt of the 1evel ‘of QEmaﬁdquQ medical

care 1s th’finceme (Y) of the 1ndlv1dua1 Some*basic reséarch'anj

lncome elast101ty showed thaﬁ this elasticity is positive and
high, In an analysis on OECD countries it has been found that in-

come elastidity dig as high as 1.4(49). A similar study conducrted

Expenditure

s in Resource Al 1@az&Lon; 1



in U.S.A also indicated an elasticity greater than one(50). Rising
1éVelfof expenditprgs on medical care show that a large pergcentage
df faﬁiI§ incoﬁékfgispént oﬁ this item, but whethet’this_is'due

to increased conédmption ofrfising'éosts of medical care is an
unsolved issue. One of the peculiarities associated with the con-
sumption of certainlmedicai care services (curative services 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 patien
‘who stays in hospital, loses the income that can be earned in thos
days. Thus, illness is, not 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 inrgeneratin
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
need 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 mecessary pre-
requisite for the valid application of demand/supply analysis:
Therefore supply increases;aigsféad of reducing the excess demand
(as mediated by doctors); résﬁlt in a two-~way influence cvcle. Al
government does act as a demand . creator with the ideas of "Social
Stéteﬁ, free service to the uninsured and poor, creation of
ndrsiﬁg homes foy the aged and ﬁeedy and enforced care for those
who have epidemic diseases. Thus; demand for medical care 1is a
very complicated subject, interrelgked with many agents, institut
in the society, each influehcidgytﬁe other for the creation of

deﬁand,
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3.6. SUPPLY CONDITIONS

‘The supply curve of”health care refers to the amounts

~jprovideré such as hospltals and phy51c1ans are w1111ng to make

” ava11ab1e at alternatlve prlces. In competllee~theory, the supply
“of a commodlty is governed bv the net return from its productlon
compared with the return derived from the use of the same resource
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 is 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 inm the physician market where competitivenes
is discourapged through ethics of the profession helps to push up
the costs of physician's services(52). It is 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 definitej
course of training. But there are certain disadvantages of licenci
the licencing laws, though they do not effectively limit the numbe
of physicians, do exclude all others from engaging in any. one of
the activities known as medical practice. As a result, costly
Vphysician 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.
Aiso; medical training is costly, in relation to time and also of,
resources ‘devoted to the education procésse An interesting proposi
is that physicians should pay for their costs in the education 1

process in a later period where they enjoy the benefits derived

(51 A.J,Culyérﬁ ‘Is Med1c31 Care: leferentV”, extract from "The
Nature of the Commodity 'Healfh Care' and its Efficient -
Allocation", by the 3uthor,,0xford Economics Papers, XXIIT,
p.193. : :

{52} M.W.Reder, "Seme Problems in the Measurement of Pro

ductivity

in the Medical Care Industyy™, Production and Productivity 1
“the Hodlcal Care Industryy, ed. Victor R.Fuchs, (Haticnal

Bureau of Economic earch, Coluwmbia Universitv Vress; 1969

XXXV, 3"’;




from their training, from their earnings in the profession. This
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

n

involves many social considerations.

Before passing on to the pricing'bf physicians"servicé;
brief mention must be made of the geographical distribution of
the physician supply. The determinants of this distribution patte:
has been explored in a number of econometric studles conveniently
summarized in Féldstein(SB). 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 abili:
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 1in
large cities, the oversupply of doctors forces them to‘émploy
unprofessional tactics (fee—splifting with 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 serious phenomenan 1is
observed from the analysis of statistics. In reglion one (Klrklar—‘
eli, Edirne, Istanbul, Tekirdap) number of physicians were 8215
where population per physician was 700 in 1980. In the same vear;
number of physicians was 165 in Bitlis, Hakkari, Mug and Van and
population per physician was 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, becanse
1egalvrestrictions are imposed‘on the price of many‘medical
§erVices; as the price of hospital beds and services. Also, the
market for medlcal care moves away from the competltlve phenomena
as state enters into the picture with :he social obligation of

giving service to the needy and the poqf. Tﬁe.insuffiéiency"onfy(

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

A53) MkS Fe‘lds’tein5 Econometric Studies of Héalthkﬁééﬁdmics,
‘Dlscu531on Paper, No: 291, (Cambrldge, ‘Mass, Harvard Instltq
of Economlc Research), Aprll 1973 p 83

(Sﬁy Sa?llk ve Sosyal Yardim Bakanllpl, "Dlstrlbutlan of PhySLCLq
by Region", Tirkiye Saplik Isratistik '111115?12 198t Basghalks
“lak 5351meVL, Ankara,1980, 85.
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West European countries, medical care service falls below the
average “in reglans where income distribution is below the. cauntry

7

average(SS) incentlves (ranglng fromr; ompulslon - fo flnanClal
inducements or fr1nge benefits are used in many countries to o
promote rural service by physicians, eSpEClally recent graduatés;
In this cdnneétiohgrit is important to provide adequate suppofting
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 give 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; 1if not, the quality of service may fall, resulting in
serious consequences that could Yead to death. Yet, our country's
experience shows that most rural health manpower is often transient

and does not provide long-term continuity of service.

The supply curve of medical care can be shown in the

following figure
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At point A, providers are making available, the quantity g
I3

at price p. As price rises to p”

the providers are willing to make

available additional amcuntsg lncreaQLng the quantlty Supplled to

T

‘5q:' Tt Ls pcsltlve resp0351veness to price is

posszble changesgvsuch as physlclans flndlng 1t profltable to
employ more aides, hospitals»ﬁsing more nurses, use of more
efficienﬁ techniques; and greater use of new and imprsved equipmen
While, there is a positive response to price increases, 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 is that it
has tended to be constant, or nonshifﬁing. 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 1inmelastic
and constant, exhibiting neither any significant responsiveness
to price nor any appreciabie change over time (not taking change
in technology over the centuries, but change with in a few

years).

ical ecare

“In: concludlng tussion on _the supp.

'séfVice we have to stress the fact that as on the demand side,
the controlling force 1is the number of physicians. Not only logic,
but also statistics show that there is . a high correlation between

ﬂhealth level of a country and the number of physicians, that

‘y possesses. WHO {World Health Organlzatlon) states that
as the éverage number of physicians within a reglon or a country

increases, the vate of mortalltv is decreaqed(ié)




3.7. PRICING OF MEDICAL CARE

Medical are sector is one o£ ‘the most complex industries:

w1th1n the eccnomy@ When a survey 18 condnctedyregardxng the.

systems by whlchgmedlcal care is ptov1ded in dlfferent 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

System B

(U.S.A. with medicare and
medicaid)

(Britain in NHS and Sweeden)

{(national health system)

1- Seeks to satisfy consumers
in a market situation in which
access to health care is part of
the reward system of the society,
hence determined by willingness

and ability to pay

Seeks to promote the general level of
health inacommunity in which access to
health care is the right of every citizer

who seeks to benefit therefore.

6n tH¢ othéi‘khénda

“private medical practice in most

are free rheir own iees,

of the marvket.

A variety of

egulated lndustry, w1th government
in market environment,

subject

alternative

2- Consumers insure and gain access Consumers pay through the general tax
to insured services (when required) system 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 Public ownership of the means of produc-
production mosﬁly by ndﬁ%p;ofit tion V
making organizations+private profit
oriented institugions.
4= Minimal governmental control. .over Central-conirbl over budgets and some
budgets and resource distribution, physigaf'di&éc;ion of resources.
The third éystem as in Turﬁey,bébnéiété of both the public
sector and of the prlvate sectorp Xt can be seen that medical care
‘sectbnfis hlghly inserting

hos ital care,vdrugs)

still characteristic of

dountries, individual physicians

only to the counstraints

theories of physician




pricing. has been suggested in the literature. With some simplifi-

cations, these theories order themselves into the following grid.

. f e 5

Fees clear the market for Fees do nét clear the market
Physician‘services l for physician services
1 The physician sells his servi- There are price-ceilings, or
Physicians are ces in a competitive local fee schedules which are set by
price~takers market and reacts to market- third-party payers, and the
determined local fee sche- individual physician reacts to
dules : these fees
(1 4) - (I B)
11 (I1 A) (IT B)
physicians are  The physician enjoys a mono—-  The physician takes whatever
price setters poly in the market fof his . cases he likes, organizes his

services and sets his fees as practise to suit his tastes,

a single-price (fixed fee- and sets his fees so as to

schedule) or price-discrimi- generate a given target income

nating (sliding-scale fee related presumably, to the

schedule monopolist) income distribution of his
locality.

These alternative theories clearly have varying implications for eco -
"nomic models of physician behaviour 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'assumed¢Ca work under conditions of chténic~eXceSs demand

’(Feldsteiﬁ 1?70}(57) which imputes him discretionary power over

'“ﬁﬁiszees. If the physiciap;ﬁ° Lngle fee schedule applled to

all his patients, the feesffor 1nd1v1dual serv1ces are probably
determined on the basis,of,some full cost pricing formula with a

‘éﬁiﬁfofitrmargin SQE“tb*yiéldfthe d351red overarl lnc0m6(58) Alter-

atlvely,.lt may be assumed that the phy31c1an uses hls discreti-

fonary power to tallor his fees to hlb 1nd1v1dual~pat1ents abilif

(573

Services™, Revie

(58)

rsicians' Services,




to pay - that'he uses a so~called sliding~scale fee system. On ¢t

surtace such a. system may strlke one as price dlscrxminat1on.,Um

i EXC&SS demand howevers A 15 more dkln to;a user-

funttlo

syste ,nd{r’wllch the 1nd1v1dual user s taxes are |
of: hlS or her ablllty “to pay and ‘taxes are set at levels to yxel
a given target. Incldentally, under target- 1ncome prlcxng, an
increase in a region's phySician'pbpulation ratio would be expec
ed either not to affect physician fees at.éllg 6r to push them u
ward. The strong positive correlation between physician fees and
physician density in Reinhardt findings of the United States is

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 prdblem is that, whatever his pricing formula may be, the in
vidual physician in these models’is nd£ 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 targét income 1s chosen. Kessel (1958) has. pointed out
wfth great'vigor 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 distribution is designed to maximi:
profits along classic lines of discriminating monopoly-whether th:
leads to maximization of profit by physicians or to e@uél paymen
for all income groups in optimum allocation isa mafor'contrqven

which is not resolved in the literature.

o “In 5:compe;itiveiméfﬁet*fl'A}, the physician employs the
gbing pricing schémé and uses the market-determined local-fee

schedules, This model assumes that if one physician raises the

ﬁfibe‘oflthe sérvice, he will be out of the market'beca  e4df th
worklngs of ‘the perfect market nechanlsmu But 1t'1 ‘
.assume such an ideal situation due,tQ 1) consumer ighdfance of
‘quality and qua nt1ty of products in the market, 2) restrictidns
of entyy into the market,.So, in moét‘eases thé-consumer is iden:

,tlfy ing price with the quality of the product or service due to




level of uncertainty of «he product Also; in moest cases, th

fcannot quote a flxed pr&ce for: treatment 1n,adyaﬁce, Yo

to thé'doctor with a palnvxn yaur ‘chest dnd yeu ~want to buy a
:cure?‘He cannot quote you a prlce for a cure untli he has done
some work; he does not know whether you have 1nd1ge stion or a
heart attack. Thus, in buying a cure, a patlentkbuys a sequence
of services whose consumﬁtioﬁ 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 in Turkey, where
patients from certain banks, go to private physician's offices,
and their fee 1is paid by the bank to tﬁe.physician who 1is working
on a contract basis with fixed fee schedules. Thus, in 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 Cha%acteristics of medical
care, it is apparent that there arélmany unique characteristcics
that effect the market structure of medical care and differentiat
it from an economic good. The main factor that characteri es
medical care is the centrality of the physician in determining
both supply and demand. The physician, on the supply side, deter-
mines 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 1is the unique figure in the market.
But, considering the problem as such 1s simplification of the
issue of medical care. Because medical care also consists of in-
stitutions, organized to provide_é higﬁly personalized service 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
hoépitals. The process by which social institutions react on the
patient and the doctor to seek care in institutions is shown

below:



Cltlzens Pealth and Attltudes

vmmunlty Instltutlons Which Affect

Individual Professions Which Provide
Personal Health Care

Institutions Providing Personal Health

Care

icilce degartment >

;thools »v

hurches -

;hians -

Lnd al health units ~

éass,communleatlon'madla >

‘1f¢re agenc1es*+'u

> cross, 1nsurance and other
nanclal 1nst1tutlons -+

tate and'ibcalihééith departments +

+ alcholics, anonymous synannon etc.

‘+ chiropodists

+-pptometrists
-+ dentists
=+ laboratory clinicians

+ citizen

= x-ray technicians
~ » physical therapists

-~ pharmacists

4?\
DOCTOR

-+ nurses
+ councelors and related professions
-+ prosthetists

+ psychologists

.= speech therapists

+-social workers

mental facilities

emergency facilities

home care

outpatient facilities
general inpatient facilities
rehabilitation facilities
nursing homes

specialized facilities

other volunteer and government care
agencies

ﬁlGURE 2- THE RELATION OF SOCTAL INSTITUTIONS WITH THE PHYSICIAN AND THE PATIENT(59).

A d Y DR Mar 2B TOEAN e

"Standards of Hospital and Hospital Care'", Cento Conference on Hospital Administration, (Tehran:



fac111tles avallable to the phy31c1an. lhe doctor has been shownﬁﬂ
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figure, “the hospltal” as:a Sln?le entlty is, not

unctlonal serv1ces are hown as manpower and

in a central position as befits his importance. He alone has the
legal authorization to both diagnose and prescribe for any.
illness. He diréctly controls a very large 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 is neces-
sary to place the citizen in contact with any of the care institﬁ—
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 caré by the doctor. The extent
of facilities and services included in the hospital varies with
the individual institution. At the least, the hospital will in-
clude 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. Regardléss 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 in-

creasing degree, to provide services and equipment for the system-

~atic review and improvement of the process by which the doctor

discovers and méets the patient’s needs.

With the incrgasing 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 reallzatlon of the thin llnezof demarcatlon .between health

and disease, of the relatlonshlp between social and materlal

environment -and the individual's mental and physical well-being

has broadened the scope of functlons of the hospital. The hospital

‘_1s;now'regarded as an 1ntegra1 part of the health organ17at10n,

Vthe:functmon of whlch 15 TO provlde and preventlve, This is the

view expressed by WHO experts on the Organldafle of medical care

within the;hosp;tals;n




Hospitals are subdivided into hospitals related to mini-
stries (public hespitals) municipal hospitals, university hospitals

and prlvate hospitalsa T‘heprivates for proflt or non-profit

hQ%pltal (hospltals zel’ 4d to foundatlons or ociations) has

‘rbeen largely 1gnored w1thin the llteratute{ou h ”lth economics.
This can be due to the fact that these employ only a small
percentage of beds 1in the total health sector when compared with

large university hospitals or municipal hospitals.

TABLE 7- Activities of Hospitals by Organization in USA 1970

State and
TOTAL Non-Prolit 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 in 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 (a)'consumption and investment, b) medical and
hotel type servicés, {(c) inpatient and ambulatory, (d) personal
and community. Seo, it will not be wrong to state that hospitals
~.are multiproduct firms. The analysis will depend on the focus of

~ f{ﬁﬁerest, Our fécus of interest 1s the asseSsméﬁt of the
'héspftalss role in satisfying patlent preferences by producing
those services which the patLent con51ders deslrable and whlch
theLefor&, enter “his preference functlon, so 1ts~output is

correctly seen as a bundle of consumptilon gocds.

‘Classification schemes of services of hospitals may be

" based on morphological principles, giving use te their categoriza-

tion by the organ sy&tems at which they are. dlrected In such a

“scheme services are seen as medznal ,dcntalg opgomezrlc etc.., or
at 'a higher level of specilicity, as internal, neurclogical, ortho-

i A AT e m e s rthadant el Coanhthaslmie s etie  Mast ohoaenitale have
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FIGURE 3- ROSPITAL OUTPUTS(60)

{60) Svivester E.Berki, Hespital Economics, (Lexington Books, Studies in Social and Economic Process, 1972), p.46..




This percentage of private hospitals is even smaller in Turkey.
TABLE 8~ ACTIVITIES OF HOSPITALS bY ORGANILAllﬂN 1978 data:

Number of Beds‘ x

’ ‘ Number of - e N . ;

Hospitals. . Hospitals Staff - Exxstlng Outg&tient Patient Days
Total e e 10477'323¢?05.845 16.499.030
Ministry of Health 586 . 54.294. 52.485 . 10.,555,9666 8.823.704
Ministry of Social 68 14,095 14,139 10,481,754 4,709.077
Security
Other Ministries and E
Public Org. 31 3,347 2.179 . 864,190 418,944
Universities 8 8.954 10.560 919,443 1.643,042
Municipolities 6 2,795 1.795 558.803 350.990
Private
Associations and . )
privates 63 1.944 1.849 305,520 341,007
Foreligners 8 650 f«A79 12,155 115.896

Minorities 6 447 618 8,014 ; 93.370

a) Saglik ve Sosyal Yardim Bakanligi, "Activities of Hospitals by Organiza-
tion", Tirkiye Saglik Istatistik Yilligi, 1975-1978, Bagbakanlik Basimevi,
Ankara, 1977-80.

segmented their services according to thls svstem,
It is useful to ClOSSlfy services accordlng to thelr
primary purpose. In this taxonomy by functlon, we can identify

seven baslic categories of sevvices(6l).

1= Preventive: Designed to minimize the likelihood of

events or conditions resulting in the diminution of attainable

\'health levels:

2- Diagnostic: Designed-to Jdentlfy such conditions in

ndividual humans, usually, termed diséase.

3- Therapeutic: Servlces whlch are expected ‘to terminate

,successfully eplsades of acute. 1L1H€°S Or to mlnlmlze the severlty

"~ and! 1mpact of chronla condltlons

(61)'Sy1§e$ﬁé}'ﬁ;ﬁetk{; Hospital Economics, (Lexington Boocks,
Studiesg in Social rand Fconomic Process sy 1972, p.XVIL.
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4« Maintenance: Services designed to maintain attained

health levels.

Amellcratlve, Processes whose nurpose “is.to reducefthe

psychcloglcai and physlologlcal discomforts of 1ncurab1e condl—'

tions and to ease the process of dying for terminal patlents,
6- Research: Activities whose fundamental long-term objec-
tives are improvement in the processes of prevention, diagnosis ai

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 the private hospitals do not
contain all these services, it is nevertheless true that all of
these services are at least given at a small scale than the
university hospitals. For example, in one private hospital, stu-
dents from med cal university participate in operations of aesthe-
tics to learnm certain skills and procedures. Also, in the same
hospital, research on hand aesthetics is belng conducted by a

group of practioners.

4.2. OBJECTIVES OF THE HOSPITALS

That the hospital's objectives are complex and multiple in
nature is recognized by many. Codman and MacEachern(62), both

. posite affqgrfdld definition of functions in terms of,

(a) care of the sick and injured,
(b) ¥edical education and the maintenance of medical

standards 1n the community,

(c) preve ntlon of dlsease and the promotion of health,

e

(&) aévancement of medical" researaha Codman also emphasized
7 the: externalltles of hospital oervice which he talked

of as "by product”,

(62) Sylvester E.Berki, Hospital Econmomics, (Lexing
Studies iw Sccial and Economic Process, 1972}, p. 21.




There are many other attempts in 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 fram an economic and managerlal

 point—offview' Somewhe élbn the price-oriented prlvate sector

~and- rhe tax orlented publlc se states ‘that proflt maximiza-

’tlon lS 1napproprlate and would substwmte for it the somewhat less
specific notion that" hospitals seek to optimize some dif-
fering, and for must institutiqns;’ill defined goal subject to
certain financial constraints". One hospital administrator that we
have talked to, stated "we don't care if we make no pfofit, it is
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.'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 is insightful since it appears to hint at the
recognition of the physician's central role in its specification.
Lee(65) suggests that the hospital production process and the
ruling objective functions can best be understood in terms of

tr

Veblenian concept of "conspicuous consumption 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 setvices,rprestiges‘reputation; and excellence (e,g° all the
prenatal clinics can be seen as one group). To maintain member-
~ship, it must engage in the production of services in scope and

quality dimension equivalent to or similar to those produced by

(63) E. M Kaltz Pricing" Poilcy and Cost Behav1our in the Hospital
';lndustrz, {New Yorks Praege 13 trs, 1968) p.62.

(64) M. W. Reder, S ome Prcblems'inkt ¢ Economics of Hospitals',
American Economic Review {(May, 1965), 480.

(65) Lee Maw'Lingv”A Conspicuous Production Theory of Hospital
‘Behaviour" Pager Presented at’ the Conrerence of the Western
?conomlc Assocxatlon (August,»1976) p.b.




its peers and must do so in a manner that makes it known. Hence
it will tend to maximize its "conspicuous production'.

~

2(66) develops a model of hospltal where the organ1—4

Ezatxon trles to max1mlzeiqua11ty where quallty lS denoted by an;

Newho

unspec1f1ed vector of characterlstlcs” and quantlty by simple un-
welghtedvpatlent days, He assumes that an increase in the quality
of the hospital’s 0uiputfwill increase 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 physicién originated
Whether to maximize their incomes by the use of social capital or
to shape the hospital to their private professional needs, the
physicians are central decision mékers“in the process of care and
will attempt to shape the hospital'’s objective function to their
purposes. In addition to the physiclians, there are Roard of
directors or trustees, and the administrators. Stevens{(68) has
maintained that "different components of the management structure
mavy entertain different and sometimes not compatible objectives."
He concludes that private practitioneers "in attempting to

maximize 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 is that the objectives are vague, ill defined,
contradictory and sometimes non-existent. Basil S.Georgopoulos and

C.M.Floyd(70) have an interesting aﬁalysis in which they have

(66) J. P.Newhouse, "Toward a Theory of Non-Profit Institutions: An
_economlc model of a hospltal"9 american Economic Review, LX,

in the Physicians® Services Market-A Tentative Hypothesis',

~Medical Care, (Oc;ober—December, 1965), 21.

(67) R perchansky and G Roéenthal “productivity, Price and lncome

~(68) C.N.Stevens, Hospltal Market TfflClency._The Anatomy of the

’»1F'Supp1y Responsge ;~Emp1r1ca1 Studies in Health Lconomics, ~
Proceedlngg of the 2nd Conference on the Economics of Health

od. Herbert E.Klarman and Helen H.Jaszi (Baltimore, Md.: John

Hopkins Press, 1970}, p.8.
69y - Ibid,
)

L.iLC:anC‘iQQ add C.4.Floyd, "The Hospital as an Ovgaunlza-
gcx?wx and Tllness~A Socurce book in
od CELCastiv cJaco {New. York:

tion®, Patier
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combined the objectives of the hospital with the organizational
and adminiﬂrrative structure within the hespital. They state that

the maln 0b1ect1ve of the organlzatlon is to render personallzed

_ 2:4 fd treatment to 1nd1v1dual patlents, rather than the
‘:lmanufacture uf snme uniform materlal ob;ect And the~econom1c
;valuelof:the organization's products and obgectives is secondary
to their social and humanipafian value. To the hospital and to its
members, the patient's 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
sacfed'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, organizational stability and growth, finan-
cial solvency, medical and nursing 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-physical
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 evefy stage of
_his short stay in the hospital, he 1is mainly dependéntyupoq his
:interaction with the people who are entrusted with his céréﬁand.

iupon the skllls, actionsD and interactions of these different

”*people. 10'd0“1ts work, the’ho&pital relies upon extentive
division of work, specialization and differentiation of a highly

,lntera ctional.: character. The care process is carried out by .a

“2 1arge number of cooperatlng people whose backgrounds, educatlon,

tralnlng skllls and functions are as diverse and heterogenus as

(71) S.B. Georhopoulos and C.M.Floyd, "The Hospital as an Organiza-
tion", Patients, Physicians and Illness-A Sourcebook in
Iuﬁawloral Science and Health, ed. £.CGartly Jaco (New York:

Collier, Macmillan Limited, 197 Z s, Ely op.1i55=-171.




can be found in any of the most complex organization in existence.
Much of the work is not only specialized but also performed by

hlghly tralned professlonal groups ~the doctors~— who require the

“coordlna ion assx*tance of ‘many prof8331ona1 and nen- profes~'l

f51onal pérso nel . ln addltion to medical staff, there is the- v
nur51ng staff thghly:departmentallzed,and,specxalized), consist-
ing of graduafe professional nurses in supervisory or nonsupér~
visory positions, practical nurses, and untrained nurses aids. In
addition to these two groups, there is the hospital administrator
(a doctor or a manager) and a number of administrative—supefvisory
personnel who head various departments (nursing, dietary, admis-
sions, maintenénce5 pharmacy, medical records, housekeeping,

and are in chafge 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 labour 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, techniciaers, and others. 50 hospital
persionnel do not and cannot function seperately or independently
of one another. So such a high degree of interdependence, requires
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.

. Second but equally important féctor in the administration. =
of'ﬁhe.hospitél'is that it constantly deals with matters of life
and déath mattefs whlch place a heavy burden of responsibility on
the organlzatlon and its membersﬂ Thus, error and negligence is
prevented hy,adherence'to strict formal rules and authoritarian
dlsclpllne, The empha31s on formal organlzatlonal mechanisms and
.=procedures and on dlrectlve rather than dEmocrath controls, the
 hosp1ta1 1s a bureaucratlc structure9 whlch manifests itself in
relatlvely.sharp patterns of superordlnatlon and suberdination,
with expectatlong of strict dis c1pl]ne and obedleng and distinct

status dlfferences among organlzataonal members.




S50 in analysis of the organization and administrative

structure OF any hospital, these two characteristica; a) bureauc—

’:.b) high degree of- coordlnatlon must be takgu 1nto

gdnSIderEﬁibn,3‘k

4.4, THE HOSPITAL“S OUTPUT (HOSPITAL UTILIZATION INDICES)

The output of the hospitals, are best reflected by the
safisfactions 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 is one regularly maintained

and staffed for the accommodotion:and full-time care of a succes-—
sion of in-patients and 1s situated in wards or areas of the
hospital in which continuous medical care for in-patients are
provided. The total number of such beds constitutes the normally

available bed complement of the hospital.

2~ Admissions: Admissions refer to the number per year of

i

acceptances by a hospital of a patient who is to receive medical

care while 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.

“a;

3—7Dlscbarges and Deaths: The annual number of/d scharges

lncludeq the number of patients who have left the,h05p1ta1 (cured,

‘the number who have transferred to another health

',glmp oved) etcfﬁ

ution, and the numbér who have died,

4— Bed Days or Patient-Days: ''Bed day or patlent day ig

nlt of measure denotlng the service. rendered to one 1n patlent

he h'spltachensus between one. day and the‘sumxmdlng one.,

Sometlmes the dav of adm1551on and the day of dlscharge are countec

(72) R.LLewelyn Davies and .M.C. Macaulay, Hospital Planning and
‘Administratvion, World He Ith Organization, (Geneva, 1866}, 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— Indlces Relatlngkto the Hospltal Avmmge}engdxof stay

t(L) Thls lndex lndlgates the average ptrlod in ‘hospital (in days)
"per pdtlent admltted. 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
-patieénts who were still in hospital at the end of the year. It may
be said, therefore, that the result of this method of calcu;ation
represents the true average length of stay per patient; and it 1is
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 following are some of the formulas currently in use:

a) Total number of bed days in the year divided by the

number 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.

¢) Total number of bed days in the year divided by half

the sum of admissions and discharges (including deaths) in the same

year:

L = H L = 2 x i
o F o, TERDREAY T 0 Y RADAd

1/2

It w111 be noted that these three methods result in a

:flgure representlng the average length of SLay per patlent per

““uyear Whlch is not the same as the average perlod of stay per:

patient admitted, In bogpltals in which Lht‘patlent s stay is
usually short, the two figures are practically identical, and
either may be used; in hospitals in which patients stay for relati=-

"Vely long periods, or in cases in which changes in bed complement




have occurred during the year, the average length of stay is

correctly calculated by the first method described above.

-.

'd)rBed—Obcuﬁéﬁcy Rafé-(O)EﬁThérfigure expresses the avéragé
percehtage‘oécﬁpéﬁéy of hosﬁifal»beds, It is calculated by divid-
ing the daily average nﬁmber 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:

H

365 5 * 100

N
0=-B—X].00=

The bed occupancy rate reflects the ratio between beds used
and beds provided. Opinions differ regarding the approﬁriateness
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 preferablefEO'usé 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, 1t some-~
times happens that the need for additional beds is only seasonal
in nature, in which case a month-by month analysis would enable
administrators to plan ahead of meeting this contingency. A per-
sistently 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 1s reasonable to expect

"in which admis-

that services such as "cold orthopaedic surgery'
sions can be controlledgkshouid'achhﬂ& high occupancy rates, such
as 90 Z, there are other services, such as accident care and
children's services, in which a fairiy low occupancy rate is
_ﬁJggcessapyﬁ perhaps 75 Z to ensure that emergency admission is
-“a1Wayé é8$siS1eg Thus, the establishment of occupancy rate is an
instrument of medical and sociazl policy.

i

e)‘Tutnover'Intervalr(T}: The turnovér interval expresses

the average period, in days, that a bed remains empty, in other-
words, the average time elapsing between the discharge of cone
patient and the admission of the next. This figure is obtained by

3 - Fed H o P

subtvracting the actual wumber of hospitalization davs Lrom the

£



potential number of hospitalization days in a year and dividing
the result by the number‘of discharges (and deaths) in the same
year: |

B ox 365 -~ H
D+d

The turnover interval 1s zero when the bed-occupancy rate
is 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 types of hospital and .
especially, for the various wards of 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-

sion mechanism.

4.4.2. Factors Influencing Hospital Utilization

The manner in which a certain community ufilizes the hospi-
tal bed and the extent of such utilization are influenced by many
factors that depend on the social, economic, 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 is not always the case. Very often the people themselves in-
fluence the decisionffor or agéinst hospital admission. Thus, in
less developéd countries, fear of the hospital or unwillingness to
seperate from the family may be strong arguments against hospital
admission, whereas in more sophisticated communities the hospiial
,ﬁhébit“-may be such that a person mayﬂﬁfing pressire to. bear on
4;hé attending physician for admission to'thefhoépitalg even though

there may not be objective reasons for this course of action.

In view of such considerations, studies on hospital utiliza-
tion must be interpreted with caution, since some figures do not

;c?uely ref12ct the quallty or efflclency of medlcal servlces._

Nevertheless9 because of rlslng cost of hospltal care, such studles

are valuable in p lntlng out the dlrectlons in which economv may be

‘effected without influencing the quality of care.

The following ave some of the factors thatr aftect the



utilization of hospitals(73).

I~ Availability of. HospLLaI Beds: It has been observed in

untrles that the larger the number of

“the economlcally developed

favallable hospltai beds, ﬁheaaarger the volume of. hospital ut111—
zatlon, but it is unllkely that these two trends are really
correlated, They are the result of factors that are linked to
socio»economid development, such as better health education, in-
creased health consciousness, larger profection by social security
and higher standards of living, leading to an increased number of
demands for hospital care., A saturation level is eventually reached
especially for maternity services and some specialized depart-
ments. In some cases, there is a direct relationship between the
bed/population ratioc 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 1ow bed-occupéncy 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 i1s 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
ind{rect measures. Hospital utilization is greatly influenced by

the method of payment. It has been found that payment by third -

fpa tles (1nsurance schenesg) has resulted in an over utilization of
hOSpltal serv:u:ess resulting in 1ong waliting lines for the real

needy and the sick.

ﬁ:the Populatlon. A populatlon w1th a hlgh expec~

tancy (and a consequently hlgher proportlon of aged persons) tends
to raise the volume of hospltallzatlone The effect of age on
fl”zatlon indices is reflected in an 1ncrease in the per person

hospltallzatlon rate and in the average length of stay per Datlent.

b= Serv1ce Coverage and Bed Dlstrlbutlon. A hlgh bed/popu—

'd7x does not always ‘ te a full coverage of the popur

,(73) R LLeweiyn Davies and RH.M.C.Macaulay, Hospital Planning and
Admlnlstratlon World Health Organization,: (Geneva, 1966),

pp.32-35. -




lation, this depends on the geographic distribution of hos pltal

beds rather than on'the total number of beds, and an even geograp—

hie dlerlbution 1ncreasee hospltal utlllzatlon by maklng the ‘hos

pltals more avalvable“tn all the people. On. the other hand,

large number Gf beds concentrated in urban areas may still mean a
low admission rateefor the country as a whole, in 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 services affect hospital
utilization in various ways. A well organized domiciliary medical
service can, by caring for patients in their homes or clinicsy
reduce the load on the hospital. However, in developing countries
these services also tend to uncover hitherto undiscovered sickness
in the community, which can give rise to a completely new demand -

for hospital services.

An important role 1s 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 "Bottlenecks": Another important factor in hos-

pital utilization; connected with the hospital itself, 1s what
mlght be called hospltal bottlenecks, or .in . other words,'the
>eff1c1ency of the hospltal 8 supporting serv1ces.'x—ray depart-—
ment, laboratory services, operating room services, and others,
Shortage of personhe1~ space and equipment in'theée departments

results in a prolonged average hospital 'stay and a lowering of the

adm1331on réie Improved eff1c1encv in these departmentevlncrease
the admlsslon rate and thereby increases the cost per day. This
results in deﬁzeased@hospital stay, however;, and may decrease thev
'eosﬁ per person treated .Similarly, the admlnlstrative

'serv1cess such 4s the admxssxon and dlscharge procedures, may act

as bottlenecks and adversely affect 'the eff1c1ency of the hOSpltal

7- Medzcal CuStoms and Social Patterns;~The customs OY at~-

titudes of the medlcal prof835101 sffect hospital urilization,
Thus, early ambulation, which has been adopted in many countries,
has resulted in a lower average stay in hospital, With regard to

differ preatly from count

Ty Lo country,

L
!




some countries, the medical profession, or the women concerned,
Lnslst on huspltai deliveries for nearly all cases whehaaué in
bother ceun&rless hospltal deilverles are conflned o abnormal
fcases andjposslbly, prlmlparasa In addltlon, the length of hos-{ij»
pltallzat=on 1n‘norma1 obstetrlc cases varles frOm ‘two or three

days in some countries to up to fourteen days in others,

The demand on hospitals is alsc affected by social and

cultural patterns of the population, as previously suggested.

8-~ Supply of Physicians: The number of doctors in 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 vefy small supply
of doctors, the admission rate tends tc 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
rises. 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 effiéiency on an
outpatient basis or at home. A further rise in the number of
ddctors;diminishes the patient load and allows for more medical

work ouféide-theyhospital;

9— Research and Tralnlng HOSpltals w1th programmes of

research or tralnlng3 or both tend to be more selective in thelr
admission policy. On the other hand, the average length of-stay 1in
these hespitals~tends to .be 1onger because there are many special-

.1zed departmentsa such as neurosurgery _orthopaedlcs and neuro-

 psych1atry &jirlous cases.

10~ Existence of Private Hospitals: Ths private hospital is

also selective 1n its admission policy. Usually receiving minor or

furable cgees f(giruation somewhat different in Turkev which will



be examined in detail). Therefere, complicated cases are mostly
referred to general hospitals, which must keep ‘them longer. Thus,

;i§ﬁ3the p§ivate hospitals, the length of sgaY»isfgengrain shorter

ﬁ,ih,diher¥h03pital&‘

“11= Housxng The current trend for fémiiies>to‘1ive in
smaller houses or apaztments has a definite 1nf1uence on hospital
utilization. Many admissions to hospital are due not so much to
the need for hospital care as to the inconveniences encountered in
‘caring for the sick person at home. Smaller housing units demand
less home help. Therefore, the combination of shortage of space
and shortage of home help is an important’factor'iﬂ the demand for
hospital admission. This is particularly true of the elderly, who

often cannot be kept at home when sick.

Morbidity: Hospital utilization is greatly influenced by
the morbidity pattern of the communitYQ’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 veolume of hospital

admissions.

The above cited factors are those that influence utiliza-
tion of hospital services. 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 service that is given to 1ts customers, the
patient. Consideration of the hospital bed as the sole yardstick
of medical care activity belongs to the past{ so the hosp1ta1 must
be taken as a whole, with all its contributions to the society,
and this concept takes us to the preventation of marketing

Cfivity within the hospltalsc'Before starting an analysis of

afe hospltals9 we should regard and exam1ne the medlcal care

'se tor in Turkey as a whole.,

S- Medical Care Sector in Tﬁfké??’Th%VIQGi“COﬁsﬁftﬁién.df

the Republic of Turkev has ass signed the state with the responsi-

blllty of sacuring means. for every one’to 11ve a physically and

dical careo The statce

utes. thlc duty 3331gned*fo 1t>by the constltutlon through the
‘Minlstry of Healfh and Soccial Assistance. Besides, the Ministry of
‘Health and Social Assistance, other ministries, Economic State

Iy rance Urpgantzation, Schools of Medicin

s e e ]
Fnte erpr ““"“3 Che ooLias

C o Ll ; S T S [ L .
munitcivalicies snd nrivate establishments in aeccordance with



various laws issued for this purpose, contribute to carrying out
some health sevvices., As can be seen from the above analysis,
medical care service Ln TurkE!y9 is glven by a variety of institu"

ilﬁlcnsg lncluélng pri

 ys1c1ans who Loqtrlhute independently

rfto the hehlfh i&vei of thé country., Ianubllc Health Law No 1593,
the improvement of the health]c1r¢umséanéésrdf 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 ave considered among the general services of the state.
Also, the Ministry of Health and Social Assistance is assigned
with the executiocn, (excluding health activities of the Ministry
of Defence) of controlling the health services of all organiza-

tions.

To start an analysis of medical care service sector 1in
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 prevenmtive medical care services, and these were
stated as the responsibilities of the state. Also, he encouraged
local institutions, as "Numune Hastaneleri“’in Aﬁkara, Istanbul,
Sivas, Erzurum and Diyarbakir, and also privatevinstitutions 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 to Ministry of Health; and in 1924, w1th the law of "Com-
puléory ée%ﬁiee in Medical Care®, graduates af medical univer-
‘sitieég héd t0,wark for four yeérs in spec1£1c regions of “the

country.

Betwéen 194641950, the First ?eﬁ Yeaf'ﬁfaith Plan was pre-

pared by Dr.Behcet Uz {ministér of‘hEaith) To dlqtrlbute medical

care-servlces and. personnel w1th1n the r‘ountn:y*,‘ the country was .

Lntg ? heaith reglons whlch weuld,c;ganlze their activities

u(7£§”ﬁfk;ﬁizi¢éh;'“Turklye de Saglxk }lzmetlnrlnln Orgliclenmesinin

"Kisa Tarihgesi®, Aratiivk Universitvesi Tip Bh}tfﬂ‘g 11, No: 7,

P R . OF R
{(Ervzurumw, 1978}, pp.li-21.




independently. Within the regions, for every 40 village, a health
center with 10 beds was requlred with 2 physicians, 1 midwife, and

1 health personnel In thesi centers curative and preventive

'serv1ces would be’ condu‘ 'thet, and as these regions develcp—’
ed, a unlverSLty would be 1nst1tuted whl h would provide the in-

crease 1in spec1allzed personnelp

So in this plan, health planning was taken seperately from
the organization of regional governments, thus curative and pre-
ventive medical care services were coordinated, and medical care
serviée were taken beyond the urban centers to rural areas. After
Behget Uz,; the plan was not foliowed up; only health centers were
established in every regibn and these were operated as hospitals

with rising costs.

Also, in 1946, Law No: 3308 gave responsibility to Social
Security Institution to provide health Services to its members. In
the following years, Law No: 2219 stéted that State Economic Enter-
prises, certain ministries and municipalities caﬁ establish medical
care institutions to provide health service for their own per-

sonnel .

In 1950-1960 period: Minister of Health Dr.Ekrem Hayri Us-

tiindag 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, dccepted health and social assistance services as respon=-

sibilities of the state within the concept of "welfare state"

Accordlng t0348th 'Iesfof‘the constltutlon and

was*seen that:medlcal’

in Jan 5, 1961, (No 224)

'accordance w1th

fcare serv1ce must be organlzed 'So,

»Health Serv1ces SGCLallzaclon Law was aCCEpted So since 1963,

1on of,medlcal serv1ces°vIt waskthought that thlS SOClallzatlon

pr1nc1ple thq; started in 1963 in Mus, would cover the entire
‘country in 1978, and ‘in 19823_it'wa5 plannéd that development

would veach 2 level where a social center would be instituted forv

123



every 5000 people.

Today, in 1982, the socialization law is still in eunforce-
rmenta but 1ts success,ls’largely questlonableﬁ,ln 1976 1in 4xh Five

Sag,lk Sektoru 07e1 Ibtlsas Komlsyonu Ra-,iv

Year Development

‘poru was publlshed In thls report it was ‘stated that the expectedf
development was not reallzed in any of the target areas. So, as
Recep Akdur(75)_states, the medical care service organization

looks like a thfee-headed giant; three factors that are interrela-
ted within the medical care system-state physicians (hiikiimet ta-
biplikleri), health centers (saflik merkezleri) and health houses
of socialization process (sapflik ocaklari) place the medical care
sector in a crisis situation. As socialization process has not been
developed over the entire couﬁtry, 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 LEVEﬁ 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 in TURKEY.

When we look at the statistical data; we can see that
Turkey is among the six countries 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 thegbkratidsg Sb; it can be stated théfrme&ical 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‘ih'the number of physicians relative to the
population increaséi’Aﬁdtpgr'striking fact is that in Turkey, a
large percentage of dgctofs‘are,specialists which creates problems
by itself. The‘pfactitians are doctors, who are not constrained by

care. for certaxn 111nesses but who should be the flrst ones to be

centacted 1n case of slckness;yAs has been'stressed in the Thlrd

Rlve Year Development Plan;n ‘The ma;or dlfflculty in Turkey, in the'3

(75) R.Akdur, "Saglik Diizenimiz ve Politikasinda Kargaga", Toplum
cim, XTI, (December, 1978), pp.39-54,

Ve




%BLEi9-‘DISTﬁI§UTiQN OF MEDICAL PERSONNEL AND ENSTITUTIONS

POP“

: : © life national : :
Couttry ?st;?atedrdegfg’rate expectancy product physicians nurses midwives 2fa;ih - number = Beds
: mi97§0ns gy at birth (U.S. &) : technlicians
)", : : '
34 . 210 3 71 4.760 338.111 857.000 4.300 247,945 7.336 1.401.624
:50 Germany 59.4 - 71 2.930 120,260 171.402 5.958 53.450 3.481 729,791
‘gentina 25, 3 68 1.160 53.684 14.471 2.905 6.624 2.864 133.847 b L
razil J101.3 61 420 59.573 24,315 - 49.827 4.431 382;952’,;1716 4 264 .
ilgaria 8.7 71 760 18,770 34.689 7.122 13.063 . 75.037 463,565 115.
geria 15.5 51 300 1.797 1.532 537 369 149 39.073 = 8625.482 396.
donesia 132.5 48 80 7.027 1.099 12.165 1.977 1.115 83.696  18928.5 1596
nland . 4.8 69 2.390 6,701 22.810 1.071 3.937 379 71.115 716.31 67.
‘ance 52,3 73 3.100 77.882 190.776 9.050 e e e 671.52 .
gland 5740 71 2.270 64,600 130.347 18.658 29.439 31.308 417.249 882.35 136,
. 10.8 25 320 6.883 3.535 1.688 3.172 187 22,942  1569.08 248,
31 50 380 12.890 4,947 - 2,882 3,125 535 49,194 . 2412.72° 632,
L3402 70 1.020 55,000 29.431 46,220 1.261 185.218 . 621.81 184,
3 72 1.960 9.143 e 663 R 86 19.501 - :339.05 158.
8.2 75 4,040 13.260 47,800 . 620 14.990 725 124,350 - 618.40 65.
54.9 71 1.760 190.166 ces 18.375 5.698 2,189  575.162 288.7 95.
107.3 72 1.820 126.822 176.051 26.867 . 26.592 0 8.294 1,163,726 1 851.5 Z
10.4 67 1.600 21.127 41.246 2.208 19.251 218 90,104 - 492,26 115.
36.9 53 210 8.037 7.373 7.423 7.036 1.454 79.399 © ©4591.277 464,
~ 68.3 - 100 17.929 6.010 6.352 ce 1.345 33.948 23809, 47 2011.
2500 70 1.790 733.700 1.232.000 329.300 218.800 - 3.009.200 .. 341, 83.
6.8 53 290 2.666 ces 1.161 cee 93 6.865 2550, 6“ 990.
38.6 54 310 21.714 8.907 12.975 10.851 807 85.872 1777, 65% 449,
21 2 .67 650 24,920 10.229 6.073 10.869 - 490 127.646’117850;7 166,
9 1 69 1.090 18.421 4.604 3.224 cen 722 58.501 -~ 494 155.

- Saglikove Sosy‘ Yardlm Bakanllgl,
1978, Ba§bakan11k Ba51mev1, Arkara, 1977,

398,

.“Dlstrxbutlon of Medical Personnel and Institutions', Turklye

Saglik Istatiscik ¥Yilliga, 1975-



TABLE 10~ DISTRIBUTION OF PRACTICTANS AND SPECIALISTS 1IN TURKEY

Specialists Practicians TOTAL
Neg . &;Z ; No. Lo No * A
3.647 52,9 3,248 47,1 6.895 100.0
4,836 50.2 - 4,802 49,8 9.638 100.0
5.217 53.1 4.609 46 .9 9.826 100.0
6.657 61.1 4.238 38.9 10.895 100.0
10.241 64.6 5.615 35.4 15.856 100.0
11.139 64.1 6.226 35.9 17.365 100.0
1975 12.698 58.48 5.943 27 .37 21.714 100.0
1976 13.177 56.34 6.034 25,80 23.388 100.0
1977 14,724 61.55 6.399 26.75 23.920 100.0
a) Difﬁerent statistics added giving no contlnuous data.

b) M.Rahmi Dirican, “Tirkiye'nin Gereksinimi ve Insan Giici Planla-
mas1 Ydniinden Uzmanlik"™, Ankara ve Izmir Tabipler Odasi Biilte-
ni, XVIITI, 2, (Mart, 1977), p.L3.

accessibility to physician care 1s the specialization of physi-
cians. In Turkey, in addition to increased specialization, the
number of specialized branches of medical care are also increas-

, M
img

In “"Tababet Ihtisas Vesikalari Hakkinda Nizamname' issued
~on 1929, 15 specialization branches have been shown. In 1947, in
'i‘anothef statement, branches increased‘to'45'and in . 1955, to 37, in
1962; 59 and in 1973, the numbef increaéed to 64(76); This increase
in specialization of medical care, falls short of the demand of
community for medical care and brings forth aértain problems which

" can be cited as follows:

ﬂfl* Physicians5 for the prevention of illness among the’

ty,aL large, must give priority to preventive medlgal care;
specialization requires more curative practices, community

ihéaltﬁ'grogram% are ignored.

o~ Paﬁl@mtsg thxnklng that lt woul, 'Eeﬁefibiél for

o otheir care, go to the %pec:.allstss thus lncrea31ng the number of

patients in specialist offices tegether with limiting the time of
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TABLE 11~ DISTRIBUTION OF PHYSICIANS BY HEALTH REGIONS

HEALTH
78.. Hekimierin saghk bolgeiesme gore dagmm: v ) : -
: A ‘Baolge nufust. (bin) g Bo!ge nufusunun mp(am nutusa oram UG Hakim séym {1} 0. Bif hokime gdusen nu!us ;
_A.",an:anni populauonthousand): R _Aagignal m’muiahm\ as pmmm of 1otal rmrmhlmn - C:-Nighberof physicians (1) D. -~ Populanon pet phvs‘cwn 5
Saalik bolgoesi ve il 1973 © 1974 1975° 1978 1977 1978 1979 1980
}1‘;.{“3! {fzgu)l‘;'.’md (?r(_)yAA:\re T 7_.(72); (2) : (7) (2) (?) ] (2) i
Toplam — Total A .. 38 073 3% 037 40 348 41 039 42 078 43 144 43 801 44 737
B .. 100 O 100 0 100 O 100 O 100.0 1060 O 100 O 100 ©
C 18511 20 868 21 N4 23 388 23 920 25 230 (3) 26 298 {4} 27 241
D 2 057 1 871 1 858 1 75% 1 759 1 710 1 666 1 642
1. bélge — 1. reqon . 4 370 4 563 4 834 4 980 5 204 5 440 5 699 6 749
Edirne, Istanbul, Kiklareli, Tekirdag B .. 115 17 12.0 121 12 4 12 6 128 129
.. 7 018 7 803 7 959 g 0954 8- 568 9 147 7 973 8 215
D .. 623 58% 607 ) 608 595 e 700
. bolge — . region AL, 2120 2 170 2 238 2 275 2 329 2 386 2 638 2 572
Bolu, Kocaeli, Sakaiya, Zonguldak B .. H 6 5 6 56 [ERK Y 55 5 5 57 5 8
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8] 3 a7 3 420 3 150 3 200 2 879 2 507 3 780 593
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Aydn, Denizii, lzmir, Manisa, Mugla B~ | 10 3 10 2 10 2 102 10 2 10.1 10 2 10 3
C 2 307 2 769 3 011 3 235 3 250 3 307 3 0on 3 37%
D 1 694 1 443 1 368 1293 1 317 1 324 1 478 1 347
V. bélge — V. tegion A 1 863 1 878 1 9\1 1 929 1 9L5H 1982 2 022 2 033
Afyon, Bilecik, Eskisehir, Kitahya, B 4 9 4 8 4 / a7 4 6 4 6 4 6 4 6
Usak C 434 430 45 542 540 627 539 634
9] 4 210 4 367 4 200 3459 3 620 3168 3 433 3 207
VL. boige — Vi tegion A 1 154 1 180 1215 17233 1 201 1 790 1 331 T 334
Antalya, Burdur. isparta B 30 3.0 3.0 3.0 50 30 30 3 Q
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o] 4 YL a7/ 1 499 4 724 3 L72 3170 2 934 2 484
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doctors who can give better catre to those who are really in need

of specialists attention,

3= Dué'ﬁﬁ*ééfﬁéiﬂ feaé6ﬁé, (eqUmeent an& personnel), it is
a high probabzlzty that SpeCLallstS do not function outside the
urban areasa Even 1f they did; in rural areas, they could not find
the equipment and persoﬁnei'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 all over the country is still continuing.
For example 67.7 7 of existing physicians were in Ankara, Istanbul
and lzmir (22.3 % in Ankara, 34.7 % in Istanbul and lzmir). Popula-
tion per physicians was: 520 in Ankara, 510 in Istanbul, 670 in
Tzmir, 8.230 in Kars, 6.250 in Maiatya;‘7.170 in Van, 14.220 in
Gimiighane, 8.800 in Hakkari, 2.740 in Diyarbakir, 3.360 in Aydin,
2.850 in Kiitahya and 6.760/in Burdur (See Table 11 on "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:privately9 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‘Statéd that due to the
malfunctioning and uncordination of the public sector, private
sector has galned lmportance 1n Turkey to flll 1n the gaps in the

supply of me&lcal 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. 054u875 (1nclud1ng famllles and retired). _The same report on

that the nu ber of phy31c1ans (specia-_

5,3;589 and the phy31013n/p0pu1a-;

tlon ratio 1sk&.500C77)"rhe opt;mél number of patlents (out-

patients) that a physician can look after has been stated as 40.

(77) lzmiy Tabip Odast Ozlik-Igle

I
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But in S$SK cliniks, the number increases to 80-100 to 130(78), The
same situation applies to SSYB where the number of physicians is

very low,. so among the iﬂpat4ents, 1 physician gives servic~ to.

l225 1npat11 in SSK Eo 130 1npat1ents§'1n ather mlnlstrles and f
gubllc organlzatkonsg tc 20 1npat1ents(79) There is large’ 1nt”%'ﬂu
equallty among institutions. In private hospitals, according 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, hosti-
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 %Z is situated in three large
cities. Alsc there are 33.348 assistant health personnel in

relation to 20.868 physicians, which result in 1.57 assistant

personnel per physician.

TABLE 12- DISTRIBUTION OF PHYSICTIANS BY ESTABLISHMENTS

1975 1976 1977 1978
Establishments Number % Number A Number 7 Number Z

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

: Mun1c1pa11t1es and Other | . I I T

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
TOTAL | 21,714 100 23.388 100 23.920 100  25.230 100

a) Sagllk ve Sosyal Yardam Bakanllﬁlg ’Distribution‘ofvPhysicians by Establish—
ments", Tiirkiye Saglik Istatlstlk Y111 13:1975-1978, Bagbakanlik Basimevi,
Ankara, 1977, p.ot. o N - T T A e o

- (79) Recep Akdur, "Saplik Diizenimiz ve Politikasinda Kargasgalik",
3 Toplum ve Hekim, Tiirk Tabipler Rirlifi Yayin Glganzs XIT,
(December, 1978), pp.239-54.




Personnel 1975 1976 1977 1978

Nurses 12.584 - 13.774
Auxillary Nurses 3 - 7.275 7.192
Midwives 5 13.873 16.785 16.219
Health Technicians o 1l.021 - 110517 11.183 11.141

a) Sapgplik ve Sosyal Yardim Bakanlagi, "Distribution of Health
Personnel in Turkey"”, Tiirkiye Saslik Istatistik Yillipgi, 1975 -
1978, Bagbakanlik Basimevi, Ankara, 1977, p.6l.

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 problém. The trained nurses either work in
private institutions or independently, this factor reinforces the

inadequacy of medical care sector (Table 14).

The Ministry of Health is given 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.
Also 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 hespital, and 425 general hospitals.

Table- 1“ presents the dlstrlbutlon of hospitals
by organization. The 1argest segmeﬁt in. hospltal sector belongs to

SSYB and SSK As. SSK. has'a budgot lndg'endent from that of

mlnlstrlesg its flnanc1a ‘affalrs”are re atxvely better than that

0 publlc records its

of SSYB and munaclpalltxes, Accordln g

economic belng c0u51sts of 40 blll;on liras in 1977 giving

service to 12 mlllloﬂ cltlzep'_frhe hospltals related to SSYB and
mun1c1pa11t1es and even those relsted to universities are in a
financial erisis due to deficits in the budgets, they Lry to sur-

vive by donations from the citizens. For this purpose, for example .




TABLE 14~ DISTRIBUTION OF AUXILIARY HEALTH PERSONNEL BY ESTABLISH-
“*iEN'LS

- Nurses ' Midwives = - . ledhn1c13ns

VA Numﬁét;?i EZJff Number

Ministry of Health and 1975 10.950 73,9 11.636 89.6 5.9 54.1
Social Assistance. 1976 12.264 74.1 12.506 90.1  6.154  53.4
1977 13.802  69.4 13.264 79.0  6.185  55.3

1978  15.314 73 14.012  86.3 6.270 56.3
Ministry of Social 1975 2.368 15.9 406 3.2 373 3.3
Security 1976 2.664  16.1 451 3.3 386 3.3
1977 3.755 18.9 475 2.8 345 3.1
1978 3.414 16.3 568 3.5 441 3.9
Other Ministries 1975 69 0.5 1 0.0 50 0.5
1976 131 0.8 19 0.2 120 1.1
1977 113 0.6 14 0.1 134 . 1.2
1978 179 0.9 17 0.1 93 0.8
Universities and Public 1975 1.198 8.2 49 0.4 139 1.3
Economic Enterprises 1976  1.257 7.5 36 0.3 136 1.2
1977 1.639 8.3 11 0.2 276 2.4
1978 1.833 8.7 57 0.3 175 1.6
Municipality and Other 1975 190 1.2 415 3.2 210 1.9
Local Organizations 1976 170 1.1 64 2.6 186 1.6
1977 . 210 1.1 338 2.1 192 1.7
1978 . 184 0.9 252 1.5 209 1.9.
Free Practising 1975 31 0.3 468 3.6 4.288  38.9
1976 30 0.4 497 3.5 4.535 39,4
1977 340 1.7 2.663 15.8 4,051  36.3
1978 Y 0.2 1.313 8.1 3,953 32.5
Total = 12.975 11.021
S g ©13.873 0 11.517
16.785 11.183
16,219 11.141

a) qagllk ve-‘ ”yai Yardim’ Bakanlx _ ﬁfﬂlftvlbutlon of Auxlllary Health Per-
‘sonnel by Establishments"™, Tiirkiye Saplik istatlstlk Yilligy, 1975-1978,
_ Bagbakanlik Basimevi, Ankara 197/, p.61.




5 BY ORGANIZATIONS

Total . Male ‘Fémale To£ai~Ma1e*Fema1é‘;big,hﬁdddle small

7750918163578 15257200

1653483 679533 973950 45928 24216.21712 134566 155230201786 344648 g

97 0. 78612 20986360 1742743 704214 1038529. 48732 28103 20629 134604 154382 216771 386226 16300567 5

9727772 ‘78163 23744478 1862233 750916 1111317 50080 30120 19960 146347 195131 206567 412360 16485803 9

1978 ° 776 ‘86526:84104 23705845 1868752 732449 1136303 46886 29681 19205 136983 204869 208721 441222 16499030 9

: 1975 593 52499 47298 - 8297460 1126970 419930 707040 32879 18997 13887 74604 7910% 142375 219880 10611165 g

Health and ~ 1976 - 601" 53320 45022 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 B823704 g

1975 68 12756 12711 7488689 302540 157276 145266 6168 4181 1977 23715 57330 35098 80151 2333034 8

Social’ [ 15730 7959648 391862 187122 204740 9755 5243 4512 22716 44878 45807 81737 . 2966645 7

77 5 12426 - 8887741 417038 200709 716329 8207 5180 3027 . 25564 46202 42051 91436 3254276 7

, - 14139 10481754 490075 216137 273938 9163 5728 3435 31031 47922 45333 97719 4709077 8

T 1975 . 3k 2761 1860 814218 32259 12520 19739 509 ~ 108 401  210& _ 2629 5928 6122 220496 7

rieg and’ 1976~ 2873203 2025 684690 32603 . 14664 17939 - 627 320 307 2151 .1201 . 8541 6268 321514 . 10

izations - - 19770-°327. 3152 2152 814307 43574 19708- 23866 925 593 332 - 2IS4 3236 . 8529 - 2701.. 426656 10

1978 ©31-. 3347 S 2179 864150 34027 17140. 16947 . 683 457 226 . 2087 2911 7223 3489 418944 12

1975 5 7004 11125 738201 76960 31690, 45279 3976 %05 3571 1334k 4249 6112 10349 1326896 16

1976 7 7004 7920 1051676 81117 . 359927 45125 4199 2731 1468 15570 6655 16292 12180 1400125 16

19770 07 77671 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 246h. 1530 656894 58004 27140 - 30864 853 176 677 5646 4672 4186 13732 241195 )

s 1976, & 2370 1725 497698 36738 - 16649 20089 1865 1001 864 6519 4244 4036 14710 ~ 320343. 8

1977 J67 2750 17507 502165 66081 25952 40129 1173 617 556 5004 . 4395 - 4134 20363 421524 6

1978 1.6 . 72795 1795 558803 46305 16185 30120 . 994 553 441 4732 . 3859 6527-:25196 350990 7

1575 . .78 2226 1520 49001 36033 18907 17126 - 656 123 533 11776 - 3949 5344 _ 12987 258762 7

end privatesld76 67 18447 1810 - SS5964 26620 12095 14525 1066 725 341 8743 4293 6972 30773 260231 9
g 1977 767 1844 1756 109452 52361 24580 27980 956 609 349 11868 11617 6697 16097 - 367153

1978 63 1949 - 1849 305520 101101 42970 42970 2877 1594 1283 14684 15350 8594 19847 341007 12

1975 § 570 435  LUBYL 40891 8203 5056 440 125 315 2150 . 2168 1042 1145 128475 g

1976 8 529 480 41342 41342 4854 10177 716 433 383 2188 . 3036 1088 1345 . 130236 8

1977 8. 529 . 430 41772 41772 10160 14562 662 425 237 2173 1907 1517 895 113390 8

1978 8 650 479 17155. 12155 4804 6891 585 397 188 - 2106. 1685 . 918 805 115896 g

1975 6 G8h 740 76534 78534 . 3867 2682 447 96 351 1227 1129 801 287 101177 14

1976 6 789 900 105201 105201 4520~ 2273 582 306 276 1155 1201 600 268 100289 ° 14

1977 6 764 . 820°" 69981 69981 6475 3147 579 303 276 1040 - 994 541 273 183430 18

1978 6 447 618 8014 - 8014 . 5061 2151 472 255 217 ©1255 1374 708 596 . 96370 13

: Sosyal-Yardim Eakéﬁlzgl,
. Ankara 1977, pp.80-81.

YActivities of Hospitals by Organizations',

Tiirkive Saglik Istatistik Yalligs, 1875-1%78, Bagbakanlik




Zeynep Kamll Ana ve Cocuk Saglipi Koruma Derneffi has been
establlshed :m assoc:.atlon with Zeynep Kaml] Hospital; Haydarpagd

‘1 Yardimlagma Dernegi and Hasekl Hastane51 Kalkln‘

dlrma Dernegi can ‘be cited as further examples of ae§0c1atlons
based on donatlonsn Due to the weak budget of SSYB (2.9 7 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 associatlon
has bu11t Zeynep Kamil Saglik 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
situation is not very different in Haydarpaga Niimune Hastanesi
‘related to SSYB. In 1971, the number of beds available was 550 and
not one bed has been added in the recent years by SSYB. The Hay-
darpagsa Numune Hastanesi Yardim Dernegfi has finished a new center
,with 230 bed and another center with 480 bed capacity is still in
the process of construction. The above examples show the financial
crisis of SSYB and municipality hospitals, if it were not for the
donatioﬁs received from the community, the service of medical care

would be more hampered than it already is.

The distribution of hospitals within the country is also

unequal:

90 7 of the hospitals are situated in three large ciﬁies

Ankara, Istanbul, Izmir. The Table 16 is prepared to ghqw this

discrepency between regions:

The total of beds of three cities is 20 times greater than that of the
~t6uﬂ.nudnx,5fhedglih nine c¢ities chosenfat random. The population/
“bed rétio'iﬁ three big cities is 755.52 where as it increases to
1967 iﬁ'ﬁihe~¢ities, In the total, there is 425 person for one

'bed 80 some reglons are beyond the country average which shcws

:that dls “1but10n of medical care is unevenly dlstrlbuted among

the regLOﬁs

~ From the 101.626 hospital heds; intluﬁlne 15,100 military,

the hc&pltair,ﬂi.:



the Minigtry of Health, 16.3 % at the Ministry of Security, 10.3 7%
at the Universitiec and 3.2 Z at the munihipalities% 3.9 7 at the
other publlc organizations and 3.6 % at the hospitals of minori-

“;lgg,‘forelgnere and private persons. [t is apparent that 96. 4 of

tﬁé“ﬁasp;pkﬂs are in the public sector, showing the smaliness of

the private s&ctor within the medical care service,

TABLE 16~ DISTRIBUTION OF HOSPITALS AND BEDS/REGION

Population Population/Bed

City Hospital Number of Beds

ANKARA L4 10,303 2.927.690 284 .16
ISTANBUL 84 19.835 4.466,570 225.19
1zZM1IR 33 5.920 1.819.300 307.31
TOTAL 117 36.058 9.213.560 255.52
BiNGOL 4 130 230.350 1771.9
BITLLS | 4 145 238.250 1643.10
GUMUSHANE 4 155 298.600 1926.45
STIRT 7 320 419.790 1311.84
HAKKART 2 60 140.860 2347.67
KARS 6 345 732.940 2124 .5
MUS 3 210 283.390 1349 .48
TUNCELT 6 165 168.370 1020.42
VAN | 4 220 422.970 1922.6
TOTAL OF ‘ ,

NIME CITIES 40 1.750 2.935.520 1677 .44

a) The below analysis is summarized from the statistical data in
Tirkiye Istatistik Yilligy, 1975=1978, (Ankara,. Sagllk ve Sos-
yal Yardim Bakanlifi), pp.86-93.,

Out-Patient Polyclinics: In 1978; 23.705.845 patients were

examined and treated at hospital policlinics (this figﬁfe‘cbvers
more than bée'application of a patient). 44.5 % of the patients

applied to tne hospitals of the Ministry of Health, 44.2 7% in

ghospltals 1nlstry of Social Security: 3.6 7 in other

-

,,mlnlstrles aad public organizations, 3.8 Z in hospital related to

: unlver31t1esw 2.3 % in municipal hospital , 1.37 7 by associa-

\Jtions and przvate hospitals- and hospltais related to farelgners

,nd m1n0r1tléb“ The pOllCllnlCS are 1mportant becauae they decrease
the burden of hospitals, and segment the needy from the less needy

so that expensive hospital resources will not be spent for unneed-

ing segments of the populations.




Inpatient Services: In 1978, 1.917.638 patients were

examlned and ‘treated in the hospitals. 1.868.752 of these were

and 48,886 persons died. Patlents accepted by the
hospita : ,kk.ferent organlzatlon were»,SS 6 % of the.
Mlnlstry of Health 25.6 %, the Ministry of Social Securlty, 2.5 %
of municipalities, 7.8 % of universities, 2 % of other public
organizations and 6.5 % the minorities, foreigners and private

organizations.

Bed Occupancy Rate: In 1978, the bed occupancy rate in all

the hospitals of Turkey was 54 % in general. This rate differs as
to the kind of hospitals. For example, 50 7 in general hospitals,
14 7 in health centers, 62 7% in chest diseases hospitals, 69 7 in

maternity hospitals,

The bed occupancy rate differs by organizations. For
example 46 Z in hospitals of the Ministry of Health, 91 % in
hospitals of Ministry of Social Security, 54 7 in municipal hos-—

pitals and 51 7 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
avgrage.'Paxticularly the unbalanced distribution of specilalists
within the country, large hospitals with technically advanced and
specialised equipment aund tralnlng hospltals being established in

blg c1t1es, contribute to this effecty

Average Length of Stay (Day): Average number of days of a

.patiént's stay in the hospital varies according to the hoespitals,

tQ klnd of hospitals and the organizations to whlch ‘they - arel

ached 'and to diseases. In 1978, general average 1ength of stay
in, the hdépitals of Turkey was 9 days., Thls number in general

wfh05p1talsﬁwas 7 days,y in health centers 3 days and in maternlty

]hdspl als 3 days The decrease in the averaga occupancy ratio

shows the increase in the degree of techﬂology in medical care

V serv1ce5 also it can be seen as an - efficiency ratioc by which hos-

 pitals funetiom.-

From the above analyzis on gquantity of physician and hos-
pital services, it can be seen that there is inequality of distri~-

bution of medical care within the: country. So, this results in




:mlgratiOn for medical care from villages to districts, from
 dlstr1cts to city centers, and frmnsnm]iinrles u>latgermmr090L1tan

fAs a result of thls mlgratlon, large hospltals are faced

Fqueues of patlents “who come from all cver ‘the country,

“time for beds are 1ncreased, which result to dissatisfac-

the patients with the services of the public sector, and
move to private hospitals and physicians. Thus, immigration from
rural areas to centers is the main reason for excess demand faced
by metropolitan hospitals. In regions, where the number of
physicians are low, the doctor, instead of spending his limited
timeron'gases 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
disgatching to the centers gains impurtance. Also, if laboratory
services are only available in state hospltalq those physicians
who have no accessibility to publlc hospxtals prefer to send their
patients to large hospitals, Thus lack of medical equipment and
accessibility to certain medical institutions encourage the migra-

tion process.

In rural areas, with the "Law For the Socialization of
Health Services" numbered 224 enacted in 1961(80), a new method
and implementation in carrying out health services has been
accepted. As a basic new service, it will make it possible for the
kc1t1zens 1n rural areas to have an equal chance of drawing benefit

sufficiently from every kind of health serv1ce.

The implementation of socialized health services was started
in Mug province in 1963, and covered 5 provinces and 1 training and
'research center inm 1964, In 1978, ;his covers 40 provinces and 5

tralnlng and research centers.

‘_the pravxnces of the socialized health services, basic
health units are health centers and health houses. Health centers
‘cover—7—10 thousand population and has a health team under the
iadmlnlstratlon of a physician and " there are sufflclent -number of
;fhealth technicians, nurses and mldWlVe Health houses covers 2500-

‘3000 population. They are the subunits of health centers with only

(80) T.LQ Biiyik Millet Meclisi, "Law for Socialization of Health
Jprviceh‘, 224, {Aunkara, 1961).




TABLE 17- POD LATION, HEALTH CENTERS AND HEALTH HOUSES IN SOCTALIZED PROVINCES

Per Health

# of Per Health Centers ;House
‘ Health Number of . Km?
Total Year Population Km? Area of Province Centers Area Population Health House Area Popul.
1975 11.157.590 469.875 955 10.707 11,680 3.243 30340 3,440
1976 13.530.860 1.128 12.796 12.000 4,214 3.577 3.210
1977 15.815,310 : 1.395 12,836 11,340 5.309 3,283 2.980
3,280

1978 18.973.990 , 1,467 14,257 12,930 5,776 3;507

a) Sazlik ve Socyal Yardim Bakanligi, "Population Health Centers and Health Houses in Socialized Provinces' fTﬁrkivg
Qagllk istatlstlk Yillag1, 1975-1978, Bagbakanllk Basimevi, Ankara, 1977, p.360.

TABLE 18=.PERSONNEL CONDITION OF HEALTH CENTERS

e Physicians = Health Technicians Nurses Widwives
fStaff' ‘Existing Staff Existing Staff Existing Staff Existing
1975 1,069 339 1.119 924 990 504 4,509 3.897
1976 0 1.292 392 392 1.363 1.202 567 5.594 4,598
1677 1,516 565 565 1.603 1,403 661 6.414 4,709
1978 1

792 784 784 1.916 1.629 917 7.431 6.292

Ca) SagllkVQé Sosyal Yardim Bakanligi, "Personel Condition of Health Centers', Tiirkive Saglik Istatistik Yllllgl,
1975~1978, Bagbakanlik Basimevi, Ankara, 1977, p.368.
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one midwife serving.

The main duties of the health centers and health houses are
services iﬁqludingffamily.plgﬁdiﬂg; control, prevention and treat-
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 1is undertaken by the personnel on duty and

serious cases are sent to hospitals.

In rural areas outside the socializatlion 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 ﬁfévéntive health care,
administrative services and legai 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 service

in Turkey is given by several different institutions
1- Ministry of health and social Assistance:

a) hospitals,

b) polyelinics,

é) health centérs,
d) health houses,

&) state physicians.
2- Ministry of Sccial Security

ay hospitals,

ib)‘polyelinicsg

3- Hospitals velated to other ministries and public organiza-
tion {e.g. hospitals related to public enterprisds as Sidmer-

bhank).




4- Hospitals related to universities
5- Hospitals audﬂ¢liniCs 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 prdblems of medical care sector

are mostly related to the practice 6f socialization services.

The socialization model which is being practised in 46
cities has not been very éffective, 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 in
thé form of sending a physician and a group of health personnel to

that area and instituting a health center within the region.

Whereas the aim of the soclalization law was solving the V
health problem, including environmental health, housing, nutrition
and drug problems within the socialization process, encompassing

all other social issues together with the health problem.

Another problem 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 stated. The actualization of

targets stated in Five Year Plans are 40 7Z(81).

This is due Cd thé Shgft?ge of‘pe:sdnpgi;lﬁbt§fo lack of

resources in instituting health cénteréy“Infi978;”Within the

}(Si)“TECﬁBégbakaﬁlik”ﬁéviét*?laﬁiamé'Té§kilatmgﬁD6rdﬂncﬁ Beg Yil-
’ L1k Kalkinwa Plani 1979-1983, Basbakanlik Devlet Matbausi,
Ankara, 1878, ».460. :




P 93_

vﬁééé&éiiéétidn régidn 6f337 citiés‘and 5'educatibﬁa1 centers, 36”25?9
of roll @f,pfacticians, 45 %7 of nurse roll, and 58:2 of health |
pefsonnel is staffed. This great gap between objectives and actu?
alization is the main reason for the inefficiency of the sociali-

zation process.




6- PRIVATE SECTOR OF MEDICAL CARE SERVICE

£

 The analysis of private sector consists of two segments; . -

,1~ prlvate hospltal management

2= prlvate office physicians

Private hospital management: When we examine 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 Beds Hospitals Beds Hospitais 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
1879 822 96.752 732 92.902 90 '3.850
1980 827 99.117 737 95.249 90 3.868

a) Saglik ve Sosyal Yardim Bakanligi, "Number of Public and Pri-
vate Hospitals", Tirkiye Saglik Istatlstlk Yllllgl, 1980 Bag-
bakanlik 8351mev1 Ankara 1980.

In 1980 private hospitals are only 10 7 of the total number
‘cf hospltals and contaln 3.9 Z of total beds. Another interesting
phenomena 1s that 61 Z of the private hospitals are situated in

thregablg 01tles Istanbul, Adana, Ankara, Tzmir with 35 of private

7 hgspitals (39 7)Y in Istanbul. D:.Nevzat,Eren(82) states that the

low number of private hospitals is due‘tbrthe unprofitability of
this type of hospital management. He summaries the popular view
~(not depending on any analysxs} asyA”lhe prlvate Haspltals are
iunctlonlng for tho obJectlve of preilt motlve, and this conduct
is” certalnly appropriate.,Attalnment af thl% ob;ectlve together

with hlgh madlcdl service leads to hlgh costs and prices which very

(82) Nevzat Ereq,"Ankara Kentinde Ya§1yan Halkin Saptanan Serun-
larina gire Saglik Hizmetleri lcin Orgiitlenme Unerileri’, TC
Bagbakanlik Deviet Planiama Tegkilaty Yayinlavijy No bpP7T: 1687
SPD. 317 (September, 1979), p.17.




few people can bear in Turkey. Private hospitals cannot go beyond
the proflt motive because to do 80 would 1ead to the?r flnan01a1

’vdecay, as ‘these hgspltals ‘have: no flnanL131 SQbsld”;other “than the

,qﬁpzlce pald by thexr patlents far the mcdlcal s»;_;ﬁ

They have no apportunity to get donationrs or financial help
from other sources. So to prevent the closing down of the hospi-
tals, the only way 1is to decrease the quality of service in order

to pull down high costs of operations"

He concludes that as this opinion 1s not verified by any
analysis, it is not possible to state whether this point of view
is Tight or wrong. But it can be seen that whatever the reason,
the percentage of medical service given by private hospitals 1s so

small that it is ignored totally by analists on health care.

TABLE 20- DISTRIBUTION OF PRIVATE HOSPITALS BY PROVINCES

Provinces Number of Hospitals Number of Beds # of beds/hospital

165 24

Adana 7
Ankara 3 70 23
Antalya 1 20 20
Aydin 1 20 20
Balikesir 2 60 30
Bolu 1 20 20
Bursa 1 45 45
Denizli 2 75 38
Diyarbakir 2 40 20
Eskigehir 3 54 18
Gaziantep 3 121 40.3
Hatay 2 22 11
Isparta 1 29 29
Igel 3 66 S22
~lsta 35 2401 68.6
o lzm s 4 196 49
- Kayseri .. 4 110 o 28
Kirgehir 1 15 15
Kocaeli 1 20 20
~Konya. 2 38 16
"Malatya 2 70 35
K.Marag 1 14 14
Sakarya 3 82 . 27
- Samsun 2 b3 : 32
~Trabzon 1 2L 25 25
-~ Urfa. . iR 2 B 12
" ordu 1 15 15
sl 90 3868 averave: 26

a} Saglik ve Sosyul Yardlm Bakanlip: "Distribution of Private Hos-
pitals by provinces”, Tilirkive Sapiik Tatat1st1k Yillaga, 1975~

1978y Bagbakanlaik Basimevi, Ankara, 1977, .80,




The above anaiysis shows us that most private hosPitals are

very swmall with i 25 beds‘ As no: etat15t1ca1 data on numbex of

"generax hosPLt"ls or speczallzed hospltals such as maternlty cen~

ters is present, we have to’ assume that the . small-hosp1tals con-
sist of matelnlty hOSpltals which are spe01alxzed 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 héSpitals
related to Verem Savag Dernefi (as Verem Savag Dernegi Erenkdy Se-
natoryumu), Esnaf Hospital (hospitals owned by Artisan and ‘
Tradesmen Association and Dariilaceze). The whole of hespitals own-

ed by foreigners and minorities are sitiated in Istanbul.

Private hospitals are established by Law No: 2219 on June
5, 1933(83). This law states the opening conditions of private
hospitals, their organization and functions. Law No: 2/1122 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 services of
private hospitals. Private hospitals are controlled by Ministry of
Health and Social Assistance, on the requirement that are stated
 ig“fhese two 1aQé, and on the prices that'fﬁéy‘charge for their
hbtél services. So, in any analysis on the. service structure of
- private hospitals, we have to take into.consideration the legal

~requirements that restrict the operations of hospitals.

enman flhan Yipgit and Lirfd Tuncay,

{(83) Nedim Demirel Faik GO
Saplirk Mevzuatimiz,
828 . : e

Fitiz-Kitabevi, 1969}, pp.785~-



PART 11

/. APPLICATION OF THE MARKETING CONCEPT TO THE OPERATIONS OF
PRIVATE HOSPITALS

Marketing. Most of those in the medical profession who saw
this term in the journal of Medical Association were wondering
what this termc was doing in a journal dev ted entirely to medical
subjects. It was suprising for most of them in 1977, when an entire
issue was devoted to '"Should we market. medical care?'(84). The
editor said: “"Frankly, we are a 1£tt1e éuprised 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 «
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’rébin the business of
serving the neéds‘of our patients", or "Our primary purpose is to
provide high-quality health care to the community that we serve'
One administrator statedgr”Our aim is not to make profit, we are

‘trying:fb giﬁérheélth service in doing so let the patients pay
“for what theybare getting”. One administrator—proprietor stated "Of
course we have to have proflt if we want to suryive but this does
not mean that we are- 3ust busxnessmen explo;tlng the customer.
They are not customers, they are patlents, and we're not bus1neSS*

men, most of all we re delcated doctcrs9 this has to make a

dlfference /“The above Sna emen e mdrketlng statements,‘

‘regardless of how they HTEMPhYQS&d fsuch statements clearly imply

(84) Editerial, "Should We Market Health Care”, Hospitals,
Journal of American Hospital ‘Assoctation, LI, (June, 1977),
[y . B E
51.

5) Ibid.




a basic motive Lo serve patientsn However, a comparison of this
philosophy with Laallty seem to p01nb up . a basic cantradiction;
'fccmplalnts from ‘health care conqumers are increasing as shown,
*for xnstance by ‘the rzslng number of 1ucre391ng C!ltlclbms in the
medxa. All of which points to the.b351c fact of 11fe; what is said
philosophically or even practicélly does not get translated into

actuality.

The implication is 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'uséd by decades by hospitals, have
not usually represented a coordinated effort - an effort that is

part of an-over—-all marketing program.

Today, hospitals, must look to éhe 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, given the extraordinary regulations
that hospitals are subject to {({far more than any business enter-
prise), a true market orientation, in an economic sense, is pro-
bably not possible.

We think that (and also the aim of this thesis is to praove
that) the proper application of marketing principles and techni-
qﬁés can, however, to the extent that they are supported by top
management, make a significant contribution. It is vital after all

that hospital resources be used optimally, and marketing is one

management system, perhaps the?oﬁlyiéﬁgilfhaﬁ,can help a hospital
make maximum use of all its reqources in delivering the kind of

health care pdtients need and want, dnd in developing the kinds of
.}programs and- serv1ces that will. attract ~and retain needed medical

»ﬁand supportlve staff. Hospltals need i “fact, to gaiﬁ a &eéper

knowledge and understanding of thelz markets - namely physicians,
patients, emplcyee, and the community - 1if they want to stay in
the market, to oplimize resource use and to provide the right

services at the rvight place at the right price and at the vripht




time. So, our major aim is to analyze the operations of the hospi-

tals from a marketing perspective, to $ée 1f they arvre using

“ertain muxxerlng Lechnlques and tODt: in serving their customers,

ents .

Before starting an analyzis on marketing of services of
private hospitals, it is necessary to segment the units of
analysis. It has been stated in (Sector 5 of PART 1) that the

private hospital sector consists of:

1- hospitals owned by foreigners
2- hospitals owned by minorities

3~ hospitals owned by associations and foundations (e.g.
hospitals related to Siimerbank and Dariilaceze).

4~ hospitals owned by individuals or group of individuals
(proprietor~owned hospitals).

Among the four groups statéd abbvé only hospitals owned by
assoctaticns and foundations can be grouped as not~for profit
institutions because the first group gives free-service to its
personnel, and those in the second-group, give service to the
community at large, and supported by the donations received from
the society through 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, considering those with motivation for profit, and
whose survival depend on the payment received from the patients.
We Have also groupedihospitals'owned by foreigners and minorities
under the same group due to similarities in their establishments

‘and cbjectives.

7.1, METHODOLOGCY OF IHE RESEARCH

- The ‘res earch consists of analysis of nine hospitals divided

1nto two groups.

1= Hospltalq related to fora&5ners;and mlnoriti

;hospltals (A B, C D)_ﬁ OnefhbSpltal ‘a- mentalicllnlc,”
manalysl purely consist of its admlnx trative structure as no

Tesearch could be conducted on the patie ents 3.

- S e S T N U SN AP e
2 Hoswiials owned Dy rndiviouals o0 mUoud ¢fb itndivigua is




(four-hosg pltalsmnm7nmtcrnlbrhome and three general clinics, ©,H,1,1).

5 ainﬁaim:éf th§s research was to examine 1f marketing
c@ncépﬁsfaﬂﬁl Ee“ﬁéiﬁgfﬁsed in the operations of private o
’hospitéls;fﬁs’y%{tonéidét4them to be profit motivated. So, the
first part of fhé“rééearch consisted of interviews with adminis-
trators and supervisioré,' to gainiusipght 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 feseaich 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 slgnificant 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 peréonnel, influenced mainly by
case-severity. §0, the unrandomness of the sample size 1is a major
limitation of the research. A second limitation is the difference 
that can arise between hospitals whose administrators allowed
;interviéws_to be conducted and those that forbid it. It can be
stéﬁed_that the first group is more motivated in ré;ééréh éhdfiﬁf
acceptance of new fechnlques and strategies which make them more

marketing consqiousn~303 we cannot generalize the findings of the

the private hospital sector.

The tnlrd part of the research consisted of unstructured

it h

IO doctors. and 8 nurses working within the hospi-
: 'between the. admlnxstratlve, structure,. and
fhe‘cdnsﬁméT gr6ﬁpQ‘Ffom, the group of doctors that were 1nter~v
viewed; only £wo were acting as active physicians (house physi-
cians}, the rest being independent physicians who have patients

wilthin ithe specilic hospiltals Nurses, teiug fedarest o the

g

2o two sides ol




7.2, ESTABLISHLENT AND ADMINISTRATIVE STRUCTURE OF THE HOSPITALS

1he folelgn and minority hospitals were ebtab?lshed durlnb

‘Qttcman Empire (1890- 1920 perlod), and we

lnvolved soﬁely 1nvthe cure of their own .citisems. In 1933, 'wlth

the 1ssue “of Law 2219 "the activities of foreign and minority’
hospitals 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 sites are owned by foundations to
which the hospitals 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 mlnorlty hospitals are associated with foundations
connected with their churches. The relation between the hOSPlta1
and the foundation is established thrbdgh a Board of Trustees,
which consists of trustées of foreign foundation, church members,
important members of the foreign community who function in Turkey,
the consulate members, and.the medical director and/or the
administrator. The Board of Trustées control the donations that
are givén to the hospitals, these are malnly in the form of
equipmént and'drﬁgé.iThe administrators have stated that in recent
years, fimancial aid has been cut down, so the hospitals are now
facing finaﬁcial crisis trying to meet their operatlng cOSCS
through the fees paid by the patients. Funds that are needed to
repalr the buflaings 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 trustées are of this nature which require
.a large sum of financial aid and which aré mostly rejected~by?th§’ﬁ
board, brlnglng the hospital to a serious financial crisis. One *
hospital solved this problem by renting one bu11dlﬂg flioorx by

floor to a graup

f practloners. Another used a promotional

strategy Qn ‘a largeiscale (especlally to 1arge corporatrions) for

ralslng¢£undg for addlng a new section to the hospital.

”The aémlnlstratlcn of forelgn and minority hospitals show,

’icertaln dlfferences within the group. lor minority ho”ﬁltal it

can broadly 5:attd that the director is & physician, coentrolling

both administrative and medical processes. The foreign hospitals

can be diwvided inmto three groups. In one group, the dipyeclbor iz a




foreign physician who has responsibility for the medical matters
of the hospital, whereas the Turkish administrator whe is below

~the medirai dlrector is responsxble to Turkish govarnment, “for

 cia1;actlv1t;es. The second group CQGSLSCQ ‘of the- dlrector
Delng a Turklsh phy51c1an who is in charge of medic al actlvxtles,
the forexgn admlnistrator being on the same level with the
dlrector 1n the administrative structure, but being responsible to
the Board of Trustées 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 presenta&ibn of the administrative
structure of the hospitals. The éomplexity 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 deparcments, groups and
individual members of the organlzatlon to be . controlled closely
and with care. So, we can clearly state that the hOSpltal is a

"highly formal, bureaucratic organization, relying on formal
policies, formal written vules and regulations, and formal autho-
rity for controlling much of the behaviour ‘and work relationships
Of'its members= The formal organizational mechanism is reinfofced
kby ethlcal rules of the profession, the respect: felt for those who

‘;are older 1n the profession. So, senority plays an important role

v4infthe aythorxty of the directer and head of the services.

So, we can state that the emphasis on formal organizational

“mechanisms and proccdures and. on'alrectlve rather than "demedfaiigﬁ

”,Contrcls,'along with a number of other tactors, glves the”hoépitél
its much talked about ’auchOfltallan character, which manifests
itse1f<in Lelatlvely sharp pattern »Qi;Superotdination~suboréinam

tion, in expectations of strict disci pline and obedignce. and in




FIQURE 4- Administrative Structure
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distinct status differences among organization members. In some
cases, the mrchal director is the maln ruling figure wthln the
hospital (esp&cxally true 1n cases where ‘the director is both a
phy31c1an and au admlnlstratar) Thls authorltarxan character '1is
somewhat of a necess:Ltys as the hospital connstantly deals with
critical matters of life and death~matters which place a heavy
burden of both secular and moral responsibility on the organi-
zation and its members. When human life is at stake, there 1is
little tolerance for error and negligence. In addition to the
author?tarian character, the self-discipline of the profession can
be relied upon for the effective functioning of the organization.
Also, the Eospital is expected to be able to provide adequate care
to its patients at all times, with the precision of a machine
system. It 1s expected toc perform well continually and to produce
a machine like response toward the patient, regardless of such
things as turnover, absenteesm and feelings of friendship or
hostility among its personnel, or\Bther‘organizational problems
that it may be experiencing (é 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 origins at a time when
professxonallzatlon and spec1allzat10n were at a primordial stage,
and when nursing, med;cxne,land the hospital were all closely
associated with the work of religious orders and military

institutions'"(86).

‘The medical diréctor:ih m@stggaéeé_is responsible forv
medical activities of the orgaﬁizationf The strength of a hospital
is tﬁe strength of the medical staff Many a hospital is indiffe-
:éntly housed and owes its reputatlon solely to the qualit§ of its
medical staff. "Bricks and mortar and modern equipment, desirable,
as they ares do not in themselves make a flrst class bospltal“‘

stated one medlcal dlrector‘ So,»the relatlon of the phy31c1ans to

the hosPLtal are. important andf ”1sAlnrturn depends on the

character and soc14~profcsslonal ‘Yelations of the director. An

(86) Basil S.Georgopoulus and FloYd C.Mann. "The Hospital as an
Organ17 aticn' ., Patients Physicians and TIllness-A Scurcebook

An Behavioral Se¢ iene and Health, ed. E.Gartly. Jaa ind Ed.

“(New ?ork Folller, Macm111an Lmt.ru@ doq }972), 160. -




interesting phenomenon that we observed in the analysis of hospi-
tals and how different services are coordinated. One hospital, in

the analysis, was spec zed in plastic surgery due to the

specialization of the % diréctof. As medlc 1 activity is a
ngup practiSe; the dlrector collects his staff and other
speéialists on the same'sublect 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 - office for the medical - direc-
tor because all of them are knownffigufes 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 hotei functions (clean-
ing, catering, beds), personnel matters as wages, union relations,
éurchase of equipment and inventory control.rBut, 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 cOncerning?fiﬁdﬁcial activities; fund raising

-and reiationship with the public aﬁd government. So, we cannot
make a generalization about the responsibilities of either the
medical - director or the administrator; it appears that they
function as a two-headed entity, sometimes one gaining importance
and sometimes the other. :

In seme cases; dlrector is: also “the

admlnlstrator, it can be seen that the medical coordlnatlon
becomes the duties of the heads of the diflexent departments,
because daily administration of the hospital overburdens the

director, he, more or less losses his professional relations. The




different departments function on a parallel basis; each consider-
ed to be equal, and cach follows its §Wn line of practise without
;much reference to one another and tha dzrector, except on flnan—,
:u:cxal matters. The overlapplng of authorlty and fesponsxblllty is:
prévented on.a large scale by Lhe,profe551onal ethics, that
dictates respect for one another's duties and functions. But,
still, the seperate heads of the departments of the hospital may
be individually brilliants/but some kind of medical co-ordination
is needed to make the hospital function as a whole and to bring
the appropriate sum of its resocurces to bear on the needs of the
individual patient. The WHO Expert Committee on the Organization
of Medical Care, in its first report(87) decided unequivocally in
favour of a medical administrator, employed full-time and prefer -
rably, with clinical responsibilities so as to avoid his becoming

"office doctor" who loses contact with the developments

a purely
in the field of medicine. It is also recommended by WHO committee,
that the medical director should have as his deputy a layman
thoroughly trained and experienced in 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 bulilding, 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 dutlies and leave him free
to advice on hospital policy; coordinate the medical services of
the hospital and the heads of the respective departments..ln 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 are supervised by the head-
nurse, an experienced nurse in most cases, and a foreigner {(the
only foreign personnel to be found in these hospitals are among

the nurses - only one medical director and an administrator was

fo;ﬁd'to be a foreigner). A maternity nurse and a dietist is-
';preSent who functions under the matron together w1th the caterlng
>Qdé§artmen£. In the hospltals, a caterlng offxcer is- present who

is familiar with the techniques of mass food management, including

~the purchase, storage, preparation and service of food; he works

£87) Woxld Heaxtn Orpanization, Techuical Report Seriesy 1951;@




in collaboration with the supplies department. The hospital is a
consumer of many items, the suplees department is reSponslbxe for
» the purchasa ef food ltems, drugs, materlal for the laboratory and
eray department and any other materxal ‘that ‘are needed for the
theatre or med;cal 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 services
cleaning, laundry) are related to the matron who functions in
collaboration with the catering officer, head-nurse and the

administrative/medical-director.

The private hospitals owned'by individuals or group of
1nd1v1duals are different in establishment from the first group.
They are established 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 ppopriépor 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 is 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 new 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 is 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 différéﬁt entity of
its own, but it lives with the personality of the owner. In most
cases, the nospltal is known by the name of the owner, not the
actual name that it carrles (thls phenomenon will be examined when
we consider the marketing activities of “the hospltals) In priva-
tely owned hospltals, the medical director’s and the administra-
'tor’évaﬁfﬁority and responsibilities rest with the person of the
owner. This non-delegation of authority and responsibility is the
maln reason why the survival of a hOSpltal 1s related to the llfe

‘the hosPltal who~apts as a

of its awner.;There is a deputy

*secretaryite the medical dlre to ?such matters as accountlng,
inventory control and purchase de(:ls*cns° The admlnlstratlve
structure of proprietfor—owned hospitals can be summarized as

follows.




FIGURE 5- Administrative Structure of Proprietor-Owned Hospital
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1f we examine the administrative structures of both groug

it can be seen that there is a main difference, the relation of!

~the administrator deputy and the medical-director. In some fore!

minority hospitals, the duties of the administrator are clearly
related with the business activities of the hospital. This cleal
definition of duties relaxes the burden of the medical-director
mattéfs of routine éctintiés,‘This also 1is thekprime reason f

the continuation of hospital activities of foreign hospitals wh

. proprietor-owned hospitals. come to acrisis with 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

in. . the medical profession.

OBJECTIVES OF HOSPITALS

One n”pﬂblﬁsls of the research was that the private hosg

tals (whether proprietor owned ovr foreign or minordity owned)

should be profiv-motivated (as their surwvival dep nds on the

e T |
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contradict this hypothesis as not even one of the medical-direc-
fors ox aimlnlstrators that we have interviewed has stated profit

as ‘the przma insﬁiﬁution. The foreign ana mlno—

have deflned thelr Lnstxtutxons;as

'_rlty,hogp aﬁﬁlgistratoﬁs
non pfofit'toﬁmuﬁity'hoépitals, the prime objectlve is the well-
being of the ‘community that they serve. One medical director has
stated. "Our prime objective is not and never has been profit, we
are institutions that give social service, in doing so, someone
has to pa;a I1f in our case, it 1s the patients, who bear the
burden, it is not our fault but the fault of the health system in
Turkey". 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 prdfit. It is apparent that the profit-motive 1is
not acceptable to the directors or administrators of the private
hospitals, as most of them are physici§ns; profit as a "word"
clashes with the ethical considefatiodé 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 unprof itability 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 prese:

in the prafessxon. The members of the medlcal professlon do not

'gena‘Many have shown hosti:

fe to tnink of themselves as buSLnes

‘qmllty to any suggeStlon that they are motivated by profit rather

than serv1ce to the ¢lients.

Alse, as laws and code of ethics of Medical Association.

prohibit ﬂamnﬁrcialism restrictions‘imposed on private hospitals

ta’esrthat fees assoc1ated

_are many' Artlcle 26 of Law 22197df

na the serv

vhospltal (house phy51c1ans) 'together w1th small laboratory
services and medical services are established by Ministry of Heal
and Social Assistance. This brings an important restriction on th

acrivities of hospitals.




Thus, professionalism of hospital services acts as an
imperiant barrier in restricting the activities of the institution

A8 a busin&ss unit. Together e1tb this ethical conslderatlan,

 there 13 @ strang antxpathy towarus ‘the term marketlng as most.

7of~the admlnlstrators and medlcal directors assoc1ate the term’
maraetlng with selllng . Their objectives are framed strictly
in professional terms, “giving medical service to the community",
the important 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. : L

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 increase in capacity. The number of
beds in foreign and minority hospitals is between 60-120. These
hqspitéls are more of a general hospital with only certain wards,
like geneocological or pediatric service, being absept.'The
sei&iéefof hospitals céh be segmented’ihto two groups—inpatient
services aﬁd policlinics, or cutpatient departments. In foreign
.df miﬁorityvhbs itals, the policlinics is importaﬁf, forming direc
fcontact ‘with patlents, bringing the hospital close to community
level,rln pollc?lnlcs9 laboratory and X-ray depattments gain
lmportance. In addition to these two; ‘the polycllnlc serv1ces can.
segmented on a hlgh level of specificity as 1nterna1 ‘neurologlcal
orthopedic, thoracic, orthodontic, opthalmic, pediatric and geneco

P

ent services can be classified as:

(88 Philip Kotler and Richard A.Counnor, J "Marketing

. ¥
"vices'™, Journal of Marvkertin ng {Januvary 19773, 72,




3~ Geneocological and maternity services

So, it would not be wrong to class;fy the service sgtructure

of hosplt&ls as follows.ﬁ -

1- Diagnostic-designed to identify such conditions in indivi-
dual humans, usually disease detection,
2- Therapeutic-services which are expected to terminate

successfully episodes of acute illness or to minimize the

severity and impact of chronic conditions.

3~ Amelicrative, processes whose purpose is to reduce the
physiological and psychological discomforts of incurable
diseases and to ease the process of dying for terminal

patients,

As can be seen from the anqusiSi 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.

i 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
Spec1f1ed in the form of wards, so one can find an orthopedical
case near the room of a patlent with severe cancer condition. This
~is due to the fact that as the capacity is limited, the patients
are served on a “first—come“firsﬁ served ‘basis'. There is no capa-
;1éity’planning within the hos@itéls; in most cases, only one room
is»reservéd for emergency cases, the room being the one used in

policlinic services.

The personnel of hoépitéiskéén be segmented into two

groups:

vmedlc 80N
- active phvsxczans (hause phyQ1c1ans)
- physicians working on a contract basis (temporary staff}.

-~ independent physicians (visitor staff).

o nurses.




- peramedical personnel (working in X-ray department, labo-
ratory, pharmacy and those within the surgical team).

2- Nen@médiéalﬁpefghnnel - administrative debuty, office

clerks, accountants, catering and cleaning personnel, recep

tionists, telephone operators, porters, drivers.

The Medical personnel (physicians + nurses) for foreign anc

minority hospitals is as follows:

pitals

in this category).

(A, Bﬁ CS’

D being the four hos-

TABLE 21- MEDICAL PERSONNEL OF FOREIGN AND MINORITY HOSPITALS

A

B

c

D

Medical—director

visitor staff —1

|

temporary staff-

active staff

(does not give
numbers for each
category)

230 nurses (most
performing their
compulsoxy servi-
ces due to the
scholarships

from Nurses
College).

Medical-director

2 specialized phy-:
sicians as active -

staff

5-6 practioners as
active

6 specialists~tenr
porary staff

1 head nurse

1 dietrician

no fixed nurse
staff changes -
according to need.
3 pediatrician
nurse

Medical-director

2 speéialized phy-
sicians as active
staff '

1 head nurse

10 nurses

Medical—-director

2 specialized phy
sicians as active
staff

1 head nurse
12 nurses
1 dietrician

3 pediatric nurse

. TABLE 22- MEDICAL

PERSONNEL OF PROPRIETOR-OWNED HOSPITALS (88)

O F

H

J

‘Medical-director

1 specialist as
active staff

‘4 practioners as.
active staff -

2 specialized
nurses

7 staff-narse

vMedicaI4direét§f‘“

X-ray departments
.and laboratory

2 specialists in

specialists as.

; éb;ivg staff

ead nurse the S
1-head s 1 maternity nurse

nurse-staff chan-
ges according to

the need

2 specialists as
~active staff

head ‘nurse

12 nurses (staff

specialized)

'3 pediatric nurses

 Medical~director

4 genocologists

as active staff

12 specialists in

X-ray department

and laboratory

1 head nurse
15 nurses

3 pediatric nurse

(88) The

mental hospital
will . be.inciuded

Y

as .a special case st

Yos o £ 0

ig not incliuded in the above~auvalvsis by

the ena ot




If the above tables are examined 1t can be seen that the

number of active staff 1s at least that specified by Article 31

'aw 1222 whlch states ‘that’ for every 30 beds, one spec1allst

must ‘act as ‘activer staff w1th1nnthe prlvate hospltals» In fact,:

in some hospltals, the ratlo is hlgher, belng one Spec1al1st/5
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
patlients can invite their own speéialists 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
compoéition of the service of.private hbspitalsg which makes it
more attféctive to the patients (this issue will be analyzed in

detail in product mix analysis of hospitals).

The active physicians (house physicians) 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
the active staff cannot deal with arise. The radiologist in 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
withiﬁ»the hospitals; theré are paramedical staff who function in
X—rai%depértﬁent, E.K. deparfment;,laeratbry, pharmécy and who
take pért in surgery. The number of paramedical staff is between
6-20 1n prlvaLe hospitals, and they gre‘specialists in thgir own

f1e1ds.

The number of non- medical personnel is:between 30-120 1in

,perate hosp1tals changlng accordlng to the number of beds and the

VQnumBer of serv1ces offe*ed by the hospltal The ratio of personnel/

(89) Article 12: "Hususi hastaneler, almaga mezun olduklari hasta-
lar igin bu ha¢t33&r1q istedikleri hekimleri davete ve tpdam
Yinin bu hekimler tarafindan vapilmasi: kabule mtcbhldurTJ:
Nedim Demirel, Taik Gbzenman, llhan Yigit and LUtTU IUﬂCdy?

g9 Cistaunbul, 1969}, 794, ‘
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patiéut is high compared'with public hospitals which is an impor—
tant. factor that 1nf1uences the quality of serv1ces of prlvate-:

hospltalsc

7.5. MARKETING MIX STRATEGIES OF PRIVATE HOSPITALS

The above analysis is given as a short summary to show how
the private hospitals function. As, our concern is the marketing
mix 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 mix 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 is placed
on developing a mix combination that will simultaneously serve the

best interests of the target market and the hospital.

7.5.1. Market Served by Hospitals

The tools of markeﬁing are analysis that reveal possible
market segments and the ability of an organization to concentrate
on ,those segments that have the greatest need and the largest
volume. In trying to determine the pattern of service utilization
of hospitals; most administrators employ an historical audit of
records. When the records of most hospitals are examined, 1t ifs
observed that these records include a tabulation of patients
admitted by diagnosis, by date, and by patient days for the given
diagnosis s; average length of stay by diagnosis and by physician;
patlents admltted by physxcxan§ demographic variables of patients,
such as age, sex, occupation and geographic location; services

performed acce ordlng to the patlent s diagnosis; and other pertinent

:1nformat;pn. The hospu:als"i want to take information about
‘income level because the patlents can associate the question with

the level of fPe structure of.tne_hospitals. Based on the histori-

cal. audit of ;hese records,~the hospitals, give a rough estimation

oéial class of their patlents, Some hospitals state that
their patients belonged to upper or uppermiddle class structure,
One hospital which is. specialized 1in plastic surgery stated that
customers belonged to-every soclo-economic.class, from workers in

Germany toe businessmen in upper class.




Also, the demand for hospital services show seasonality.
For some baspital servicesa ther' is a decvease in demand in

 ”summer a&VWQme dlseases arise: more in wgntert Vor plastlL surgery,

~due to'gummer hollday,jstudents and workers on leave, increase the -

demand in these monchs.

The administrators of private hospitals have stated that
there is no competition between hospitals as demand for hospital
services 1s 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 comtract basis. For example,
certain banks thiough the service contract, send their personnel
to certain hospitals, and the bill is' charged to the bank. This
service-contract changes the socio—etonomic 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 1s in most cases the primary marketing target for
most hospitals. The physician market consists of all the physi-
cians within a certain vicinity, or certain physicians associated
‘with university or pubiic 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;tThe‘HosPital Product

Hosplta1 

do not normally v1ew thelr services as products.

;Bﬁt when é prod, “;foadly deflned as something that fulfills
a/need ‘or want; "the term fits comfortably in the hospital domain.
 'Hosp1£al services 1nclude both tangible goods as equipment, medi-

beds," meais and 1ntang1b1e

ervices as delivery of care,

 v1me:and act1v1t!es of the prcfessional group. The intangibility -
.aspcct of medlcal service sepervates it from the conventional

treatment of the pxoduct in ecovcmlc theory, final output is that
‘whxch yl&ldS’SatleaCLlon to the cou umer . Sé'éhe product of hosg-

pitals should bé defined not necessarilv in terms of its physical

o




dimensions, but rather in terms of those "characteristics that the
buver is veally seeking". For hospital production, 1t can be argued
that the consumer (patient) receives satisfaction from expected

im“rqvemencgwgffhis health. In this formulation, the consumer does

'  pdftha§e7tﬁ5foffice 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, increase
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 activities 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-
'taliis situated.

In the survey of 1iteratur¢ on - hospital outputs; it has been
observed thét there 1s no agreemeht on a general definition of
"measurement of the product of the hospital'. The generél defini-
tion of final product as “improvement of the health level of the
patient' is, unmeasurable. 1f we consider the cases which result
in the death of the patient, is it possible to state that there
is no product or that the product is of poor quality, as the
didgnosis and care does not result in the improvement of the
health level? A common argument 1s that the product of hospitals
be measurgd‘in terms of capacity, as beds and patient days, or
more sim@ly 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 gi#es to improve the health level of the consumérs} All

these services and equipment are considered as intermediate pro-

ducts ‘in our analysis to produce the final product as" improvement

“the patients", The intermediate products can be

classified as follows:

I~ Medical Services

a) the quantity and quality of physician service.
b) t

e)

-

guantity and quality of nurses service.

-
=
&

service and attention of paramedical stalf.

-t
oy
o




II- Other Services-

“

) meals, hOuse*operatlng SEFVIL&S (cleanllness, beds),
“telephones, lifts.

b) technical equipment, drugs, sheats, cushions etc.

An important question to be answered in the anaysis of the
product 1is "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 differentiating 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 in 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 diagnoée and prescribe. It is possible to state that the
physicians peossess a virtual profeésional monopoly of an essential
skill, so they are central to the delivery of medical care in a
way that cannot be matched by any of the other elements in 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
services depends on the diagnosis of the phySiqian.'Thus, the
Vvstrength of the hospital depends on the stréﬁé%ﬁ;ﬁf”the medical

staff,

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 stafi are independent
Jphy51c13ns who refer their patlents to the hospitals. The impor-
‘tant question of choice of the hcapltal by the physician or the
;patlent is answered in the segond-part of the xesearch, it can be
stated that in most cases the physician hés the central role. So,
to stimulate rveferrals té'hospiféls;'pﬁysicians' needs must be

détermined and met by the hbSPifél The hssplrals in the research
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The influencial factor is through the social contacts of physicians
with the medical director. The medical director especially 1in
foreign hospitals, are reknown figures in their own fields, with
ptofésSionél and socia1~bfesﬁige.iThis confidence and respect for

a colleague acts as a stimuiétiﬁg factor for referrais to specific
hospitals. In individually owned hospitals, the owner's 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 his hospital'.

Another important factor that influences the physicians 1is
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:whosé: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 reguires
this correlation{(90), he concluded. In addition to the above state-
ment, there 1is the question of invoices as they relate to 1income
taxatlion. Some hospitals do not record some surgical operations in

“their books, so that both the physician and the hospital pay lower
income taxes. None of the administrators have accepted this fact
but they concluded that some hospitals employ this technique to

attract physicians, unethical as it 1is.

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 in some
cases, ‘in others there is no financial relationship between the
hospital and the temporary stafi 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 wust be related to the price of the product which
ie¢ an important marketing strategy. ‘




the hospitals but also on socio-professional relations and finan-
sia] considerations. It would also be possible to state that the
'J[dbove considerations are part ‘of the"p;odurt” of the hospltals

to make it attractive to physxc1ans.

The second target group was defined as "patients”" in 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 diécounted 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 éervices; nurses services form
substitutes for physician services. One of the most important
recruitment problems faced by private hospltals is 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 adminlstration 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
service arising out of the bcholarshlps they recelved and in this
hospital -2 nurses/patient is present, which 1ncreases the quallty

~of the productu The administrator of the specific¢ hospital, uses
~the abundance of nurse staff as an important product strategy in
:?7serv1ng the consumers. In other hospitals, pay higher than that
in the public hospitals attracts the specialized nurses to this
 $ect0r so 'in private hospitals, it is not uncorrect to assume that
k'nurqe service acgs as a substltute “for phy51c1an serv1ce in some

“cases and forms an lmportdnt part of the product.

The medical equipment in foreign hospitals comes in the
formof domations: fron related foreign countries. So, these hospi-

'"talr are 1p a hettcr 9031t10n 1nanc1aily 1n_acquisition‘of;deer1
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financial bottlenecks in equipment and medical supplies. A major
deficiency in individually owned hospitals is the lack of modern
equlpment° These hospltals try to: £111 ‘these def1c1e3c132 by :
emphaSLZlng humanvlntersxve seerces 1n medical care, as better

nurse services and closer profeSSLOnal 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 is an important aspect
that decreases the anxiety and boredom of the patients, which is
the atteniton and interest that is shown during their stay in the
hospital. As the number of personnel is high relative to patients,
attention and sympathy shown to a single individual patient is
high compared to that in public hospitals. As the persomnnel 1is
paid in the form of tips, this attention factor 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 services that the hospitals offer, a major factor
can be summarized in the form of hotel-type services, beds, meals,
cleanliness and also the availability of telephones, 1ifts 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 adminisf
trators of private hospitals hévé’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-
in the hospital. Another dimension of the product of hospitals,
is the presence of accompaniment which is not acceptable in all
public hospitals. In produgtbmix §trategies of private hospitals;
thé comfort of the person éétbmpéinﬁg the patient, gains impor-
‘Eanceb Also, the scheduling of visiting hours 1s a major product
decision within the hospitals, Most admlnlstrators have stated
that a cevrtain freedom in viéitlng ‘hours 1is rgquf ed for both the
so as they will not feel closed in with

heir family

sallents and & Ly
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» From the above analysis; it becomes zppavrent that the pro-
duct of hospitals (improvement of health of the patients) c0n51st

°of many 1ntermedzafy products in the form of 1nﬁang1ble prcducts

( ervxces) and: canglble goods . The admznxsrrators,'try to arrange
their product mix strategies according to the demands of the
patients; this arrangement is so specific that we can state that
there is a specific product-mix for every individual patient
within the limits imposed by the resources of the hospital in

question:

Also, the private hospitals, are in a continuous search
for new product i1deas. One foreign owned hospital added a hand-
plastic surgery unit as a response to the demands within the
commﬁnity. Another 1s expanding its Cobalt unit, while another 1is
trying to establish EK and intensive-care units. There are a few
examples of new-product dec1510ns that ,are due to the demands of
the patients and the community. One admlnlstrator summarized the
above argument as follows. "We're trying to fill a gap within the
health system, we're trying to do it as best as we can with our

limited resources and restrictions imposed on our operations'.

The heterogenity of products within the hospitals, creates
a difficulty of attaining uniform standards. It is impossible to
standardize ocutput among several physicians for even the same
client. There is no measure by which the quality of output can be
¢oﬁpated (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 is in daily contact with the

5patients, they are in a better p051t10n to adJust thelr product~'

:f;ln accordance with cthe demandsu In pzlvate hOQpltals,'most comp—

Lalnts are re- leECLBd through the personnel to the head of depart-

meﬁts and to medlcal director or the adlmknstrator. One foreign
5hosp1ta1 had a questionnaire for the patients to state their ideas
:cn the servzc es offere d by the hospital (Appendix II) but thcv
ucantlnuatlon oi the questlonnaire was not p0551ble because most o§

jfthe patlents 1ef the haspltal Wit h@ut flllln% 1n the quest1onna1r

’The sameﬂhoqprai holdS' meet*ngs among'the patlents to take their
«Vlews about Lhe services offered by the hespital.‘The same meeting
the hogpLLal 8 moatily’magaziﬁe. So, most of the

of pr‘vaL haspltals areﬂawafevqf the;ﬁacﬁ;:hg;,

iucts in acco




standards, and they are taking decisions to correct the occurances

that give rise to complaints.

7.5.3. Pricing Decisions

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, in 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 composition of beds and definition of classes of

rooms are different.

One hospital (A) has stated the-following prices:

- Price of the room with one bed 2200 TL/day

Price of the accompainment 1100 TL/day
- Price of the rvoom with one bed and accompainment 3300 TL/day
- Price of the rvoom with two beds (price/bed) 1600 TL/day

- Price of the dormitory with four or five beds (price/bed)
1000 TL/day

The above prices include three meals given to the patient,
the price of meals/day for the accompanlment 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 I11).

Prices. in other hospitals Changeﬁﬁétﬁeen 2000 for 1 st clas:

‘;Witﬁbﬁtiaecompsniment to 3000 and for 2nd class 1750-2500 with
quury room with accompaniment to 6000. The variations in the
prices are due to the differences between the definition of 1lst

~and Znd class Tooms. There is no Clear cut defxnltlon how these

;hOSpltals deiln the two catego‘ esc It 13 1nterest1ng to observe

that what one called room, is 1n fact'a first class room
with a single bed in another hospital. An interesting phenomenon

that is observ&d,'isk;hatbinfoniy two foreign hospitals, the costs




for medical coordination and for administrative services are added
to the bill of the patient. In others, these items are absent in

: the price of haspltal serv1ces, Also, every hDSplLa] employs a
”'dlfferent procedure foz che calculation of the prlce of surglcal

'operatlens,

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 every half 5000 added
operations hour 500 TL.
long opera- 25,000 12.000 20.000 (for 25.000
tions 2-3 hrs.)
medium —jopera=- 15.000 8.000 15.000 9.000
small tions : 6.000 : 5.000 4,000
small inter- A ~ biopsy: 10.000 theatre for
ventions - “theatre for birth
a septical 5 000 b}rth: 15.000 10.000
fixed
septical 3.000

The above table shows how four hospitals calculate the
price of’the operations performed in the theatre. In one foreign
hospital (c), the physiciaﬁ states his fee together with the price
of the theatre. For example, in a 25.000 TL surgical operation,
stated by the physician, 15.000 is left to the hospital for theatr
costs; in a 100.000 TL fee, 75.000 is ieft 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 forelgn hospltal (A)s there are no fixed percentages orx
prlnc1ples lﬁ ca?culatlng the price of surglcal cases. The admif
nistrator stated ﬁhat if realized income is found to be below the
expected then the prices of surgical cases are adjusted according-
1y; The principle of calculation is that the first half hour is

fixed whlle for every fifteen minutes, the price of surgical cas:

‘anreases acgordlng to .a class*flcatlon of béing inthe . lst or 2nw

group. Another admlnlstrator stated the caiculatlon ot prlce ‘as

© follows: Openlng prxce of the theatxe 3000 far one hour,‘for-

qutTy flxteen minutes 1000 kfrom 1 to 2. 5 hOur s for every fiftes

-

minutes 5003 afcer 2.5 hours, for every fifteen wminutes 250 TL 1is

{91Y Price -bf drugs and of special material {as silk cords)} nort
included 1n the above pticgs.



added to the prlce of the surglcal operatlene The price of the

'equlpment. etc ) are computed in most cases

through a cert&1n mark-up on cost. The mark-up is flexible and

changes accordlng to the consumer-the patient-in question. —

It is apparent from the above mentioned price structure of
hospitals that the institutions employ flexible pricing mechanism
related to the spécific service received by the individual patient.
One‘admiﬁistrator 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 im German&, businessmen, students, artists and
housewives. The research on consgﬁer‘cﬁéracteristics 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 private'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 from
the price if the patient asks for a discount, and alsoc even free
service in policlinics. One hospital has a discount mechanism by -
which patienté’with limited capacities can ask for a discount
(Appendix IV) which is analyzed by the administration and the
final decision is made by the medical;director, Also most hospi-
tals have serv1ce contracts with several firms, 5anks and foreign
lnstltutlonssiwhere the personnel of these firms have free servxce
from the hospital and the firm rvreceives the bill for the servlges.
Also, some hospitals have contracts withvioréigﬁ insuranceffitﬁén_ﬂ
where the,patieﬁt stavs 1in the hoépital throughkhis-iﬁsuraﬁééb
coverage. Ancother interesting phenoﬁenon egpecially in plastic
surgery ls to get part of the cost Of the hospltal througb the
doctor states that the need for

foreign i nce coverage.~Th'

plastic: ‘rgerf"arose due” to'an accldent ‘so the customer can’”
have some part of the cost of the hospital refunded to him by his
“insurance. This is an important service that physicians perform

e ¢

v patients in order to dect ease - ‘the cost of the cperation and

pital, thus to increase the qe,and_tor_;hair services. Also,




the hospitals use certain discounts for relatives of the physi~

ciéns, nurses and other medlcal personnel, determined by the

-,medzcal dlt&ﬂtOre

The fees of ﬁisiting physicians are indéﬁéﬁdént of the
price of hospital services. The price of services 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‘hospitalsg hospitals téke a percentage
as 30 Z or 40 7% of the total fee of the physicians, the percentage
being determined according to a contract between the physician and
the hospital. 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 ptofitable

for' both gides .

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 profict-
through the determination of prices of surgery, drugs and such
services as X-ray department and laboratory. So, along-stay patient
is not profitable for the hospital (lengthy bed occupancy increases
the costs of hotel services), the increase in turn-over rate amoug
:the patients with shorter length of stay proq}des tﬁgrfiqancial
supﬁbft for the survival of the hospital as more sﬁfgicél 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
'"aCEivifies and drugs. Ome administrator stated that patients can
easily‘be exploited as they are unaware of what sefvices they have
received during a surgical operation. One administrator summarized
their pricing policies as follows "They (the paﬁlents) know . that
they are getting paid services, so ﬁhey should be ready for what

“they get". In a foreign hospital they present an agreement form

V(appendlx 111} whlﬁh 1nd1cates the 'rlces of dlfferenet services,

ch must be,slgne 'the patlent ox hls famlly The admi—‘

mé,ratcr states Lhat:a1though all of them 51g1 this form, there
is always argument when the bill is presented on such items which

 ~aré 0n>the form, This-hospital thinks that 1t is practicing a
fair pricing policy through showing the prices beforehand but it

e

g

inte cons

does vake ation the fear present 1in



a sick person and his family on arrival to the hospital.

t1pp1ng systpm of the personnel, nurses (sp“rl
“staff paramedical personnel, cleanlng women), Thls typplng system
in most cases degenerétes the quality of the seryices 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' : :f

“Place" refers to the efficient distribution of goods and
services through distribution channels, outlets, and sales terrvri-
tories. So that the products are, theoretically, convenient to the
market. "Place'" in business includeé warehousing, inventory,
wholesélers, transportation routes and fare structures, production
facilities, 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 tﬁeWSéfVice—given.
“In hbspit‘alsg place can refe¥ to the hourslfﬁétﬁaﬁitting office
is open, the 24-hour emergency departmeﬁt‘serVice; the distance
from the hospital to the house of the related physicians, the loca-
‘~tion of satelthe units, and the proximity of one department to
* another, emergency ambulance servlcess which enable the hospital
 to offer the right preduct in the rlght place.,“ost of the "plac

faétors provide time, place. and pqssession utilltlesfto satiSfy

target customers, in this case the patients an r visitors.

~The sites ¥n which the prlvaterhossltals are sltuated are

‘wlthln the. centfal dlstrlcts Of the thyg so that most patlentb

ﬂo not face tranaportatlen problemﬁ The slte 15 lmportdnt because

wmost patle nts prefer hospitals that are nearest to their home, so

“fthat their famlixeb do not face traffic probiema, Mosthospitalg

:havg_parkan :ovige



are situated within the central districts with nc parking lots,
only a small spa¢e 1is reserved for hospital cars, which create

ppoblgmg fer the pecple who_have a~pat1eni thhln the hospital or

ration of the hosp1~

tals can de nethlng about 1t due Lo trafflc condltlons. Also,
the noise aflslng from the trafflc 1s a major disturbance for the
patients in most hospitals. Due to easiness of transportation,
centrality of the hospital site gains importance from other consi-

derations.

The out-patient departments 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 the policlinics sec-
tion. The names of different units arevplaced on the doors, so
that the visitors would not face difficulties in finding the units
that they are seeking. Also, the reception desk provides infor-
mation on the place of different activities and the room of the
patients within the hospital to prevent 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 théy try to group diseases accotdihg to severity, the choice
in most cases is hampered by the unavailability of empty beds. In
foreigﬁ-minbrity hospitals, there are certain wards as maternity,
cardiac, inténsive care units,; but for other kinds of diseases

there -are shlfts among the beds.

The laoora&ory“X¢ray unxt, and:" harmacy (units that are

present in every haspltal) are grauped fhe policlinic section

Lred

S0 that“’ "Lan alse use. th91r servxces;

e forelgn hospltalsé Cbnsist~ﬁf two or three buildings.-

”In'one~foreign hcsultal the second bulLdlBg is rented to hand-
plastlc suregery, and fo SpEClallzed physicians as private offi-

-cess These physicians can use thé thgatre and other equipment"that

pitai,has in the £;rsé;building he haspltal‘has speci-



as the hospital building, so that specialized nurses are near the
emergency centers when the need arises. In foreign hospitals,

catering and cleaning sections are situated in other buildings, so

‘that odor of meals &% futb the patlents. In individually-

ned hospltals all the»unlts;ar& sltuated within the same build-
1ing so that pOSlthﬂLOf,the caterlng service presents a problem,
In most of themaithe’kitgheﬁ is gituated on the top floor so that
smell does not spreéd 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 cacering 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 cérners9 brcoms and brushes behind the
doors, and feel that they are within 4 house with crowded 1inhabi-

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
Seqd 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 is not avail-
able they work in collaboration with private firms who give ambu-

lance service.

. Another interesting fact is that the lifts can be used only
by the patients, and hospital personnel, so that visitors have to

climb a great number of rloors w1th1n the haspltal leading to

discomfort and loss of tlme,

In discussion of the “"place" decisions of hospitals we have

‘ﬁg Cons;der the thome care"offered”by socme hospitals.

Some foreign-hospitals offer private nurses for the conva-

lescence pericd foxr the patient. The administrators state that

Tn U this is a new decisidn that will bring hospital service to the

home of the patisnt.




7.5.5, Promotion by Hospitals

The wazd promotlan and the llterapsmeanang it conveys is

fdisdalnful for all hospltal admlnlstratotég as%théy ¢onsider it

to be unethical within’ the profeSSlon, ‘conveying a "selling
approach" toe their services. They consider their services as an
offer to the community, for the benefit of the community. It is in
fact true that the major difference between the hospital and busi-
ness sector in promotion efforts is the use of selling. Selling
assumes that the prospective customer will not buy unless it is
first approached by a sales person with a sales presentation. For
hospitals, the selling aspect is disdainful as they cannot develop
a sales force to call on 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 hOsbitai;éervices. 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 and the physicians, it was obéerved\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
thsicians, is ‘the social, and pfofessionai re1atiohships with the
’médical‘directorg The medical~director is the main figure that
controls the relationship of the phyéician 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
'fhe prdfessianal esteem of the mediéal;ditector is a stimulating
force for referral to hospitals, The friendship patterns within
the profession alsc play an 1mportant role in the choice of hospi~-
tals. Being from the same ciass with the med1ca1 director, or
being a student of the same person 13 a recurrlng pattern that

attracts phy31c1ans to the sp901f19 hosultals, So, in most cases

fﬁrofe351onal relatlons in phy-

1féis dounot 1 strategy.

ave éﬂdeﬁ}nite?p

to attrack thBsLlaﬂau QQme admlnls raters stafe Lhat "all the

’as EK unlt or



Cobalt unit is promoted to the physicians by word of mouth commu-
nication through the active participants who install the unit. In
some cases9 medif as newspapers glve the informaticon to the commu-
;nltyiat large through no effort of the admlnlstratorse Other faéf ’2
tors that attract phy51c1ans to the hOSplta1° is the qualify of
the service and the personﬁel. 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 for the choice of hospitals by the phy-

sicians.

The hospitals do not use ény promotional 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 mot influence the demand for their
services. One administrator stated thaf "the quality of service"
of the hospital is 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 communica~
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-
in the hospitals act as important communication channels for
éotehtial.batientsg So, when administrators state that the quality
of their service is the pfomotion component of their strategy,

they do not err in their belief.

So, we can ccnclude that in medical care consumption, word-
of-mouth communication by previous patlents 1is an important compo-
nent in the premotion of both physician and hospital services.
Most patients are attracted to the fame bf:the‘physician, and as
he works in a particular hospital, they choose that hospital and

its services. Oune specialist in plastic'éhrgery, stated that most

7pat1ents choose hla and the hGSpltal s services after seeing his

“p‘oductg “a beautliul nose, or a whole hand".

Some foreign hospitals recently have used certain promo-

to change their public image or to open to the

tional strat

 aiﬂ%?'Th amlnLatxatars& thinking that the hospital




has a far-~away image from the community and its needs, employed
certain techniques to show the interior of the hospital to poten*
rial cuétomersq They organlzed health fairs, in the form of semi-
»n&rs,rto attract the attentlon of both the phylelans and the
“communlty, Also, the partlcular hospital has a montly magazine
"which includes the deflnltlon of their services, interviews with
patients and the beréonnel 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 1in developing pro-—-

motional strategies for hospital services.

Aﬁothér group that the hospitals have directed their pro-
motional activities is the donors. In foreign and minority hospi-
tals donations received from individuals or institutions form the
rmajorvfinéncial source for their operations. One foreign hospital,
in trying to add a new building to its structure, 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 1in raising a scholarship fund
for, nurses college. Most of the donations are received from insti-
tutions with which the hospital has a service contract. So an
overall pramotional strategy as fund-raising and contract forming
is directed towards several institutions, by the administrators

of the specifiéﬁhospitale

Oth;r'ins titutions have developed strategies in aLtractlng
certain 1nst1tut10ns to form serviece contracts. The admlnlsﬁrator
has meetiﬁgs with the heads of the institutions toc present whét
Userv1ces the hospltal can offer for the personnel of the institu-
tions. 1hey show’ thelr equlpment, preseﬁt the medical personnel
(show what aav&naaoes the hesnltal can offer) in shoert promote the

hOprtal as_a wno?eb

»

xFroﬁktﬁé above amalysis, it is apparent that private hospi~

tals use certain promotional strategies in relation to their targe:

~;groups, ‘physicians, patients: aﬁd%dcnorsg*kithdﬁgh these strategies

“are not intefrelated as an ocverall promotional strategy it is

appavent that hospital administrators are aware of the importance




of building goodwill and a good public image in the mind of the

community at large.

v_‘ "The anélysis presented so far'shows»that7most of a hSSPi‘
tal's dally operations can be analyzed Wlthin a- marketlng frame-
‘work. As medlcal care is much specialized depending on the speci-
fic diagnosis of,tne individual patient, every unit of hospital
service 1s 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
although 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 sﬁrvey was conducted in the form of s;ructhred inter—
views with the help of a Questionnaire 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 and mino-
Srity hOSpitai:‘(A;B—C~D) and proprietor owned hospitals (F-H-1I-J).
This klnd of tabuiatlon is likely to show any differences that may
result due tﬂ the services and characteristics of the hospitals. &
second tabulatlon was made according to case severity, grouped as
I {(very minor, minor), II (medium), I1I (severe, very severe, and
hbpeless). It is assumed that case severity is an important factor
influeﬁcing the behaviour of patients. Question 20, gaskfilledkiﬁ

by the researcher, to show the sccio~econcmic class of the

Y

respondent(ﬁ2;,

(92Y James M.Mvers, R.Stanton and Arne F.Haug. "Correlates
of Buying Behaviecur. Social Class V.S.Income™, Journal of
Marketing, XXXV {October 1971), 8-15,




In this analysis, the main factor that was considered was
the monthly family income and secondly education. It was not
possible to take profession as an independent variable singe a
large percentage of the respondeuts were "house~wives., The respon- -

dents were dlvxded into tlve 9031o~eccnom1c groups as:

A. upper class (monthy income above 120,000 TL)

B. upper-middle class (income between 106.000—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 in
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 1ncomes by current patients due
to the possibility that they w111 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 1in these groups).

As can be seen from Table 24, the consumers of medical
services of private hospitals consist of mostly of upper middle-
class-36 7 of the total sample. Contrary to the expectations,
there are patients also from uﬁpeqh¥ower class in E category. This
can be explained by the géneralvééﬁdency of‘ﬁatients to understate
their income and by the presence of service contract with most
firms, where the patients do not pay any bills but the firm pays
the fees of the hospital. So the patlents can use the services of
hospitals by‘the contract of their firms without which they cannot
afford the cost of hospital services (Table 25).

Whenvwe examine Table 25, it is apparent that most patients
belong to the lower 1ncome bracets, 41 7 below 80.000 TL while
26 7 have stated that they don't know thELF 1ncome level. The
expenditures on sickness care have a pecullazlty of their own,
while cu:reuf income decreases due tb expenditures on current
hospital services, expected future income also decreases due to
the iﬁabi}ity of the patient to work during his stavy within the

hospictal. For most patlents who have insurance or sickness pay;



BLO 24~ DISTRIBUTION OF SOCLO-ECONOMIC GROUP OF PATIENTS TABULATED BY HOSPITALS

B A B C D Total ¥ H 1 J Tetal Gereral
K.30 & % A % A % A 7 A 7 A 7 A _Z A _ % A 7 A A A %
v 10 45.5 5100 2 11.r 3 42.9 20 38.5 2 14,3 1 9.1 8 72,7 5 62.516 3 36 37.5
X 5.22.7 ~3 16,7 1 14.3 9 17.3 3 5.8 3 27.3 3 27,3 2 25 1% 25 20 20.3
0 1 4.6 6 33.3 1 14.3 8 15.4 4 28,6 3 27.3 1 12.5 8 18.2 16 16.7
1 2 9.1 3 16,7 1 14.3 6 11.5 2 3.8 1 9.1 3 6.8 9 9.5
2 4 18.72 4 22,2 1 14.3 9 17.3 3 5.8 3 27.3 6 13.6 15 15.4
JTAL % 100 100 100 100 100 100 100 100 100 100 100
YTAL & 22 5 18 7 52 14 11 11 8 4 gé
SE 22 5 18 7 52 14 11 11 8 44 56
A-B-C-D: foreign-minority hospitals.
F-H~-1.J: proprietor—-owned hospitals.
\BLO 25= MONTHLY FAMILY INCOME OF PATIENTS - tabulated by hospitals -
K.34 o - o
2(, 000~ 30,000 v 1 4.6 6 33.3 3 42,910 19.2 1 7.1 3 27.3 & .9.1 14 14.6
31.000~-40,000" X i 2. 1101 2 3.8 2 18.2 2 4.6 4 4.2
:1.000~50,000 0 3167 3 5.8 2 18.2 2 4.6 5 5.2
1,000~ 60,000 1 o 3 27.3 3 6.8 3 3.1
1,000~ 70, 2 1 5.6 1 1.9 1 7.1 1 9.1 1 12.5 3 6.8 & 4.2
1 .000~ 80, 3 1 4.6 2 11.1 1 14.3 4 7.7 1 7.1 1 9.1 3 27.3 1 12.5 & '13.6 10 10.4
31000~ 80, A R co 1 9.1 1 12.5 2 4,6 2 2.1
)1.000-100. 5 1 4.3 1 1.9 1 7.1 1 9.1 1 12.5 3 6.8 4 4.2
)1.000~120, 6 1. 4.6 2 40 2 28,6 5 9.6 4 36,4 4 9.1 9 2.4
1. 000~140. 7 1 20 1 1.9 1 9.1 1 12.5 2 4.6 3 3.1
1.000-160. 8 1020 1 1.9 g 11
1.000-180. 9 14,6 1 5.6 2 3.8 2 25 2 &6 4 4.2
K.30 ’ :
1.000~250,000 3 1 4.6 1 1.9 11
1.000-500.000 4 1 4.6 1 1.9 i i
surance : 5 1 4.6 1 1.9 1 1
.000 gvt takes care 6 1 4.6 1 1.9 11
tirement pension 7 1 4.6 1 1.9 3 21.4 3 6.8 400 4.2
 answer don't know 8 3 59,11 20 3 16.7 17 32.7 7 50 1 12.5 8 12:.2225 26.0
TAL 7 100 100 100 100 100 100 100 100 100 100 100
TAL A 22 5 18 7 52 14 11 11 8 44 96
\SE 22 5 18 7 52 14 11 11 8 44 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 1nd1v1dua1 re&ultlng 1n use of assets.

-leth this psychology of loss of earnlng power to’ether with the

Ianx1ety of the fees ‘that will face them when ﬁhey 1eaw;the hospi-
tal, st patients show a tendency to undetstate 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 aiso 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) 1s not, un-
common in most situations. If we examine the income structures of
1 and J hospitals which are mostly specialized in maternity cases,
the pattern shows that in these cases hospital services are iden-
tified as status symbols or certain physician functioning within
the hospital forms a stereotype of a certain class. Also, in
foreign hospitals A and B, the income patterns show that most
patients are from a higher income class. This is in accordance
with the price structure of these hospitals. In hospital C, which
is specialized in plastic surgery, due to the characteristic of
medical care service, every income level is within the target marke
of the hospital. Hospital H, shows lower prices together with the
site being situated in a lower—~income area than other proprietor
owned hospitals, which atﬁfaéts lower income groups. Also, cases
with severe or hopeless diagnosis are more often found in lower
income groupé, showing the unimportance of money matters 1n slck-
ness>behavi0ur? where psychologically the patient 1is ready to

sacrificé everything as the anxiety and fear of ilness increases

(Table 26).

When educatiov level is examined (Table 27) it can be seen
that the largest group consxsts of patlentq with highschool and
/unlverslty education {57 £33 an 1mportant factor that upgrades the
socio- economlc class of the patlents; Thoce patlents with primary
school education (20 %) were mostly housewives, who report high
monthly family income, thus they are situated wiihin a higher

‘dpeio~economic class than the one theiv education would suggest

(Table 27).




’TABLE‘ZGQ;MONTHLY FAMILY INCOME OF PATIENTS ~ tabulated by case severity and socio-economic class ~

mincr

_ serious
veTy medium very ser. Total A B C D+E Total
minor hopeless E
, i K.34 C % C€C 72 C % C _ % € % € 7% € % €T % C %
20,000~ 30.000 v 1 3.33 5 10 8 50 14 14.58 2 12.5 12 50 i4 14.58
31.000~"40,000 % 1 3.33 3 6 Lo4.16 3 18.8 1 4.2 -4 4.2
£1.000- 50,000 0 ‘1 3.33 4 8 5 5.2 1 6.3 4 16.7 5 5.2
51.000- 60,000 1 - - 36 3 3.12 3 15 3 3412
61.000~ 70.000 2 1 3.33 2 & 1 6.25 4 4.16 4 20 4 4.16
71.000- 80.000 3 7 23.33 2 4 1 6.25 10 10.41 6 16.7 4 20 10 10.41
81.000~- 90.000 4 1 3.33 1 2 2 2.08 2 5.6 2 2.08
91.000-100.000 5 - 4 8 4 4,16 3 8.3 1 5 b b2
101.000~120.000 6 413.3 4 8 1 6.25 9 9.4 8 22.2 1 4.2 S 9.4
121.000-140,000 7 310 - - - 3 3.1 2 5.6 1 4.2 3 3.1
141.000-160:000 8 - 1 2 - 1 1.06 1 2.7 T 1 1.04
161.000-180,000 9 310 - - 1 6.25 4 4.16 4 11.1 4 4.16
i : K.30 ~
181, 000-250.000 3 1 2 171,04 1 11.1 1 1.04
251.000-500.000 4 12 1 1.04 1 11.1 1 1.04
insurance 5 5 1 2 I 1.04 1 11.1 S 1 1.04
3000 government 1ooks after 6 1 .2 1,1.04 1 4,2 1 1.04
retirement pension 7 2 6.66 1 2 1 6.25 4 4.16 4 20 <4 4,16
no answer/don't know 8 6 20 16 16 3 31.25 25 26,04 7 19.4 4 20 10 62.5 4 16n, 25 26 .04
TOTAL % 100 100 100 100 100 100 100 100 - 100
TOTAL A 30 50 16 96 36 20 16 28 96
BASE 30 50 16 96 36 20 16

24 96



CTABLE 27- LEVEL OF EDUCATION OF PATIENTS - tabulated by hospitals

A B C D Total F H I J Total  General

O K33 4 72 A _ % A _72 A _ % A % A _7 A _% A _ T A _T A % A 1
‘primary y. 5 22,7 1 200 7 39- 1 14.314 26.9 3 21.4 3 27.3 - % I3 70 708
highschool X 2 9.1 2 11.1 2 28.6 6 11.5 2 14,3 1 9.1 3 27.3 1 12.5 7 15,913 13.5
college 0. 9 4.1 5 28 4 57.118 34.6 2 14.3 3 27.3 5 45,5 5 62,515 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

i 2 6 27.3 4 80 317 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 i 2.3 2 2.1

TOTAL 9 100 100 100 100 100 100 100 - 100 100 100 100

TOTAL A 22 5 18 7 52 14 11 11 8 44 96

ASE 22 5 18 7 52 14 11 11 g b 96
TABLE 28~ CASE SEVERITY OF PATIENTS - tabulated by hospitals -

K.37 S
Very minor Sy , 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 31,829 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 28.610 19.2 1 7.1 1 9.1 1 9.1 1 12,5 3 6.8 13 13.5
Lvery severe 2 a1 7.1 1 2.3 1 1.
hopeless 3 1 4.6 1 1.9 1 7.1 1 2.3 2 2.4
CTOTAL % 100 100 100 100 100 100 100 100 100 100 100
TOTAL A 22 5 18 7 52 14 11 11 8 A 96
“BASE 22 5 18 7 52 14 11 11 8 A 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 37 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 & 50 10 22.7 16 16.
.30~ 39 0 6 27.3 1 202 6 33.3 13 25 3 21.4 4 36.4 3 27.3 2 25 12 27.325 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.¢
50-59 2 5 22,7 3 16.7 2 28,6 10 19.2 - 1 9.1 1 9.1 2 4.6 12 12.
s 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 7 100 100 100 100 100 100 100 100 100 100 100
TOTAL A 22 5 18 7 52 14 11 11 8 U h& 96
BASE 22 5 18 7 52 14 11 11 8 44 96



Tt has been stated that case severily of patients {as deter-
mined by physicians) is an important behavioral determinant. As
cean be seen from Table 28, 50 %Z of the patzents are classxfl&d ‘as
;medluméaabe saverxLy with 32 3% in minor cases. The ‘severe, very
severe and hmpeless cases only con31st of 16 7 7 cf the patlents.
The above reaults are in accordance with the objectives of private
hospitals because they prefer to send the severe cases to public
hospitals. "A dead patient is always a bad promotion for a hospi-
tal", 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' services only include minor or medium case
severity. There is 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 between 30-39, followed by 20-29 and 40-49 bracet, when the
results are tabulated in the total. The same group has minor or medum-severe
diseases. While severe conditions 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 is 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
theesampiéa 1f we do not consider the patients of this hospital, especiallay i
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 1is greater, this makes the percentage of minor and

severé cases higher in the female group (Table 32).

The other demographic characteristic that we have consider-
ed 1s the profession of the patient. The highest percentage was
found to be house~wives group, due to the higher percentage of
females in the sample. The second group consists of private busi-
nessméﬁ;“mefchaﬁts, tradesmen and administrators of private firms,
bﬂglus emplby@esq The administrators and employees are present due

,to the servxce contracts w1th firms in the private sector. In one

°£a1 the number of publlc employees is high which
He'membershlp to an ethnic group places'more impbrtan1
'rele in the choice of the hospital than simply other demogzapnxca]
characteristics as profession {(Table 33).

- Frob Table 34, 1t can be seen that 63 % of women patients
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" TABLE 30~ AGE STRUCTURE OF PATIENTS - tabulated by severity of case and socio-economic class -

~minor serious

' 'v.éry medium very ser. Total A B C | D+E Total
minor hopeless ‘
k28 €C Z ¢ % € 7 T 7 T % <€ 7T 7T _ I T 7
10-19 y 2 6.7 3 6 1 6.3 6 6.3 4 20 2 12.5 6 6.3
20-29 x 11 36.6 5 10 16 16.6 8 22,2 1 5 1 6.25 6 25 16 16.7
30-39 0 9 30 14 28 2 12.525 26.1 9 25 6 30 5 31.25 5 20.8 25 26.4
40-49 1 4 13.3 8 16 3 18.8 15 15.6 & 22.2 2 10 5 20.8 15 15.6
50-59 2 2 6.7 7 14 3 18.8 12 12.5 5 13.8 2 10 3 18.75 2 8 12 12.5
6069 3 2 67 4 8 4 25 10 10.4 3 8.3 1 5 2125 4 16 10 9.4
70-79 4 6 12 3 18.8 9 9.3 2 5.6 3 15 318.75 1 4 9 9.4
80-89 5 1 3.3 2 4 3 6.3 1 2.7 1 5 1 625 3 3.
90+105 6 1 4 1 1.0
TOTAL % o 100 100 100 'ioo 100 100 100 100 © 100
TOTAL A , 30 50 16 96 36 20 16 ,_Zéff .96

BASE 30 50 16 96 36 20 16 2% 9



'ABLE 31- SEX GROUPS OF PATIENTS - tabulated by hospitals -

A B c D Total F. E 1 J Total  General
K32 A 2 A % A 2 A 7 A 7 A 2 A 2 A 2 A 7 A I A 3

fale | o y 13 59.1 4 80 8 444 2 28,6 27 51.9 6 42,9 7 63.6 B 12.51{37:31.8 41 42.7

female g % 9 40.9 1 20 10 55.5 5 71.4 25 48.1 8 57.1 4 36.4 11 100 7 87.5 30 68.2 55 57.3
TOTAL % , 100 100 100 100 100 100 100 100 100 100 100
TOTAL A | 22 5 18 . 7 52 14 11 11 8 . 96
BASE 22 5 18 7 52 14 1 11 8 - 4h 96



TABLE 32- SEX GROUPS OF PATIENTS - tabulated by case severity and socio-economic class -

"~ BASE

minor serious

very medium very ser. Total A B C D+E . Total

minor hopeless e

K32 ¢ % ¢ % ¢ * C % ¢ % ¢ % € _* C % _C 7
"Male v 10 33.3 25 50 6 37.5 41 42.7 15 41.7 12 60 5 31.3 9 37.541 42.7
" Female X 20 66,7 25 50 10 62.5 55 57.3 21 58.3 8 40 11 68.8 15 62.5:55 57.3

- TOTAL Z 100 100 100 100 100 100 100 100 .- 100

TOTAL A .30 50 16 96 36 20 16 24 96

30 50 16 96 36 20 16 24 96



SLE 33- PROFESSION OF PATIENTS - tabulated by hospitals -

A B . C D Total F H I J Total General

K.29 A % A % A yA A A A A A % A Z A Z A 7 A Z A Z
yusewife ¥ 7 31.8 1 20 B 44.4 2 28.6 18 34,6 7 50 3 27.3 8 72.7 2 25 20 45.5 38 39.6
ibiie emplovee % 2 11,1 3 42.9 5 9.6 2 18.2 1 12.5 3 6.8 8 8.3
anzger (private sector) O 1 4.6 2 40 3 58 1 7.1 1.12.5 2 4.6 5 5.2
radesmen 1 2 9.7 1 5.6 3 5.8 ' o 3 3.1
erchant 2 2 9.1 -2 40 1 5.6 5 9.6 1 9.1 1 .+2.3 6 6.3
aployee (private sector) 3 2 9.1 3 16.7 1 14.3 6 11.5 1 7,1 2 18.2 1 12.5 4 9,110 10.4
rivate business 4 6 27.3 1 5.6 7 13.5 3 21.4 2 18.2 1 12.5 6 13,6 13 13.5
srker 5 1 5.6 1 1.9 1 7.1 1 2.3 2 2.1
> profession 6 1 9.1t1 9.1 1 12,5 3 6.8 3 3.1
tudent 7 1. 4,6 1 14.3 2 3.9 1 9.1 1 12,5 24,6 -4 4.2
atired s 8 15,6 1 1.9 1 9.1 12,3002 2.1
lectrical technician 9 7.1 1 23 1 1.0
‘ B K.31 '
reist 3
surnalist 4 1 4.6 1 1.9 1 1.0
OTAL -7 v 100 - 100 100 100 - 100 ‘100 100 100 100 100 100
STAL A 22 5 18 7 52 14 11 11 8 44 96
22 5 18 7 52 14 11 11 8 44 96

ASE



TABLE 3445PROFESSION OF PATIENTIS - tabulated‘by case severity and socio-economic class -

minor

serious K ,
very medium Very ser, Total A B C D+E . Total
minor hopeless v

K29 C % € % € _ 7 T _ 7 €T 7T ¢ 7 € _ 7 T _ 7z <€ =
housewife v 19 63.3 16 32 3 18.8 38 39.6 12 33.3 10 50 5 31.25 11 45.8 38 39.¢
public empléyée X 2 6.66 4 8 212.5 8 8.3 2 5,55 1 5 6 37.5 8 8.3
manager (private sector) 0 1 3.33 2 4 2.12.5 5. 5,2 4 11.11 1 5 - . 55,2
tradesmen. - 1 2 4 1 6,25 3 3,1 1 2.77 1 5 1 6.25- o3 03,1
merchant:rs 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 16,710 10.4
private business 4 2 6.66 8 16 318.8 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 L2 2.1
no professidn 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 o . 8 212.5 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 ' 3 Ca

journalist ' - 4 1 2 1 1 11

TOTAL 7 - 100 100 100 100 100 100 100 100 100

TOTAL A 30 50 16 96 36 20 16 24 ¢ 96

30 50 16 86 36 20 16 C 24 96

BASE




implying a high percentage of maternity cases. The highest percen-
tage of public employees are in severe, very severe, hopeless con-

;dlﬁlonsg show1ng the“ema gency cases Whlch brought these patlents

‘to private h05p1tals, T’o ret1red 1nd1v1duals are also in severe,“
vVery severe and hoPeIess 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 acces$sibility 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 is
situated. 3 7 come from two other major cities (Izmir-Ankara)
while 5 7 from other cities. The attracting factor of the hospital
was found to be through the referial system of the physician. The
patient first comes to the physician who refers the patient to a
particular hospital. The referral system works more for the foreign
and minority hospitals than for the proprietor-owned hospitals,
which can be due to the consumer mix of hospital C. Hospital C 1is
specialized in plastic surgery so it does not limit its operations
to 3 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 éeoplé are referred from;Germanys as a result of the contractual
agreement between the insurance companies and the hospital (Table

35, 36).

The demographic characteristics of current patients of
prlvate hospltals can be summarized as follows: patlents ma1n1y
‘from ‘upper ‘and upper middle class, with ages between 30 39,
situated in TIstanbul, mostly females (due to number of matermnity
cases in the sampl le) and housew1ves, with higthth&ﬂeducationg
Other protessmmalss are,tradesmens merchants, priﬁate businessmen

with administrators and employees of private sector are predomi-

‘nant.

The second part ot ihe Lnterv1ew was hninndpd to ascertain
Table 3.

”ent Lhat kept the parlent ‘in the hospltal




(BLE 35- PERMANENT RESIDENCE OF PATIENTS - tabulated by

hospitals -

E B o C D Total F H 1 J
Kyl A A A _% A % A _ % A _%_A_%_A_%_A_% A _7_ A A 7
v 17 77;3?‘5 100 15 83,3 7 100 44 8.46 12 85.7 10 90.9 11 100 8 100 4i5'9$;2.85 88.5
% 2 9n1" 2 11. b 7.7 1 9.1 e J'égj 5 5.2
0 3 13.6 3 5.8 s 3a
1 1 s, 1 1.9 2 14.3 2 4.6 3 3.L
100 100 100 100 100 . 100 100 100 100 100 100
22 5 18 7 52 14 11 11 8 bh 96
22 5 18 7 52 14 1 1 8 A - %



TABLE 36~;?ER&ANENT RESIDENCE OFfPAfiENTS - tabdlated by case severity and socio-economic class -

IR minor serious : e
very medium very ser. Total A B C D+E Total
minor hopeless ol
k3t _z ¢ _ 7 ¢ %z ¢ % ¢ 7 C %z ¢ _z € A <€ %
Tstanbul y 28 93.3 42 84 15 93.8 8588.5 30 83.3 16 80 16 100 23 95.8 85 88.
Others x 1 3.33 3 6 1 6.25 5 5.2 3 8.3 2 10 s s
Ankara~Tzmir 0 . 3 6 3.3.13 3 8.3 ' o 3 3.
Germany 1 1 3.33 2 4 3 3.13 2 10 1 4.2 3 3.
TOTAL.Z 100 100 100 © 100 100 100 100 . 100 100
ToTAL A | 30 50 16 9 36 20 16 24 96
PASE . 30 50 16 96 36 20 16 24 96




. TABLE 37- THE DIAGNOSIS FOR HOSPITAL STAY - tabulated by hospitals -

A B C D Total F H 1 d _ .8 Genera
A% a7 A% A% A %A _% A _ % A _7 A % A T A 7
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
% 9 40.9 6 33.3 15 28.8 6 42.9 2 18.2 B 18,223 24
0 3 13.6 1 143 4 7.7 1 9.110 90.9 4 50 15 346.1 19 19,
ﬂpbyaiotherapy 1 ) .
sychology 2 1 5.6 1 1.9 11
‘orthopedy 3 3 °13.6 120 .3 16.7 7 13.5 3 21.4
horacic-orthodontic i 1 4.6 3 60 1 5.6 5 9.7 1 9.1
rﬁiflu and work - 5 © 9 14,3
ccident SR ‘ -
phtalmic 7 1 4.6 1 1.9
eurology 1 4.6 1 1.9 1 7.1
TOTAL % 100 100 100 100 100 100 100 100
TOTAL A 22 5 18 7 52 14 11 11
ASE 22 5 18 7 52 14 11 11 8 bt 96



It was apparent that the majority of patients was confirmed

to hﬂs?ital& for surgery (\ }3fZ)9fi§ 8 72 of the patients consisted

"",‘oi: macerm.ty &nd genecolag» I‘z,vé’as‘éa@; Thie is in accordance with
the. ob;ectlves of the prxvate ‘hospitals because they prefer to
take surglcal c&ses as prlce structure ‘of the theatre and other
costs associated with the'surglcal 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
psychblogical cases because these illnesses require long-—term

stays which restrict the high turnover of the patients.

It most foreign hospitals, the percentage of surgical ope-
raijons is highest in contrast the high number of maternity-geneo-
cological coses in proprietor-owned hospitals. This result is
mainly influenced by the materﬁity home present within the analysis
but also it can arise due to the biashgf'interviewing only minor
or medium cases as maternity casée Tt 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, Cardigc 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

i - .
concrete attention {(Table 38).

Question 2 was lntended tc dlfferentlate the group that had
‘used hospital services before as 1npat1ents° It was found that
>58.3 % of the patients had been in-patients before coming to this
_hospital (Table 39). The large majority 75 7Z of patients that had
‘jstayed 1n the h35p1ta} consist 6f serious, and major diseases,
show1ng a repetition with the diagn631s category and the stay

"within the hospital (Table 40 .

The major percegtagé 6f'§atients who had experience with
hospxtal services bafarehand stayed in the same prlvate hospital
 =or in: another ﬁrﬂvaﬁe hsapltal {32 7 £),,followed by public hOSpl“

'cals; hosplta&s relate@ to social securlty organization and mlll“

7utory hospltalsc Also patients who had received medical care in
fcrelgn hospl ls &bzﬁadsaerﬁ Qegmanted &s an meortant group. In
foreign~minorit; 3p1bais@ the largest gercentage of patients

[

ro receive medical carvre, while in propri-

chose the same hosgsplfa

¥

etor .- 0Owned

from another pri e hospi-




‘minor serious
very medium very ser. Total A B ¢
minor hepeless

L 2 ¢ _* C 2 C _x ¢ _Z ¢ _% C %
surgery y 8 26,719 38 3 18.75 30 31.25 11 30.6 2 10 & 50 30 31.25
internal x 2 6.7 13 24 850 23 23,9 8 22.2 6 30 6 37,5 2.5 23 23.9
genecological and maternist 0 .15 50 4 8 19 19.8 10 30.6 7 35 8.3 .19 19.8
physiotherapy 1 '

- psychology 2 1 2 1 1.04 1 6.25 o 1 1.04
‘orthopedy : 3 310 7 14 10 1004 3 83 1 5 1 6.25°520.8 10 10.4
S o 4 1 3.3 4 & 2125 7 7.3 3 83 1 5 318,75 7 7.3

traffie and work accident 5 1 3.3 1 6.25 2.2.1 1 1 6.25 2 2.1
.urology o 6 - 1 6.25
;ophtﬁélmic 7 1 2 1 6.25 2 2.1 1 2.8 2 2.1
neurology 8 1 2 1 6.25 2 2.1 210 | 2 2.1
TOTAL % 100 100 100 100 100 100 100 100 100
 TOTAL A 30 50 16 - %6 36 20 16 2 96

RASE , 30 50 16 96 36 20 16 24 96



uE 39— THE NUMBER OF STAYS WITHIN A HOSPITAL -~ tabulated by hospitals -

A B C D Total F H 1 J Tetal General
A % A% A 7 A _ % A %A % A _% A T b %A _%_ A 7
st stay Y 11 50 3 60 & 44.4 5 71r.4 27 51.9 1 7.14 3 27.2 6 54.5 3 37.5 13 29.5 40 41.7
wwicus stays within
: hospital pid 11 50 2 40 10 55,6 2 28.6 25 48,1 13 92.8 8 72.8 5 62.5 5 62.5 31 70.5 56 58.4
TAL 7 100 100 100 100 100 100 100 100 100 100 100
TAL A 22 5 18 7 52 14 11 11 8 44 g6

SE 22 5 18 7 52 14 11 11 8 44 26



TABLE 40~ THE NUMBER OF STAYS WITHIN A HOSPITAL - tabulated by case severity and socio—economic class -

minor seTious

Very medivr very ser. Total A B C D+E Tetal

minor hopeless

k6 €T 7 € % C 7 T 7T = 7T 7 7T %

First stay y 1@"46.7 22 44 4 25 40 41,7 16 44,4 5 25 10 62.5 37.5 40 41.7
irev?ous 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
hospital . :
TOTAL 7% 100 100 100 100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 24 9¢
BASE 30 50 16 956 36 20 16 24 13}



~TABLE 41- THE HOSPITAL IN WHICH THE PATIENT HAD STAYED PREVIOUSLY - tabulated by hospitals -

A B C D Total F H I J Total Cenera

A7 7 7 I A 7 2 7 v A 1 A %

; 7. 3.2 42.9 12.5 9,2 7.

88K

; 10 1 4 60 20 4 10.8 5 8.
S 7.7 33. 7. 9.7 28.8 5,5 7.
- military 1 9.1 50 10 3012 40 2 6.5 5 8,
niversitv 33. 7. 6.5 11.1 25 9.2 8,
= LeLty 50 10 2 8 7. 12.5 40 4 10.8 6 10.
. hospitals related to 7. 6.5 2.
i.ostate enterprises 10 50 2 8 2 3.
2 ther orivate hoseital 38.5 15, 25.8 44.5 25 27.5 25.
another private hosp 5 45,5 20 50 g 32 30, 50 40 10 32.2 18 32.
o iuate hosoital 46.1 33. 15. 29 22.2 12.5 21.9 26..
o same private hospit 6 54.5 50 20 9 36 38, 25 20 8 25.8 17 32.
blic hesnital 7. 3,23 22.2 25 13.7 8.
pubLic nespa 10 14 7. 25 40 5 16.1 & 10.
teinal hosoital 23. 9.7 4.
mun1c1pa OSpl a 30 3 12 3 5‘
Foenital abroad 7.7 7. 6.5 14.2 5.5 5,
fospital aproa 1 9.1 . 10 2 8 7. 20 2 6.5 4 7.

~ hespitals related to 14.2 5.5 2.
foundations 7. 20 2 6.5 2 3.
TOTAL 7 100 100 100 100 100 100 100 100 100 100 100
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 OF SATISFACTION WITH THE PREVIOUS HOSPITAL - tabulated by hospitals -

A B C D Total 13 H I J Teotal _ Genera
A %A % A 7 A _ % A %A _%2 A T A % A % A 7 A 1
satisfiel with everything v 4 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.
dissatisfiied with certain
things X 2 18.2 1 50 4 40 1 50 8 32 1 7.7 3 37.5 2 4O 3 60 9 29 17 30,
uncertain/no answer 0 5 45.5 1 10 6 24 6 46.2 6 19.4 12 21.
do not remember 1 ‘ 1 7.7 1 3.2 1 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 in accordance with the degree of satisfaction from service
of 2 pavrticulay hospital, to see the shifr of consumers from one

institution to another (Table 41).

When the patients were asked if they were pleased with, the
services of the hospitals that they had stayed in previously,
46.4 7% stated that they were very satisfied with everything while
30.4 stated that there were things that they weren't satisfied
and 214. 7 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 I and J (Table 42, 43).

TABLE 43- DEGREE OF SATISFACTION WITH THE PREVIOUS HOSPITAL
~ tabulated by case severity and socio~economic class)

. serious
minor -
very  medium very total A B C D Total
. serious
minor
hopel.
satisfied
with every
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— .
fact with

something 3 18.75 10 35.7 4 33.3 17 30.4 525 6 40 2 33.3 4 26.7 17 30.4
undecided 5 31.25 5 17.9 2 16.7 12 12.5 210 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 7 100 100 100 100 100 100 100 100 100
TOTAL A 16 : 28 12 56 20 15 6 15 56
BASE 16 28 12 56 20 15 6 15 56

In socio-economic class tabulation presented in Table 43
above,dissatisfaction greatest in B category, with a large per-

centage being undecided in 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-
ficiency of medical personnel as physicians and nuvrses were stated
as examples of reasons for the satilsfaction of patlients. As seen
from the above analysis, the primary importance was given to the

service of the medical staff compared by other services of hospital



TABLE 44- THE REASONS FOR THE SATISFACTION WITH SERVICES OF PREVIOUS HOSPITALS - tabulated by hospitals -

A B C D Total F H 1 J Total Genere
K9 A 2 A& 2 A % A % A T A _ % A _% A 7 A _ % A& 2 A 1
interest of physicians y 16.7 14.3 23.5 - 9.1 16 12.5 41.6 28.6 28.5 24.5 23,
o Y 2 50 1 100 4 80 1 100 8 72.7 3 60 5 100 2 66.7 2100 12 80 20 76,
. 16.7 14.3 17.7 9.1 14 12.5 16.6 10.2 14
interest of nurses X 2 50 1100 3 60 1100 7 63.6 3 60 2 40 5 33.3 12 46
the availability of 0 14.3 9.1 4 4.2 8.3 28.6 6.1 5.
physicians and nurses 1 100 1 100 2 18.2 1 20 -1 20 2 66.7 3 20 5 19.
R : 16.7 9.1 6 4.2 8.3 14.2 6.1 7.
cleanliness . 2 50 1100 3 27.2 1 20 1 20 1 50 3 20 6 23.
qualification of 9 8.3 28.6 23.5 14 8.3 14.2 4.0 10.
medical service 1 25 2 200 4 80 7 63.6 1 20 1 50 2 13.3 9 34,
. . .. 9.1 2 14.3 4 3.
permission for visitors 3 1 100 1 9.1 1 33.3 2 13.3 3 11,
the limitation on number 4 ' 20.8 10.2 5.
of visitors 5 100 5 33.3 5 19.
. 8.3 9.1 4 4,2 8.3 2.0 3.
ot noisy > 1 25 1100 2 18.2 1 20 1 20 1 6.6 3 11.
: , 11.8 9.1 6 4,2 4 5,
- meals, clean and tasty 6 2 40 1100 3 27.2 1 20 , 2 13.3 5 19,
permission for - 9.1 2 1.
accompaniment ' 1 100 1 9.1 1 3.
number of patients/ s 11.8 9.1 6 - ‘ 3.
bed small : 2 40 1 100 3 27.2 3 11,
regulatily on drug 9 14.3 9.1 4 4,2 14,2 4 4,
giving ' 1 100 1 100 2 18,2 1 20 1 50 2 13.3 4 15.
K.10

sterility of equipment y
modernity and qualifica- 14.3 5.9 4 28.6 14.2 6.1 5
rions for technical * 1100 1 20 2 18.2 2 66.7 1 S0 3 20 5 19,

equlpment

X-ray and lab. 0 8.1 2 1
qualified service 1 100 1 9.1 1 3
close attention in 1 ‘ 4,2 14,2 . 4, 2
service 1 20 1 50 2 13.3 2 7
. 8.3 2 . 1
care given by doctors 2 1 25 1 9.1 1 3
. ‘ 25 5.9 14 29.2 14.3 16
70 2ngwers - 3 PR 19 ) ) 7 61,6 7 140 B ) , 7 46.6 14 53



ARLE 44~ (Cont.)

A B C D Tetal F H 1 J Total General

A 2 A _ % A 7 A %A 7 A %2 A _ % A _Z A 2 A I A 3

OTAL 7 100 100 100 100 100 100 100 100 100 100 100
300 700 340 1100 454.3 480 240 233.4 350 326.3 326.5
OTAL A 15 7 17 11 50 24 12 7 7 50 99

ASE . 4 1 5 1 11 5 - 5 3 2 . 15 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
in serious cases) about the reasons fof satisfaction. When we
tabulate the results according to socio-economic classes, there 1is
not much difference in the results except that permission for visi~
tors gains importance by A and B classes, showing that in 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 inconveni-
ence of the accompaniment are the factors which are mentioned to-
gether with dissatisfaction {(Table 46). It was found that 52.3 7 of
the current patieunts had stayed in the same or another private
hospital, while the remaining 47.7 had experiences in 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 complaiy
mostly about lack of medical service are among serious, very servric
and hopeless cases and mediuw class, while wminoer cases complain
from the unclieanliness of services., It is apparent that with the
seriousness of diagnosis, the relative importance of hospital

services is changing. As the serious case category needg more



TABLE 45~ REASONS FOR THE SATISFACTION WITH SERVICES OF PREVISIONS HOSPITALS - tabulated by case severity and
gsocio~economic class -

minor serious
very medium very ser. Total A B C D+E
minor hopeless
c %#- ¢ % ¢ % € _ 7 ¢ 7 €C 7z € _ % _ ¢ 7 <€
interest of phveicians 22.8 14.1 2.0 27.8 13.7 16.7 - 16.7 34.7 .6
T pas 8 100 8 61.5 4 36.4 20 74.1 7 58.3 2 100 2 100 g 81.8 20 .9
interest of nurses 14.3 8.8 10 - 16.6 9.8 16.7 16,7 11.5 .2
T - 5 62.5 5 38.5 2 18.2 12 44.4 5 41.7 2 100 2 100 3 27.2 12 .2
the availability of 5.7 5.3 6.9 8.8 5.9
physicians and nurses 2 25 3 23.1 5 18.5 5 41.7 5 .2
ennliness \ 5.7 70.3 8.3 7.8 8.3 8.3 1
T 2 25 4 30.8 6 22.2 4 33.3 1 50 1 50 6 .1
. ; o . 8.6 8.8 5 10.3 11.7 16.7 3.8 .3
qualification of medical service 337.5 538.5 1 9.1 9 34.6 6 50 2 100 1 9.1 9 34.6
permission for visitors 2.7 > 4.2 3.9 3.8 3.5
T - N 2 25 1 9.1 311.1 2 16.7 1 9.1 3 .5
) L ) . 5.7 5.4 5.9 16.7 16.7 3.8 e
the limitation on number of visitors 2 25 3 23,1 5 19.2 2 100 2 100 1 9.1 5 P
. 5.7 1.8 4,2 5.9 .5
not moisy 2 25 1 7.7 311.1 3 25 3 11.5
5.7 1.8 10 6.9 3.9 16.7 3.8 .9
meals, clean and tasty 2 25 1 7.7 218.2 518.5 2 16.7 2 100 1 9.1 5 19.2
.. . 2.8 1.4 1.9 .2
permission for accompaniment 112.5 3.7 1 8.3 \ 1 8
rnumber of patients/bed small 3 33:2 3‘1?25 ) 12:3 1 gi? 3 :g
. . 3.5 10 4.7 5.9 8.3 .7
regularity on drug giving 2 15.4 2 18.2 4 15.4 3 25 1 50 4 15.3
eq s . 3.9 16.7
sterility of equlpment 216.7 2 18.2
wdernity and qualifications 24,9 5.9 7.8 8.3 1.2
for technical eq. 5 45.4 519.2 4 33.3 1 50 5 19.2
L. . 2.8 5 1.4 8.3 1.2
¥-ray and lab. qualified service 1 37.5 1 9.1 1 3.7 1 50 138
. . . 10 2.4 8.3 3.8 2.4
close attention in service 7 18.2 2 7.7 1.50 1 9.1 2 7.7
1.2 3.8 1.2
care of the doctors 1 3.8 1 9.1 1 .3
5.4 18.2 16.5 9.8 6.7 19.3 .5
ne answers 323.1 11 18.2 14 53.8 541.7 2100 2100 5 45.5 14 53.8
TOTAL A 33 35 31 99 47 16 16 20



TAELE 46- THE REASONS FOR THI DISSATISFACTION WITH THE SERVICES OF PREVIOUS HOSPITALS - tabulated by hospitals -

A B C D Totel F H I J Total Gener
K.11 LA %7 A A % A LA % ~__ Az 7 Z A A
physicians disinterested vy 22.2 13.3 e
4 100 4 50 4 23,
nurses disinterested ps 3 ég'G 3 ég,S ég:g ‘ 1;:{ 5 li:
phvsicians nurses are few 0 3.3 16.7 12.5 9.52 >
o 50 1 12.5 33.3 1 50 22,2 3 17.
tot clean 1 20 5.5 20 10 16.7 12.5 28.6 19.04 1.
e i ] 1 100 1 25 1 100 3 37.5 33.3 1 50 66.6 44,4 7 41
medical sarvices 5 16.6 20 16.6 16.7 12.5 14.3 13.63 15
insufficisent ) 3 75 1 100 5 62.5 33.3 1 5 33.3 33.3 8 47
too many visitors 3 12.5 4.3 9.09 3
& 1 50 33.3 22.2 2 11.
too few visitors A
. 20 3.3 16.7 12.5 14.3 13.6 7.
no1s: > 1 100 1 12.5 33.3 1 50 33.3 33,3 4 23.
meals dirty and 6 16.6 10 14.3 4.7 9,
untasteful 3 75 3 37.5 33.3 11.1 5 29.
no accompaniment
allowed )
too many patients/ 3 11.1 6.6 16.7 4.7 5.
Yoom : 2 50 2 25 33.3 1.1 30 47,
the distribution of 5.5 3.3 : 12.5 4,7 3,
drugs irregular 1 25 1 12.5 1 50 11.1 2 11,
K.12
. . . —_— 20 20 6.6 16.7 4.7 5.
nothing is steril y 1100 1100 2 25 33.3 11.1 3 17.
the technical eguipmegt 20 3.3 125 43 3.
g?;q?Odel” and insuffi- % 1100 1 12.5 1 50 11.1 2 11.
X-ray anc lab. 0 20 20 6.6 3.
inadequate service 1 100 1 100 2 25 L 2 1%.
psycheiosically bad 1 100 it.1 v 5
L 12.5 4.7 1
the accor: animent 1 50 1 11.1 1 5
uncomfortanle
3.3 3.3 1
ne aanswar/don't know 1 12.5 1 12.5 1 5
perscnnel serves 20 3.3 1
G e 1100 1 12.5 Lo




[ABLE 46~ (Cont.)

Total

A

7

9
8

TOTAL %

TOTAL A

BASE

100
450

18

100
375

30

Total General
A 7 A Z
100 100
244,72 289.7
22 51
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. ln € socio-eccnomic
class, disinterest of physicians and cleanliness are the major
categories for criticism, while in A category, 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 is the major critical
aspect. So, it is impossible to generalize criticisms according to

socio-economic classes (Table 47).

As has been apparent 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 hospi-
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 services. 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, althoughf
|

some of them changed to another hospital. In this analysis, it is
important to view the referral reasons tc 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 physiclan 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 consumey side of the exchange equation sees the hospital
services as by-products of physician services, 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{
vice (in general) offered by the hospitals. Bettrer service can be
defined as elements that effect the choice of hospitals as frequent

visits of the physicians. Cleanliness of the hospital, 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 is the recommendation of the
hospital Qy the friends, relatives and the family. The third fac-
tor that affecte the choice of private hospital is payment of

fees by the firms. Thus, consumers who would not think of using
the services of private hospitals for financial reasons, get the

opportunity to do so when the firms pay the bill.



TABLE 47- THE REASONS FOR THE DISSATISFACTION WITH THE SERVICES OF PREVIOUS HOSPITALS (Tabulated by case severity and
socio-economic class)

minor serious labulated by case severity and SoClo-economic class
very medium very ser. Total A B C D+E Total
minor hopeless
Kl ¢wo T 7T 7T % ¢ _ % T _ 7T ¢ _#_ ¢ 71T 7
Physiciang disinterested 8.3 7.9 7.7 7.8 14.3 20 7.8
v 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 Z 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 i 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 2100 1 25 7 41.2
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 3 4,1 7.7 3.9 3.3 10 3.8
1 16,7 1 11,1 2 11.8 1 20 1 50 2 11.8
Too few visitqgrs 4
Nolsy 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 4 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 accompaniment 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 8
irregular 9 1 50 1 16.7 2 11,8 1 20 1 50 2 11.8
K12
Nothing 1s steril 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 eguipment 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 11.8
Psychologically bad 4,1 1.9 10 1.9
1 1 16, 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.) (Tzbulated by case severity and socio-economic class)

minor sericus

Tabulated by case severity and socilo-economic class

Total

very mediuvtm very ser. Total A B C D+E
minor hepeless
C . _C = ¢ % ¢ % 7 A 7 L€z
TOTAL 7 100 100 100 100 160 100 100 100 10¢
600 416.7 1443 300 600 233 500 200 30¢
TOTAL A 13 25 13 51 15 14 13 9 51
3 10 4 17 5 6 2 4 17

BASE



TABLE 48- THE REASONS GIVEN BY PATIENTS FOR THE CHOICE OF THE CURRENT HOSPITAL (More Than 1 Answer) = Tabulated by hospitals

A B C D Total 3 H 1 J Total General

K.I3 A 7 A %2 A 7. A 7 A % A 7 A %2 A 7 A T A % & %
Frequency of visits by y 9.5 15 7.9 8.3 10 5.3 21.7 10 12.0 9.¢
physicians o 4 18,2 3 60 3 42,9 1019.2 2 14,3 1 9.1 5 45.5 2 25 10 22.7 20 20.€
Nurses-helpful, smiling, x 9,5 7.9 5.8 5.3 8.7 5 4.8 5.8
concerned 4 18,2 3 42,9 7 13.5 1 9.1 2 18.2 1 12,5 4 9.1-11 11.5
Physicians on night 0 2.4 15 5.3 4.9 5 4,3 2.4 3.9
duty-adequate 1 4.5 3 60 2 28.6 6 11.5 1 7.1 1 9.1 2 45 8 8.3
Nurses on night duty - 1 2.4 5.3 7.5 5 4,3 5 3.6 2.9
adequate 1 4.5 2 28.6 3 5.8 1 7.1 1 9.1 1 12.5 3 68 6 6.3
cilence 2 5 4,7 7.9 4,1 2.5
1 20 1 5.5 3 42.9 5 9.6 5 5.2
o . ) - 3 19.1 19.1 5.3 11.6 14.9 36.8 21.7 25 24,1 16.8
My physician wanted it 8 36.4 4 22.2 2 28.6 14 26.9 3 21.4 7 63.6 5 45.5 5 62.5 20 45.5 34 35.4
e ol 4 19.1 15 10.5 12.4 5 15.7 4.3 15 9.6 11.3
Better medical care 8 36.4 3 60 4 57.1 1528.8 1 7.1 3 27.2 1 9.1 3 37.5 8 18.2 23 23.9
There was no place in 5 2.4 0.4 5.3 1.2 0.9
ancther hospital 1 4.5 1 1.9 1 9.1 1 2.3 2 2.1
My family and acquian- 6 9.5 23.9 7.9 9.9 14,9 10.5 5 7.3 8.9
tances recommended it 4 18.2 ) 5 27.7 3 42,9 12 23 3 21.4 2 18,2 1 12.5 6 13.7 18 18.8
. 7 19.1 5.3 4.9 10.0 10.5 4.3 10 8.4 6.4
Company pay 4 22.2 2 28.6 6 11.5 2 14.3 2 18.2 1 9.1 2 25 7 15.9 13 13.5
i : 8 9,5 10 10.5 8,17 4,3 10 13,6 6.4
General cleanliness 4L 18.2 2 40 4 57.1 10 19.2 1 9.1 2 25 3 6.8 13 13.5
: vl 9 7.9 2.5 4.3 1.2 1.9
Meals and kitchen clean 3 42.9 3 5.8 1 9.1 1 23 4 4.2

K14 ,

Accompaniment present v 2.4 5 4.7 10.5 5.8 5.3 4.3 2.4 4.5
and comfortable 1 4,5 1 20 1 5.5 4 57.1 7 13,5 1 9.1 1 9.1 2 4.5 9 9.4
Close attention 1n x 10 1.7 5 1.2 1.5
medical care 2 40 2 3.9 1 12.5 1 2.3 3 3.1
¥-ray.and lab works 0 2.4 0.4 0.5
well 1 4,5 1 1.9 1 1.0
Visiting hours are 1 5 2.6 1.7 5 1,2 1.5
regulated adequately 1 20 1 14,3 2 3.9 1 12,5 1 2.3 3 3.1
S . . -2 5 4.7 2.6 2.5 4.3 ‘1.2 1.9
Heating 1s fine 1 20 1 5.5 1 14.3 3 5.8 1 9.1 1 2.3 4 4.2
A relative stayed and 3 4.7 0.4 5.3 4.3 5 3.6 1.9
was satisfied 1 5.5 1 1.9 1 9,1 1 9.1 1 12.5 3 6.8 &4 4.2



TABLE 48- (CONT.)

A B C D Total F H 1 J Total General
A A % AT A E A A A % A T A A A 7 A 7 A 7
Comfort of lifts 4
A . 5 15 3.3 1.9
Sterility of eguipment 1 LS 3 60 4 7 7 4 L2
Brought in emergency 6 4.7 2.6 L.7 Q,Q
s 1 5.5 1 14.3 2 3.9 2 2.1
Near the home / 2.4 0.4 2 1.2 0.2
1 4.5 1 1.9 1 7.1 1 2.3 2 2.1
Physicians are depend- 8 4.8 1.7 0.9
able 2 9.1 2 3.9 2 2.1
Acquianted by the g 4,7 0.4 10 7.4 1.5
physician 1 5.5 1 1.9 2 14.3 2 4,5 13 3.1
K8
’ 2 5 1 0.5
Due to chance 1 21 1 23 1 1.0
No dampness 3 4,7 0.4 0.5
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 K 1 7.1 1 2,3 1 1.0
Stayed previosuly and
. 6
was comfcrtable
No answer/undecided / 1 g:? 1 é:i 1 2:6
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 3.0
acqulantance
TOTAL % 100 100 100 100 100 100 100 100 100 %00 100
e 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 o7 52 14 11 11 8 44 96
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Other services 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 these 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, acqualntance with the owner of the hospital

and with a house physiclan play important roles in the choice

process. Emergency and absence of a bed in another hospital and

alsc coincidence act as important criteria that effect the choice

process.

Tn foreign minority hospitals, better service gains primary
importance over the choice of the physican in Hospital B and D,
this factor is given twice the importance given to the choice of

the doctor . whereas 1n Hospital A, equal importance is given to

b

physician’'s choice and better service, In hospital C, which is

specialized in plastic surgery, as the specialization of the

physician is important the physician is the major decision- mzker.

In proprietor-ouned hospitals, especially those which give

maternity services, the choice of the physician, is twice as



lmportant as better service. As maternity cases are grouped as
minor cases, the quality of medical care is equalized with the

primary surgical process performed by the physician (Table 49),

From the analysis of Table 49, it is apparent that the
physician's choice plays an important role in cases of serious
very serious and 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, in those
cases, where severity of the diagnosis plays an important role,
the centrality of the physician as the main decision -maker in
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 category A, better
service and choice of the physician become equally important. In
D+E group, it 1is possible to state that 1if 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,
in 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 7 asked information from his
family physician and only 4 % did active search as visiting all
the hospitals and 2 % came in a case of emergency. So it is
possible to conclude that 59.4 7 who did not conduct any kind of
research leftr the decision to the phvsician 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 cases the decision is left to the
physician, only in proprietor - owned hospitals, active search for
information 1g more predominant due to the presence of maternity
cases. When we paired off the matetﬁity 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 -

minor serious
very medivm very ser. Total A B C D+E
minor hopeless
Ki3©c % ¢ %7 ¢ 7 ¢ 7= <€ 7 € T C & ¢ =%
frequency of visits by 11.6 10.1 9.8 8.17 12.2 7.7 7.6
physicians y 6 20 9 18 5 31.25 20 20.8 10 27.8 6 30 2 12.5 2 8.3
nurses—helpful, ) N 5.8 6.7 5,45 6.4 8.2
smiling, concerned 310 6 12 11 11.5 7 19.4 4 20
physicians on night duty- 0 3.9 4.5 3.92 5.5 2.04 3.9
~adequate ' 2 6.7 4 8 2 12.5 8 8.3 6 16.7 1 5 1 6.25
nurses on night duty 1 5.6 2.96 2.7 4.08 3.9
~adequate 5 10 1 6.25 6 6.25 3 8.3 2 10 1 6.25
cilence 9 3.9 3.4 2.4 2.7 2.04 3.9 .
2 6.7 3 6 5 5.2 3 8.3 1 5 1 6.25 .2
. ohyeician wanted it 3 3.9 20.2 16.8 9.14 4,1 7.7 38.2 .8
PRy 2 6.7 18 36 14 87.5 34 35,4 10 27.7 10 10 212.5 10 41.7 A
better medical care 4 13.5 13.5 11.3 9.14 8.2 3.9 30.6 .3
7 23.3 12 24 4 25 23 23.9 10 27.8 4 20 1 6.25 8 33.3 .9
there was no place in 5 2.2 0.9 0.92 3.9 .9
another hospital 2 4 2 2.1 1 2.8 1 6.25 2.1
my family and acquitances 6 5.8 8.99 - 8.9 4,6 12.2 23.4 3.9 8.9
recommend it 310 8 16 7 43.8 18 18.8 5 13.9 6 30 6 37.5 1 4.2 18.8
3.9 7.9 6.4 1.8 12.2 11.7 3.9 6.4
company pay | 7 2 6.7 714 425 1313.5 2 5.6 630  318.8 2 8.4 3.5
. 9.7 5.6 - 6.4 8.6 6.12 3.9 6.4
general cleanliness 8 516.7 510 3 18.75 13 13.5 9 25 315 1 6.25 13.5
meals and kitchen clean g 2 AT . o 06 3 Yl L eis o2
K.1l4
accompaniment present and v 9.7 3.4 4.5 6.4 2.04 3.9 4,
comfortable ’ 5 16.7 3 6 1 6.25 9 9.4 7 19.4 1 5 1 6.25 9.
close attention in medical . 1.9 2.2 1.46 2.7 1.
care 1 3.3 2 4 3 3.1 3 8.3 3.
¥-ray and lab. works 0 1.1 0.49 3.9 0.
well 12 1 1.04 1 6.25 1.
visiting hours are regulated ! 2.2 1.46 1.8 3.9 1.
adequately 2 4 1 6.25 3 3.1 2 5.6 1 4.2 3.1
. . . 1.9 2.2 1.97 0.9 4.08 3.9 1.
heating is fine 2.1 3.3 2 4 1 6.25 4 4.16 1 2.8 210 1 6.25 .
a relative stayved and was 3 5.8 1.97 1.8 2.04 3.9 1.
catisfied 310 1 6.25 4 4.16 2 2.8 1 5 1 4.2 4.

97



TABLE 49~ (Cont.)

minor

serious
very medium very ser. Total A B C D+E Tetal
minor hopeless
¢ z ¢ 7 ¢C 7 C % 7 Z % Z C %
comfort of 1ifts 4 )
. . 3.9 1.1 1.97 2.9 2.064 1.97
s e 1 - 5 "
sterily of equipment > 2 6.7 1 2 1 6.25 4 6.16 3 5.6 5 4 416
brought in emergency 6 1 §°1 1 625 2 g°§ 1342 , gai
. | 1.9 0.9 0.9 2.06 0.9
near the home ’ 1 3.3 1 6.25 2 2.1 2.8 5 2 2.1
physicians are dependable 8 5 g"? é’g ; 2"?
acquianted by the physician 9 1 é'g 5 2'2 3 2016 18'08 2'25 5 é”ié
€8
0.49 2.04 ; 0.49
due to chance : 1 6.25 1 1.0 5 1 1.04
no dampness 3 ) 1.1 . S-éz 2.04 , g,éz
presence of cebalt unit 4 1 6.25 1 2'32 ;'04 1 g‘gt
. A
being a private hospital 5 1 é'z 1 g'gz 2’04 Y SHBA
staved previously and was 6 1.9 0.49 0.9 0.49
comfortable 1 3.3 1 1.04 2.8 1 1.04
) . 2. 0.49 0.9 3.9 0.49
no answer/undecided 7 9 4 1 1.06 2.8 4o 1 1.04
the owner of the hospitals 8 3.9 1.46 0.9 4.08 1.46
is an acquiantance 2 6.7 1 6.25 3 3.1 2.8 10 3 3.1
TOTAL 7 lOO 100 100 100 100 100 100 100 100
173 178 318.8 211.27 303 245 162.3 109 211.27
TOTAL A 51 98 50 203 93 57 26 25 : 203
BASE 30 50 16 96 36 20 16 24 96



BLE 50~ SOURCES OF INFORMATION USED BY PATIENTS IN THE CHOICE OF HOSPITALS (Tabulated by Hospitals)

A B C D Total T H 1 J otal Gerieral
KI5 4 72 A % A 7 A 72 A 7 A % 7 7 7 A y4 A 7
- . ; 45.8 20 88.4 85.7 63 78.6 72.7 15.4 55.6 55.3 59.4
mducted no research 11 56 1 20 16 88.4 6 85.7 34 65.4 11 78.6 72.7 18.2 62.5 26 54.1 60 62.5
L . 4.2 1.8 7.1 7.7 11.1 6.4 4
-sited several hospitals 1 4.6 1 1.9 1 7.1 9.1 12.5 3 6.8 4 4.2
e me docior 0 16.7 40 11.1 46.1 11.1 14.9 12.8
sd s 4 18.2 2 40 6 11.5 54.5 12.5 7 15.9 13 13.5
ed acouinniances 1 33.3 20 11.1 14.3 22.3 14.3 27.3 23.1 11.1 19.2 20,8
1 acq 8 36.4 1 20 2 11.1 1 14.3 12 23.1 2 14.3 27.3 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
ame due to emergency 1 20 1 1.9 12,5 1 2.3 2 2.1
4 7.7 2.2 :
© answer 9.1 1 2.3 1 1.0
el 7 100 100 100 100 100 100 100 100 100 100 100
L2 109.2 100 100 100 103.8 100 100 118.2  112.5  106.9  105.2
OTAL & 2, 5 18 7 54 14 11 13 9 47 101
ASE 22 5 18 7 52 14 11 11 8 9 96



as visiting all hospitals (Tabie 51), In Table 51, it is anparent
that secondary to the decision~making of the physiclan, informatio;
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 sources af information in
D+E socio-economic class is higher than other classes, showing

the importance of informal channels in lower classes. The importan
attached to physicion-decision falls down as we move from A to D+E
category, where higher socio~economic classes are more influenced

by professional channels of information.

Question 9 of the OQuestionnalire 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 gtatements shows that, there are many different reasons
which influence the choice of patients. Among the first answers,

27 7 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 an
important role in the choice of private hospitals., We can group i

the choice criteria of patients in the following groups:

A- careful service and care pattern |
-~ careful personnel. i

courteous behaviour towards the patients. ;

-~ experienced and very good physiclans

- dependable physicians and being acquianted with physicia%

- better medical care !

-~ private medical care possible.

- abundance of personnel.

-~ physicians can come at all times.



TABLE 51~ SOURCES OF INFORMATION USED BY PATIENTS IN THE CHOICE OF HOSPITALS - tabulated by case-severity and socio-economic

class : - :
rinor serious
very medivm very ser. Total A B C D+E Total
_ minor hopeless )
¢ 7 € % ¢ 7. T =% T 7 T 7. T 7T 77T 7
. ) 54.9 57.7 59.4 65,2
soncucted no Tesearch 717 56.7 30 60 13 81.3 60 62.5 25 65.8 15 75 13 81.25 7 29.2 60 62.5
visited several hospitals b 3.22 3.8 4 8.7 4
1 33.3 2 4 1 6.25 4 4.2 1 2.6 2 10 1 4.2 4 4.2
asked wy doctor 0 9.7 15.4 12.8 8.7 12.8
3 10 8 16 212.5 13 13.5 5 13.2 2 10 1 6.3 5 20.8 3 13.5
asked acquiantances 1 29.4 19.2 20.3 17.4 20.3
9 30 10 20 19 21.9 5 13.2 4 20 212.6 10 41.7 21 21.9
learned from the media.
3.22 1.9 2 2
came due to emergency ? 1 3.3 1 2 2 2.1 1 2.6 1 4.2 2 2.1
1.9 1 1
no enswer 4 1 2 1 1.0 1 2.6 1 1.0
TOTAL 7 100 100 100 .
99.9 104 100 100 115 100 100 100 100
TOTAL A 31 52 16 101 38 23 16 24 101

BASE 30 50 16 96 36 20 16 24 96




TARLE 52- REASONS GIVEN BY PATIENTS FOR THE CHOICE CF HOSPITALS (FIRST REASCON) (Tabulgted by Hospitals)

A B C D Total 3 H 1 J Total General

Kle A 2 A 7 A 72 A % A 7 A % A _ % A % A T A 7 A 7
~areful and sood care v 38.9 21.9 27.8 27.8 23.1 15.4 36.4 25.5 27 .4
R 9 40.9 1 20 4 22,2 2 28,616 30.8 5 35,7 3 27.3 2 18,2 4 50 14 35 30 31.3
Cleanlinecgs, carefulness X 8.7 9.1 5.5 15.4 9.1 - 7.3 “7.9
of the hospital (general) 2 9.1 2 40 1 5.6 5 9.6 1 7.1 2 18,2 1 12.5 4 100 9 9.4
Interested personnel 0 bod 3.7 1.8
| 1 4.6 1 5.6 2 3.9 | 2 2.4
Recommendaticn of the 1 8.7 11.1 5.5 16.7 15.4 9.1 7.3
physician 2 5.1 1 56 1 14.3 3 5.8 3 21.4 2 18.2 5 125 8§ 8.3
~omfortable 2 8.7 11.1 9.1 15.4 15.4 9.1 9.1 ‘9,1
] 2 9.1 1 14,3 5 9.6 2 18.2 1 18.2 1 12.5 5125 10 10.4
Jisiting hcurs 3 0.9 0.9

) 2 11.1 1 1.9 1 1
alm and‘not noisy i 3.7 1.8
: 120 1 5.6 2 3.9 2 2.1
“ould find place/no 5 4.4 0.9 5.5 15.4 7.7 7.3 4.6
waiting line 1 4,6 1 5.6 1 1.9 1 7.1 2 18.2 1 9.1 4 1C 5 5.2
Jontract with firms 6 21.9 3.7 5.3 1.8 2.7
; 2 28.6 2 3.9 1 7.1 1 25 3 3.1
~ourteous behaviour 7 11.1 0.9 5.5 9.1 3,6 2,7
towards patients 1 14,3 1 1.9.1 7.1 1 12.5 2. 50 3 3.1
“hysicians are 8 4.4 0.9 5.5 7.7 3.6 2.7
experienced 1 4.6 1 1.9 1 7.1 1 9.1 2 50 3 3.1
yboundance of 9 5.5 1.8 0.9

personnel 1 7.1 1 25 1 1

K6

*hyeicians are acquiarm 0 11.1 0.9 7.7 7.7 3.6 2.7
tances and dependable 1 14,3 1 1.9 1 9.1 1 9.1 2 50 3 3.1
lecommendations of 1 \ 11.1 3.7 1.8
acguiantances 1 5.6 1 14.3 2 3.9 2 2.1
ood and clean service 3 4.4 3.7 11.2 7.7 9.1 3.6 3.7
RS o ® B 1 4,6 1 5.6 2 3.9 2 14,3 1 9.1 1 12.5 2 50 4 4.2
quianted with the 4 11.2 3.6 1.8
owners of the hospital ‘ ' 2 14,3 2 50 2 2.1
lumber of patients are 5 4.4 0.9 1.8 1.8
small 1 4,6 1 1.9 1 25 2 2.1
fedical care better 6 o B ?'? 0.9




'ARLE 52~ (CONT.)

A B C D Total F H I J Tetal
K16 A % A 2 A 7 A % A L _ A 72 A Z A Z A T A 7
leals better 7
‘rivate care 1s present -8 b4 0.9
i 1 4.6 1 1.9 0.
jatisfied for every 9 4,4 0.9 0.¢
service 1 4,6 1 i.9 i
K32
g » -
o difference 0 3 16,7 3 g:é é:
‘reedom of behavior and 1 1.8 1.8 0.
regulation 1 25 1 25 1 1
\coompaniment is 2 7.7 1.8 1.8 0.
present . 1 9.1 1 25 1 25 1
)ne bed/room 3
Shorter stays within the 4 7.7 1.8 1.8 0.
hospital 1 9.1 1 25 1 25 1
“mergency 6
Independent physcians 8 7.7 3.6 3.6 1.
can come . 1 9.1 2 50 2 50 2.
Jon 't know 9 4.4 5.5 11.2 15.4 7.7 9.1 9.1 7.
) o 1 4.6 2 11.1 3 5.8 2 14,3 2 18.2 1 9.1 5 12,5 5 12,5 8.
K36
e . [ 0.9
Sterility of equipment 1 20 1 1.9
salue given to individuals 7
TOTAL 7 100 100 100 100 100 " 100 100 100 100 100
105 128.7 105.9 128.3 118.3 118.3 137.5 137.5
[QTAL C 23 5 18 9 55 18 13 13 11 55

BASE : 22 5 18 7 52 14 11 11 8 4



TABLE 53~ REASONS GIVEN BY PATIENTS FOR THE CHOICE OF HOSPITALS (First Reason) - éabulated by case-severity and

socio-economic class -

minor serious
very medivm very ser., Total A B C D+E Total
minor hopeless '
L= ¢+ C % C _x C_Z € _z € _Z C _Z L =
.. . 15.3 36.6 31.1 27 .4 38.5 12,1 37.6 27 .4
careful and good care "5 16.7 15 30 9 56.3 30 31.3 15 41.7 10 50 318.8 12 50 30 31.3
cleanliness carefulness of 3.02 12.2 13.8 7.9 7.6 12.1 12.5 7.9
heospital {(general) 1 3.3 5 10 4 25 8 9.4 2 10 318.8 4 16.7 9 8.4
. . . B 2.4 1.8 3.8 1.8
interested personnel 1 3.02 1 2 2 2.1 1 2.8 1 5 2 2.1
’ L 9.2 9.7 3.5 7.3 7.6 16 7.3
recommend. of the physician 310 4 8 1 6.25 8 8.3 2 5.6 210 4 25 8 8.3
15.2 4.9 3.5 9,10 3.8 7.8 9.3 9.10
comfertable 516.6 2 4 1 6.2510 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
calm 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
walting line 1 3.3 1 2 1 6.25 3 3.1 1 5 3 12.5 3 3.1
contract with firms . 3.02 7.0 2.7 2.7
e T - 1 3.3 2 12.5 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 g.3 3 3.1
abundance of personnel 1 %.22 1 2'88 1 gtgé 1 2'88
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
geod and clean service 1 3.3 1 2 212.5 4 4,2 1 2.8 210 1 4.2 & 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
number of patients are 3.02 0.88 4,01 0.88
small 1 3.3 1 1.0 1 6.25 1 1.0
. 3,02 0.88 3.8 0.88
medical 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.)

minor | serious
very medium very ser. Total A B C D+ E Tetal
minor hopeless
c % C 7 C Z C _Z 7 7 C Z . C =
. . 2.4 0.88 . 3.2 0.88
private care 1s present 1 2 11 40 1 1
e a . 3.5 0.88 3.8 0.88
satisfied for every service 1 6.25 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 5 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
accompaniment 1s present 3.02 0.88 4.01 0.88
1 3.3 11 1 6.25 1 1
one bed/rooms
shorter stays within the 3.5 0.88 4,01 0.88
hospital 1 6.25 1 1 1 6.25 1 1
emergency
independent physicians can come 3.02 30 1.8 3.8 3.2 L.8
T 1 3.3 1 6.25 2 2.1 5 4.2 22,1
. 6.1 12.2 3.5 7.3 g, 7.6 7.8 7.3
don't know/mo answer 2 6.9 510 1 6.25 8 8.3 11 10 8.3 8 8.3
ca . . 2.4 0.88 4,01 0.88
sterility of equipment 1 2 1 1 1 6.25 11
value given to individuals
TOTAL 7 100 100 100 100 100 100 100 100 100
TOTAL C 32 42 34 109 36 27 25 32 109
BASE 30 50 16 %6 36 20 16 24 96



B~ Ceneral service and care
- cemfortable (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~ﬁ05pital i1s given equal
importance with the carefulness of medical care whefeas, in serious
cases, the major importance is given tc quality of medical care
with cleanliness and comfort of the hospital following. Also
recommendation of the physician 1s important in medium cases. In
socio-economlic group tabulationj; upper class (A) gives secondary
iﬁportance to the comfort of the hospital following the quality of
care within the hospital, whereas in group B and 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 percentage of second and third mentions are shown on

(Tables 54-55,56,57).

To summarize the findings of this part of the research, we

can state that the most frequently mentioned choice criteria are:

(1) careful and good care

(2) and/or (3) general cleanliness, and carefulness of the

hospital.

(4) interest of the personnel

calmness, ©not noclsy hospital,



TABLE 54- REASONS FOR THE CHOICE OF THE HOSPITAL BY THE PATIENTS (2nd Reason) - Tabulated by hospitals

i B c- D Total F B T 3 Total | Gener
K17 o 72 A % A 7 A % A % A 7 A _ 7 A % A 71 A %A 3
Careful d d ¢ oy 16.6
Arerut anc good care 2 9.1 1 20 2 28.6 5 9.6 1 9.1 1 12.5 2 4.6 7 7
Clearnliness, carefulness b i
of the hespital (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 1o
Interested personnel 0 4 18,2 1 5.5 5 9.6 2 18,2 1 9.1 1 12.5 & 9.1 9 9
Recomménéatlon of the 1 1 9.1 1 9.1 p L6 2 5
physician
Comfortable 2 16.6
momiortabs 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 v 1 1.
Calm and not noisy b
Could find place no 51 4.4 1 1.9 1 1.9 1 12.5 2 4.6 3 3.
waiting line
Contract with firms 6
Courteous behaviour 7 1 5.5 1 1.9 1 9.1 1 2.3 2 2,
towards patlents
Physicians are 8 2 11.1 2 3.9 2 2.
experienced ,
Abundance of personnel 9 ] 4,4 1 9.1 1 2.3 1 1
K35
Phiysiclans are acquian- y 1 14.3 1 1.9 11
tances and dependable
Smaller number of 0 1 5.5 1 14.3 2 3.9 22
patients
. Better and cleaner 1
service (

Acquianted with the owners 9
of hospitals



- TABLE 54~ (CONT.)

A B C D Total 3 5! I J Tetal Gerer:
A %A %A % A T A %I A 1 7 A % A % A 1 A %
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 11
Mesal better > 16.6
neals are be 1 20 1 1.9 (R
Private service is present 6
No difference 8 1 4.5 1 1.9 , 1 1.
K36
Accompaniments present y 1 5.1 1 2.3 1 1
Medical cars without ;
walting 1 9.1 1 2.3 1 1.
Better baby care 3 1 12,5 1 2.3 1 1
Phy51c1ass can arrive at 4 1 5 5 1 1.9 1 1.
every hour
Don't know/no 5 33.3
answer 12 54.5 2 40 5 27.8 1 14,3 20 38,512 85.7 9,1 3 27.3 1 12.517 38.6 37 38,
Sterility of equipment 6 1 16.6 1 1.9 ' 1 1
TOTAL % L0
- 100 120 100 100 100 100 100 100 100 100 100
TOTAL A 22 6 18 7 53 14 11 11 8 4o 97
BASE 22 5 18 7 52 14 11 11 8 b4 96




TABLE 55~ REASONS FOR THE CHOICE OF THE HOSPITAL BY THE PATIENTS (2nd Reason) - Tabulated by case severity and socio eco

class
minor serious
very mediverm very ser. Total A B C P+E Total
minor topeless
o Kl7 ¢ %# ¢ % C 7 ¢ % C % C 7 c % c A C %
Cereful and good -care y 3 10 1 2 2 12.5 7 7.3 4 11.1 1 5 2 12.5 77,7
Cleanliness, carefulness of
the hospital (general) b4 9 30 5 20 2 12,516 16.7 7 19.4 3 18.8 6 25 16 16,7
Irnterested 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
Visiting hours 3 1 4 1 1.0 1 2,8 ‘ 1.0
Czlm and not nolsy 4
Could find place no waiting line 5 3 6 3 3.1 2 5.6 1 4,7 30 3.1
Contract with firms 6
Cc 1 havi w -
C ur;@ous behaviour towards 7 2 6.7 2 2.8 1 5 i L7 9 2.9
patients
Physicians are experienced 8 2 8 2 2.9 2 8.3 2 2.9
shundance of personnel 9 1 4 1 1.0 1 6.3 1 1.0
‘ K35
Physlcians are acquiantances . 1 33.3 1 6.3 2 0.8 1 5 1 1.0
and dependable :
Recommgndatlons of . 1 L7 1 1.0
acquiantances
Smaller number of patients 0 1 4 1 1.0
Fetter and cleaner service 1
Acquiapted with the owners of ) 1 3.3 1 4 2 2.1 2 10 ) 2.1
hospitals
Not too crowded 3 2 8 2 2.1 2 8.3 2 2.1



TABLE 55~ (CONT.)

Tinor

Very
minor

mediun

ictal

7
/o

9

1

Medical care better
Mzals are better
Private sevvice is present

No difference

Accompaniment lg present
Medical care without waiting
Better baby care

Physicians can arrive at every
hour

Don't know/no answer

Sterily of equipment

TOTAL 7
TOTAL A
BASE

8 26.7 17

1 3.

1 3.
1 3.3

100

30

30

b

100
50
50

25

100
16
16

7 C
4,7 1
1
4.7 1
1
1
8.3 1
1
20.8 37
1
100
24
24

WU

Uy



TABLE 56~ REASONS FOR THE CHCICE OF HOSPITALS BY PATIENTS (3rd REASON) (Tabulated by hospitals)

A B C D Total 3 H I I Tctal Genera
K18 A %2 A Z A 7 A Z A 7 A 7 A 7 A % A A A % A %
Care is good and careful y 1 4.6 1 5.6 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 & 13.6 & 9.,
Interested personnel O Z 9.1 1 20 1 5.6 4 7.7 1 9.1 1 3.1 2z 4.6 6 6.
My playsician recommended
it 1 1 7.2 1 9.1 2 4.6 2 2. ]
Comfortable 2 2 18.2 2 25 4 9.1 4 4,z
Good wvisiting 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,°C
Could find place-no
waiting line 5 1 9.1 1 9.1 2 4,6 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
Small number of patients 0 1 5.6 1 1.9 1 1.1
Better medical care 4 1 12.5 1 7.3 1 1.1
Better meals 5 1 5.6 1 1.9 11
Satisfied in every way 7. 1 5.6 1 1.9 1 1.1
Freedom in behaviour g r.38 1 12.5 1 2.3 1 1.1
Accompaignment possible Y 1 4,6
Cne bed rooms ® 1 4.6 1 5.6
Betrter baby care 3 : 1 9.1 1 2.3 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 12,519 43.2 47 49
Value given to humans 7 1 20 1 1.9
TOTAL Z 100 100 100 100 100 100 100 100 100 100 100
TOTAL A 22 5 18 7 ‘ 52 14 11 11 8 44 96
8 44 96

BASE 22 5 18 7 52 14 11 i1




TABLE 57- REASONS FOR THE CHOICE OF HOSPITALS BY PATIENTS (3rd Reason) - Tabulated by case severity and socio-economic clc

minor seriocus

vVery mediuvm very ser. Total A B C D+ E Total

minor hopeless

Kl T ¥ © & C 7 ¢ 7% _ ¢ 7 T 7T T g
Care is good and careful v 2 6.7 3 6 1 6.3 6 6.3 3 8.3 3 18.8 6 5.3
Cleanliness (general) b3 3 10 3 6 3 18.8 § 9.4 2 5.6 1 5 1 5.6 5 31.3 8 Q.4
Interested personnel 0 3 10 2 4 1 6.3 6 6.3 3 8.3 2 11.2 & 6.3
My physician recommended it 1 2 4 2 2,1 1 2.8 1 6.3 2 2.1
Comfortable 2 3 6 1 6.3 4 4,2 1 2.8 _ 3 18.8 4 4,2
Good visiting hours 3 2 4 2 2.1 1 2.8 1 5.6 2 2.1
Calm not mnoisy 4 2 6.7 2 b4 2 12.5 6 6.3 1 2.8 5 31.3 ¢ 6.3
Could find place no waiting line 5 1 2 1 6.3 2 2.4 1 5.6 1 6.3 2 2.1
Dep?ndgb%e and experienced 5 1 5 1 1.0 2 5 6 1 5 6 ! 1.0
rhvsicians :
k37

acquianted by physicians y 1 3.3 11 1 5.6 1 1.0
Small number of patients 0 1 2 1 1 1 5.6 1 1
Better medical care 4 1 1 1 5 1 1
Better meals o 5 1 3.3 11 1 2.8 \ 11
Satisfied in everv way 7 1 3.3 1 1 1 6.3 1 1
Freedom in behaviour 9 1 2 11 2 10 1 1 6.3 1 1
Accompaignment possible y 1 3.3 1 1 1 2.8 1 i
One bed/rooms b d 1 2 1 6.3 2 2.1 1 5 1 5.6 12 2.1
Better baby care 3 1 3.3 1 1 1 ]
Do not know/no answer 5 14 46.7 27 54 6 37.5 47 49 19 52.8 15 75 8 50 5 20,8 47 49
Value given to humans 7 1 3.3 1 2.8 1 1
TOTAL 7 100 100 100 100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 24 96

BASE 30 50 16 96 36 20 16 24 96



Question 10 was desipgned tc find out the satisfaction of
patients with the services of 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 Table 58, 50 Z of the patients
stated that they did not know the level of requested fee, 22 7
stated it as good, 12 % as medium and only 6 % as very bad. An
interesting factor is that the patienﬁs in general do not know
how much fee they will be charged for hospital services (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 is 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 is specialized in 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 13 also apparent in I
hospital which is a maternity hospital, where cost of maternity
services are similar to those of other hospitals so that patients
have an overall knowledge about the price structure of these
services. The percentage of patients who state that requested price
structure is very good, 1is only 1 7, where the severity of case
does not make an important difference. The 1 7 in the very good

category belonged to C socio-economic class and medium case

severity (Table 60).

27.78 % of patients in A category, found the prices as
good, 19.44 7 as medium, and 8.33 7 as very bad. So, apart from
the fact that 50 7 do not know the prices, the next largest
percentage, stated the prices as being pgood. So, it can be stated

that there is not a major criticism about the price level of

hospital services.

Tn rable 59, the largest percentape 22.9 I stated that
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 BOSPITALS BY

PATIENTS (Tabulated by Hospitals)

A B C D Total F H 1 3 Total  Geners
A 7% A % A 7 A % A 7 A yA A 7 A % A 7 A Z A Z
Very good 1 14,3 1 1.9 1 1.
Good 1 4,6 2 4O 6 33.3 4 57.1 13 25 2 14,3 2 18.2 3 27.3 2 25 9 20.5 22 22,
Medium 1 20 2 11.1 1 14.3 4 7.7 2 14,3 1 9.1 4 36.4 1 12,5 8 18.2 12 12
Tnasufficicat 2 9.1 2 11,1 4 7.7 2 18.2 1 9.1 3 6.8 7 7.
Very bad 2 11.1 1 14.3 3 58 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 7% 100 100 100 100 100 100 100 100 100 100 100
TOTAL A 22 5 18 7 52 14 11 11 8 L 96
BASE 22 5 18 7 52 14 11 11 8 L 926
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 11.
Good ' 3 13.6 2 4O 5 27.3 2 28,6 12 23,1 3 21.4 4 36.4 3 27.3 16 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 3 3.
Very bad 1 5.6 1 1.9 1 7.1 ) 1 2.3 2 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,
TOTAL 7 100 100 100 100 100 100 100 100 100 100 100
TOTAL A 22 5 18 7 52 14 11 11 8 44 96
22 5 18 7 52 14 11 11 8 44 96

BASE




price is insufficient, very bad or either verv good {in two hos-
pitals, insufficiency of services 1s mentioned by some individuals.
In minor/very minor and medium category, the largest percentage of
patients have stated the service/price comparison, as very good,
while 1n serious-very serious-hopeless cases, more patients have
stated that the comparison is very good or medium. Patients in A
catepory of socio-economic class, stated that the service/price
comparison is medium, this evaluation changes in B and C category
from good, very good and medium, and increases in D+E class to
good categorization. The difference in A and D+E classes can be
associateé 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 service categorv as very
good, and good (44.8 7 and 40.6 7 .respecdtively). There were no
patients who stated that service of physiclians 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 in foreign and

minority hospitals (Table 62).

In minor or very minor cases, 50 7 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 arve the same, showing that as seriousness of case
category increases, patlents become more critical of physician

services (Table 63},

It can be seen in Table 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 services of

physicians (Table 64).

The highest percentage of patients stated that services of
nurses were '"'good” (43.75) followed by very good caregorv (38.54),
In fact, there were patients who stated that nurses services were
insufficient and verv bad. In the two upper socio-economic classes

there were no patients who stated that nurses services were very

bad, this can be due to the preferential service given by nurses



TABLE 60~ EVALUATION OF THE REQUESTED PRICE LEVEL OF HOSPITALS BY PATIENTS - Tabulated by case severity and soclo economic

class

minor serious

VETY medives very ser. Tetal A B C D+ E Jotal

mire hozeless

- T T T 7 T T T T T I T r T _F T T T _*%

Very good 1 2 1 1.0 1 6.3 1 1.0
Good ) 3.0 9 18 4 25 22 22,9 10 27.8 1 5 3 18.8 & 33.3 22 22.9
Medium 5 16.7 6 12 1 6.3 12 12,5 7 19.4 10 3 18.8 1Z2012.5
Ingufficient 2 6.7 1 2 4 16.5 7 7.3 5 25 2 12.5 7 7.3
Verv bad 1 3.3 4 4 1 6.3 6 6.3 3 8.3 2 12,5 1 4,2 6 6,3
No answer/don't know 13 43.3 29 58 6 24 48 50 16 44,4 12 60 5 31.3 15 62.5 48 50
TOTAL 7% 100 100 100 100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 35 96
BASE 30 50 16 96 36 20 16 24 26
TABLE 61- EVALUATION OF SERVICES IN RELATION TO PAYMENT LEVEL - Tabulated by case severity and socio-economic cases
Very good 3 10 4 8 3 18.8 lluvll.Q 2 5.6 3 7.5 4 25 2 8.3 11 11.5
Goed 10 33.3 10 20 2 12.5 22 22.9 4 11,1 4 20 4 25 10 &41.7 22 22.9
Medium 5 16.7 5 10 3 18.8 13 13.5 6 16.7 4 20 3 18,8 13 13.5
Insufficient 1 2 2 12.5 3 3.1 2 10 1 &,2 3 3.1
Very bad 2 4 2 2.1 1 2.8 1 6.3 2 Z.1
No answer/don't know _ 12 40 28 56 6 33.3 45 46.9 23 63.9 7 35 425 11 45.8 45 46.9
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 56



TABLE 62~ EVALUATION OF QUALITY AND INTEREST

OF PHYSICIANS BY PATIENTS (Tabulated by Hospitals)

A B C D Total F B 1 J Total Geriera

A% % 2 A LA A A A A % A T A A%

Verv good 10 45,5 60 7 38, 4 57,1 24 46.2 21.4 54, 5 45,5 5 62.5 19 43,2 43 44.8

Good 12 54,6 20 8 44, 3 42,9 24 46,2 57.1 27. 3 27,3 1 12.5 15 34.1 39 40.6

Medium 20 2 11, 3 5.8 14,3 18, 1 9.1 5 11.4 8§ 8.3

Insufficient 1 5. 1 1.9 1 8.1 2 25 3 5.8 & 4.2

No answer/don't know 7.1 1 9.1 2 4.6 0z 2.1
TOTAL % 100 100 100 100 100 100 100 100 100 100 00
TOTAL A 22 5 18 7 52 14 11 11 3 44 36
BASE 22 5 18 7 52 14 11 11 8 44 96



TARLE 63~ EVALUATION OF OUALITY AND INTEREST OF PHYSICIANS BY PATIENTS ~ tabulated by case severitv and socic-economic

class -
winor serious
very medivm very ser. Total A R C D+ E oral
minor hopeless
T 7. T 7T 7 T 1€ 7T F T _ 1. T 1T %

Very good 15 50 21 42 7 43,75 43 44,8 18 50 8 4C 6 37.5 11 45,8 43 44,8
Good 11 36,67 21 42 7 43,75 39 40.6 15 41.67 7 35 7 43,8 10 41.7 3¢ 406
Medium 4 13.33 3 6 1 6.25 8 8.9 1 2.78 4 20 3 18.8 8 &.9

Insufficient 3 6 1 6.25 4 4,2 1 2.78 312.5 4 4,2
Very bad

No answer

TOTAL 7 100 100 100 100 100 100 100 100 100

TOTAL A 30 50 16 96 36 20 16 24 96

BASE 30 50 16 96 36 20 16 24 96

TABLE 64~ EVALUATION OF SERVICES OF NURSES OF HOSPITALS BY PATIENTS - tabulated bv case severity and soclo—-economic

© class -

Very good 14 46,67 18:36 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 43,75
Medium 2 6.67 4 8 1 6.3 7 7.29 2 5.56 315 1 5 1 4,17 7 7.29

Insufficient 1 3,33 4 8 1 6.3 6 6.25 3 8.33 312.5 6 £.,25

Very bad 1 33.33 3 6 4 4,17 1 5 3125 40 4017

No answer/den't know 1 1.04 14,17 01 1.04

TOTAL 7 100 100 100 100 100 100 100 100 100

T0TAL A 30 50 16 96 36 20 16 24 96

BASE 30 50 16 96 36 20 16 24 2F



to different group of patients as a result of the tipping mechanism
in practise. In hospital A, where speclalized nurses are
functioning due to the presence of the nurses’ college, there were
no patients who stated that services of nurses were medlum,
insufficient or bad. These three categorizations were more

apparent in proprietor-owned hospitals showing that dissatisfaction

with nurses' services is greater in these hospitals (Table 65).

When satisfaction of patients with the services of other
medical personnel (para medical personnel working in the X-ray
departments, laboratory, surgery, pharmacy) was analvzed, 1t 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-
lo 66). '

A large percentage of patients (20.8 7) in D+E socio-economic
class, stated that services of paramedical personnel were insufficie:

{larger percentage than in any other group) (Table 67).

Also, the D+E socio-economic group is critical about the
‘"services of non-medical personnel, although the majority of
patients (45,8 7)) have found the services of non-medical personnel

as good. The major critical group of these services is the D+E

g

a
category (25 %), stating these services as insufficient or very
bad. Also, a large amount of criticism come from the serious case
category (18.8 % as 1insufficient 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, services of non-medical personnel were qualified as
medium, insufficient and very bad. While in proprietor-owned
hospitals, the percentage of patientsrin these cateporles are
higher, with dissatisfaction of patients greater in thls second

group than foreign-minority hospitals (Table 68-69).



LE 65~ EVALUATION OF SERVICES OF NURSES BY PATIENTS - tabulated by hospitals

A . B C D Total F H 1 J Total _Gener
A7 A % A 7 A T A 7 A % A % A T s 7 A 7 &
vy good 11 50 240 4 22,2 6 35.7 23 44,2 1 7.1 6 54.6 3 27,3 4 50 16 31.8 37 38
ood 11 50 2 40 10 55.6 1 14.3 24 L6 ,2 9 64,3 4 36,4 4 36.4 1 012.5 18 40.9
edium 2 11.1 2 3.9 2 14.3 1 9.1 2 18.2 5 11.4
rsufficient 120 1 5.6 2z 3.9 1 7.1 1 9.1 2 25 4 9.1
‘erv bad 1 5.6 1 1.9 1 7.1 1 9.1 1 12.5 3 6.8
answer/don't
know
Al 7 100 100 100 100 100 100 100 100 100 100 10
AT A 22 5 18 7 52 14 11 11 8 L g
E, 22 5 18 7 52 14 11 11 8 44 9
1LE A6~ EVALUATION OF THE SERVICES OF THE PARAMEDICAL GROUP BY PATIENTIS - by hospitals
10 45.53 4 22,2 6 85,7 20 38,5 1 7.2 4 36.4 2 18,2 3 37.5 10 22.7 21
12 54,6 5 8 44,4 1 14.3 26 50 9 64.3 5 45.5 4 36,4 1 12.5 19 43,72 45 46
dium L 22,2 4 7.7 2 14.3 2 18.2 3 27.3 7 15.9 1111
nsufficient 2 11.1 2 3.9 1 7.1 1 9.1 4 50 6 13.6 & 8
a1y bad
answer/don't
know 1 7.1 1 9,1 2 4.6 z :
AL 7 100.1 100 99,9 100 100.1 99.9 100.1 100 100 100 1(
AL A 22 5 18 7 52 14 11 11 8 4¢ ¢



TAELE 67- EVALUATION OF SERVICES (OF PARA-MEDICAL PERSONNEL BY PATIENTS -

tabulated by case severity and sccio-economic

class
Minor Serious
very very ser.
minor Medium hopeless Total A B C +E Total
c % ¢ % ¢ 3 ¢c 7z ¢ % Cc T C _% C 7 ¢ %
Very gocod 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
Good 16 53,3 20 40 9 56.3 45 46,9 20 55.6 5 25 6 37.5 13 54,2 45 46,9
Med1ium 2 6.6 8 16 1 6.3 11 11.5 11.1 5 25 1 6.25 1 4,2 11 11.5
Insufficient 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 bad v 2 4 2 2.1 2 8.1 2 2.1
Don't know/no answer
TOTAL 7 100 100 100 100 100 100 100 100 100
TOTAL C 30 50 16 96 36 20 16 24 9¢
BASE 30 50 16 96 36 20 16 24 96
TABLE 68~ EVALUATION OF SERVICES OF NON-MEDICAL PERSONNEL BY PATIENTS - tabulated bv case severitv and soclo-econemic
class
Very good 8 26.7 12 24 5 31.3 25 26.0 9 25 5 25 5 31.25 6 25 25 26,0
Good 12 40 2L 48 8 50 44 45,8 19 52.8 12 60 7 43.75 6 25 L 45 R
Med ium 3 10 6 12 9 9.4 2 56 2 10 L 25 1 4,2 9 9.,
Insufficient Z 6,7 5 10 1 6.3 3 8.3 3 8.3 1 5 4 16.7 R I
Very bad 2 12,5 2 2.1 > 8.3 2 2
Don't know/no answer 5 16.7 306 8 8.33 3 8.3 5 20,8 8 8,33
TOTAL % 100 100 100 100 100 100 100 100 10
TOTAL C

| s

0 Rals
30 50 16 96 36 20 16 24 . Gé
30 50 16 96 36 20 16 24



LE 69~ EVALUATION OF SEIRVICES OF NON-MEDICAL PERSONNEL BY PATIENTS - by hospitals

A B C D Tetal ¥ I3 I J Tetal General
3 A 3 A %A A A7 A 7 A ya A 7 A A A y F
v good 10 45,5 o 3 16,7 5 71.4 18 34.6 1 7.1 30027.3 3 37.5 7 15.9 25 26.0
'd 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 44 458
11 um 3016.7 3 5.8 1 7.1 2 18.2 3 27.3 6 13.6 e 9.4
sufficient 2 11.1 2 3.8 2 14.3 4 50 6 13.6 8 8.3
v bad 2011.1 2 3.8 2021
answer/
vt now 3 16.7 3 5.8 1 7.1 1 9.1 3 27.3 5 11.4 g g2
LM 7 100.1 100 100.1 100 100 99.9 100.1 100, 1 100 100 ST
SLAM A 22 5 18 7 52 14 11 11 8 Lt ok
33 22 5 18 7 52 14 11 11 8 A 96
21F 70~ EVALUATION OF MEDICAL ENUIPMENT OF HOSPITALS BY PATIENTS - tabulated by hospitals
v good 12 54.6 4 80 4 57.2 20 38.5 2 18.2 2 4.6 22 12.0
od 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 32.3
dium 1 4.6 120 4 22.2 1 14.3 7 13.5 2 14.3 2 18,2 2 18.2 1 12.5 7 15.9 L o146
fficient 3 13.6 s 27.8 8 15.4 4 28,6 2 18.2 3 37.5 - 9 20.5 17 17.7
v bad
angwe I.‘//
' know 3 16,7 3 5.8 1 7.1 L - 36.4 1 9.1 3 37.5 9 20.5 12 12,3
- 100 100 100 100 100 100 100 100 100 100 100
A 2 5 1 7 52 14 11 11 8 Lé ¢
22 5 18 7 52 14 11 11 8 Lb 94




The medical equipment were evaluated as good hy 32.3 71 of
the patients while 22.9 7 of them evaluated them as very good.
There were no patients who classified medical equipment as very
bad (Table 70). In foreign -minorily hospitals the largest
percentage (38.5 7Z) of patients stated that medical equipment was
very gooed, while in proprietor owned hospitals, 38.6 % 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 foreilgn governments, whereas
proprietor~owned hospitals are restricted financially in acquizi-
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 from group A te E, dissatisfaction with

medical equipment of 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 7 found these services as good, followed by 32.3 7 who
found them very good. There was not much difference between
hospitals on the qualification of these services except one
foreign hospital C which was criticised on these services by most
of the patients (33.4 Z found these services as insufficient and
very bad). Alsc, 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, in minor, and very minor categories
became more critical of these services (showing that as case
severity decreases, services other than medical care gailn impor-
tance). The same pattern of criticlsm 1s apparent in D+E category,
the critilcism for these services lncreases as we move from A to

D+E socio~economic class (Table 72, 73).

The general attentcion, upkeep and cleanliness of hospitals
were found good by 41.7 7% of the patients, while 31.3 Z of
patients, found these services very good. In foreign-minority
hospitals these services were found very good by 42.3 7 of
patients while this percentage fell in preprictor-owned hosplitals.

In proprietor owned hospitals, the percentage of patients who

found these services as medium, insufficient and very bad was



TABLE 71~ EVALUATION OF MEDICAL EQUIPMENT OF HOSPITALS BY PATIENTS - tabulated by case severity and socio-eccnomic clas

minor serious
very rediun verv ser Total A B C D+ Tetel
minor hepeless
¢ < T & T 7 ¢ 7 T 7 T T T T TTmoT
Very good 6 20 10 20 6 37.5 22 22.9 12 33.3 5 25 312 2 8.3 22 22.
Good 11 36.6 16 32 4 25 31 31.3 15 41.7 10 40 4 16 2 8.3 1 32,
Medium 4 13.3 8 16 2 12.5 14 14.6 5 13.9 312 2 8 4 16.6 14 14,
insufficient 4 13.3 11 22 318.75 17 17.7 1 2.8 4 16 12 50 17 17.
very bad :
don't know/no answer 516.7 5 10 1 6 12 12.5 3 8.3 2 8 318.75 4 16,7 12 12.
TOTAL 7 -100 100 100 100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 24 36
BASE 30 50 16 96 36 20 16 24 96



ABRLE 72— EVALUATION OF SERVICES OF HOSPITALS AS ROOM BED TOILET TELEPHONE tabulated bv hospitals

A B C D Total b B I J Total
L7 A 3 A % A 7 A T A T A T A 2 A % o =
ery good 12 54,5 2 11.1 5 71.4 19 36.5 1 7.1 5 45,5 3 27.3 3 37.5 12 27.3 31 32,
Good 10 45.5 4 80 8 444 1 14.3 23 44,2 12 85.7 6 54.6 4 36.4 2 25 24 54,6 47 49
fedium 1 20 2 11.1 1014.3 4 7.7 1 7.1 3 27.3 4 11,4 8 8.
nsufficient 3 16,7 3 5.8 3 37.5 3 6.8 6 6.
‘erv bad 316.7 3 5.8 3 3.
‘o answer/
lon't know 1 9.1 1 1
[OTAL 7 100 100 100 100 100 99 .9 100.1 100, 1 100 1001 co
TOTAL A 22 5 18 7 52 14 ) 11 11 8 L4 04
JASE 22 5 18 7 52 14. 11 11 & Li Sh




TABLE 73~ EVALUATION OF SERVICES OF HOSPITALS LIKE ROOM, BED, TOILET, TELEPHONE -tabulated by case severity and socio-

economic class -

minor serious
VETY medivr very ser. Total A B C T+ E Totral
minol honeless
< % C % C 7 C % C 7 C . C % C A C %
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
medium 1 3.33 5 10 2 4 8 8.3 6 16.7 1 5 1 5 8 8.3
insufficient 310 3 .6 6 6.3 6 25 65 6.3
very bad 1 3.33 2 4 3 3.1 1 5 2 8.3 3 3.1
no answer/don’'t know 1 3.33 1 1 1 4.2 1 1
T0TAL 7 100 100 100 100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 24 96
BASE 30 50 16 96 36 20 16 24 96



higher than that in foreign and minority owned hospitals (Table
/74) . The minor/very minor case category was more critical of these
services than serious, very seriocus and hopeless categories, also
as we move'from A to D#E socic-economic class, criticism increase,
showing thaft these two groups, {(minor case category and lower
socio-economic class) are more critical of services other than

medical ones {Table 74, 75).

The location of the hospital was found to be good by 49 7
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 socio-economic 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 acqulanted with, the
results showed that in general the present hospitals were found to
be good by 37.5 7 while in 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 ilnteresting factor 1is that
the majority of patients in D E socio-eccnomic class (37.5 %) have
found the present hospitals as inferior compared to those hospitals
that they know. The same criticism appears in the minor and very

minor case category (Table 78, 79).

Patients, stated that private hospital services are 1in
accordance with the recommendations of their acquiantances. Most
of the patients stated that services 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
foreign, minority hospitals, services of these hospltals are stated
as very good {(30.8 Z) by a larger percentage of patients than the
proprietor-owned hospitals., So, it is possible to state that
services of private hospitals {especially foreign-minority owned)
are in accordance with the general expectatrions of the patients
when compared with the recommendations of thelr acquiantances. The
high percentage of serious, very serious and hopeless cases have

stated that the hospital services are insufficient when.compared



E1LE T4~ EVALUVATION OF

THE GENERAL ATTENTICN UP. KEEP AND CLEANLINESS OF HOSPITALS BY PATIENTS - tabulated bv hospitals

A B C D Total ) E I J Total Genera

AR A R 0A 2 A F A F A P08 P A _E Z S S S

v good 16 72.7 120 3 16.7 2 28.6 22 42.3 2 14,3 9.1 2 18.2 37.5 8 18.2 30 31.C
Yo 5 22.7 3 60 7 38.9 2 28.6 17 32.7 10 71.4 63.6 5 45.5 12.5 23 52.3 40 41.7
givm 1 4.6 120 3 16.7 1 14.3 6 11.5 2 14,3 3 27,3 5 11.4 11 115
wsufflcient 3 16.7 1 14.3 4 7.7 27.3 50 7 15.9 11 11.3
2Ty nad 2 11.1 1 14.3 3 5.8 3 3.1

> answer/

o't know 1 9.1 1 2.3 1 1.0
7 100 100 100.1 100.1 100 100 1001 100 100 100 100C

A 22 5 18 7 52 14 11 11 8 44 96

(8F 22 5 18 7 52 14 11 11 8 44 96



TABLE 75- EVALUATION OF THE GENERAL ATTENTION, UP KEEP AND CLEANLINESS OF HOSPITALS BY PATIENTS - Tabulated by case

_severi y and socio-economic class A
minor serious
VeTy medium very ser. Tetal A B C D+E Teta
rinoer ' horeless

C % C A C A C % C A C A C % C % C

Verv good 6 20 22 44 2 12,5 30 31.3 16 44.4 9 45 & 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
Medium 2 6.7 5 10 4 25 11 11.5 6 16.2 2 10 1 6.3 2 8.3 11 11.
Insufficient 2 6.7 4 8 5 31.3 11 11.5 2 12.5 9 37,511 11.
Very bad 1 3.3 2 4 3 3.1 1 5 1 6.3 1 4.2 3 i
No answer/don't know 1 3.3 1 1.0 4.2 1 .
ToTAaL 7 100 100 100 "100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 24 96

N
i~
el

By

BASE 30 50 16 96 36 20 16



TABIFE 76— EVALUATION OF THE LOCATION OF THE HOSPITALS BY THE PATIENTS - tabulated by hoespitals

A B C D Total 1 H I
L % A i A A A i A %A _Z_ A 2 s _1

Very- gocd 10 45.5 5 27.8 4 57.1 19 36.5 4 36.4 3 27.3 3 .7

Good , & 36.4 4 80 9 50 1 14.3 22 42.3 14 100 6 54,6 5 45.5 L&

Medium 2 9.1 120 4 22.2 7 13.5 1 9.1 1 9.1 LG
Insufficient 1 4,6 2 28.6 3 5.8 2 18.2 1 .8
Very bad 1 4.6 1 1.9 .3
No answer/ )
don't know
TOTAL % 100 100 100 100 100 10@” | 100 100
TOTAL A 22 5 18 7 52 14 11 11
BASE 22 5 18 7 52

14 11 11




TARLE 77- EVALUATION OF THE LOCATION OF THE HOSPITAL BY THE PATIENTS - Tabulated by case severity and socio—economic cl

minor serious
VETY mediun very ser. Total A B C D+ E Tota
minor hepeless

&

C A C 7 C % C % C % C 7 C 7 C 7 C %

Yery good 1240 11 22 6 37.5 29 30.2 11 30.6 7 35 3 18.8 & 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
Medium 2 6.7 8 16 2 12.512 12.5 3 8.3 6 30 1 6.3 2 8.3 12 12.
Yery bad 1 3.3 1 12.5 2 2.1 ' 2 10 i 2,
Insufficient 6 12 6 6.3 3 8,3 2 10 1 6.3 6 6.

Yo answer/don’t know

TOTAL 7 100 100 100 100 100 100 100 100 100

(]
I~
o
o~

TOTAL A 30 50 16 96 36 20 16

BASE 30 50 16 96 36 20 16 24 96



o

ABLE 78~ COMPARTISON OF THE SERVICES OF THE PRESENT HOSPITAL WITH OTHER HOSPITALS - tabulated by hospitals

A B C D Total 1 H I J Total
A A& A A A A A % » %A % » % A 7 b 7
‘ery pood 10 45.5 120 L022.2 4 57.1 19 36.5 17 1 9.1 1 9.4 2 25 5 11.4
Good 10 45.5 360 3016.7 3 42.9 19 36.5 750 5 45.5 5 45.5 17 38
Medium 1 20 422,72 5 9.6 2 14.3 2 18.2 3 27.3 6 75 13 29.5
Insufficient 2 9.1 Lo 22,2 6 11.5 107.1 2 18.2 2 18.2 5 11,4
Very bad
Ko answer/
don't know 316.7 3 5.8 3 21.4 1 9.1 L a1
TOTAL % 100 100 100 100 100 100 100 100 100 100
TOTal A 22 5 18 7 52 14 11 11 8 44
BASE 22 5 18 7 52 1w 11 11 8 4t




TABLE 79~ COMPARISON OF THE SERVICES OF

economic class

THE PRESENT HOSPITAL WITH OTHER HOSPITALS - Tabulated by case severity and socio

minor serious
very medium very ser. Total A B C D+E Total
winor hopeless "
T 7 € 7 T % T % T 7 T 7 € I T T =
Very good 8 26.7 13 26 3 18.8 24 25 10 27.8 5 25 3 18.8 6 25 24 25
Good 14 46.7 16 32 6 37.5 36 37.5 16 44.4 13 65 6 37.51 4,2 36 37.5
Medium 4 13,3 8 16 6 37.518 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
No answer/don't know 7 14 7 7.4 5 13,9 2 8.3 7 7.4
TCTAL Z 100 100 100 - -100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 24 96
30 50 16 96 36 20 16 24 96

BASE



E B0- EVALUATION OF HOSPITALS SERVICES IN RELATION TO TEE RECOMMENDATIONS OF ACOUIANTANCES, - tabulated by hospitals
A B C D Total i H 1 J Total Geneval
y A 7 A 7 pA A 7 A % A7 A % 7 A mmz_w A 7
good 9 40.9 1 5.6 85 16 30.8 1 7.14 1 9.1 1 9.1 25 5 11.36 21 21.¢9
od 8 36.4 80 4 22,2 14, 17 32.7 8 57.1 6 54.5 6 54,6 20 45,5 37 38,5
dium 5 22,7 20 9 50 15 28.8 2 14.3 4 36.4 3 27.3 62, 14 31,8 29 30,2
fficlent 4 22,2 4 7.7 2 14,3 Z 4.5 5 £&,25
bad
nswer/
t know 1 7.14 1 9.1 12 3 6.8 3 5.1
L Z 100 100 100 100 100 100 100 100 100 100 100
L A 22 5 18 7 52 14 11 11 8 L 96
22 5 18 7 52 14 11 11 8 44, 96



TABLE 81~ EVALUATION OF HOSPITAL SERVICES IN RELATION TO THE RECOMMENDATIONS OF ACQUIANTANCES -~ Tabulated by case severity
and socio—-economic class "

miner serious
Very medium very ser. Total A B C D+E Total
minor hopeless

¢ 7 T % T 7 ¢ % € _ 7% T 7T 7T 7T

Very good 7 23.3 10 20 4 25 21 21.9 9 25 7 35 4 25 1 4.2 21 21.9
Good 13 43.3 17 34 7 49,8 37 38.5 17 47.2 10 50 6 37.5 4 25 37 38,5
Medium 6 20 20 40 3 18.8 29 30.2 6 16.6 3 15 2 12,518 75 29 30.2
Insufficient 2 6.7 4 8 2 12.5 6 6.3 4 11.1 2 12,5 6 6.3
Very bad

No answer/don't know 2 6.7 1 2 3 31 2 12.5 1 4.2 3 3.1
TOTAL 7 ! 100 100 100 . 100 100 100 100 106 100
TOTAL A 30 50 16 96 36 20 16 24 a6

BASE 30 50 16 96 36 20 16 24 g6



with the recommendations of their acquiantances {(lable B0, 81).

TABLE 82~ SERVICES WHICH HAVE THE HIGHEST PRRCENTAGE OF THE SAMPLE
IN EACH EVALUATIVE CATEGORY

44 .8 7 Quality of physician services (very good)

48.9

&8

Room-bed, toilet, telephone services (good)
the location of the hospital &

12.5 7% The quality of medical equipment
services of the hospital when compared (medium)
with other hospitals :
6.3 7 The quality of medical equipment
services of the hospital when compared (insufficient)
with other hospitals
3.1 7 ¥ i i
3 7% The ?equested price level of hospltal (very bad)
services
44 .8 7 The requested price level of hospital

. (do not know)
services

¥ Table 82 is summarization of Tables 83-88 which show the
percentages of the sample that place hospital services in each
evaluative category.

The above table 1s given to show which service categories
have the highest percentage in six evaluative category. As can be
seen, the "very good"” evaluation is earned by the highest percent-

age only in the case of physicians services.

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 hosplital when
compared with other hospitals ave stated as insufficient or
medium. The major criticism is on the price level of the hospitals,
So requested price level of hospital services is the major factor
that leads to complaints of the patients (it is important to nocte

red with payment level is not a major critical

o
o

that services comp

factor:

The below trable shows the satisfaction level of patients

associated with each individual  hospital {(Table 89).



‘ABLE 83- THE PERCENTAGE OF THE SAMPLE THAT PLACE HOSPITAL SERVICES IN VERY GOOD CATEGORY - Tabulated by hospitals

A B C D Total F H 1 J Total Genereal

K19 A % A %2 A % A T A _ % A _% A T A T A 7 A I A 7

Services in relation to

o o 3 16.7 5 71.4 8 15.4 1 7.1 1 9.1 1 12,5 3 6.8 11 1.6

pavment level
The reguested price level p o 1 14,3 1 1,9 1 L.
The interest and quality of

physicians 0 10 45.5 3 60 7 38.9 4 57,1 24 46,2 3 21,4 6 54,6 5 45,5 5 62,519 43.7 43 44,
The inteérest and quality

of nurses 1 11 50 2 40 422,26 42,9 24 46,2 1 7.1 6 54,6 3 27.3 4 50 14 2.3 38 39,
The interest and quality of

medical personnel 2 10 45.5 4 22,2 6 42,9 20 38,5 1 7.1 4 36,4 2 18,2 3 37,510 22,7 30  31.:
The interest and quality of

other personnel 3 10 45.5 3 16,7 5 71.4 18 34.6 1 7.1 3 27.3 3 37.5 7 15,9 25 26.
Medical capacity equipment 4 12 54.6 4 80 4 57,1 20 38.5 - 2 18.2 2 4.6 22 22,
Room, bed, toilet telephone

and like services 5 12 54,6 2 11,1 5 71.4 19 36.5 1 7.1 5 45,5 3 27.3 3 37,512 27.3 31 3Z.

General care and clean~

liness & 16 72.7 1 20 3 16,7 5 71.4 25 48,1 2 14.3 1 9.1 2 18,

2 3 37.5 8 18.2 33 34
The site of the hospital 710 45,5 5 27,8 4 57,1 19 36.5 4 36,4 3 27.3 3 37.5 10 22.7 29 30
This hospital compared
with others that you know 8 10 45,5 1 20 4 22,2 4 57.119 36.5 1 7.1 1 9.1 1 9.1 2 25 5 11.4 Z4 23
This hospital compared to
the recommendation of \ »
scqguiantances 9 9 40.9 1 5.6 6 42,916 30.8 1 7.1 1 9.1 1 9.1 2 25 5 11.4 23 21



RLE 84~ TEE PERCENTAGE OF THE SAMPLE THAT PLACE HOSPITAL SERVICES IN "GOOD'" CATEGORY. - tabulated by hospitals

A B C D _Total F H 1 J Total  General
K20 A %2 A 7 A % LA T A 7 A i A %A %A
:rvices 1n relation ©o ) . o
sayment level vy 2 9.1 2 40 4 22,2 28.6 10 19.2 3 21.4 36.4 27.3 10 22.7 20 20.8
1 requested price x 1 46 2 40 5 27.8 57.1 12 23.1 2 14.3 9.1 27.3 2 25 8 18.2 20 20.8
he interest and quality 0 13 59.1 1 20 8 4b.4 42.9 25 48.1 9 64.3 27.3 3 27.3 1 12.5 16 36.4 41 42.7
of physicians
he interest and quality 1 11 50 2 40 10 55.6 14.3 24 46.2 9 64.3 36.4 36.4 1 12.5 18 40.9 42  43.8
of nurses
he interest and quality . . . _ L
of medical persommel 2 12 54,6 5100 8 44.4 16.3 26 50 9 64.3 45.5 36,4 1 12,519 43,2 45 46,9
he interest and quality -
of other persommel 3 12 54,6 5100 5 27.8 28.8 24 46.2 9 64,3 45,5 45.5 1 12.5 20 45.5 44 45.8
edical capacity, 56 27.3 6 33.3 28.8 14 26.9 7 50 27.3 54.6 1 12.5 17 38.6 31 32.3
equipment ‘
o . ,
oom, bed, toilet telefone o 14 455 4 gy 8 44.4 14,3 23 44.2 127 85.7 54.6 36.4 2 25 24 54,6 47 48,9
and like services
eneral care and 6 5 22,7 3 60 7 38.9 28.6 17 32.7 10 71.4 63.6 45,5 1 12.5 23 52,3 40  41.7
cleanliness
he site of the hospital 7 8 36.4 4 80 9 50 14.3 22 42.3 14 100 54,6 45.5 25 56,8 47 48.9
his hospital compared
with others that you 8 10 45.5 3 60 3 16.7 42,9 19 36,5 7 50 45,5 45,5 17 38.6 36  37.%
know
his hospital compared to
the recommendations of 9 8 36.4 4 80 4 22,2 14,3 17 32,7 8 57,1 54,6 54,6 20 45,5 37 38 .6

acgiantances



TARLE 85- TEE PERCENTAGE OF THE SAMPLE THAT PLACE HOSPITAL SERVICES IN "MEDIUM" CATEGORY

A B C D Total F H 1 J Total General
K2l A & _ A &% A _F A A 7 A A 7T A 7 A 7 A “ A A
Services in relation to v 120 2 11.1 3 5.8 1 9.1 5 45.5 8 18.2 14 31.8 17 17.8
payment level '
the requested price x 1 20 1 5.6 1 143 3 5.8 1 9.1 4 36.4 7 15.9 12 27.3 15 15.¢
The 1nFer§s§ and quality 0 120 1 1.9 2 18.2 1 9.1 S 11.4 8 18.2 © 9.1
of physicians
The interest and quality 1 1 9.1 2 18.2 5 11 g 18.2 & 8 1

of nurses

The interest and quality — , ¢ 2 11.1 3 5.8 2 18.2 3 27.3 5 114 8 8-
of medical personnel
The interest and quality

Sf other personnel 2 1 4.6 3016.7 L 7.7 2 18,2 1 9.1 3 6.8 7 7.9
Medical capacity 51 4.6 1 20 4 22.2 1 14.3 6 11.5 2 18,2 1 12.5 3 68 9 9.9
equlpment
Room, bed, toilet, :
telephone and like 5 1 4.6 1 20 2 11.1 1 163 4 7.7 3 027.3 3 A8 7 7.0
services
General care and 6 2 9.1 1 20 1 5.6 1 5.8 3 27.3 3 6.8 6 6
cleanliness '
The site of the hospital 7 1 4.6 1 20 2 3.9 3 27.3 1 9.1 4 a,1 4 6.’
This hespital compared
with others that you 8 120 4 22,2 S 9.6 2 18,2 3 27.3 S 11.4 10 10.¢
This hespital compared
to the recommendations 9 1 20 1 5.6 2 3.9 3 27.3 3 6.8 8 5.
©f acquiantances



"ABLE 86— THE PERCENTACE OF THE SAMPLE THAT PLACE HOSPITAL SERVICES IN "INSUFFICIENT" CATEGORY - tabulated by hospitals

A C D Total F H 1 J Total General

K.22 A 7~ nA 7 T A _ % A _ %A _Z A _ 7 A % A I A 1
lervices in relation to '
savment level y 1 5.6 1 1.9 1 9.1 12,3 20 2.1
The requested price
level : P 1 5.6 1 1.9 1 9.1 1 9.1 2 k.6 03 3.1
The interest and quality
of physiciars 0 1 5.6 1 1.9 1 9.1 1 2.3 2 2.1
The interest and quality
of nurses ‘ 1 1 5.6 119 1 7. 1 9.1 2 4.6 3 3,1
The interest and quality
of medical personnel. 2 2 11.1 2 3.9 1 7.1 1 2.3 3 3.1
The interest and
quality of cther
personnel 3 2 11.1 2 3.9 2 14,3 2 4.6 4 4.2
Medical capecity i
equipment & 2 11.1 2 3.9 2 14,3 2 18,2 49,1 6 6.3
Room, bed, toilet, :
telephone and like services 5 316.7 3 5.8 331
Cenersa: care and
clear.iness 6 3 16.7 3 5.8 203
The site of the
hogpiltal 7 1 4.6 8.6 3 5.8 1 12.5 1°2.3 44,2
This hospital compared '
with cothers that vou
Aelest 8 2 11.1 2 3.9 1 7. 2 18,2 1 9.1 4 9.1 6 £.3
This hospital compared
te the recomrendations
of accuisntances 9 4 22,2 4 7.7 1 7.1 1 2.3 5 5.z
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A B C D Total F H J Total Genera
K.23 A 72 A 2 A %A - A _T A 7T A _Z T_aA 7 A % A %
in relation
nt level v 1 5.6 1 1.9 1 7.1 1 2.3 2 2.1
s requested price
X 1 5.6 1 1.9 2 18.2 2 4.6 33,1
¢ interest and quality
phvsicians 0 1 5.6 1 1.9 1 1.0
g interest and
alicy of nurses 1
& interest and quality
paramedical personnel 2
e Iinterest and quality
cther personnel 3
dical capacity
4
om, bed, toilet
lephone and like
5 1 5.6 1 1.9 1 1.0
neral care and
6 2 11.1 2 3.9 2 2.1
e site of the
7 1 4.6 11.9 1 9.1 1 2.3 2 2.1
is hospital compared
th others that you
8
is heospital compared
the recommendations
9

acguiantances




TABLE 88- THE PERCENTACE

OF THE SAMPLE THAT PLACE HOSPITAL SERVICES IN '"DO NOT RNOW"

CATEGORY ~ tabulated bv hospitals

A B C D Total F H I J Total Genera

K.22 4 % A % A L A A _ A _Z b _Z A _E A & A T A Z
Services in relation
to payment level v 19 86.4 2 40 5 27.8 26 50 6 42.8 327.3 327.3 12 27.3 38 39.6
The requested price
level % 19 86.4 2 40 6 33.3 27 51.9 9 64.3 4 36,4 327.3 16 13.6 43 44,8
The interest and quality
of physicians 0 1 4.6 1 1.9 1 7.1 1 9.1 2 4.6 3031
The interest and quality
of nurses 1 1 7.1 1 9.1 1 2.3 T 1.0
The interest and
guality of paramedical
personnel 2 1 7.1 1 9.1 2 4.6 2 2.1
The interest and gquality
nf 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 18,2 316.7 7 23,1 1 7.1 4 36,4 327.,3 8 18,2 15 15.6%
Poom, bed, teoilet ‘
telephone and like serv. 5 1 9.1 1 2.3 1 1.0
General care and
cleanliness 6 1 9.1 1 2.2 101.0
The site of the
hospital 7 2 9.1 2 13.5 202
This hospital compared
with others that you
know 8 2 9.1 316.7 5 9,6 3 21.4 1 9.1 1 9.1 5 11.4 10 10,4
Thie hospital compared
to the recommendations
of acauintances 9 1 5.6 1 1.9 1 7.1 1 9.1 1 9.1 36,8 4 4.2



LE 89~ SATISFACTION LEVEL OF PATIENTS ASSOCIATED WITH EACH INDIVIDUAL HOSPITAL
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It was thought that same correlation might exist between
the evaluation of services by patients and their previous
experiences with hospital services. So we segmented those who had
previously stayed in a hospital and those that had not. The results
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 Z 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 7) 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 prior experience criticised the

nurses staff more than the other group.

The patients with prior ex%erience with hospital services
stated the quality of paramedicalgﬁersoﬂnel and non-medical per-
sonnel as better than those with no experilence but still insuf-
ficiency of service by this pérsonnel 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 in hospital services, act more

critically in the evaluation of the hospitals in question.

Table 91, shows the intention of patients to recommend the
hospital to their relatives and relations. A large majority 51 7
stated '"yes" when asked about their intention of recommending the
hospital to their relatives and relations. Only 13.6 7 stated
definitely that they will recommend the hospital to their acquian-
tances, 23 % of the patients stated that this would depend on a
number of conditions, as the income of the acquiantance, the
physician who diagnoses the case. 9.4 Z of the patients, answered
in the negative. In foreign-minorvrity Hospitals, 11.5 7 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 hospitalsé A larger percentage of
serious, very serious and hopeless cases refused to have any

infention of referring their patlents to the particular hospital.

‘5The same negative intention is séen in D+E socio- economic group,

7*In;the~ana1ysls of satisfaction with hospital services, it was



90~ EVALUATION OF SERVICES Qﬁ,’z’aosmgw: BY":?A?lENTS, WITH FIRST Stay in hospitsl and prior stay in the hospital

SERVICES ~GOMPARED TO
PRICE LEVEL

FEQUESTED PRICE LEVEL

SERVICES OF PHYSICIAKS

SERVICES OF - NURSES

‘ Prior

First r “First Prior First Prior First Prior
stay in stay in stay in stay in . stay in stay in stav in stav in :
the hosp. the hosp. . General '~ the hosp. the hosp. General the hosp. the hosp. _General the hosp. the hosp. Gere)
4 %2 A %1 A %A % A 1 A 7 & 2 4 _7_ & _%i_ & _L_ A _E_ A _
good 3 7.5 8 14.3 11 11.5 1 2.5 1 1.04 20 50 23 41.1 43 44,8 21 52.5 16 28.6 37 03
| 11 27.5 11 19.6 22 12,9 8 20 14 25 22 22.¢ 14 35 25 44,6 39 40.6 12 30 30 53.6 42 B
um 5 12.5 8 14.3 13 13,5 4 10 8 14,’3 12 2.08 2 5 6 10.7 8 8.33 2 5 5 8.9 7
fficient 2 5 1 1.8 3 3.1 25 5 8.9 7 7.3 2 5 2 3.6 4 4.2 3 7.5 3 5.4 6 \
- bad 2 3.6 2 2.1 2.3 4 7.1 6 6.3 25 2 2.'1’ 2 5 1 1.8 1 ‘
1SWwer 19 47.5 26 46.4 45 46,9 23 "57.5 25 A4&.6 48 50 1 1.8 1 ]“
_ % 100 100 100 100 100 100 100 100 100 100 160 IQ
A 40 56 96 40 56 96 0 56 96 40 ‘ 56 g
40 56 o¢ 10 56 96 0 56 96 50 | 56 g

:



¥ 90~ (Cont.)

SERVICES COMPARED 10

SERVICES OF PEYSICIANS

SERVICES

First
stay inﬂ
the hesp

| PRICE LEVEL
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A
2ccd 17
14
o} 5

Cerveral
A

-

Prior
stay in
the hosp.

A 7
13 23.2
31 55.4
6 10.7
7 12.5
1 1.8

[ely)

[°0}
a

31.3
46.8

11.5

8.33

REOL
First
stav in
the hesp.

A %
13 32,5

14 35
3 7.5
4 10
6 15

[N}

[}

wr
3]
Y

UL
O
N?)
RN

Prier
stay in
the hosp.
E 4
11 19.6
17 30.4
9 16,1
10 17.8
¢ 16.1
160
36
38

A 7
22 22,9
31 32.3
14 14,6
17 17.7
12 2.1

9%
Bl

First
stav in
the hosp.
A A
15 37.5

16 40

3 7.5

4 10

2 25
168
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SERVICIS (OMPARED

PRICE LEVEL Pfao'mszzn PRICE LEVEL SERVICES G&F PEYSICIANS SERVICES OF NURSES
FirSF ?riOI.‘ First Prior ’ First Pricr _ First Prier
stay in stav in stav in stay in stav in’ stav in stav in stav in
the hesp. the hosp.  Germeral: /the hosp. ‘the hosp.  General the hesp. the hesp. _Gerera the hosp. rhe hosz,  Gere
A %A _%.0A % oA T A T A %A % & %o 2 A _F oA T A
good )
2 13 32.5 16 28.6 30 .31.3 12 30 17 30,4 29 30.2 12 30 12 21.4 26 25 5  12.5 16 .28.6 21 |
EA -
d 15 37.5 25 4406 40 41,6 15 37.5 32 57.24 47 48.9 11 27.5 24 42.9 36 37.5 16 40 21 37.5 37
1iugm 2 5 s
9 6.1 11 11,5 6 15 6 10,7 12 12.5 8 20 10 17.9 18 18.8 7 17.5 22 39.3 29
ufficient 9 2 .
ufficient 9 22,5 2 3.6 11 11.5 6 15 10 17.8 16 16.7 4 10 7 12,5 i1 11§ 2 5 4 7,16 6
v bad 12,5 2. 3.6 33,1276 710 2 3.6 6 6.3
- * |
swer g }
n 1. 1.8 1 1.04 Y 2.5 1 1.8 2 2.1 5 12.5 2 3.6 7 7.3 7 7.3 3 5.4 3
17 100 130 100 100 100 109 120 102 e 158 |
L a co 5% 9 20 56 2 48 56 3t < ¥
; i
n 54 3¢ o6 36 36 0 6 34 fay 4 !




BLE 91~ THE INTENTION OF PATIENTS IN RECOMMENDATION OF THE HOSPITAL TO ACOUIANTANCES - tabulated bv hespitals

A B C D Total F H 1 J Tetal General
Kt s %A 7 A7 A % A 1 A 2 A T A % A _2 A _%_ A _3
st probably v 1 20 4 22.2 1 14.3 6 11.5 218,2 1 9.1 4 50 7 15.9 13 13.6
x 16 72,7 360 7 38.9 5 71.4 3159.6 9 64.3 327.3 327.3 3 37.5 18 40.9 49 51
ssible 0 522.7 120 R 9 17.3— 2143 6 54,6 5 45.5 1 12.5 14 31.8 23 24
) 1 1 4.6 316.7 114.3 5 9.6 1 7.4 1 9.1 2 46 7 7.3
ver 2 1 5.6 1 1.9 1 9.1 12,3 2 2.1
> answer/don't know 3 2 14,3 2 4.6 2 2.1
DTAL 7 100 100 100 100 100 100.1 100.1 107.1 100 100, 1 100.1
TAL A 22 5 18 7 52 14 11 11 8 b4 96
AST 22 5 18 7 52 14 11 11 8 44 96



TABLE 92—~ THE INTENTION OF PATIENTS IN RECOMMENDATION OF THE HOSPITAL TO ACQUIANTANCES - tabulated by case severity and

socio—-economic class

minor SETI0US

VETY medium Very ser Total A B C D+E Total

minor heoeless

K.34 ¢ _~ ¢ % ¢ % ¢ % ¢ _%Z € _ % C %z _C & _C _%

most probably y 310 4 8 6 37.5 13 13.1 1 2.77 4 20 318,75 5 20.8 13 13.6
yes ~ X 16 53,3 26 52 7 43,8 49 51 20 55.55 7 35 10 62.5 12 50 49 57
pessible 0 9 30 14 28 23 24 10 27.77 8 40 1 6.25 41647 23 24
1o 1 1 3.3 3 6 318,75 7 73 4 11.11 1 5 2 12.5 7 7.3
never 2 1 3.3 1 2 2 2,1 1 2.77 1 4.2 2 2.1
no answer/don't know 3 2 4 2 2.1 2 8.4 2 2.1
TCTAL % 100 100 100 100 100 100 100 100 100
TOTAL A 30 50 16 96 36 20 16 24 96
BAZE 30 50 16 96 36 20 16 24 96
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seen that this socio-econcmic group was the major one in criticism
of hospital services. So, it is appropriate that this group -should
be the one holding negative intention for referral to particular

hospital (Table 91, 92),

The major reasons for the referral of relatives and
acquiantances to the particular hospital are careful service,
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 in a
particular physician, this changes according to psychological
factors of the individual (level of anxiety and fear) and the
diagnosis..Sog inithe choice of a partiehlar 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 in the hospital and the quality of nurses'

services. Others can be observed in Table 973,

The reasons for the non-referral of patients, are tabulated
in 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 in rejecting the hos~-
pital in the referral process to other individuals. The lack of a
garden is 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).



w207 AdensoUye FUR LD RLITLARAL LW AbUulalyiadivull o DI ._L"A{l'_tmlb 'l'U»J.l‘ih. PAKITICULAK HUDBDYILAL -~ tabulated by nOS'PlEa.LS -
A B C D Total F B I J Total General
K.25 A % A 3% n_ A %A _ T A _%_ A _7 7 1A _ %A 7
i i 48 31.6 12.8 35.8 23.1 25 33.3 26,5 32.6
'0d medical service Y12 78 16.7 546 1 14.3 20 54,1 3 33.3 2 40 50 286.6 9 36 25 46.8
ean 14 s and orderlv « 8 10.5 12.5 30.8 33.3 17 .6 14.6
-ean liness 3 2 12.5 50 18.2 7 18.9 4 44,4 50 6 24 13 20.9
iysicians are dependable 0 21.1 7.14 25 8.8 7.9
and interested 36.4 4 10.8 2 40 14.3 3 12 7 11.3
) : 25 8.8 3.3
lrses are interested 1 2 40 14.3 3 12 3 4.8
salified phvsicians y 16 5,26 10.7 16.6 2.9 7.9
dasd physicians . 4 25 16.7 9.1 6 6.2 25 1 4 7 11.2
: . 5.26 12.8 3.6 2.9 3.3
ome-like comfort 3 9.1 1 14.3 2 5.41 14.3 1 & 3 4.8
. . . } 8 29.8 7.14 7.6 2.9 5.61
atisfied with everything 4 2 12.5 2 33.3 4 10.8 1 11.1 1 4 5 8.06
Civat . . 4 0.66 1.1
rivate nurse service 1 6.25 1 25 0 16
- . 5,26 0.66 1.1
ot noisy 6 9.1 1 2.7 1 1.6
. 5.26 0.66 1.1
meortable room 7 9.1 1 2.7 - 1 1.6
ol g 5.26 0.66 1.1
eautiiul 9.1 1 2.7 1 1.6
N o 4 0.66 1.1
eneral service-good 1 6.25 1 2.7 1 1.6
K.24
ersonnel 1s close to 4 8 5.26 44,7 10.7 23.1 25 17.6 12.4
%patients 2 12.5 9.1 3 50 6 16.2 3 33.3 2 40 14.3 6 264 11 17.74
he visiting hours are well5 7.6 - 2.9 1.1
‘fregulated 1 11.1 1 4 1 1.6
: Cenienl ] 5.26 0.66 S 2.9 2.3
e o1t - - y
FREEE MESRAtS . 4 9.1 L 2% 7.6 16.6 a3 14 20 3.23
‘no answer / 6 25 1 59 1 1.1 25 2 1.o 4 3.3
pdern equipment ] v e <o . 8 LoE4
ull-service and 9 0.66 1.1
ully equipped 16.7 1 2.7 ! 1.6
OTAL 7 100 100 100 100 100 100 100 100 100 136 100
156 172.9 111.9 151.31 144.,3 160 160 143.5
OTAL A 25 6 19 9 56 13 8 6 7 32 90
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\BLE 94~ REASONS FOR THE NON-REFEAL OF HOSPITALS TO ACQUIANTANCES BY PATIENTS - tabulated by hospitals -

A C D Total 13 1 J Tota General
K.26 A % % A %2 A 7 A 7 T A i A7 T A G
St worse 16.6 11.1 3.3 7 16,7 77 I3.73
E e 7 25 1 16.6 1 50 20 2 18.2
aadequacy of clean- N 33.3 22,2 13.3
liness 50 2 33.3 2 18.2
vice inadequate 0 16.6 11.1 6.6
ETrVviCE nadequ 95 1 16.6 1 9.1
ublic hospitals are 1 50 16.6 11.1 6.6
also adequate 1 100 25 1 16.6 1 9.1
quipment for birth 2 11.1 6.6
inadequate 1 100 1 16.6 1 5.1
o )1 3 16.6 22.2 13.3
v personnct 25 2 33.3 2 18.2
0 garden 4
et him decide for 5 50 11.1 16.7 13.3
himself 1 100 1 16,6 1 33.3 20 2 18.2
‘ude personnel &
nadequacy of nurses 7 3.3 16.7 6.6
staff 1 50 20 L 9.1
nadequacy of equipment 8 3.3 16.7 6.6
for important oper. 1 50 20 1 9.1
dministration 9
ton loose
K.27
minterested personnel 4
) 33.4 13.3
10 enswer . 2 66.7 40 2 18.2
[CTAL & 100 N 100 100 100 100
200 150 Loo 149.6 100 150 120 136.5
rOTAL A 2 6 1 9 3 3 6 15
ASE 1 4 1 6 2 1 5 5




/.6.1. Conclusicns of the Survey of the Paticnts

Tt may be thought that people, as patients, are more likely
te be concerned with their painful and incapacitating symptoms
related to underlying organic disease, rather than with the social
and psychological elements related to their choice of medical care
process. S¢, 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 three components: a) physical
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
thelir inference with normal functioning. As a result of this
awareness of attitudes, the potential patient begins to seek symp-
tom alleviation, information, and advice ahd seeks professional
medical care. In this stage, the referral structure of patients
gain importance. In our analysis, we tried to find out what fac-

tors influence the choice process of patients regarding the use

of private hospital services.

The decision process for medical care service consumption of

a patient can be summarized as follows:



FIGURE 7- DECISION PROCESS FOR MEDICAL CARE SERVICE CONSUMPTION
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The factors tﬁat influence the attitude of the patient can
be. summarized as personality, socioceconomic class (A,B,C,D+E),
Case Severity, Profession, Place of Residence, Sex of the Person,
Prior Experience witﬁ an hospital. We have not considered the
personality factor in our analysis, but it is important to note
that personality is a2 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 experience 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 geuneral
quality of medical services by the hospitals. It is interesting to
note that while minor cases are more interested with cleanliuness

and noise aspects of the hospitals, services/hopeless cases regeard

[£¢]

medical services as the major category of services that influence



o

evel of sactisfaction with hospital services. This discrepancy

1
L

their
between individuals of different case severity show that the level
of case severity is an impertant factor that shapes the artitude
of individuals. The factors that lead to dissatisfaction of’
patients with previous hospital services are inéfficiency of

medical care and uncleanliness.

Also, it was observed that individuals with higher socio-
economic status (A and B) state "Permission for visitors" as an
important factor in satisfaction with previous hospital services.
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 give a status value to the
consumer 1in some socio-economic classes. This 1s an 1lmportant

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
our analysis it was found that the respondents have formed positivé
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 is 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 in this decision process, the choice of hospital services
depends on their decision. The second impbrtant factor in the
choice process is the lay referral system of the patient, namely
potential consultation with relatives, friends and familv. This
lay referral system 1is especially important in lower socio-
economic classes. It can be summarized that lower socio-econocmic
groups prefer lay referral systems while higher socio-economic

classes prefer professional opinions. Yt was found that in lower

socio—economic class; (DFE), some patients with severe cases stated



that they would not have chosen the private hospital if it were
not for the choice of the physician. So severity of certain cases,
brings the centrality of the physician as the important reférral
channel for all the patients in different socioceconomic 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 onlyvmaternity cases, some voung 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 service by public hospitals. The criteria are summarized
in 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-
pi;al services, we tried to determine the post vurchase evaluatlion
of services of current patients. In most of the service categories,
the patients were pleased with the services given. The highest
satisfaction was derived from the services of physicians and
secondly from nurses' services. The lower socio-economic proup 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
with the general attention, upkeep and cleanliness. It can be stated
that the lower socio-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-socio-economic class, they consume 1t due to emergency |

condition or due to the choice of the physician.

The current patients are more critical of the medical
equipment of proprietor owned hospitals, than foreipn and minoritvy
hospitals. CQuality of bed, room, toilet, telephone Services are

considered o be satisfactory. It is interesting to note that a
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strucfure of the hospitals or that thev canvot make evaluations
about the services compared to price structure. So we can state
that in most cases (except in plastic surgery), the individual
consumes the product without knowing its price, so he has to pay
any price that the hospital charges. Most of the patients are
aware of this fact, and feel dissatisfied and discouraged in using
private hospital services. In higher—-socioc economic class, the site
of the hospital gains importance. When patients' have previous
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 proup that know or have a fairly good
ideauof 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 respon@ents are
satisfied with the services of private hospitals. A l%rge majority
of the respondents state that they would recommend thé particular
hospitals to their relatives, friends while most of the lower
soclio-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 diagnosis. Some of the patients thought that 1t would be best
for the potential patient to decide for himself in sudh 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”g the acriviries of
private hospitals can be better understood and placéd in 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 managed and progressive hospitals have been doing all
along, although these activities are not coordinated in a well-
defined and integrated marketing program. If a hospital commits
itself to a full-fledged marketing program, it is poing to have
to conduct systematic research on the needs of the constituencies
it serves and respond in an organized fashion to those needs. If
a hospital wants to keep up with rapid changes in an expanding
market, he must be an active participant in the health care process,
rather than as just a passive lin%.betWQen the physician and his
patient. And to be an active participant, the hospitals must
know the needs of their markets - their patients, physicians,
donors and the society at large - as medical service 1s a societal
issue which influences the whole health care sector if certain

changes take place.

| Hospitals should view marketing as an investment, rather
than as an expense, that will help 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 stép approach which would

help guide the marketing effort of the hospitals.

First, hospitals should set up a marketing task force
under the leasdership of someone who is thorcughly knowledgeable

and experienced in marketing.

Second, a situvation analysis must be conducted to answer

. ot
the question "Where are we now?

The analysis should include a
definition of the nature of the hbspitalgs purpose and orsanization,
aﬁ analysis of the hospital's enviroment and competition, a market
audit of the hospital's capabilities and possible opportunities,

2 historical andit of records to determine utilization and trends

(=3

and an intrerview survey of key individuals in the hospital.



Third, vesearch priorities and objectives must be developed
to determine the pature of thé organization's markets and iqage,

Fourth, research studies must be conducted as follows: an
audit of patient load and physician staffing over the past three
or fourvr vears; an attitude and needs survey of a sample of former
patients, physicians and staff; positioning studies to determine
where the hospital stands in relation to existing 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, anﬁ 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 1in a
changing wokld and changing demands. So, we can conclude that
private hospitals should be aware that "marketing concepts and
techniques™ help to reach their objectives, "increasing the health

level of the community".

This thesis tried to analyze the operations of private
hbspital sector from a marketing perspective. Another analysis
that would consider the public medical care sector would bring
important insights to some of the problems in the medical care

sectfoyr.



APPENDIX 1

Dear Mr.

tals.

QUESTIONNAIRE

Hospital K.4
A y
B X
C 0
D 1
r 3
H 5
1 6
J 7

¥

~ Mrs:

We are conducting a research related to the services of private hospi-

We request you to answer the following questions.

Thank you:

1- Can you state the reason for your stay within the hospital?

~
L

bwr\)r—dox%'-

Surgery

Internal Diseases
Genecological
Physiotheraphy
Psychological
Orthopedical
Opthalmic

Other (state)

Did you stay within a hospital previously?

It's my first stay within the hospital y (Q.7)
T had stayed within a hospital previously %

Which is the hospital that you had stayed previously?

Hospitals belonging to SSK y

Military Hospitals (M.S.B. and Navy) X

University Hospitals (Gapa, Tip) 0

Hospitals belonging to state enterprises 1
(Railroads, etc.)

Cthers

Were there services with which you're dissatisfied with in the previous;

hospitals?

K.8
1 was satcisfied with everything y (Q.5)
There were services that I was dissatisfied with x (Q.6)

What are the reasons for your satisfaction with previous hospltals ?
(Mark K.9).




6~ What are the reasons for the dissatisfaction with previous hospitals?
(Mark K.11)

K.9( ) K.11(-}

The physicians are very interested y y
The nurses are very interested x X
The number of physicians, nurses, personnel is

sufficient 0 0
Very clean 1 1
The medical service is sufficient 2 2
Visitors are allowed 3 3
The number of visitors are limited 4 4
Not noisy 5 5
Meals are clean and tasty 6 6
Accompaignment is allowed 7 7
Number of patients/room is small 8 8
Distribution of drugs-is orderly 9 9

: T N K.10 K.12

Everything is sterile y y
The technical equipment is modern and sufficient X x
Sufficient service in X-ray department and

laboratory ' 0 0
Others

7- Can you define the reasons for your choice of the present hospital?
(Attention: more than one answer)
K.1
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 1is preseni and comfortable
A&xcaptious 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 in an emergency
Others

NP WNMFHOXY <O Wl OX<iw

o

8- Did you conduct a research before coming to this hospital? 1f you have
done, can you state which kind of research you have conducted?

. K.15
No research ““—?;“*
Visited several hospitals x
1 asked my physician _ 0
1 asked my acqulantances 1
1 learned from the media ‘ 5

Other




Q-

10-

11-

12~

13-

Hospital services, are provided cheaper in public hospitals relative to
private ones? Still, you have preferred a private one. Can you define

your reasons for this preference? (Attention - three reasons required)
A~ ,» K6 yx0123456789
B~ ' K.17 y k0123456789
c- K.18 yx01234567839
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 o .d medi~ insuff- very
good um  icient bad
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 1 1 1 1
E. Interest and Quality of medical personnel 2 2 2 2 2
F. Interest and Quality of other personnel 3 3 3 3 3
G. Medical Equipment 4 4 4 A 4
H. Room, beds, toilet, telephone etc.
and like services 5 5 5 5 5
I. 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 with
the recommendations of your acquiantances 9 9 9 9 9
If one of your relatives were in need of hospital services, would you
recommend this hospital?
K.24
pertalnly y pass to Q.12
Yes b4
Perhaps 0 pass on to statistics
No 1
. 5 t .13
Certainly not 2 pass on to Q

(Asked to those with certainly and Yes answers). Would you state the
most important reason for your recommendation?

K.25 yx0123456789

(Asked to those with No and Certainly Not answers) Would you state the
most important reason for your non-recommendation of this hospital?

K.26 y x012345678¢9




Y4~ {Attention: Asked to the Physician)

Case severity

N'—‘Ox%’

'OCI}\JO\UTD(,)NWO:’(%’

K.27
Very minor v
Minor ' X
medium o
severe 1
very severe 2
hopeless 3
The Respondent's:
15- Name: Surname: 16— SEX K.32
AGE K.28 Male y
10__19 y Female X
20-29 X
30-39 0 ! .
40-49 1 17~ LeYel of Education K.
50~59 2 primary school
60-69 3 highschool
70-79 4 college
80~+ teghnicgl
~university
18- Profession K.29 19- Montly Family Income K.
housewife y 20.000- 30.000
employee (public) x 31.000- 40.000
Manager 0 41.000~ 50.000
Tradesmen 1 51.000~ 60.000
Businessmen 2 61.000~ 70.000
employee (private) 3 71.000- 80.000
Private business 4 81.000- 90.000
Worker 5 91.000~-100.000
.No profession 6 101.000~120.00
Others - 121.000-140.000
141.000-160.000
161.000-180.000
20~ Socio—-Economic Group K. 30
A y
B X
c 0
D 1
E 2
21- Permanent Residence K.31
Istanbul y

Others

(%)
)



10 - Asagida belirtilen persone-
ii mizin genel daramslan

ok iyiydi Yeter dereccde aylydi Pl 1yl degildi
a - Laboratuar teknisyenleri ) ( ) { )
b- Rontgen teknisyenleri ( ) « ) )
¢ - Fizikoterapistler . ( ) ( ) { )
d- EKG ve EEG teknisyen. ( ) { ) { )
¢ - Hastabakieilar ( ) ( ) { }
{ - Diet personeli ( ) ({ ) { )
‘g» Temizlik personeli ( ) { ) { )

{1- Hergiin 12.30 - 20.30 arasi Yeterhdir Surest uzatitmahidir Surest kisaltilmalidar
olan ziyaret saatleri sizce () ( ) ( )

12 - Ziyaretgilerin kalabahkhgn Sizi hi¢ yormuyor ° Antcak tahammil Lok ker tahammal
ve uzun sure yammzda ve sikmiyor edebiliyorsunuz zor oluyor
kalmalan ( ) ( ) { )

13- Pratisyen Doktorlarumzin ok kere iytydi Pazan iyiydi Plic by deyildi
davrams ve lutumlan ( ) ( ) i |

i hastahanemizde en ok ( ) Tibbi bakim
neleri begendiniz @ ( ) Personelin hasta ve ziyareiclere wvsi tuluing
(Tercih strasina gore .o
) . ( } Fiziki cevre
numaralayiniz.)
( ) Tedavi olanaklan
( } Baska
15- Tekrar hastalanwma halinde Evet ' Hayir
Hastanesinde ( ) ()

tedavi gormeyi istermiydiniz

Neden evet veya neden hayir

Kigisel goris ve dusiinecleriniz

’§‘C§C‘i-\ki§i edeniz,




unlik Oda Ucre':!efl_i

f:k*yétaki: LA uC. el . -2200.-- TL.
efakat ticreti . 1100 - TL.
ekiyatakh refakalh oda boet 33 T
i i’ﬁfakh oda tereti, beher yatak W, -~ TL.
ot~ Bes yatakh oda ficreti, beher yatak 1.00.— TL.

lot ¢ Yukardaki Geretlerden asagidaki miasraflar harigtir

ymeliyathane ve ameliyathanede kullanilacek hususi malizeme,
nestezi, dogumhane, rbitgen, laboratuvar, kan tranfizvonu,

*mtomo *)axolojik tetkikier, hususi test ve tedaviler, ilaclar,
toroner lntensif Bakim, klinik, konsiltasyon ve hastane
ak ala'm«m alinacak ameliyat ve dogum icretleri.

famek Servisi 1 Hastanemize bagh yemskhanede {ig 6gin

reinek verllir ve gijni‘&%; yemek Ucretl herglin alar,
2ef fakatli oda igin ginlik yemek ficreti .. ... 500.— TL.

Giinde 375.— TL.

Sitnde 24 saat, haftada 7 giin ndbet¢i miitehassis doktor,
aglik teknisyeni ve rdntgen, laboratuvar, E. K. G., 1espira-
ir, ‘defibrilator gibi tibbi cihazlain devamh hizmet etmeye
\BZIT, seknde kaordine “ederek c¢ahsan hastanemiz sadece
atan hastalardan tibbi koordinasycn tcreti alir,

fabbi Koordinasyon Ueret! :

aaburcu Saatl: Taburcu olacak hastalann kesinlikle 11.00 e
adar oda i terk etmeleri fcap “etmektedir. Bu slireyl
e«,eqlerde“ ilave bir glalik oda dcreti alinir,  Cumartesi,
azer-ve bayram ginleri taburcu islemleri engeg 13.00e
adar yapihr.

elefon Kiras: : .. Gilinde 490.— TL.

Sehivler avasy Uy 20 servis {icreti eklenir )

!

tare Servis Ucretl ; Hastanin faturasina v, 10 servis dcreti

ave edilir, Alinacak servis Geveti 10.000 TL. y1 weemez,

P

Ameliyathane Ucreti : Amelivatin cinsine  gére tusbit

edilmis ana Gcrete llave olarak ilk yanm saatten sonvaxi
her - 15 dakika icin : . 1600.— TL.

8)
9)
10)

11)

12)

13)

14)

15)

Doguﬁ?é U"ré%i 10000 CTL.

Bébek Ba‘-ﬂml : Giinde 1000,— TL.

Ziyaret Saatlerl : Her giin 12.30 — 23.30 arasindadir

Her hastamn yamnda ayny anda kesinlitie ki kisiden fazla
ziyaret¢l kalamaz.

Hastanemizde yatan hasta herseyden evvel tibbi bakima
ve lstivahate muhtactir. Yukardaki sazatler hastalarimiza en
ivi hizmetl verebilmeik gavesiyle saptanmistir. Ziyareigilerin
bu hususta kendi hastalamnin yaranna bize yardima ola-

caklanna inamyoruz.  Aynca refakatlar valmz tek yatakh
odalarda kabul edildiginden 20.30 dan sorra sadece kayith

refekatiar kendi hastalannin o-lalarinda kalabilirier,

Cocuk Ziyaretclier 1 12 vasindan kigiik ¢ocuklar kendi

sihiiatler] bakimundan  kesinlikle  ziva olarak kabul

edilmiveceklerdir.

Telefon : Her gin saat ©9.00-12.20 aras1 ve 22.00 den
sonra digardan gelen telefonlar hasta hakimi ve Doi\ Loy
vizitesini aksatmamak amaciyla hastaya veva refakatlas
baglanmiyccaktir.  Ancak kritik  listede olan has'ta;az'\.n
telefonlar katlara baglanabilir, '

Emanet : Para ve kiymetl esyalarimz; kasamiza emanet

edebilirsiniz. Teslim edilmiyen esyalardan hastanemiz so-
rumbu degitdir.

Televizyon @ Arzu elenler tek yatakh odalarda televizyon
Nrasayabilivier. Nat hemsevemiz bu konuda size yardimo
olacakiir,

Kantln ¢ Gonllll hamimicin calistrdigy kantinimizdeki

ave servisindea 9.C0 - 13.00  arasinda yararlanabi-

i

‘ Hastanemize vatan hastaianimiz veva hasta sahipler !

{ [N , s i

! yw“.\ ia beiirtiien hususlan okumug ve kabul etmis i
sayihiriar. *

Nisan 1981

‘ esekkir ederiz.
HASTANE IDARES!
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APPENDIX V

OPERATIONS OF PRIVATE MENTAL HOSPITAL

'

The private mental hospital is related te a foreign
religious order and was 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 hospictal
is situated, belong to the foundation. The Board of Trustées is
the link between the hospital and the religious organization. The
Board of Trustées consist of the representatives of the religious
order and the medical administrator of the hospltal together with
the gurveillance (head-uun). An investigator who is responsible for
the coordination of activities of the Middle East Section of the
religious order, acts as the head of the Board of Trustées. The
medical-director is 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 conslist of npns) and also acts as a deputy to the
medical director. She is the representative of the religious order
in the hospital, and has the supervisory role in all activities of
the hospiltal, ﬁs financing, recruitment of personnel, supervision
of patients, house-keeping activities, purchasing of material and
such. The medical~director functions in collab ration with the «
surveillance in administrative, financial and operational
activities of the hospital. The house physicians consist of the
medical director (neoroclogist), the bacteriologist, and an lnter-
nist. Two physicians function as active staff, working alternati-
vely performing electro-shock activities required in medical diag-
nosis. The nurses staff consist entirely of nuns, ranging from 17-
20. The medical director stated that most of the nuns have been in
the hospital for almost f{ifteen years, and no replacement 1is

possible due to the insufficiency of nuns in the religious order.

The hospital consists of two sections: active service (28
males and 22 women) and chronic service (100 females and 100
males). Severe cases are taken to the hospital, which regquire close
surveillance and constant service for the patients. The price of
rooms are given by the Ministry of Health and Social Security,
ranging from Ist class 18006, 2nd class 1300 and 3rd class (wards)

GO T les bhmemital Rhac been fFaecine & bhbudeoet defipcit 1in the last ren




d this deficit is met by the foundation of the religious

n
order., Alsc, the foundation 1is giving donations in the form of

174

equipment and 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 vyears. 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 surgical processes which bring profit to the private hospitals,
this hospital will continually face fimancial problems. The
medical director states "How long the religious order will support
our loses, depends on their good will, because there 1s no way
one can run & 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
toc ‘'whom very little medical help can be given. In these cases,
only payment for hotel services are taken. Another phenomena 1is
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 mental 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 with 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 f{ace the financlal
and will be able to survive and coptinue (U3 operaticus,

crisis
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