% 2015 - Gmissha™®

“Local Healthcare Services & Global Perspectives”

INTERNATIONAL HEALTHGARE
MANAGEMENT GONFERENGE
(IHMG)

“15-17 JUNE 2015”

PROGEEDINGS

EDITORS
Prof. Dr.Fevzi AKINCI
Asist. Prof.Sedat BOSTAN
Asist. Prof. Taskin KILIC



Giimiighane University Publications -13

ISBN: 978-605-4838-11-0

The authors of this work is responsible for the conformity in terms of language and contents

ALL RIGHTS RESERVED.

Nopartofthisworkcoveredbythe copyright hereonmaybereproducedorusedinanyformorbyany
means- graphic, electronic , or mechanical, including photocopying, recording, taping, Web distribution, infor-
mationstorageandretrievalsystems,or inanyothermanner-except asmaybe permitted bythelicense

terms herein Copyright@ Giimiishane University

Editors
Prof. Dr. Fevzi AKINCI

Asist. Prof. Sedat BOSTAN
Asist. Prof. Tagkin KILIC

CoverandPage Design
Veysel CEBE

Typesetting
Fatih Akin OZDEMIR

Print Date
04.06.2015

Print
Sage Publishing Advertising Printing L.L.C
Ziibeyde Hanim Mah. Kazim Karabekir Cad. Kiiltir Han
No: 7/101-102 iskitler, Altindag, Ankara



MESSAGE HOST

Welcome to the International Healthcare Management Conference

Dear Colleagues ,

Welcome tothe First International Healthcare Management Conference. Giimiishane University
is proud to serve as the 2015 host for this esteemed and important academic meeting.

We trust you will find Giimiishane and Giimiishane University full of warm and welcoming
traditional Turkish hospitality.

Conference participants will be arriving from literally all around the world, including the
United States, Denmark, Morocco, Australia, Persian, among others. You will have excellent
opportunities to hear about global health care issues that affect all of us, and to share ideas,
new knowledge, and solutions, in hopes of creating strategies to transform and improve the
health of populations.

We are confident that the lectures, seminar presentations, and large and small group sessions
will benefit you in your field of work. We also expect that you will have many opportunities
to visit with your colleagues, meet new friends, and take in all that Giimiishane has to offer.

On behalf of the conference planning committee, Kings College, and Giimiishane University,
we are pleased and honored that you have joined us, and thank you for visiting our part of the
world.

Sincerely,

Prof. Dr. Thsan GUNAYDIN
Rector
Glimiishane University



MESSAGE FROM THE CONFERENCE PROGRAM CHAIRS

Dear Conference Participants,

Many developed countries recognize health as a basic human right and assume collective
responsibility for providing access to health care to all of their citizens. However, extension of
the human life span, rapid development of new technology and advanced treatment methods,
and significant increase of health care expenditure as a share of national and family incomes
necessitate efficient and effective provision of health services as well as their professional
management in all countries.

Like other sectors, globalization in the health care sector brings innovation, advantages, as well
as challenges to health care consumers; it requires close communication between countries,
increased patient mobility, and easy access to health information. Clearly, there is a need to
assume a global perspective in managing and developing the health care sector. Indeed, global
trends and developments in health care affect national health care systems, presenting several
opportunities and significant threats. Health policy makers and managers cannot afford to
manage their systems and institutions without taking into account these global opportunities
and threats. In addition to these global dynamics, many developed and developing countries
are currently initiating reforms to meet the increasing demand for health care services while
improving quality and ensuring financial sustainability. We have much to learn from the
experiences of countries working on reform efforts.

This conference is organized under the leadership of two universities with strong health care
management departments: Giimiishane University and King’s College. Giimiishane University
is located in Turkey, the intersection of Europe, Asia, and Africa, where the World Health
Organization recently recognized successful implementation of health reforms. King’s College
is located in the USA, a country recognized as leader of health technology and research, but
like many other developed counties, still faces significant health care access, cost, and quality
challenges.

The main aim of this conference is to serve as a professional platform and network to exchange
knowledge, information, and experiences about current health care management trends and
health reforms between national and international health care management academicians,
policy makers, practitioners, managers, and students. We also hope that the conference will
further contribute to the global recognition of health care management as an important and
growing profession.

We look forward to welcoming you to our conference.

Sincerely,
Asst. Prof. Dr. Sedat BOSTAN Prof. Dr. Fevzi AKINCI
Co-Conference Chair Co-Conference Chair

Giimiishane University, Turkey King’s College, USA
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IMPORTANCE OF RADIATION SAFETY AND
AWARENESS OF RADIOLOGY TECHNICIANS IN TERMS
OF HOSPITAL MANAGEMENT

Sirin OZKAN!
Gokhan ABA?

EXTENDED ABSTRACT

The Problem of the Study: Hospitals are health care institutions in which they are hosting
many risks. lonized radiation caused by medical applications is one of the most important risks
that patients and workers are exposed. It is known that insufficient knowledge of radiation
safety of health personnel can cause exposure high doses of radiation, powerless to take
precautions to protect themselves and their patients. Therefore, evaluating the awareness of
health staff at regular intervals and training in radiation safety is critically important.Hospital
administration has large responsibilities on radiation safety, determination of hazards that can
occur, planning required measures and protecting patients and staff from hazardous impacts
of radiation. Evaluation of radiation safety in scope of patient and staff safety and continuous
improvement view point is very important in increasing quality of services.

The Purpose of the Study: In that research it was aimed to assess awareness level, training
needs and expectations of radiology technicians from hospital management working in all
public hospitals in province of Kocaeli in order to improve patient and staff safety. In our
research, having primary liabilities, being exposed most ionized radiation sources and having
significant roles at providing radiation safety are the reasons that knowledge and expectations
of radiation technicians from hospital management were evaluated.

Method: In this study the sample is not selected. All radiology technicians, working in
all public hospitals in Kocaeli province (N = 182), are included in the study. The required
permissions for the application the questionnaire was taken from hospital administrators.
Surveys were applied in all public hospitals (N=10) in Kocaeli between 01.12.2014
-01.01.2015. 36 radiology technicians were on leave in the period of applying questionnaires.
So questionnaires were sent online to 146 radiology technicians working actively. 96 of the
questionnaires were answered and the sample of the study consists 96 radiology technician.
The sample ratio representing the universe is 65,7%. Questionnaire is prepared by utilizing
the literature from similar studies and related governmental regulations. The questionnaire
consists of 23 questions and three sections. In the first part of questionnaire, there are 5
questions about demographic characteristics, the second part contains 17 general statements
on radiation safety and the last section includes asking suggestions of radiology technicians
to improve the working conditions. Data is analyzed using SPSS package. In analyzing data,
frequency, pearson chi-square and exact tests were used. The significance was tested in p
<0.01 and p <0.05 level.

1 Project Coordination Unit, General Secretariat of Kocaeli Public Hospitals Association, sirinozkan16@hotmail.com
2 Istanbul Aydin University, gokhanaba@aydin.edu.tr (Corresponding Author)
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Findings and Results:According to the survey, 96.9% of radiology technicians are using
personal dosimeters regularly, though only 70.8% of radiology technicians follows regularly
the results of the dosimeters that they use. 65.6% of radiology technicians think that they are
trained enough on radiation safety and only 57.3% of them received training on radiation
protection or radiation safety. Only 45.8% of radiology technicians express that radiation
measurement is performed in their working unit, 54.2% of them indicate that there is no
Radiation Safety Committee in their hospitals, 52.1 % of them do not know who is responsible
for radiation protection in their hospital, 54.3% of them think the responsible of radiation
protection in their hospital is not acting to protect them. Only 26% of them are using lead
vest during radiological shots and 26% of them make use of lead vest to their patients. There
is similarity between radiology technicians using lead vest themselves and technicians using
lead vest on their patients. Radiology technicians, using lead vest during shooting, care about
their patients in using lead vest on their patients. 89.5% of technicians stated that doctors
should be more careful on demands. According to research results, it is proposed to improve
public hospitals managements’ works on regular repeating training of radiology technicians
on radiation safety, evaluation of radiation measurement regularly, activating radiation safety
committees and increasing awareness of patients.

Key Words: Radiographers, hospitals radiation safety, radiation awareness
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HEALTH INEQUALITIES BETWEEN COUNTRIES

Gokhan ABA!
Metin ATES?

EXTENDED ABSTRACT

The Problem of the Study: Health rights, one of the most significant major human rights,
which congenitally acquired. Also, human rights can be expressed as to reach the highest health
standard possible right. It was guaranteed firstly by the United Nations Human Right Universal
Declaration, as well as it was also guaranteed by International and National agreements as
well. Despite these health coverages, unfortunately, most of the people cannot benefit from
this right. These issues emerged by social reasons not vital (age, gender, genetics etc.) reasons,
which has an ethical dimension, unnecessary (useless), preventable. Nevertheless it can be
described as the meaning of unfair Health inequalities. Inequalities concept in health firstly
emphasized in Alma-Ata declaration. From now on, inequalities of the health issues have still
maintained its’ importance. These inequalities are in central of major problems, which have
been experienced globally and these issues also result in a big threat for Health. Moreover, the
issues are adopted as in behind of the fundamental reason of factors, which affect the health
in the negative way.

The Purpose of the Study: The main purpose of this study that find out the global dimension
of the health inequalities. As for sub-objective of this study, to sort the inequalities of health
of countries through variables that can be used for the measurements of health inequalities.
Also ascertain the inequalities of the health according to the counties development levels and
their fields.

Methods: Inthis retroactive descriptive research, allcountries of the world generate the universe
of the research. Initially, 194 countries, which are member of World health organization was
required to include the research thought some of these countries could not provide enough
current information. In consequence, totally 175 countries was included in this research.
Therefore, 175 countries constitute sampling of the research. The sampling number represents
90.2% of universe. In order to identify the inequalities, 29 fundamental health indicators have
been used. In the research, first of all, each information (variable) has been sorted according
to the sequence number of the country’s score (1-175). These scores have been assessed from
the lowest rate to the highest rate. The country rankings are obtained by these scores, and they
have been shown on a table and the world map. Beside this, distribution of health indicators
has been shown in the charts form as reported by WHO’s region and income groups.

Findings and Results: Germany has taken the first place in the ranking while Chad has taken
the average of the lowest score according to this ranking system, which was obtained by these
scores. It was identified that there is a powerful relationship between incomes level of countries
and health inequalities. The countries those which have low incomes health indicators has
been seen quite low especially in sub-Saharan African countries. The relationship between the

1 Istanbul Aydin University,gokhanaba@aydin.edu.tr (Corresponding Author)
2 Marmara University, Atesmetin1@yahoo.com
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development level of countries and health indicators is directly proportional, and this condition
shows parallelism with the ranking system according to countries’ health indicators scores.

Consequently, the big gap was founded among health indicators of between the countries.
Regardless of the countries’ development level and their regions, aiming of remove/reduce
global health inequalities and also to provide happier and healthier life to people, it is thought
that firstly UN, WHO and all related institutions are necessary to take more active role and

take more concrete steps.
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FACTORS HAVING INFLUENCE UPON PATIENTS
HOSPITAL PREFERENCE: NEVSEHIR PROVINCE
PUBLIC HOSPITAL SAMPLE

Mehtap ARACH
Nuriye KIRSAY?

ABSTRACT

The Problem of the Study: In the current frame of global rivalry perceptive, new marketing
policies and developing communication technologies have been added to personal, corporate
and social factors that has affected patients’ preferences since past. One of the most important
factors of preferring a hospital may be the factor that depends on the patients’ personality
features. In fact, even if the service quality of a health organizations and the nature of whom
serving or the way of communication carry some main criterias, the perception towards these
criterias may show differences according to patient’s educational and income status or age
and gender. Thus, patients’ satisfaction levels are affected by these differences. It is seen that
hospital preferability that is affected by many variables having different levels of importance
has become an important subject not only for profit-oriented health care organization but also
for public health care ones.

The Purpose of the Study: The purpose of this study is to explain the customer satisfaction in
the health care sector, the patients loyalty and offering an introductory infrastructure about the
factors affect it. Moreover, it is aimed to analyze which traits/factors at which level related to
whom serving patients and the organization affect the hospital preferences of patients who are
taking health care service and whether the factors having a great impact on patients hospital
preferences differentiate according to their demographical traits (educational and income
status, age and gender).

Method : It was benefited from the information of the literature in the theoretical part of the
study. A questionnaire was used as a data collection method for achieving the results of the
field research. During the period in which the study was conducted, all of the 200 patients who
were taking health care service in the policlinic and service were included in the study through
the questionnaire and face to face method was used. For statistical analysis it is benefited from
SPSS (Statistical Package For Social Sciences) for SPSS 21.

Findings and Results: According to the findings of the study, on the hospital preference of the
patients who appealed to Nevsehir Public Hospital, the 17 expressions in Likert type partaking
in the questionnaire are highly effective. Accordingly, it is found that these expressions have
a great influence in the patients hospital preference and the agree levels to these expressions
do not statistically differ according to gender and age and statically differ according to income
status.

Key Words: Hospital Preference, Marketing of Health Services, Health Services Utilization

1. INTRODuUCTION

In order to become a preferred hospital by the consumer in the increasing competitive
environment, health services managers have to analyze the purchasing behavior of  patients,

1 Nevsehir Haci1 Bektas Veli University/Turkey/maraci@nevsehir.edutr
2 Nevsehir State Hospital/T urkey/nuriye-angel86@hotmail.com
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those who are decision-makers in hospital preference and have an effect on the decision and
the factors affect their decision. (Tengilimoglu, Isik and Akbolat, 2009:10). Being satisfied
with the hospital leads the patient to choose this hospital again. Whereas preferences are
affected from the service quality of hospitals and the efforts to increase customers satisfaction
and create loyalty, they are also influenced by patients’ social, cultural, economic conditions
and some demographical traits such as age, gender, educational and income state. In this
study, firstly being dwelled on the terms of client satisfaction and patient loyalty that have
highly influence upon hospital preferences and considered to differ according to mentioned
demographical traits.

2. THE CONCEPTUAl FRAMEWORK

21 Customers Satisfaction in Health Care Sector and the Factors That Affect It: In
the past, while the customers of health organizations were mentioned, only patients were
coming to mind but today “ all individuals and organizations that take part in the process of
health services production” are accepted as “a client” (Kavuncubasi, 2000: 292-293). Patients
as consumers evaluate hospitals in terms of their various properties. Whereas these features
primarily include services, quality and cost of hospitals; the hospital staff doctors, the tools
used in the treatment, health care planning, treatment methods and problem solving methods
are available among these features as well (Stephens, 2010:16; Akdogan, 2011:13).

In the study made by Cronin and Taylor (1994) besides the performance and physical features
of the offered product, customer expectations and perceived quality performance are also in
the factors that affect and create customer satisfaction (Cronin and Taylor, 1994:8). While
the perceived performance may have a relationship with the customer’s social, economic and
cultural features, it may also have a relationship with his demographical features such as age
and gender. While all of the features may create a positive impact on the patients and their
relatives’ satisfaction levels of the health care service they are taking, it may also affect their
loyalties.

22. The Concept of loyalty and Customer loyalty in Health Care Sector: Unsatisfied
customers show fewer tendencies to buy the same product or brand than the satisfied customers
(Nakiboglu, 2008:74; Kim, etc., 2008:1311). The concept of loyalty is described by Lee and
Lee’s cooperators (2001:55) as while recommending the products of the company to others,
costumers continue to buy the same brand and products when needed. Accepted to have
influence upon loyalty while “satisfaction is related to what people say, loyalty is related to
what people do and for this reason, if the patient is satisfied, it can be referred that there is a
strong cause effect relationship between each other” (Boulding etc., 1993:7).

As it is seen; some other former studies done related to loyalty and satisfaction have accepted
that these two concepts associated with each other, in asense, have been emerged as a result of
patients’ perceptions. In other words, some features sourced by patient and organization that
can affect the perception, may influence the satisfaction and loyalty levels and accordingly
they may affect the hospital preference.

3.RESEARCH

3.1. Research Model: It is seen that some studies of the same nature deal with the factors
affecting the patients’ hospital preferences but they do not search the situation that the
agreement situation on these factors show differences according to some demographical
features that are expected to influence the patients’ preferences. Inaddition, it is seen that they
do not reveal finding about this issue. 2 study questions and 4 hypotheses were identified in
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order to simplify the research of the subjects that are the roof of the study method and in order
to regard the gap in the literature.

3.2.TheType ofthe Research, Main Population and Sample : As of its nature the research is
a descriptive one and results to be achieved is to demonstrate the current situation. 200 patients
taking health services in the policlinic and service in the public hospital in Nevsehir province
were included in the study through a questionnaire. As the patients participating in the study
composed %100 of the universe, the integral sampling has been made.

3.3. Data Collection Method and the Statistical Analysis of the Collected Data: The
questionnaire consists of 9 descriptive questions and 17 expressions in 5-point Likert-type.
The descriptive questions were prepared by a researcher according to relevance and based on
expert opinion. The 17 expressions in 5-point Likert-type were prepared by benefiting from
the study Locating Services in the Health Care Sector: Public Hospitals Sample Application
in Ankara Province by Cantiirk (2012:157). The questions of the questionnaire with the
participants were carried out through a face to face method and within the working hours.

While evaluating the obtained finding from the study, for statistical analysis it was benefited
from SPSS (Statistical Package For Social Sciences) for SPSS 21, descriptive statistical
methods such as number, percentage, mean, standard deviation, for Independent Groups t-test
and Anova Test were used. The results were evaluated between %95 confidence interval, at
p<0,05 significance level.

3.4. Reliability Analysis: Reliability of the 17 expressions in the second section of the
questionnaires were tested and the reliability coefficient was found to be 0,865.

The coefficient of skewness of the data set related to the factors having impact on patients
hospital preferences is -1,451 and its kurtosis coefficient is 3,325. For a normal distribution
the coefficients was accepted to be between -2 and +2. According to some sources, if the
required sample number is enough, after (-, +) 3.26 the skewness and kurtosis is reached, the
data set shows a normal distribution (Tiitiincii, 2012; Kalaycy, etc., 2008:13). For the analysis
of the answers given to the scale questions, for the obtained average values the results between
1.0-2,5 (including 2,5) as low level, the results between 2,5-3,5 (including 3,5) as average and
the results between 3,5-5,0 were evaluated as high level. In this evaluation expert opinions
were used.

4.CONCIuSIONS AND FuTuRE PROJECTIONS

4.1 Findings Related to the Impact levels of the Factors that Affect the Hospital
Preferences of the Participants in the Sample Group: Table 1 includes information about

the sample group descriptive features. Through the research question and Simple Frequency
Analysis the obtained statistical finding in relation to the mean are as follows:

Question 1: Which factors at which level are influenced upon patients hospital preferences?

The mean values of the answers for each expression of the scale are shown in Table 2
According to the table the agreement level of all patients participated in the questionnaire
on each expression is high. All of the expressions were used to test the hypothesis developed
because the agreement level to the expressions is high.
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Table 1: The Descriptive Features of the Participants in the Sample Group

Gender Frequency % Educational Status Frequency %
Woman 84 4?2 Primary Education 92 46,0
Man 116 58 High Schools and Their Equivalents 60 30,0
Total 200 100 Associate Degree, Undergraduate and 48 24,0
Above

Age Frequency | % Income Status Frequency | %
20 and Below | 26 13 No Income 77 38,5
21-40 101 50,5 | Minimum Wageand Below 35 17,5
41-60 57 28,5 | Minimum Wageand 1500 TL 34 17
61 ve Uzeri 16 8 1501 TL and Above 54 27

Table 2: Findings Related to Factors Affe cting the Hospital Prefe rences of the Participants
and Theirlmpact level

EXPRESSIONS F CHANGE LEVEL
Staff’s sincerityandinterestwould be Makingthe payments easy would be
. 4,69 |. 4,45
important important
L . . During the diagnosis and treatment pro-
,Gettmf lrlcformatlon easilywould be 4,64 |cesses, all transactions being done in | 4,68
tmportan the hospital would beimportant
. . Accessingto the doctor easily when
Transaction would beimportant 4,63 needed would beimportant 4,56
Offered servicequality would beim- Being closeto my workplace, home
4,63 . 4,35
portant would beimportant
The interest of the patientacceptance The promotions that the health care or-
. 4,60 S - 4,29
would beimportant ganization dowould beimportant
Sufficiency of physical opportunities 455 The doctors goingto the health programs 418
would beimportant ’ would beimportant ’
Existence of high-tech tools would be Kith and kin recommendation would be
) 4,56 |. 4,43
important important
The organization havingareliableim- The doctor’s recommendation would be
. 4,57 |. 4,56
age would be important important

The second research question prepared for the purpose of the study and obtained data by
testing the 4 hypothesis are respectively given below.

Question 2: Do the agreement levels to the factors that have a great impact on the hospital
preference show any difference according to some of patients demographical features?

H : The agreement level to the factors that have a great impact on the hospital preferences of
the patients differ according to gender.

When double-sided t-test results were analyzed between 0.95 (1-a) confidence interval, for 17
expressions separately tested this hypothesis, each of the Sigma (2-tailed) values was found
to be higher than the o value (0.05 = significance level). Therefore, Hypothesis 1 (HA) was
REJECTED for 17 expressions. In other words, the agreement levels to the factors/expressions
that determined to have a great impact on patients hospital preferences, statically do not differ
according to gender.
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H,:. The agreement level to the factors that have a great impact on the hospital preferences of
the patients differ according to age.

When ANOVA test results were analyzed between 0.95 (1-a)) confidence interval, Sigma (2-
tailed) value (0,118) was found to be higher than the o value (0.05 = significance level) and
Hypothesis 2 (HA) was REJECTED for 17 expressions. Therefore, One Way ANOVA test
could not have been done. According to this result, the agreement level to the factors that have
a great impact on the hospital preferences of the patients statically do not differ according to
age.

H, :The agreement level to the factors that have a great impact on the hospital preferences of
the patients differ according to educational status.

In order to simplify the analysis, participants in the study were divided into two main groups
(Group 1: high school or equivalent graduates and those at lower educational levels, Group 2:
undergraduate, graduate and postgraduates), the perceptional level differences between those
with lower level and higher level of education were tried to be identified.

Hypothesis 3 was separately tested for each 17 expressions that it includes between 0.95 (1-
a) confidence interval by two-tailed independent t-test. According to these results, for the
expression “existence of high-tech tools would be important” the Sigma(2-tailed) value
(0.003), for the expression “the organization having a reliable image would be important”
the Sigma(2-tailed) value (0.031), for the expression “ during the diagnosis and treatment
processes, all transactions being done in the hospital would be important” the Sigma(2-
tailed) value (0.009) and for the expression “accessing to the doctor when needed would be
important” the Sigma(2-tailed) value (0.000) is less than a value (0.05= significance level).
For this reason, Hypothesis 3 was ACCEPTED for all of these 4 expressions. Therefore, the
agreement levels to this expressions statically show differences in terms of educational status.
For 4 sub-expressions for which the hypothesis has been accepted, the means of the agreement
level (respectivally; avg: 4,7708, avg: 4,7292, avg: 4,8333, avg: 4,8333) of those who have
“undergraduate, graduate and postgraduate” educational status to these 4 expressions are
higher than the means of the agreement level of those who have “high school and below”
educational levels

H,:The agreement level to the factors that have a great impact on the hospital preferences of
the patients differ according to income status.

In the study, in order to simplify the explanatoriness of the hypothesis test, the participants were
divided into two groups as those with minimum wage and below income status represented one
group and those with minimum wage and above represented the other group and Independent
groups t-test was used for testing the hypothesis. Hypothesis 4, for 17 expressions it includes,
was tested separately between 0.95 (1-a)) confidence interval through two- tailed t-test.

According to these results, for the expression “transaction would be important” the Sigma(2-
tailed) value (0.008), for the expression “Offered service quality would be important” the
Sigma(2-tailed) value (0.022), for the expression “Existence of high-tech tools would be
important” the Sigma(2-tailed) value (0.030) and for the expression “accessing to the doctor
when needed would be important” the Sigma(2-tailed) value (0.010) is less than a value
(0.05= significance level). For this reason, Hypothesis 4 was ACCEPTED for all of these 4
expressions. Therefore, the agreement levels to this expressions statically show differences
in terms of educational status. For four sub-expressions, for which the hypothesis has been
accepted, the means of the agreement level averages (respectively; avg: 4,7500, avg: 4,7386,
avg: 4,6818, avgi4,6932) of those who have “minimum wage and below” income status to
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these 4 expressions are higher than those who have “ minimum wage and over” income status.

The scope of the research was limited to Nevsehir public hospital. Although the reasons as
limited duration and concerns about the deviation from the main aim of the study have effect
on this limitation, it is believed that through other studies examining that whether the factors
such as marital status, duration of taking health care service that having impact on the hospital
preferences of the patients differ according to other features would be useful for increasing
the explanatoriness of the subject concerned. Mentioned matters are suggestions for further
studies.
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VISITS ABROAD IN TERMS OF
HEALTH MANAGEMENT
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ABSTRACT

Introduction and Aim: Globalization sees all of the nations as a whole on economic, policy
and communication aspects. At the global world the importance of international cooperation
and information exchange is increasing steadily. There is an opportunity to send public officers
to abroad in order to increase their quality, make them gain new qualifications; to educate
them, to improve their knowledge, for training, for vocational training or for specialization.
The Ministry of Health has comprehensive and intensive cooperation with many countries,
especially countries having cultural ties with us. The Ministry of Health sends its staff and
specialists to abroad, makes knowledge and experience exchange, and provides direct contacts
between scientific institutions.

This study has been conducted in order to investigate the epidemiologic features of the staff of
The Ministry of Health who has went abroad during a one year period in terms of international
cooperation and exchange of information.

Materials and Methods: This research is a descriptive study. The data of the study has
been obtained by the investigation of the reports of the staff of The Ministry of Health who
has been abroad in 2007. The necessary permissions were taken from the Ministry of Health.
The parameters obtained were from staff reports going abroad; The number of staff who has
been abroad, their positions, the participated programs, the difficulties, the subject of the
program, the documents they have brought Turkey and the certificates they have taken. The
obtained data were analyzed by SSPS program on the computer. Percentage, arithmetic mean
and standard deviation were used for the statistical analysis.

Results and Discussion: In 2007 a total of 627 staff working in Ministry of Health has
gone abroad on duty. This staff has remained abroad on an average of 2.17 days (standard
deviation: £ 2.6, max: 180, min: 1 day). Among the Ministry of Health staff that has gone
abroad on duty technical staff was the first with 30.1%, administrative staff was the second
with 28%, health staff was the third with 21.8%, senior managers was the fourth with 18%,
academic staff was the fifth with 2.1% and chief inspector was the least with 0.3%.

When we look at the distribution of abroad programs we have found out that international
meetings were the first with 51.2%, and then come respectively educational meetings with
23.7%, on-site surveys with 10.4%, conferences with 7.3%, study visits with 4.8%, cooperation
meetings with 1.7% and supervisions with 1%.

When  we investigate the subjects of the abroad programs  the
first subject was medicine and pharmacy with 21.5%, and then come communicable diseases
with 12.8%, administrative jobs with 8.0%, public health with 5.9%, laboratory infrastructure
systems with 5.5%, laboratory applications with 3.8%, medical devices with 3.8%, substance

1 Gimiishane University/ TURKEY/ vedatargin2 7@gmail.com
2 Giimiishane University/ TURKEY/ drsahinoz@hotmail.com
3 Giimtishane University/ TURKEY/ drsaime@hotmail.com
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addiction with 3.5% and other subjects with 35.3% respectively. The countries mostly visited
by the Ministry of Health staff was found to be respectively United Kingdom (UK) with 15.9%,
France with 10.4%, Belgium with 7.6%), Germany with 6.6%, Slovakia with 4.8%, Netherlands
with 3.8%, Swiss, Austria and Spain the with both % 3.5, and other with 40.4%.15.6% of the
staff who has went abroad has returned Turkey with a certificate of attendance, 7.9% with a
certificate, while 76.5% did not have any certificate.

88.9% of the staff who has gone abroad had stated that they had no difficulty at all, 3.5%
declared that they had transportation problems, 3.1% had foreign language problems, 2.4%
had lack of organization problems, 1% had welcome problem, 0.7% had sheltering problem,
0.3% had financial problems.

According to the reports examined 64% of the staff who has been abroad declared that
they have brought written documents, 1% has brought video recordings and the remaining
34.9% has returned Turkey without any document.

Conclusion and Recommendations: Among the Ministry of Health staff who has gone
abroad on duty technical staff was the first with 30.1%, administrative staff was the second
with 28%, and health staff was the third with 21.8%. When we look at the distribution of
abroad programs we have found out that international meetings were the first with 51.2%,
and then come respectively educational meetings with 23.7%, on-site surveys with 10.4%.
The first 3 countries mostly gone were found to be respectively UK with 15.9%, France with
10.7%, and Belgium with 7.6%. When we investigate the subjects of the abroad programs
the first subject was medicine and pharmacy with 21.5%, communicable diseases second
with 12.8%, administrative jobs third with 8%. 15.6% of the staff who has went abroad has
returned Turkey with a certificate of attendance, 7.9% with a certificate, while 76.5% did not
have any certificate. According to the reports examined 64% of the staff who has been abroad
declared that they have brought written documents, 1% has brought video recordings and the
remaining 34.9% has returned Turkey without any document. The staff that has gone abroad
has transportation, foreign language and lack of organization problems.

In the line of these results it is suggested that the precious documents brought to Turkey
from abroad should be put to the website of the Ministry of Health to the benefit of the people
and institutions. Also, it is considered to be useful if these precious documents can be reviewed
according to their topics and books can be written. Also, staff that has get very important
training and who has participated meetings should give seminars on the return to Turkey in
order to share their experiences to share with other employees would be very beneficial is
considered . The problems faced abroad can be removed by taking the necessary measures.
We also believe that it will be useful to evaluate and analyze the reports for all years and to
present them to senior management.

Keywords: Ministry of Health,Visits Abroad, Health Management
INTRODuUCTION

It is of great importance to send public officers to abroad in order to increase their quality,
make them gain new qualifications; to educate them, to improve their knowledge, for training,
for vocational training or for specialization (1, 2, 3).

The Ministry of Health has comprehensive and intensive cooperation with many
countries, especially countries having cultural ties with us. The Ministry of Health
sends its staff and specialists to abroad, makes knowledge and experience exchange,
and provides direct contacts between scientific institutions. At the global world the
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importance of international cooperation and information exchange is increasing steadily.
This study has been conducted in order to investigate the epidemiologic features of the staff of
The Ministry of Health who has went abroad during a one year period in terms of international
cooperation and exchange of information.

MATERIAIS AND METHODS

This research is a descriptive study. The data of the study has been obtained by the
investigation of the reports of the staff of The Ministry of Health who has been abroad in 2007.
The necessary permissions were taken from the Ministry of Health. The parameters obtained
were from staff reports going abroad; The number of staff who has been abroad, their positions,
the participated programs, the difficulties, the subject of the program, the documents they have
brought Turkey and the certificates they have taken. The obtained data were analyzed by SSPS
program on the computer. Percentage, arithmetic mean and standard deviation were used for
the statistical analysis.

RESulTS AND DISCuSSION

In 2007 a total of 627 staff working in Ministry of Health has gone abroad on duty. This
staff has remained abroad on an average of 2.17 days (standard deviation: £ 2.6, max: 180,
min: 1 day).

Among programs of the totally 289 visits of Ministry of Health staff that has gone abroad
on duty in 2007, international meetings was the first with a rate of 51.3%. This was followed
by educational meetings with 23.7%, on-site surveys with % 10.4, conferences with 7.3%,
study visits with 4.8%, and other with 3.0% respectively (Table 1).

Table 1.TheDistribution ofthe Number of Visit, andthe Number of Staff Attending These
VisitsAccording to theProgram

Visit Staff

Program

Number % Number %
International Meetings 148 51.3 250 39.9
Educational Meetings 67 23.2 143 22.9
On-siteSurveys 30 10.4 101 16.1
Conferences 21 73 40 6.3
Study Visits 14 4.8 34 5.4
Other 9 3.0 59 9,4
Total 289 100.0 627 100.0

When we investigate the number of staff who has gone abroad on duty in 2007, it has
been found out that most of the staff has attended international meetings (39.9%), educational
meetings (22.9%) and on-site surveys (16.1%) respectively (Table 1).

Table 2. TheDistribution ofthe Number of Visit, andthe Number of Staff Attending These

VisitsAccording to theSubject

Visit Staff
Subject

Number % Number %
Medicineand Pharmacy 62 21.5 112 17.9
Communicable Diseases 37 12.8 44 7.0
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Laboratory InfrastructureSystems 16 55 27 4.3
Administrative Jobs 23 8.0 64 10.2
Laboratory Applications 11 3.8 26 4.1

Public Health 17 59 61 9.7

Substance Addiction 10 35 11 1.8

Medical Devices 11 3.8 21 33

Other 102 35.3 261 41.7

Total 289 100.0 627 100.0

When we investigate the subjects of the abroad programs the

first 10 subject was respectively medicine and pharmacy with 21.5%, communicable diseases
with 12.8%, administrative jobs with 8%, public health with 5.9%, laboratory infrastructure
systems with 5.5%, laboratory applications with 3.8%, medical devices with 3.8%, substance
addiction with 3.5%, legislation alignment with 2.8%), and mental health issues with 2.8%
(Table 2).

When we investigate the number of staff attending these visits among
the total 627 staff according to the subject it has been found out that the
first subject was medicine and pharmacy with 17.9%, and then come administrative jobs with
10.2%, public health with 9.7%, communicable diseases with 7.0%, laboratory infrastructure
systems with 4.3%, laboratory applications with 4.1%, medical devices with 3.3%, substance
addiction with 1.8%, and other with 41.7% (Table 2).

Table 3.TheDistribution ofthe Number of Visit, andthe Number of Staff Attending These
VisitsAccording to the Professional Title

Visit Staff
Professional Title

Number % Number %
TechnicalStaff 87 30.1 161 25.7
AdministrativeStaff 81 28.0 133 21.2
HealthPersonnel 63 21.8 180 28.7
Senior Managers 51 17.6 145 23.1
Academic Staff 6 2.1 7 11
Chief Inspector 1 0.3 1 0.1
Total 289 100.0 627 100.0

Among the Ministry of Health staff that has gone abroad on duty technical staff was the
first with 30.1%, administrative staff was the second with 28.0%, health staff was the third
with 21.8%, senior managers was the fourth with 17.6%, academic staff was the fifth with
2.1%, and chief inspector was the least with 0.3% (Table 3). When we investigate the number
of staff attending these visits according to the professional title it has been found out that
the first was health personnel with 28.7%, and then come technical staff with 25.7%, senior
managers with 23.1%, administrative staff with 21.2%, academic staff with 1.1% and chief
inspector with 0.1% (Table 3).
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Table 4. TheDistribution ofthe Number of Visit, andthe Number of Staff Attending These
VisitsAccording to the Destination Countries

Visit Staff
DestinationCountries Number % Number %
UK 46 15.9 73 11.6
France 30 10.4 52 8.2
Belgium 22 7.6 30 4.8
Swiss 10 35 24 3.8
Austria 10 3.5 18 2.9
Slovakia 14 4.8 32 5.1
Netherlands 11 3.8 25 4.0
Germany 19 6.6 56 9.0
Spain 10 35 23 37
Other 117 40.4 294 46.9
Total 289 100.0 627 100.0

The countries mostly visited by the Ministry of Health staff was found to be respectively
the United Kingdom (UK) with 15.9%, France with 10.4%, Belgium with 7.6%, Germany
with 6.6%, Slovakia with 4.8%, Netherlands with 3.8%, Swiss, Austria and Spain the with
both % 3.5, and other with 40.4 (Table 4). Whenthe number of staffvisitingby destination
countries was studied it has been found out that thefirst three countrieswerethe UK(11.6%),
Germany (9.0%)and France(8.2%) respectively (Table 4).

88.9% of the staff who has gone abroad had stated that they had no difficulty at all, 3.5%
declared that they had transportation problems, 3.1% had foreign language problems, 2.4%
had lack of organization problems, 1.0% had welcome problem, 0.7% had sheltering problem,
0.3% had financial problems. When the difficulties encountered by countries were investigated
it has been found out that at total the most common problem was transport problems (3.5%)
and this problem was encountered mostly in Switzerland (20%). The second common
problem was foreign language problems (3.1%) and this problem was encountered mostly in
Germany(10.5%). 2.4% the staff who has gone abroad had lack of organization problems. This
problem was encountered mostly in Germanywith 10.5%.

15.6% of the staff who has wentabroad has returned Turkey witha certificate of attendance,
7.9% with a certificate, while 76.5% did not have any certificate.

According to the reports examined 64% of the staff who has been abroad declared that
they have brought written documents, 1.0% has brought video recordings and the remaining
34.9% has returned Turkey without any document.

CONCIuSION AND RECOMMENDATIONS

Among the Ministry of Health staff who has gone abroad on duty technical staff was
the first with 30.1%, administrative staff was the second with 28%, and health staff was the
third with 21.8%. When we look at the distribution of abroad programs we have found out
that international meetings were the first with 51.2%, and then come respectively educational
meetings with 23.7%, on-site surveys with 10.4%. The first 3 countries mostly gone were
found to be respectively UK with 15.9%, France with 10.7%, and Belgium with 7.6%. When
we investigate the subjects of the abroad programs the first subject was medicine and pharmacy
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with 21.5%, communicable diseases second with 12.8%, administrative jobs third with 8.0%.
15.6% of the staff who has went abroad has returned Turkey with a certificate of attendance,
7.9% with a certificate, while 76.5% did not have any certificate. According to the reports
examined 64% of the staff who has been abroad declared that they have brought written
documents, 1% has brought video recordings and the remaining 34.9% has returned Turkey
without any document. The staff that has gone abroad has transportation, foreign language and
lack of organization problems.

According to the 6. th article gclause of “Regulations onCivil Servantstobe SentAbroad
nOrder tobe Trained” when the determinedlevel otknowledge of foreign languageshaveto
benecessarilyapplied the languageproblemsinthe destination country(3.2%) would disappear
2, 3).

In the line of these results it is suggested that the precious documents brought to Turkey
from abroad should be put to the website of the Ministry of Health to the benefit of the people
and institutions. Also, it is considered to be useful if these precious documents can be reviewed
according to their topics and books can be written. Also, staff that has get very important
training and who has participated meetings should give seminars on the return to Turkey in
order to share their experiences to share with other employees would be very beneficial is
considered. The problems facedabroad can be removed by taking the necessary measures. \We
also believe that it will be useful to evaluate and analyze the reports for all years and to present
them to senior management.
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THE TECHNICAL EFFICIENCY OF OUTPATIENT
SERVICES IN TURKISH PUBLIC HOSPITALS: A
STOCHASTIC FRONTIER ESTIMATION

EmreAtigant

Abstract

In this study, a model, which is similar to the one that is being used by the Turkish Public
Hospitals Institution (PHI) to evaluate the efficiency scores of the Turkish public hospitals,
is constructed to estimate technical efficiency of outpatient care production of hospitals.
Stochastic Frontier Analysis (SFA) is used to estimate the technical efficiency of outpatient
services of hospitals, with a translog production technology and efficiency effects model
definition. The main purpose of the study is assessing the distribution of efficiency scores
within hospitals with respect to regional differences and the hospital roles. In this regard, this
study aims to find a clue to discuss the efficiency and equity of outpatient care on the basis of
this new hospital management policy.

Key Words: Efficiency, Stochastic Frontier Analysis, Health Transformation Program, Public
Hospital Associations

Introduction

Health Transformation Program (HTP) was launched in 2003 with the aim of preparing a
structural, planned and sustainable model for Turkey. HTP was introduced with the primary
aim of achieving effectiveness, efficiency, and equity in organization, delivery, and financing
of health care services. The two main implementations of HTP is intended to eliminate the
fragmented structure of health care delivery system in Turkey. In the third leg of the basic
program, the enactments of the Public Hospital Associations (PHA), which are basically the
regional hospital unions, were announced in 2011 and have been in operation since fall 2012.
Establishment of the PHASs introduced a new management model for Turkish public hospitals.

This new management model introduced a new performance assessment policy for the
PHAs and affiliated hospitals. The Turkish Public Hospitals Institution (PHI), which is
the highest institution that rules all the public hospitals, has begun to use a Balanced Score
Card approach to assess the managerial performance of the PHAS. In this assessment model,
production efficiency scores of hospitals became a key factor. The efficiency scores are being
estimated in four dimensions; that is hospital’s outpatient, inpatient, surgery and emergency
service productions. With respect to efficiency scores taken from those four different service
production, hospital administrators are reviewing contracts or in case of poor performance
scores, their contracts are terminated.

In this study, a model, which is similar to the one that is being used by PHI to evaluate the
efficiency scores of the Turkish public hospitals, is constructed to estimate technical efficiency
of outpatient service production of hospitals. The main purpose of the study is assessing the
distribution of efficiency scores within hospitals with respect to regional differences and the
hospital roles. In this regard, this study aims to find a clue to discuss the efficiency and equity
of outpatient care on the basis of this new hospital management policy.

1 Trakya University, Edirne, TURKEY/emreatilgan @trakya.edu.tr
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1. Method
1.1. The Stochastic Production Frontier Model

Inefficiency of a firm is determined by the deviations from the firm’s production and/or cost
frontiers. Econometric measurement of the inefficiency is then related with the estimation
of that deviation. The parametric methods developed prior to SFA, like the deterministic
model of Aigner and Chu (1968), Winsten’s (1957) Adjusted Ordinary Least Squares method,
Afriat’s (1972) and Richmond’s (1974) Adapted Ordinary Least Squares method, associated
the inefficiency with all the deviations from the specified production limits. The main
shortcoming of these approaches is they assume that the frontier is not affected by random
cases. Stochastic Frontier Analysis was developed independently by Aigner et al. (1977)by
defining the disturbance term as the sum of symmetric normal and (negative and Meeusen and
Broeck (1977) in order to overcome the main shortcoming of previous efficiency estimation
methods. The purpose of SFA is to decompose variations from the best practice production/
cost frontier into a random or classical error and a deterministic error, which is assumed
to represent production/cost inefficiency. In this study a cross sectional version of Battese
and Coelli (1995) SFA specification is used to estimate outpatient service production. This
specification allows to estimate the correlates of in efficiency, namely inefficiency effects, in
one step process. The model specification is as:

b =ff @, B )+ e
1)

where lrepresents production, x is a vector of inputs, « is a vector of control variables and

g IS the composite error term which can be decomposed as e = w; —u , where is statistical
noise which assumed to be distributed N(0, '), and wis the positive deviation from the cost
frontier which represents production (technical) inefficiency and assumed to be independently
distributed as truncations at zero of the W(mm,s") distribution. Thus the model defined as
inefficiency effects model where mm, = & + e« and z isa pppl vector of variables which
may influence the efficiency of a hospital, and g§g is a 1xxxx vector of parameters to be estimated
(Battese & Coelli1995).

In the model, translog production technology is assumed. Translog production function, which
characterizes a flexible functional form, is commonly used by the researchers to avoid modeling
errors or/and to get flexibility in the specification of input and output relations without having
a-priory assumptions(Rosko & Mutter 2008). The brief model used in the estimation is as
following:

!

1 ! !
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+ wy — 4)

In equation (3), a, B ve y are the parameters to be estimated, and h:1......, n represents the
hospitals where; (), : The output of hospital h, m : Inputs of hospital h, E, , : Control

variables,
pwyaaaaaaaay :  as described before.
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1.2.variables and Data

The cross sectional estimation is made by using the data of year 2014, for a sample of 589
Ministry of Health Hospitals. The sample contains only the general purpose hospitals. The
definition of the variables used in the model is given in table 1.

Table 1. Variables and Definitions

OUTPUT VARIABLE INPUT VARIABLES CONTROL VARABLES INEFFICIENCY
EFFECTS
OUTPAT PHSY SPEC RESEARCH
(Total number of (Total number of (The ratio of specialists (Dummy for research
outpatient visits) physicians) intotal physicians) hospital)
AUX TECH ROLE
(Total number of (High Technology (Hospital Roleindex)
auxiliary healthcare index)
staff)
OTHER DEVINX
(Total number of (Development index)

administrativeand
technical staff)

POP1

(ratio of 0-15 year old
population)

POP2

(ratio of 15-49 year
old woman popula-
tion)

POP3

(ratio of +65 year old
population)

EMERG

(ratio of emergency
visits in outpatient
visits

2. Model Estimation and Results

The stochastic production model that previously described is estimated using the computer
program FRONTIER 4.1. The estimated production function is given in table 2.

Variables used in the model are estimated as deviations from their sample means. Following
the formulation of Coelli et al. (2003) and Coelli et al. (2005) we calculated the returns to scale
(total elasticity of scale), which is basically the sum of input elasticities. Thus, the sum of the
first order coefficients in the model, which is 0.76, means that the production function exhibits
increasing returns to scale.
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Table 2. Model Estimation Results

Variable Coefficient | t-ratio
Constant 0.56 4.39
PHSY 0.46 10.60
AUX 0.28 5.24
OTHER 0.02 0.96
PHSY* PHSY 0.26 3.50
PHSY* AUX -0.15 -2.32
PHSY* OTHER -0.01 -0.36
AUX* AUX -0.09 -1.44
AUX* OTHER 0.06 1.32
OTHER*OTHER -0.04 -1.51
SPEC 0.16 1.36
TECH -0.04 -1.52
Inefficiency Effects
b 1.78 5.24
55!"#"$!%& 0.72 5.30
By e pg -0.20 -5.74
By g0a -0.04 3.22
fyeryy -0.75 -2.06
Byeeyy 1.44 2.11
Byeeyy -2.86 -3.35
By rug -0.05 -0.30
004 0.08 11.64
W= /(o) o) 0.77 8.19
Log-likelihood -50.42

The estimated coefficients of the inefficiency effect variables shows whether the variable
increase or decrease the efficiency level of hospitals (i.e. if the parameter is positive, this
means that hospitals that is related to this the variable are, ceteris-paribus, less-efficient/
inefficient than the others. Accordingly, research hospitals are said to be less efficient, higher
role level hospitals tend to be more efficient. The development level of the region where the
hospital is located is positively correlated with hospital efficiency, but this effect seems to be
small. Research hospitals are less efficient than the others. The level of role group of hospitals
increases the efficiency scores. This result is consistent with the mean efficiency scores of
hospital roles given in the Table 3.

Table 3. Mean Efficiency Scores of Hospital Roles

Hospital Roles Mean Efficiency
Al 0.59
A2 0.81
B 0.76
C 0.59
D 0.46
El 0.43
Overall 0.60
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The findings also indicate that there are remarkable regional differences between MoH hospitals
in terms of technical efficiency. The average hospital efficiency scores are presented in Table
3. on the basis of geographical, NUTS (Nomenclature of Territorial Units for Statistics) level |
and level 11 regions. Within the geographical regions, while East and Central Anatolia regions
have the lowest average efficiency score, Marmara has the highest. When NUTS level | and
level 11 regions are considered, the highest average efficiency score is obtained by the Istanbul
region, which is the region that has the highest population and highest development level in
Turkey. These findings support the inefficiency effects modelresults.

Table 3. Mean Efficiency Scores of Hospital Roles

Geo. Regions Mean Eff. NUTS | Mean Eff. NUTS Il | Mean Eff.
Mediterranean 0.63 TR1 0.73 TR10 0.73
East Anatolia 0.55 TR2 0.58 TR21 0.65
Aegean 0.59 TR3 0.59 TR22 0.54
South East Anatolia 0.65 TR4 0.68 TR31 0.63
Central Anatolia 0.55 TR5 0.59 TR32 0.59
Black Sea 0.58 TR6 0.64 TR33 0.56
Marmara 0.66 TR7 0.54 TR41 0.64
TR8 0.55 TR42 0.70
TR9 0.56 TR51 0.57
TRA 0.55 TR52 0.62
TRB 0.57 TR61 0.60
TRC 0.65 TR62 0.65
TR63 0.67
TR71 0.55
TR72 0.53
TR81 0.67
TR82 0.42
TR83 0.59
TR0 0.56
TRA1 0.51
TRA2 0.59
TRB1 0.46
TRB2 0.65
TRC1 0.72
TRC2 0.66
TRC3 0.61
Conclusion

The overall technical efficiency of outpatient service production of the hospitals is found
0,60. The results indicate that there are significant differences in efficiency distribution across
Turkey’s regions. The development level of the region that the hospital is located is found
to be positively correlated with efficiency scores. While the teaching status of the hospital is
negatively correlated with the efficiency of outpatient service production, hospital role level is
positively correlated with efficiency.
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INTRODUCTION

The efforts of improving health services continue to be principal and priority agenda item of the
all countries. In this context Health Transformation Programme (HTP) has been implemented
in Turkey in 2005. According to program primary health care services is divided into mainly
two parts as Family Medicine Center (FMC) and Community Health Centers (CHC). HTP
aims at strengthening primary health care services through the use of a family medicine
system. At the end of 2010, the Family Medicine Programme (FMP), assigning each patient
to a specific doctor, was established throughout the country. CHC, providing free-of-charge
logistical support to family physicians for priority services such as vaccination campaigns,
maternal and child health and family planning services, were established. Both FMC and
CHC are under the supervision of Provincial Health Directorates (81 provinces) which are
responsible for planning and provision of health services at provincial level and accountable
to the Ministry of Health. However CHC have some challenges to provide the primary health
services in Turkey. In this context, determining the status of CHC in HTP is so critical. It
was known that there was an own differences between the urban and rural areas as follows;
working condition, living conditions, physical facilities etc. The aim of study was evaluating
the assessments of Community Health Centers Responsible Physicians (CHCRP) about CHC
according to the urban and rural.

METHODS

This cross sectional study was conducted on all the CHCRP in Turkey at April and May 2014.
There are 971 physicians in Turkey working as a responsible physician in CHC. The study was
reviewed and approved by the Public Health Institution of Turkey and the Ethic Committee
of Eskisehir Osmangazi University. It was expected to be reaching all of the CHCRP. The
working place (Urban and Rural) were used to determine the distribution of CHCRP in
Turkey. A questionnaire was delivered to physicians via internet. In case of non-response
physicians were contacted via telephone. The questionnaire consisted of socio-demographic
characteristics of CHCRP (gender, age, working area, working time, marital statusand career),

1 Eskisehir Osmangazi University School of Medicine Public Health Department, Tukey
2 Eskisehir Osmangazi University School of Medicine Public Health Department, Tukey
3 Eskigehir Osmangazi University School of Medicine Public Health Department, Turkey
4 Eskisehir Osmangazi University School of Medicine Public Health Department, Turkey
5 Eskisehir Osmangazi University School of Medicine Public Health Department, Tukey
6 Eskisehir Osmangazi University School of Medicine Public Health Department, Turkey
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opinions about their job, CHC’s physical facilities and Community Health Medicine (CHM).
Nomenclatures of Territorial Units for Statistics (NUTS 1-12 regions) regions were used to
determine the distribution of CHCRP in Turkey.

Chi-square and Kolmogorov Smirnov tests were used to evaluate the data. Table 1 summarizes
the distribution of total number and response number of CHCRP according to NUTS Regions.

Table 1: The distribution of total number and response number of CHCRP according to
NuTS Regions

Number of

Total CHCRP Response
NUTS 1 Regions n n %
1 Istanbul 39 26 66.7
2 West Marmara 60 35 58.3
3 Aegean 136 86 63.2
4 East Marmara 90 80 88.9
5 West Anatolian 61 41 67.2
6 Mediterranean 104 51 49.0
7 Central Anatolian 86 50 58.1
8 West Black Sea 109 66 60.6
9 East Black Sea 79 50 63.3
10 Northern Anatolian 56 31 55.4
11 Central East Anatolian 70 39 55.7
12 Southeast Anatolian 81 56 69.1

RESUlTS

A total of 611 (62.9%) physicians completed the questionnaire. Among the physicians, 66.6%
were male; 81.3% were working in rural; 37.8% were working at their first working place.
There is no difference between the NUTS regions in means of the number of responded
physicians (x2:1,029; p=0.241). The average working time of physicians was 8.1+7.7 years,
the average working time at CHC was 2.2+1.9 years. In the study 15.7% of male physicians
and 24.5% of the female physicians were working in the urban. Table 2 summarizes the some
socio-demographic characteristics of CHCRP according to working place.

Table 2: The socio-demographic characteristics of CHCRPaccording to working place

. . - RURAL URBAN TOTAL
Socio-demographic characteristics
n % n % n
GENDER* Male 384 | 68.7 33 | 53.2 407
Female 175 | 31.3 29 | 46.8 204
MARITAL STATUS Single 239 | 48.1 34 | 29.8 273
Married 258 | 51.9 80 | 70.2 338
CAREER General practitioner | 447 | 89.9 98 | 86.0 545
Specialists 25 5.0 16 | 14.0 41
Dentist 25 5.0 0 0 25
HAVE YOU EVER TAKEN ANY No 162 | 32.6 23 | 20.2 185
COURSES REGARDING CHCRP?* Yes 335 | 67.4 91 | 79.8 426
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WORK DURATION AS APHYSICIAN* |Less than a year 112 | 225 4 | 35 116
1-4 years 143 | 288 | 25 | 21.9 168
More than fiveyears | 242 | 48.7 85 | 74.6 327
WORKING DURATION AS A CHCRP |Less than a year 199 | 400 | 21 | 184 220
1-4 years 252 | 50.7 | 79 | 69.3 329
More than fiveyears | 46 9.3 14 | 12.3 62
CHC IS MY FIRST WORKING No 285 | 93.1 | 95 | 833 380
PLACE?* Yes 21 69 | 19 | 16.7 231
DO YOU WANT TO BE PERMANENT | No 349 | 70.2 | 43 | 37.7 392
AT THE CURRENT JOB?* Yes 148 | 29.8 | 71 | 62.3 219
*=p<0.05

Among the CHCRP, 43.7% reported the number of staff was insufficient; %57.3 reported the
quality of the staff was insufficient; 42.6% temporarily assigned to another unit at least once;
68.9% reported physical competence of their CHC was inadequate; 64.2% considered being
permanent at the current working place; 79.4% had a good relationship with their managers;
63.5% had some difficulties in supplying CHC materials for CHC; 76.6% had an authority
limitation, 63.8% had a negative opinion about prestige of CHM; 43.9% had a negative
opinion about future of CHM; 27.3% had a negative opinion about their job satisfaction. Table
3 summarizes community health centers responsible physicians’ assessments about working
conditions according to working place.

Table 3: Community Health Centers Responsible Physicians’ assessments about working
conditions according to working place

Working Conditions RURAL URBAN TOTAL

No 227 | 45.7 | 40 | 35.1 350
NUMBER OF STAFF ISSUFFICIENT*

Yes 270 | 543 | 74 | 649 261

No 283 | 569 | 67 | 58.8 423
THE QUALIFICATION OF STAFF IS SUFFICIENT

Yes 214 | 431 | 47 | 41.2 188

. No 349 | 70.2 | 74 | 649 223

PHYSCIAL CONDITION OF CHC IS SUFFICIENT

Yes 148 | 29.8 | 40 | 351 388

No 179 | 36.0 | 44 | 38.6 223
SUPPLYING OF CHC EQUIPMENTS IS SUFFICIENT

Yes 318 | 640 | 70 | 614 388

No 330 | 664 | 73 | 64.0 403
YOUR SALARY IS SUFFICIENT? Yes 144 | 29.0 | 32 | 28.1 176

No idea 23 4.6 9 7.9 32

*=p<0.05

In the current study, to consider the number of staff of CHC were insufficient, to have the
work experience less than 5 years and towork in CHC as first work place were more frequent
among the physicians those working in rural statistically. In the study to have been trained
regarding to their job, to be a female and to consider to being permanent at the current working
place were more frequent among the physicians those working in urban statistically.

Having authority limitation, having a good relationship with their managers, considering
physical competence of their CHC was inadequate, having some difficulties in obtaining
necessary materials for CHC, having a negative opinion about prestige of CHM, having a
negative opinion about future of CHM, having a negative opinion about their job satisfaction,
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reporting their income were not sufficient and assigning to another unit at least once were not
varying by the urban and rural.

CONCIuSION

There was no difference between the NUTS in means of the number of responded physicians.
This finding suggests that our results could represent whole Turkey. The physicians those
working at rural areas and at east regions of Turkey were younger and inexperienced. This
might be resulted from the fact that , the recent graduated doctors were usually appointed to
the Eastern and Southeastern region and especially rural areas due to law of conscription.

In this study, the majority of the characteristics were not varying by working place. According
to report of Ministry of Health at 2013, motivation and job satisfaction of physicians, working
in Turkey, were found lower throughout the country. In the current study the six of ten
physicians had a negative opinion about prestige of CHCRP and four of them had a negative
opinion about future of CHM. This finding might be resulted from public perspectives, as the
practitioner physicians had lower respectability when comparing with the specialists.

The six of ten physicians did not consider to being permeant at current job. According the
study conducted by Tanriover et al. the medical students had not wanted to work at primary
health care services due to insufficient prestige of the physicians working in primary health
care services and binary structure primary health care services after health transformation

programme.

To increase quality and quantity of primary health care services, it is necessary to solve the
problems of PHCRP.

REFERENCES
1. Ministry of Health Republic of Turkey. Report of Health Tranformation Programme. 2003 December.

2. TC Saghk Bakanligi 03.08.2011 tarihli ve 25143 sayih “Toplum Saghgi Merkezleri Kurulmas: ve
Caligtirilmasma Dair Yonerge” . http://www.saglik.gov.tr/TR/dosya/1 -72984/h/tsmyonerge.pdf (ulasim
tarihi 10.01.2014).

3. Elbek O, Adas EB. Saglikta dontisiim: elestirel bir degerlendirme. Tiirkiye Psikiyatri Dernegi Biilteni
2009;12(1):33-43.

4. Hacettepe Universitesi Niifus Etiitleri Enstitiisii, Saghk Bakanligi Ana Cocuk Saghgi ve Aile
Planlamas1 Genel Miidiirliigii, Basbakanlik Devlet Planlama Teskilat: Miistesarligi, TUBITAK. Tiirkiye
Niifus ve Saghk Arastirmasi 2008. Ankara, Tiirkiye. 2009;144-45.

5. Akdag R et al. Saglik Personeli Memnuniyet Arastirmasi. Hifzisthha Mektebi Miidiirligii, Refik
Saydam Hifzisthha Merkezi Baskanhgi, Saglik Bakanhigi, Ankara 2010.

6. Edirne T, Bloom P, Ersoy F. Update on family medicine in Turkey. Fam Med 2004;36(5):311.

7. Tanriover O, Hidiroglu S, Akan H, et al. A Qualitative Study on Factors that Influence Turkish Medical
Students’ Decisions to Become Family Physicians After the Health Transformation Programme. North
American journal of medical sciences 2014;6(6):278

54


http://www.saglik.gov.tr/TR/dosya/1

EFFECT OF INTELLECTUAL CAPITAL ON COMPANY
INNOVATION
A RESEARCH FOR HEALTH ADMINISTRATION

Esra Cigdem CEZLAN!

The main purpose of the study is to determine the effect of intellectual capital accumulation
on innovative practices in today’s health care businesses.

The answers have been searched for the questions of “Is there any relationship between
intellectual capital accumulation and innovative practices in health care businesses?” and “If
so, what is the direction of this relationship and interaction?”

245 employees from two hospitals operating in Istanbul have constituted the sample mass
of this research, which has been performed with a combination of qualitative and gquantitative
research methods, and the opinion of the respondents has been measured by means of a
conceptual model.

As a result of the research, it has been concluded that the sub-dimensions of intellectual
capital as human capital, relationship capital and organizational capital in health care businesses
positively impact innovation activities.

KeyWords: Management of Health Care Businesses, Intellectual Capital, Company
Innovativeness

1. INTRODuCTION

Today, the dizzying developments in entire production processes especially in
communication and information technologies have transformed the industry-based economies
which have been established to transform goods or services into knowledge economies.

Especially in today’s information society, people have begun to widely prefer people
oriented, competitive, innovative businesses which holdextremely high brand value and
produce high quality health care services. Therefore, intellectual capital accumulation in
healthcare sector has become the most important factor from the point of effecting innovative
initiatives (Kanter, 2006:79).

In fact, the concept of intellectual capital was first introduced at the end of 1960s, and at
that time it was defined as “a mental movement beyond static and intangible value” (Harrison
and Sullivan, 2000:33). In the coming years, intellectual capital concept has begun to define in
the meaning of today with the development of knowledge economy (Ross et al., 1998).

Stewart has defined the intellectual capital in the vernacular of the day as “obtained
experimented knowledge” and evaluated every kind of intellectual input, information,
intellectual property and experience which would be used to create wealth in this concept
(Stewart,1997). Similarly, Youndtstates thatintellectual capital actually comprises of all kinds
of information inside or outside the business, and businesses should effectively manage their
intellectual capital in the globalizing world to get competitive advantage (Y oundt, 2004:337).

In the literature, the intellectual capital is handled and measured in three dimensions as
“human capital”, “organizational capital” and “relationship capital” (Sveiby, 1997; Stewart,
1997; Tsang et al., 2005; Ross and Ross, 1997; Ross et al., 1998; Chu et al., 2006).

1 Istanbul Medipol University/T urkey/eccezlan@medipol edu.tr
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Human capital dimension of intellectual capital is defined as the sum of knowledge,
skills, abilities, experiences and all other information stocks of employees in organization
(Brooking, 1996; Edvinsson and Malone 1997; Stewart, 1997; Huang et al., 2002). This kind
of intellectual capital consists of genetic inheritance, vocational education, job experiences,
ideas and attitudes towards workplace of employees in a business (Bontis and Fitzenz, 2002).

The second dimension of intellectual capital is the organizational capital, and in the
simplest way, it can be defined as all kind of knowledge, organizational processes and
technological infrastructure which belong to an organization. (Narvekar and Jain, 2006). In
a broader meaning, organizational capital consists of organizational vision, culture, mission,
management philosophy, processes, information technologies/systems, patents, copyrights,
trademarks/secrets, logos, databases, R&D and innovation facilities of a business (Hsu et Fang
2009; Solitand and Tidstrom, 2010).

Relationship capital, the third sub-dimension of intellectual capital, includes relations
between all parties who are capable to create added value for production processes, internal
and external customer satisfaction of a business (Das et al., 2003). In fact, relationship capital
which has a perceptual process feature in a sense is defined by linking the brand value of
businesses in the literature. Such capital accumulation is shaped with mutual relationship of a
business with external and internal customers (Stewart, 1997).

The concept of business innovativeness is defined as all activities which contribute added
value in technological infrastructure, production processes and presentation of new goods and
services of businesses aiming to create or develop a new idea or product in the literature (Dess
and Lumpkin, 1997; Knight, 1997).

Indeed, a company must discover new marketing methods, create new products, acquire
new supplier sources, create new forms of production or become open to innovation to be
known as innovative today. (Thakur et al, 2012:565). An innovative company is started to
be mentioned with the intensification of continuous innovative investments and efforts in
knowledge economy (Chang and Tseng, 2005).

Finally it should be noted that innovation practices are classified in various ways
according to occurrence frequency, innovation degree of company and level of meeting
customer expectations in literature (Damanpour et al., 2009). However, innovation is grouped
in a simple manner as product and process innovation (Burgelmann etal., 1995; Kanter, 2006).

Some researchers separate innovation into two group as technological and product-market
innovation (Miller and Friesen, 1978); on the other hand, another researchers define it as radical
(revolutionary, discontinuous) or gradual (evolutionary, incremental, continuous) according to
its occurrence (Tidd et al., 1997:24).

2. lITERATURE REVIEW

When the literature is examined, it is seen that lots of research have been done in recent
times about knowledge management, intellectual capital and innovation practices in health
care businesses (Bontis, 2002; Gallup, 2002; Van Beveren, 2003; Habersam and Piber, 2003;
Hermansson et al., 2004; Chen et al. , 2005; Lee et al., 2007; Peng et al., 2007; Bontis and
Serenko, 2009).

For instance, Bontis (2002) has studied knowledge management differences affecting
health care businesses, and Van Beveren (2003) has concluded knowledge management
requires privileged and special techniques specific to general and healthcare public businesses.
Both of these studies declare that organizational performance of healthcare businesses that
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focus on effective management of intellectual capital could be increased with innovativeness
(Thakur etal., 2012: 564).

Habersam and Piber (2003) have compared brand values and effectiveness in serving
healthcare services of two hospitals in Italy and Austria according to their intellectual capital
capacity, and as a result of the research; they have made several suggestions concerning
relationship between intellectual capital and innovative practices. Hermansson et al. (2004)
have contributed to the literature by modeling intellectual capital in healthcare businesses.

Likewise, Lee et al. (2007) have completed their research by aiming to make intellectual
capital measurable from uncertain state of annual activity report which is prepared to minimize
the uncertainty of intellectual capital in healthcare businesses. In this context, researchers
have categorized intellectual capital as human capital, patient capital, information technology
capital, process capital, innovation capital and strategic capital (Lev et al., 2007).

Chen et al., (2005) have inspected the intellectual capital structures and the advantages
of those structures for 35 healthcare companies with their special measurement method,
and concluded innovation, customer and human capital to be more valuable for healthcare
businesses in creating intellectual capital.

Bontis and Serenko (2009) have outlined that healthcare businesses supply significant
benefits to intellectual capital on knowledge management, and stated healthcare employees are
actually the best examples for “knowledge workers”. At this point, Fitzgerald (2002) who has
given a new perspective to innovation particularly in health refers that innovativeness which
spread all processes of a healthcare organization would be more successful when healthcare
employees believe the interaction among themselves.

In the light of this literature review, it’s possible to say that employing talented workers,
becoming a learning organization, and successfully managing the intellectual capital in today’s
knowledge economies are the main sources of becoming innovative, creatingvalue and making

difference in competition in healthcare businesses (Bontis, 2002; Huang and Liu, 2005;
Guthrie et al. 2002; Hsu and Fang, 2009). Thus, all sub-dimensions of intellectual capital,
mainly human capital that consists of talent and knowledge accumulation of employees, have
apositive contribution to innovation practices of companies (Subramaniam and Y oundt, 2005).

Also, literature review findings show that the research which focuses on the relationship
between intellectual capital and company innovativeness implicated the relationship of those
concepts according to the measurement of three sub-dimension of intellectual capital into the
research models (Covin and Slevin, 1991; Bontis, 1998; McAdam, 2000; Nonaka and Treece,
2001; Youndt et al., 2004; Subramaniam and Y oundt, 2005; Bosworth and Webster, 2006).

For example, McAdam, who has inspected the effects of human capital, a sub-dimension
of intellectual capital, on company innovativeness in empirical aspects has concluded in
his research effective and systematic knowledge management affects innovativeness in key
fields for increasing employee benefits (McAdam, 2000).Similarly, Covin and Slevin (1991)
Bontis (1998), Nonaka and Treece (2001), Youndt, et al., (2004), Subramaniam and Y oundt,
(2005) and Bosworth and Webster (2006) have concluded human capital increases company
innovativeness.

In the literature, it is possible to claim there is positive and obvious interaction between
organizational capital and firm innovativeness according to the studies which examine and
explain the relationship between these two concepts in empirical aspects (Covin and Slevin,
1991; Nonaka and Takeuchi, 1995; Bontis, 1998; Y oundt et al., 2004; Y oundt and Subramaniam,
2005).
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For instance, Nonaka and Takeuchi (1995) have concluded that the innovations in
knowledge production and business infrastructure provide competitive advantages to firms;
and Bontis (1998) has argued in his research that organizational capital contributes to the
innovation performance of business. Also, Youndt et al. (2004) and Subramaniam and Y oundt
(2005) proved that organizational capital has positive effects on innovative performance of
business.

When the studies conducted on the relationship between company innovativeness and
relationship capital, the most strategic component of intellectual capital, is examined, a positive
and mutual interaction between these two concepts is observed (Bontis, 1998; Phillips, 1999;
Gray et al., 2000; Agarwal et al., 2003, Youndt and Snell, 2004; and Y oundt Subramaniam,
2005; Ottenbacher and Gnoth, 2005).

3. METHODOIOGY

Participants from the two leading hospitals in Turkey who have been selected with
convenient sampling method constitute the population of this research. 245 health workers
in various positions such as doctor, nurse, emergency medical technician, hospital manager,
hospital logistic, quality, human resources and patient consultant from the mentioned healthcare
businesses have been included in the study.

The main mass of employees surveyed corresponds to 25% of the total employees. The
following research model has been developed for measuring the effect of intellectual capital
which consists of three sub-components on company innovativeness on the basis of proposed
research hypothesis in the concept of this research, which has been carried out with both
qualitative and quantitative research methods.

Figure 1: Model of the Research

INTELLECTUAL
CAPITAL

Hi

[ 1.Human Capital

COMPANY
INNOVATIVENESS

H2

[ 2.0rganizational Capital

N A A

[ 3.Relationship Capital

Arrows shown in the figure above indicate the relationship between basic concepts of
this research, direction of the interactions and research hypothesis. The research hypotheses
indicated with arrows are those below:

H, : There is a positive relationship between company innovativeness and human
resources of companies.

H, : There is a positive relationship between companyinnovativeness and organizational
capital of companies.

H, : There is a positive relationship between company innovativeness and relationship
capital of companies.

Furthermore, the subscales of “human capital”, “organizational capital” and “relationship
capital” defining intellectual capital in parallel with the hypothesis of this research have been
taken from the studies of Bontis (1998), Subramaniam and Youndt (2005), Hsu and Fang
(2009), Ling (2011), Longo and Mura (2011) and Hsu and Sabherwal (2011); and “Business
Innovativeness Scale” has been taken from the studies of Subramaniam and Youndt (2005),
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Ling (2011), Hsuand Sabherwal (2011).

Eventually, it should be noted that SPSS 20.0 and AMOS 4 computer programs have
been used for the analysis of data gathered through survey form in scope of this research.
The consistency of the hypothesis shown in the research model has been investigated with
reliability and validity analysis, then correlation analysis and lastly regression analysis.

4. FINDINGS

First of all, demographic features of participants have been examined in the context of
research. Demographic features such as company name, professional title, gender, age range,
education and job duration have been collected and shown below:

Table -1: Demographic Profiles of the Respondents

Frequency Percentile Cumulative P.
9 Public 133 54.2 54.2
-§ Private 112 45.8 100
a TOTAL 245 100
Administrative Personnel 103 42 42
é Medical Personnel 142 58 100
TOTAL 245 100,0
e Female 141 57.5 57.5
2 Male 104 425 100
& TOTAL 245 100,0
High school Graduate 59 24.1 24.1
E‘; . Associate Degree 55 224 46.5
*§' § Bachelor 85 34.7 81.2
3 Postgraduation 46 18.8 100
TOTAL 245 100
20-25years 63 25.71 25.71
Sc’n 26-35years 110 44.90 70.61
& 36-40years 46 18.78 89.39
E" More than40 years 26 10.61 100.00
TOTAL 245 100
0-5years 143 58.37 58.37
s 06-10years 75 30.61 88.98
;'su 11-15years 19 7.76 96.73
2 More than 16 years 8 3.27 100.00
TOTAL 245 100

As an overall evaluation of demographics of participants shown in the figure, both
physiological features of participants such as gender and age and vocational education,
professional title and experience levels of participants illustrate a wide sample of overall
health sector. In other words, the demographic findings have been found sufficient enough to
reach meaningful results in the scope of survey.

Secondly, reliability and validity analysis have been conducted for data set variables in
the context of the research. Primarily, average value of proficiency has been calculated with
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Kaiser-Meyer-Olkin (KMO) sample test. KMO sample proficiency value (0.90) has been
observed to be higher than the proposed value (0.50) in the literature (Stoel and Muhanna,
2009).

Then Bartlett Sphericity Testhave beenconductedand the findings of this testhas shown to
be statistically significant at 5% (X 2 (153) = 840.26, p <0.5). Therefore, it has been concluded
each statement (communalities) in the survey is above 0.30 and each indicator has common
variance with other indicators (Field, 2005).

“Explanatory Factors” test has been conducted in the third stage of the reliability and
validity analysis and findings have been shown in the table below:

Tabla-2: Factor loadings

Human | Relationship | Organization . Coefficient of
Capital Capital Capital Innovativeness Communalities
HC2 0.88 0.83
HC3 0.84 0.79
HC1 0.84 0.77
HC5 0.83 0.79
HC4 0.81 0.73
HC6 0.79 0.73
HC8 0.79 0.69
HC7 0.78 0.71
RC2 0.76 0.71
RC4 0.75 0.72
RC3 0.74 0.67
RC5 0.67 0.64
RC6 0.67 0.66
RC1 0.57 0.52
oc4 0.80 0.74
0G5 0.80 0.76
0cC2 0.59 0.61
0C3 0.58 0.59
Inno.4 0.79 0.77
Inno.2 0.78 0.72
Inno.1 0.77 0.76
Inno.5 0.76 0.71
Inno.6 0.63 0.58

*Principle Component Analysis and Varimax Rotation are used. Total VVariance Explained: 68.80%

As observed inthe table, total 3 indicators have been eliminated on account of not attaching
to a factor and not fulfilling the criteria of being equal or higher than 0.50 or attaching to more
than one factor (factor load in another factors-cross load) equals or more than 0.40 (Stoel
and Muhanna, 2009). Thus, the number of questionnaires has been reduced to 32 from 35
questions.
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All statements in the data set have been subjected to “Confirmatory Factor Analysis” in
order to realize scales are reliable and valid; and the findings of this analysis have shown AVE
value correlation coefficients of each factor are smaller than squares.

In the final step, Cronbach Alfa reliability coefficient and composite reliability coefficients
of all indicators in survey form have been determined to be higher than standard threshold
value (0.70). This finding has proved the reliability of the scales applied in survey to be high.

Correlation and regression analysis have been used to test the research hypothesis in the
third and last stage of the study and the correlation analysis findings are shown in the table
below:

Table -3: Correlation Coefficients and Descriptive Statistics

Variables Average Star.1da.rd 1 2 3 4 5
Deviation
1.Human Capital 3.66 0.94 -
2. Relationship Capital 3.64 0.91 0.63** -
3.0rganization Capital 3.53 0.87 0.57** | 0.58** -
4.Innovativeness 3.18 0.88 0.21** 0.37** 0.38** -
Cronbach Alfa Reliability Coefficient 0.95 0.88 0.83 0.89 0.92
Composite Reliability(CR) 0.95 0.88 0.81 0.89 0.92
Average Variance Extracted(AVE) 0.69 0.56 0.51 0.61 0.57

(*) p<0.05, (**) p<0.01

As seen in the table, the correlation coefficients which show the linear relationships
between variables indicate a relationship between some variables at 0.05 significance level
(p<0,05), but 0.01 significance level between others.

Then, multiple regression analysis has been conducted in order to test the hypothesis
in research model. In this context, firm innovativeness as dependent variable, and human
capital, relationship capital and organizational capital, sub dimensions of intellectual capital,
as independent variables have been subjected to regression analysis.

The findings of the regression analysis held with SPSS 20.0 program have been illustrated
and reviewed below in terms of research hypothesis:

Tablo-4: Regression Analysis Results Related to Firm Innovativeness
(for H,, H,, H_ hypotheses)

Dependent Variable
Company Innovativeness
Independent Variables Standard Beta (B) | tvalue | p-value | VIFvalue

1.Human Capital .298%** 4.448 .000 1.418
2.0rganizational Capital .097 1.312 191 1.744
3.Relationship Capital .196 ** 2.809 .005 1.548

R*= 0,239

F=125.185

p-value =0.000

* p < 0.05; ** p<0.01
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According to the regression analysis findings shown in the figure, the relationship
between company innovativeness and human capital, a sub dimension of intellectual capital,
is statistically significant and this sub dimension of intellectual capital has positive impact on
company innovativeness (B = 0.298, p <0.01). In addition, these findings support the hypothesis
(H,), which assumes human capital positively effects company innovativeness.

In contrast, organizational capital doesn’t have a statistically significant effect on company
innovativeness in terms of regression analysis findings of the hypothesis (H,), which assumes
that organizational capital positively affects company innovativeness (f = 0.097 p> 0.01).

This result doesn’t positively affect H,hypothesis which assumes organizational  capital
has positive effects on company innovativeness.

Finally, the H, hypothesis have been tested which is based on the assumption that
relationship capital, a sub dimension of intellectual capital, has a positive effect on company
innovativeness. There is a positive and significant interaction between relationship capital and
company innovativeness according to the regression analysis findings held for this purpose (
=0.196 p <0.01). This result supports the hypothesis (H,) which assumes relationship capital
positively effects company innovativeness.

Table-5: Research Hypothesis Test Results

Hypothesis Suggestion of the Hypothesis Consequence

H There is a positiverelationship between companyinnovativeness

! and human resources of the companies. APPROVED

H There is a positiverelationship between companyinnovativeness

2 andorganizational capital of companies. REJECTED
H There is a positiverelationship between companyinnovativeness APPROVED
3 andrelationship capital of companies.

5. CONCIuSSION AND DISCuSSION

As a result of the research, the human capital and relationship capital as sub dimensions
of intellectual capital of healthcare businesses have been evaluated to have positive effects on
company innovativeness.

It is possible to say the investments in both these two dimensions of intellectual capital
and successful practices would provide significant contributions to the ongoing innovative
practices in businesses according to these findings. Interestingly, the survey results haven’t
justified the assumption that the organizational capital sub dimension of intellectual capital
doesn’t have positive impact on company innovativeness. However, many research findings
on this subject in the literature have reached the conclusion which confirms this assumption.
Furthermore, when looked in the perspective of daily business life, the new investments of
organizational capital accumulation and new practices in this context are generally thought to
be the most concrete indicators of company innovativeness by healthcare employees.

Thus, this finding of the research could be explained as mismanagement of the
organizational capital in healthcare businesses or the failure in the measurement of correlation
and regression relationship between these two concepts.

Asaresult of the research, it has been concluded that the managers in healthcare businesses
should effectively manage all three dimensions of intellectual capital, while increasing the
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efforts to enrich the intellectual capital in healthcare businesses. Moreover, only organizational
or technological investments would be insufficient to provide high company performance the
basic production of which is human factor, so the investments on human capital and relationship
capital must be increased in parallel with those investments.

Particularly, the complexity in healthcare services, overuse of technology and the entity
of human interaction make the adaptation of healthcare businesses to external environment
difficult and cause administrative problems. At this point, it has been observed that healthcare
businesses could be successful only by training the staff with leadership skills, including them
in management processes and creating a new organization culture and climate suitable for
innovation and creativity.

Eventually, it must be said with regard to future researches, detection of the effects of
the mentioned factor on intellectual capital will be possible if the “company innovativeness
factor” held as independent variable in this research is examined as a “moderator variable”
with its sub-scales in a similar model with this research.
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MANAGEMENT OF RISKS BY THE FMEA METHOD

IN MORROCAN HEALTH INSTITUTIONS: CASE

OF PATHOLOGICAL ANATOMY AND CYTOLOGY
LABORATORY INRABAT
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ABSTRACT

Because of the severity of accidents’consequencesthat can take place, the safety of personnel,
its environment, and property made available is, currently, a prime necessity for laboratories
of Pathological Anatomy and Cytology (PAC). zero risk does not exist but it may as well be
mitigated or controlled.Indeed, the personnel in the laboratories PAC is likely to be exposed on
the one hand; to different classes of biological pathogens and, on the other hand; to thechemical
Risksdue to the manipulation of fixed parts and large quantities of chemicals used during
technical process (carcinogenic, toxic, flammable,). That’s why, taking account of these risks
in these laboratories becomes a hot topic.

The objective ofthis study is to establisha comprehensive listof existingfailuresand resources
in place to managerisks inPACIlaboratory ofUniversitary Hospital Center (CHU)IbnSinaof
Rabat,Morocco; in ordre to set up an effectiveapproach to risk management.

To do this, we have adopted the FMEA approach (Failure Mode Analysis and their criticality)
that allows an estimate of risk levels depending on exposure conditions.

Our study demonstrated that the PAC laboratory, contains the following risks:

* Riskslnherent totasks: septic pits,AES, contamination by hepatitis or HIV,
injuries cut glass, burns (Bunsen burner, bath, Oven, Stove, Microwave ...)
handling soiled equipment, postural constraints (standing or sitting station with
station leaning forward).

+ RisksofCMR (carcinogenic, mutagenic, toxic for reproduction): Formol, Haemalum
Mayer, MGG, EUKITT

+ Risksofchemicals:acids, bases, solvents, dyes, paraffin, bleach for disinfection.

+ Biological risks: handling of biological products (blood, urine, biopsies, ....)
Accidents exhibitors whose blood contamination routes are either mucocutaneous,
respiratory or digestive.

+ sensoryRisks: eyestrain ( related to the nature of activities), odors of organic
products (blood, urine ...) and disinfectants.

*  Organizational Risks

1 University MohammedVI,/Laboratory of Microbiologyand Molecular Biology/Faculty of Science/ Rabat, Morocco.
2 University MohammedVI,/Laboratory of Microbiologyand Molecular Biology/Faculty of Science/ Rabat, Morocco.
3 University MohammedVI,/Laboratory of Microbiologyand Molecular Biology/Faculty of Science/ Rabat, Morocco.
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In the light of the results obtained, it appears that the semi-quantitative method of FMEA
allows; not only to identify dangers and propose mastery of the actions, but also to propose a
management model specific to risks at PAC structure.

Keywords: Risk management, Danger, AMEC, Criticality, Laboratory of Pathological
Anatomy and Cytology
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ABSTRACT

The work aims to analyze the modalities of implementing quality management in the Academic
Hospital Center Ibn Sina (CHIS) of Rabat in Morocco and to identify quality sustainability
factors management in services involved in the process. The study focuses on 21 Medi-
cotechnical and Administrative Services of the Academic Hospital Center (CHIS) that joined
the governmental program in implementing the quality process from 2007 to 2011. Semi-
directive interviews were conducted for those involved in the service and quality approach
management. The interviews were held with a representative sample of sufficient staff. In
total, 51 people were interviewed: 9 doctors, 16 health professionals, 14 technicians and 12
administrative staff. On November 30th, 2011, four years after the launching of the program,
six services (29%) had an active quality approach and 15(71%) had none. The survival average
period of quality circles was 17 months and the median was 12 months. In 70% of services,
quality circle works or functions as a place for co-ordinating the quality approach. Quality
circle is seen as a forum for the exchange of ideas (views) and as a means of expression for all
personnel. In all meetings, it helps to create new links between professionals and deepens the
concept of communication and consolidation (or harmonization) of functional relationships
between different departments. It has been a major factor in decompartmentulizing teams and
introducing a certain collegiality in service operation. In several services, quality circle has
proved to be the only place for exchange and discussion between staff.

1 Laboratoiry of Microbiology and Molecular Biology, Faculty of Sciences, University Mohammed, Rabat, Morocco

2 International Quality Control Corporation (IQCC), Mount Vernon New York, USA

3Faculty of Sciences, University Mohammed V —Agdal, Rabat National Institute of Hygiene, Laboratory of medical Bacteriology,
Rabat, Morocco.

4 Faculty of Médecineand Pharmacy ofRabat, University Mohammed V-Souissi, Av. Mohamed Belarbi EI Alaoui, Rabat,
Morocco.

5 Laboratoiry of Microbiology and Molecular Biology, Faculty of Sciences, University Mohammed, Rabat, Morocco
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MEASURING PROCESS PERFORMANCE WITHIN
HEALTHCARE LOGISTICS ADECISION TOOL FOR
SELECTING MEASURING TECHNOLOGIES
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Abstract
Performance measurement can support the organization in improving the efficiency and

effectiveness of logistical healthcare processes. Selecting the most suitable technologies is
important to ensure data validity. A case study of the hospital cleaning process at a public
Danish hospital was conducted. Monitoring tasks and ascertaining quality of work is
difficult in such a process. Based on principal-agent theory, a set of decision indicator has
been developed, and a decision framework for assessing technologies to enable performance
measurement has been proposed.

Keywords: Performance measurement, technology assessment, healthcare logistics

Introduction

Logistical processes are essential for a hospital to function and in providing services for
the patients. Improving the efficiency and effectiveness of healthcare processes not only
economizes on resources but also improves the quality of services. Performance measurement
can support an organization to motivate employees and induce learning to improve processes
(Neely et al., 2005). In a healthcare logistics context, employees will often perform tasks in
various parts of a hospital and without close supervision. From a principal-agent point of
view, there is a need to measure and monitor the process (Eisenhardt, 1989a; Melnyk
et al., 2004). Technologies such as RFID, barcodes and portable job agents can capture
data in a process and enable process measurement (Ferrer et al., 2010; Sarac et al., 2010).
When measuring several performance indicators, one technology may not fit all, and a range
of different technologies may be needed to enable performance measurement. Selecting the
appropriate technologies for capturing data is important to ensure data validity and enable
measurement of the most suitable performance indicators. Based on a hospital cleaning case
study, a framework is developed that serves as a decision tool for assessing which technologies
to implement to enable performance measurement in a healthcare logistics context.

Methodology

In this section, the research objectives, research design, collection of data, data analysis,
and research quality are described for the study.

Objectives

A framework is developed by answering the following research questions (RQs):

1 (dife@dtu.dk) Department of Management Engineering Produktionstorvet, Building 426, DK-2800 Lyngby T echnical
University of Denmark
2 (peja@dtu.dk) Department of Management Engineering Produktionstorvet, Building426, DK-2800 Lyngby Technical
University of Denmark
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RQ1: How can performance indicators measure process performance of a logistical
healthcare process?

RQ2: How can technologies for measuring process performance be assessed for a logistical
healthcare process?

The objective is to develop a decision support tool for logistics management within healthcare
to decide on which technologies to implement for measuring process performance. RQ1 is
answered by developing a set of performance indicators that reflects the performance of the
hospital cleaning process. These indicators are based on the strategic goals of the organization.
To answer RQ2, the selected performance indicators are then used to develop a framework for
assessing and selecting technologies to measure these performance indicators.

Research design and data collection

The research design chosen for this study is a single case study because it provides an in-
depth understanding of a problem and is well suited for answering “how” questions
(Eisenhardt, 1989b; Yin, 1994). A case study focusing on the hospital cleaning process was
conducted at a public Danish hospital. Although cleaning at a hospital is not considered
a traditional logistical process, the process contains some logistical elements. First, the
service of cleaning is distributed across the hospital. Secondly, the technologies investigated
are technologies commonly used within supply chain managementandlogistics,suchas RFID
and barcodes (Ramanathan et al., 2014).

Data for the hospital cleaning case was collected over a five month period from October

2014 to February 2015. During the case study, 20 interviews were carried out, the cleaning
process was observed, and several documents were collected. Interviews were carried out with
managers and supervisors of the logistics and cleaning departments as well as managers from
the central 1T department and the Strategy department. Case study results were presented
to management for respondent validation (Bryman, 2012).

Analysis

A framework was developed by Jorgensen (Jorgensen, 2013) to serve as a decision support
tool for assessing technologies in logistical healthcare processes. A modified version of the
framework can be seen in Figure 1. The framework depicted in Figure 1 is valid for
technologies performing logistical processes and will in this study be generalized for
technologies capturing data to measure performance.

A principal-agent problem occurs when a) goals differ between the principal and agentand b)
information and verification of behavior is difficult (Eisenhardt, 1989a). Cleaning personnel
disperse into all parts of the hospital to clean their designated areas, and it is currently
not possible to monitor and check the work of all employees. Providing information
through performance measurement could create transparency about employee performance
and the quality of their work (Neely et al., 2005). However, if data is not captured
automatically, the employee may forget or deliberately neglect the registration of data. Thus,
the technology used to capture data in a process affects data validity due to the particular
process for capturing data. The principal-agent problem appears to be twofold: 1) getting
employees to perform cleaning tasks and 2) ensuring that employees measure the cleaning
process. Principal-agent theory was used to assess how the different technologies affect data
validity. Based on an analysis of the hospital cleaning case using principal-agent theory, a
decision process for selecting the technologies to measure performance was developed.
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Figure 1 - Decision indicators for assessing technologies in healthcare logistics
Validity and reliability

Data from different sources were gathered and analyzed, and respondent validation was
carried out to ensure construct validity (Bryman, 2012). Internal validity was ensured through
pattern matching by comparing findings of this study with similar findings from a different
context, in this case the framework in Figure 1 (Denzin and Lincoln, 1994; Eisenhardt, 1989b).
External validity is limited to a logistical healthcare context within Denmark. This study is a
generalization of an existing framework to include measuring technologies. Reliability was
ensured through triangulation and colleague review.

Defining the performance indicators

Performance indicators should reflect the strategy of the organization and help achieve
organizational goals (Brewer and Speh, 2000). To align organizational behavior with strategic
goals, central management had in the case defined the following five performance aspects to
be measured: 1) quality 2) resources, 3) productivity, 4) satisfaction, and 5) service delivery.
Performance indicators were then defined for three management levels as seen in Figure
2. Investing in technologies would be necessary to enable data registration for measuring
productivity and delivery. The following technologies were assessed: iBeacon, tablet, RFID,
barcode and mobile job agents.

In measuring performance of the hospital cleaning process, it is only possible to check the
quality of a random sample of rooms. To provide some reassurance of quality for the rooms
not checked, supporting performance measures were developed. The productivity measures in
Figure 2 aim to support the quality measures. Case study interviews showed that quality and
time spent on cleaning are closely related. Demonstrating that a certain amount of time has
been spent in a room could therefore provide supporting evidence of the level of quality
provided. In line with principal- agent theory, this is an attempt to monitor the employee. It
is important to note that measuring is also done to ensure that employees are allowed enough
time for tasks.
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Quality % passed quality check

% passed INSTA 800 quality standard
% passed DS2451-10 quality standard
Resources % on sick leave # employees on leave

% longterm sick leave

Productivity Time spent / norm S planned cleanings/ e"m'pY:

Satisfaction Experienced Service

Delivery —

% delivered compared to promise

Figure 2 — Selected performance indicators across three managerial levels

Font: = All

Decision process for selecting measuring technologies
Some key steps were identified in the hospital cleaning process. First, a high number of

data registrations, i.e. critical mass, is a precondition for a business case to justify an
investment in technology. Secondly, when capturing data, some data points would be captured
simultaneously in the cleaning process. E.g. the number of rooms cleaned/entered would be
measured at the same point in time as starting time or end time of cleaning a room. Data
points should therefore be bundled according to when data is captured in the process. Thirdly,
technologies may provide the opportunity to potentially improve employee performance and
the quality of cleaning; iBeacons and iPads allow for showing pictures and other types of
instructions to cleaning personnel.

Data validity was assessed for every data point in combination with each of the five measuring
technologies. The process of registering data was analyzed for each of the five technologies
from a principal-agent and risk perspective. The following variables were found to affect data
validity: 1) number of registrations, 2) level of automation for registering data, 3) employee
motivation for performing registrations, and 4) traceability. Thus, the technology capturing
a data point affects the validity of that data. The number of registrations and level of automation
are closely related to employee motivation to perform the registration. The employee may not
want to make personal performance transparent. Furthermore, the employee may forget to
actively register e.g. start and end time of a task. The more registrations needed, the more
the employee might forget or deliberately neglect to perform the registration. To increase
validity of data, a high level of automation coupled with traceability is preferable. Number of
registrations and employee motivation will not affect data validity if the data registration
process is fully automated and traceable. Traceability is closely related to the principal-agent
problem. Ascertaining the location of the employee will ensure that the employee was present
at a given point in time. After assessing the validity of data points for each technology, it was
clear that for some data points, only one technology could provide sufficiently valid data.
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Thus, the technologies were a given for these data points. Consequently, data points bundled
with these data points were also a given. For the remaining data points to be measured,
data validity should be compared to the cost of measuring data. There are several cost
aspects of capturing data and measuring performance. First, there is the investment in
and maintenance of technologies. Secondly, there is a cost of processing and maintaining
data. Thirdly, a cost occurs if the employee spends time registering data in the process.
E.g. registering entry and exit from a room is automatic with RFID, but barcodes require the
employee to actively scan the barcode. Lastly, economies of scale can reduce the marginal
costs.

Technologies providing the most valid data may not be economically feasible solutions for the
organization. The main part of Danish healthcare is public, and funds are limited. This means
that funding for logistical investments is often scarce as clinical investments are prioritized.
Financial considerations could have practical implications for the choice of performance
indicators and measuring technologies. Although performance measures should be governed
by the overall strategy of the organization (Brewer and Speh, 2000), the economically feasible
technologies may not enable measurement of the preferred measures. Therefore, two additional
steps in the decision process are added to accommodate any financial limitations. Based on
the analysis presented in this section, a decision process is proposed in Table 1. Decision
indicators from Figure 1 that are relevant to the proposed decision steps are included in the
table. All decision indicators in Figure 1 were found to be relevant except environmental
considerations.

Table 1 - proposed decision steps and relevant decision indicators to assess technologies

Decision step Decision indicators affecting decision step

1. Select performance indicators Lead time, value-added time, security of
supply, traceability, output

quality, consistency, information
management,

competence match, unnecessary process

2. Ascertaincriticalmassfor data

Registration

3. Bundle data points
4. Assess data validity for data-technology Risk of mistakes, consistency, output quality,
combinations degree of automation, employee motiva-
tion, employee work conditions
5. Decide to includeor reject any quality Output quality
bonus option
6. Determine given technologies

7. Determine given technologies as a
consequence of bundling

8. Compare data validity with cost of Future proofing,impacton related processes,
measuring to select technologies downtime and maintenance, features and
for remaining data points ease of use, unnecessary process

9. Determine feasibletechnological solutions Future proofing, impacton related processes,
from a financial perspective downtime and maintenance, features and
ease of use, unnecessary process

10. Adjust performance indicatorsif neces-
sary
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Discussion

Measuring performance is an incentive in itself to motivate desired agent behavior (Melnyk et
al., 2004). The proposed productivity measures do not ensure that the employees actually
carry out the cleaning task sufficiently, but they do ensure that the person was there when the
registration was made. Similarly, knowing how much time was spent in a room does not
ensure that time was spent cleaning or even that it was done adequately. Thus, the principal-
agent problem is still there, but it is reduced. The other principal-agent problem addressed
was that of measuring data. If the process of registering data is not automated, the lack of data
will show if the employee did not register data, which could itself provide an incentive for
data registration. However, automating and tracing data registration will eliminate the problem
entirely.

Environmental considerations were not included in the suggested decision process, butitcould
be taken into consideration if possible and if of significance to the organization. However, it
was not relevant in this case. The financial considerations included in the decision process are
deliberately included towards the end of the process to prevent innovative ideas from being
discarded early in the process.

The research questions are answered by analyzing how performance measures can be
developed for a process where employees are not monitored and where the level of quality is
difficult to ascertain. Furthermore, a decision tool consisting of 10 steps was proposed based
on an analysis of the process for registering data.

Limitations and future research
Findings in this paper are limited to a healthcare logistics context and should be

validated for other contexts and settings outside of Denmark. Financial considerations
provided some practical implications for the choice of performance measures. Other practical
implications for deciding on performance measures and measuring technologies should
be investigated.
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WHAT ARE THE ISLAMIC DISCUSSIONS ABOUT
SURROGACY MATHERHOOD THAT CONNECTED TO
THE SEVERAL ADVANCED MEDICAL TECHNOLOGY?
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ABSTRACT

The Problem of the Study: In the family life, having a child ideas of mother and father and
wanting continue this way for their generation, play an important role. However, the mentioned
above ideas sometimes is’nt possible for various reasons.

This problem sometimes can came from the mother and father candidates and sometimes can
came both. Therefore, the wife can not stay pregnant. The parents, through the encouragement
of the developments in the health sector, enter into a quest and are able to get the child.

According to Islamic law the use of reproductive technology on the cells (sperm and eggs) that
taken from married couples is possible. Thus, the couples will have children. This one is not
a dissenting opinion.

However, nowadays, especially as fertilization techniques and methods is clear that the use
of many different options.Even if we have to express about the some modern countries, it is a
well known fact among non-married groups allow artificial insemination.

Therefore, this matter at the present time, continues to be discussed as a between the disciplines
in health sciences and in religious studies and in ethics and in law as in the past.

The Purpose of the Study: In this study, as a primary concern, free (halal), forbidden (haram)
and the ugly (makruh) techniques which takes place on issue of having children will be
described.

While doing so will benefit from the following opinion of the jurisprudence of Islamic scholars
according to the evidence In the light of Islam.

Method: At this point, it is planned to explain terms of generation and marriage and adultery.
During this study from Arabic and English and Turkish sources were utilized and research.

Findings and Results: In addition, some proposals will be presented in the problem of the
mixing of genes that is the seen as a global issue. This presentation is aimed at the formation
of a certain idea of the public.

Key Words: Surrogacy Matherhood, To Having Child, Mixing Genes, Islamic law.
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THE ANALYSIS OF PRIVATE HOSPITALS MISSION
STATEMENTSIN TERMS OF STAKEHOLDERS

Ersin IRK!
M.Fatih KARACA?
Mesut ARDIC?

ABSTRACT

The Problem of the Study: The main concern of this paper is to state, whether the firm has
mentioned about it to the stakeholders in their statements or not.

The Purpose of the Study: Mission is one of the main concern of strategic management.
The statement of mission which can be stated as to explain the reason of the firm’s existance
and as to distinguish itself from the others, contribute the firms to be understood correctly by
its environment. The firms are open systems. They are interacting with their environment.
The elements which are influenced directly or indirectly by the activities done in order to
reach the firm’s goal can be stated as the stakeholders. The firms of health-sector also will be
successful as long as they build harmonic relationships with their stakeholders. The purpose of
this research is to state whether the firm has made the stakeholders of concern in their mission
statements and which one of the stakeholders is of concern more often.

Method: Mission statements of 284 private hospitals with content analysis method in the
study are searched in terms of eight stakeholders (customers, employees, owners, competitors,
suppliers, dealers, community-government, financiers and environment) which are stated
by Kujala (2001). In this study, mission statements are converted the form with text mining
application which can be analyzable. Mission statements are firstly pre-processed; the
sentences are split into the words, the roots of the words are obtained and then stop-words
are removed. Text mining step is completed by means of appointing different numbers to
the each root which are available after pre-process. After this stage, the analysis process is
organized according to enumerated data (term). The terms which represent the stakeholders
are determined by the authors before analysis. As the final, analysis was completed by sorting
these terms descending according to occurrence frequency in the mission statements.

During the process of analysis, wordroots are put in order according to frequency of appearance
in the mission statements.

Findings and Results: In this study, it is searched that 284 private hospitals gave place or
not to eight stakeholders in mission statement. In mission statements of private hospitals
customers, employees, community-government and environment were emphasized and
competitors, suppliers, financiers and owners were not. It was seen that customers was the
most common stakeholder, community-government, employees and environment was second,
third and fourth, respectively.

Key Words: Mission Statements, Stakeholder, Text Mining, Content Analysis.

1 Gaziosmanpasa University, Turkey, ersin.irk@gop.edu.tr
2 Gaziosmanpasa University, Turkey mehmetfatih.karaca@gop .edutr
3 Gaziosmanpasa University, Turkey mesut.ardic@gop.edu.tr
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1. INTRODuCTION

Mission statements serve primarily as a communication tool to tell their own company
to stakeholders at least forty years(King et. al., 2014: 21). When the study about mission
statements is searched, it seems less in comparison to foreign literature. Studies about mission
statements are usually interested in universities (Erdemand Tanridgren, 2002; Toprakei et. al.,
2007; Karabulut and Késeogl, 2010; Ozdem, 2011) and industrial enterprises (Ay and Koca,
2012; karabulut, 2007 Coskun and Geyik, 2004). But Ugurluoghu(2011) examined mission
statements of special and public hospitals.

A sector which is vital to the health sector in our country is discussed in the study. The research
will be useful to reveal mission statement that is one of the most important elements of strategic
management, represents what meaning in terms of the companies operating in our country.
The study is multidisciplinary research; it can also be specified as a contribution.

2. THE CONCEPTUAl FRAMEWORK

2.1 Mission Statement: There are many definitions as to what a mission statement should
be. In a generally a mission statement defines a statement of the purpose of a company,
organization or person. A mission statement is a declaration of an organization’s “reason for
being” and distinguishes one organization from other similar enterprises (Pearce, 1982).

2.2. Stakeholder: According to Freeman(1984) stakeholders are individuals or groups who
can affect or affected by the corporation.

3. RESEARCH

3.1. Sample: The hospitals are the target population of this study. According to the health
statistic Ministry of Health General Directorate of Health Research in 2013, in Turkey there are
1517 hospitals which are classified 845 as Ministry of Health, 69 as university hospitals, 550
as private hospitals and 44 as others. It is aimed to access all private hospitals’ websites. But
only 379 of 550 private hospitals’ have websites and just 284 of these have mission statements
in their website. Consequently, the study is done with 284 private hospitals.

3.2. Results: Mission statements of 284 private hospitals are analyzed in the study. These
hospitals which have one branch offices are classified as group. The distribution of hospitals
according to the number of branch offices is shown in Table 1.When Table 1 is examined,
maximum number of branch is 20. According to table, 284 private hospitals are operating with
448 branch offices. 242 hospitals with one branch office and 42 hospitals with more than one
branch office are operating. The ratio of one branch hospitals is % 85,21.
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Table 1. The Distribution of Hospitals According to Branch Number

Branch Number | Hospital Number % Total Branch Number %
1 242 85,21 242 54,02
2 10 3,52 20 4,46
3 12 4,23 36 8,04
4 8 2,82 32 7,14
5 3 1,06 15 3,35
6 1 0,35 6 1,34
7 1 0,35 7 1,56
8 2 0,70 16 3,57
9 1 0,35 9 2,01
10 1 0,35 10 2,23
17 1 0,35 17 3,79
18 1 0,35 18 4,02
20 1 0,35 20 4,46

Total 284 100,00 448 100,00

Ten cities which include the highest number of hospital are listed in Table 2. 284 hospitals,
with 448 branch office in total, are operating in 65 cities. According to the table, Istanbul is the
most private hospitals located in provinces with the 148 private hospitals. 17 cities have only

one hospital and 19 cities have not any private hospital.
Table 2. The Distribution of Hospitals According to Cities

City Name Branch Number %
1 iSTANBUL 148 33,04
2 ANKARA 33 7,37
3 ANTALYA 25 5,58
4 iZMIR 21 4,69
5 BURSA 17 3,79
6 ADANA 15 3,35
7 KOCAELI 12 2,68
8 MERSIN 11 2,46
9 TEKIRDAG 11 2,46
10 GAZiANTEP 9 2,01

At the table 3, in the mission statement of private hospitals Kujala’s (2001) proposed eight
stakeholders whether they place or not and the number of the highlightened of these stakeholders
are summarized. According to the table, it is seen that the most highlightened stakeholder is
client; second is community - government, third is employees and fourth is environment. The
four stakeholders which are owners, financiers, competitors and suppliers, are not included in
the mission statement.
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Table 3. Stakeholders and Highlightened Number

Stakeholder Highlightened Number
Customers 176
Community-Government 63

Employees 60

Environment 13

Owners -

Financiers -

Competitors -

Suppliers -

4. CONCIuSIONS AND FUTURE PROJECTIONS

The study in which mission statements of private hospitals are analyzed in terms of stakeholders,
mission statements of 284 private hospitals are extracted from internet sites and whether they
are located or not to stakeholders is analyzed by using content analysis technique. Content
analysis was performed by using text mining method.

171 private hospitals have not a website. This is the first important result in this study. Making
immediately private hospitals’ website will help them to better the health services also it
provide as well as to gain respectability.

Lack of the mission statements of 95 private hospitals is another result we have achieved. This
result indicates that companies do not give the necessary importance to the mission statement.

Private hospitals highlight customers, community - government, employee and environment
stakeholder in the mission statements however, owners, financier, suppliers do not highlight. It
is understood that customers is the most highlighted stakeholder according to the highlighted
frequency. This result is consistent with the literature. (Ugurluoglu, 2011; Karabulut Temel
ve Koseoglu, 2010; Karabulut Temel, 2007). The second is community-government, the third
one is employees and the fourth one is environment comes. This situation reveals that there
is insufficient in terms of occurrence stakeholders of mission statements of private hospitals.

The mission statement needs to be studied more in the literature. As a continuation of this study,
it is investigated why not include some stakeholders by carrying out interviews with private
hospitals. Especially, mission preparation process of the private hospitals can be examined.
The differences can be demonstrated by working again with different hospital types.
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HEALTH EFFECTS OF ENERGY PART OF EMPLOYEES
TOTHE THERMAL INSULATION INHOSPITALS ABOUT
SAVING IDEAS

Halil ibrahim iICOGLU !

ABSTRACT

Problems in the thermal insulation of the extraordinary changes that have occurred as a result
of hospital technology is easily solved. However, the lack of health workers in the hospitals
they work their effects on energy saving thermal insulation affects their work. In hospitals
provided with energy-saving insulation, increasing the quality of health service delivery. Health
institutions get rid of the old traditional energy saving methods, must pass the energy-saving
systems with modern insulation. Inthis project, The effects of the lack of health workers in the
building energy-saving insulation in hospitals aimed to evaluate their thoughts on. In March
2014 a State Hospital for Mental Health and 300 health workers in the survey consisting of 24
questions was conducted Hospital. Research on female health workers (80.7%), 26-35 years of
age workers (69.53%), married (66.4%), those with associate degrees (54.9%), State Hospital
employees (68% , 1), working in services (81.4%), this office working hours from 3-4 years
(41.7%), the hospital operating time between 4-8 years (43.4%), high heat-saving information
and found that they are adept heat savings. The effects of energy-saving building insulation
deficiencies in the hospital, especially people in the health sector is important because of the
sector interested in the first degree. To remedy the deficiencies in the hospital in building
insulation levels affecting the energy sector projects should be developed in this purpose.

Keywords: Energy saving, Thermal insulation, Energy savings in hospital
1. INTRODuCTION

In the world today, energy saving is an issue especially emphasized in the building sector. In
none of the developed countries, the equivalent of going concern of the country’s energy crisis,
there has been the construction of new power plants. Instead of attempting toincrease the energy
efficiency sector. It has now been found that it is more profitable. In addition, by increasing the
energy efficiency is seen as having the air pollution problem in developed countries. Since the
first oil crisis in 1973, almost all of these countries have made significant contributions to the
national economy by implementing this strategy. Annual energy requirements of a building in
Europe 100 kWh / m2 is taken very bottom.

The annual energy requirements of a building in our country, according to the results of earlier
studies, 200 kwh / m2 indicate that rises above. The negative impact on the economies of the
result is obvious. Itis also one of the important causes of the energy bottleneck in our country.
This excessive consumption can be pulled down; the application of heat insulation in buildings
and natural or reduction of heat losses must be supplied from mechanical ventilation. In our
country, as well as the absence of the desired level of thermal insulation, made significant
errors in the application and reduces the performance of the system significantly. Implement
an appropriate technique by an expert team of thermal insulation, of sufficient quality for the
purpose will gegilebilin prevent this problem thanks to materials and equipment. In detail,
the economic insulation thickness of the insulating material to be used is thick enough to

1 Health Management Department Institute of Health Sciences,Russian Federation,ibrahimicoglu24@hotmail.com
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provide maximum energy savings with minimal investment costs. The thermal properties of
materials, the cost of materials and application can vary depending on climate and energy
prices. As a result, the heating of the building (cooling) being spent too much energy on the
structure comfort decreases, increasing operating costs and environmental pollution that leads
to unnecessary foreign exchange loss of causing severe damage to the national economy. TS
825 according to the first educators in the implementation of the appropriate details in the
structure of the thermal insulation regulations and local governments, architect-engineers,
building owners, large task falls to media organizations (1).

2. THE IMPORTANCE OF HEAT AND POWER

The purpose of the thermal insulation in buildings, heat indoors than outdoors in the winter,
summer conditions to reduce the transition to the internal environment from the external
environment. As is known, the basic requirement of the heat transfer is that the temperature
difference between the two environments. Therefore, in summer and winter season, with
indoor and outdoor temperature difference between the heat insulation of the building
is constantly need to keep under control the heat transfer. Insulation and heat transfer can
not be completely prevented, but the amount of heat transfer per unit time can be reduced.
According to this point of climate season, day in winter heat loss and heat gain if the type is
reduced, energy efficiency target will take place intended. Some of the electrical energy and
part of the heat energy used in the housing are obtained from fossil fuels. In the electric energy
production still largely fossil fuels are used. Fossil fuels in the electricity and electrical energy
is converted into thermal energy conversion techniques in this regard, the basic requirement
for the efficient use of energy is through assessing the correct temperature. In this context,
the studies considered before the energy consumption, energy production and manufacturing
facilities is an important issue we face is to be determined in the substantial investment and
operating costs. The importance of the energy produced by the high cost, is not noticeable
during use, are attempts inefficient even with the most efficient power plants and energy policy
would have been followed unsuitable. Based on energy policy in the consumption phase of
the sensitivity in shaping the production phase is understood that have also to be shown.

2.1. Insulation

Two different systems, a purpose is called technical insulating system for separating them.
Insulation process is classified according to the type of insulation material used and tasks in
the system. Heat insulation, waterproofing, emerges with varieties such as fire insulation and
soundproofing. Thermal insulation in buildings and installations to reduce heat loss and gain, and
topreventunwantedenergytransitioniscalledthegeneralofthetransaction.  Technically, thermal
insulation:thetemperatureisusedtoreduceheattransferbetweentwodifferentmediaunittime(2).

The definition of thermal insulation material; Turkish Standards TS 825 and German DIN
4108 norm in accordance; Stone wool, Extruded Polystyrene, Expanded Polystyrene,
glass wool, polyethylene, polyurethane, glass foam, thermal conductivity, such as phenol
foam (A) 0,060 kcal / thermal insulation material to the material under the mh’c value
is called the building material is full of the remaining material above this value (2 )

2.2. Thermal insulation in buildings

Thermal insulation, protection from adverse effects of climate conditions in the building;
human health, maintenance costs are very important in terms of fuel savings and the initial
investment costs. In this respect, the task of thermal insulation is to ensure the formation of a
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healthy and peaceful living space with adequate protection from the building climate. Living
volumes, the need for heating energy and heating costs incurred to provide it depends on the
thermal conductivity properties of the elements that make up the unit of time and decreases
the ability to transmit heat from the building structure with thermal insulation. In addition
to the external environment surrounding the volume with adequate protection from seasonal
thermal effect component of the structure surface and the inner parts of the condensation
event, avoiding freezing of the piping and damage may occur depending on these structures
for maintenance and decreases the repair and refurbishment costs. Looking at the building,
which made insulation; exterior walls, ceilings, stairs, windows, unheated volume laying on,
is losing heat from the elements such as ground based floors and an outdoor walkway slabs
on and is increasing the amount of energy consumed for air conditioning of so building (3).
As with the thermal insulation preventing heat loss prevention structural member is moisture
and humidity, as well as to protect against corrosion in reinforcement of columns and beams.
Thus, thermal insulation in buildings, acting positively to the life of the building increases the
life of the building. Passing in buildings with insulation structural elements in the columns
and beams of the inner and outer surfaces prevent the thermal stress is due to temperature
variations that may occur in the formation of possible cracks which may occur due to thermal
stress in this way, the support element is prevented. This situation; Due to be in Turkey’s
earthquake zone and carrying the risk of earthquakes, an important issue that needs attention
and sensitivity shown emerges. From this perspective Considering the per capita consumption
of the insulation and insulation material used in our country seems to be implemented at a very
low level compared to developed countries. Thermal insulation materials are manufactured
according to the specifications of the selected area to be insulated. Thermal insulation
applications of the car from home, we thought it applied in many areas of industrial furnaces up
to skyscraper design of these materials, it is clear that should be very careful in the production
and application. Thermal insulation, when correctly applied, conduction, convection and /
or radiation reduces the energy transfer through heat transfer types, materials. This fibrous
insulation materials, granular, film-layer, made from one piece block or open - closed
cell, chemical-mechanical hybrid materials can be linked together or supplemented (4).
Thermal insulation increases the initial investment costs, but fuel and energy costs used in the
heating and cooling system with thermal insulation shows drop in a very large extent. Besides,
the capacity of the equipment used in heating and cooling system with thermal insulation has
been decreasing. From this perspective, overall installation costs of air conditioning systems is
decreasing. For example, a building insulated with insulation in a building boiler boiler has about
60%capacityandtheratedifferenceandpurchaseoffersgreatsavingsintermsofbothbusiness(2).

Similarly, honeycombradiatorheatingtheinsulatedbuildinginsulatedbuildingheightinselected
small size. Thus it is seen that the air conditioning system is reduced to the initial investment cost
spent. In addition, the smaller sizes are increasing areas of use in the building air conditioning
system components will be reduced in the areas they occupied the building. Building insulation
made every aspect of economic users, offers a comfortable and healthy  livingopportunities.

3.RESUITS

About the lack of building insulation in hospitals as a result of the examination of the
effects of energy-saving ideas of health workers; The distribution according to gender;
80.7% of women (n = 238), men 18.6% (n = 55), 0.7% missing data (n = 2), respectively.
Research has found that the participation of more women health workers. The distribution
according to age; Between 18-25 years and 13.9% (n = 41), 69.5% between 26-35 years
of age (n = 205), 35 years and older was 16.6% (n = 49), respectively. Research has
shown that the more the participation of health professionals between the ages of 26-35.
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The distribution according to marital status; married, 66.4% (n = 196), single
28.5% (n = 84), divorced, 3.7% (n = 11), 1.4% missing data (n = 4), respectively.
The participation of married Research has shown that health care workers be more.
The distribution according to education level; VVocational School of Health 24.4% (n =
72), 2.4% of nursing students (n = 7), Associate 54.9% (n = 162), Bachelor of 12.9% (n
= 38), M.Sc. 2% (n = 6), 3.4% missing data (n = 10), respectively. Research associate
degree graduates were found to be more than the participation of health professionals.
Distribution according to which they work unit; Surgical Intensive Care and 0.7% (n =
2), services 81.4% (n = 240), administrative units, 9.5% (n = 28), 8.5% missing data (n =
25) was found . Research has shown that the participation of the service employees more.
According to the distribution of working time in this task; Less than 1 year 4.1% (n=12),9.2%
1-2 years (n=27), 23.1% between 2-3years (n= 68), between 3-4 years 41% 7 (n= 123), 4 years
and older, 21.7% (n = 64), 0.3% missing data (n = 1), respectively. Studies have shown that
this office working time is more than the participation of the health workers between 3-4 years.
According to the distribution of working time in this hospital; Less than 1 year 3.7% (n =
11), 39.3% 1-3 years (n = 116), 43.4% between 4-8 years (n = 128), 7% between 9-15 years
8 (n = 23), 16 years and above 5.8% (n = 17), respectively. Studies have shown that this
hospital working time is more than the participation of health professionals, from 4-8 years.
The gender make up of the research group of health workers “Do you have a heat
msulation hospital?” The statement on the comparative analysis performed in order to
determine whether there is a relationship between the statistical response; According
to the working group was statistically about gender perceptions about the presence of
the hospital’s insulation is determined that there are significant differences (p <0.05).
The gender make up of the research group of health workers’ knowledge about heat
saving is high. “In a statement to the comparative analysis performed in order to
determine whether there is a relationship between the statistical response; According
to the working group on gender perceptions as to whether the information on high
heat efficiency was determined to be statistically significant difference (p <0.05).
By marital status variables of health workers form the research group “heat insulation of the
hospital should be strong,” the statement on the comparative analysis performed in order to
determine whether there is a relationship between the statistical response; According to the
working group of the marital status was determined that hospitals were statistically significant
differences on perceptions about the need of the strength of the thermal insulation (p <0.05).
Of health care workers in this task by forming a study group working time variable “Is the
heat insulation to the hospital?”” The statement on the comparative analysis performed in order
to determine whether there is a relationship between the statistical response; According to
the working time of employees in this task group on perceptions about the presence of the
hospital’s thermal insulation was determined to be statistically significant difference (p <0.05).

6. CONCIuSION

Investigation of thinking about the lack of health care workers in hospitals in the building
thermal insulation effect of energy saving results of health workers;

*80.7%% of (238 people) were women,

*69.5% (between 205 people) aged 26-35,

* 66.4% (196 people) were married,

* 54.9% of the (162 people) with associate degrees,

* 81.4% (240 people) are taking part in the service,

*41,7’n% (123 people) between 3-4 years of working time in this task,

*43.4'n% of (128 people) working time is between 4-8 years in this hospital.
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Sex groups of employees;

Hospital of the presence of thermal insulation, whether high of information on heat savings,
whether it is strong thermal insulation, should be given attention to insulation and savings,
whether they are skilled in energy saving, information workers to ensure that hospitals
have energy to understand and contribute to shared and not shared, heat they know knows
whether the insulation, whether high of information on energy saving, the hospital where the
requirements of the efficient use of energy in the hospital to be given to thermal insulation
and saving the information which will enable the hospital to save energy have to understand
and contribute to the sharing was determined to be statistically significant differences between
subjects. According to the gender of health professionals According to the research findings
was affected their responses on the effects of the lack of energy-saving building insulation.

According to marital status groups;

There needs to be a hospital of strong thermal insulation, efficient use of energy in the hospital,
it was determined that employees of the hospital’s energy to understand and contribute to a
statistically significant difference between subjects that are shared knowledge that will enable
them to be. With regard to the findings of health workers according to marital status was
affected their responses on the effects of the lack of energy-saving building insulation.

By educational status groups;

Hospital of the presence of thermal insulation, whether high of information on energy saving,
efficient use of energy in the hospital, the hospital’s heat insulation and to be effective in saving,
low employee of energy saving in the hospital to be given to thermal insulation and saving
the hospital carrying out the full meaning of thermal insulation and savings, they are adept
heat, saving on energy saving was determined statistically significant differences between
subjects having a positive attitude. With regard to the health of their employees according
to the findings of education was affected their responses on the effects of the lack of energy-
saving building insulation.

Appointed by the runtime group;

Hospital of the presence of thermal insulation, whether high of information on energy
saving, the hospital where the requirements of the efficient use of energy in, the hospital’s
heat insulation and savings required to be effective, low employee of energy saving in
the hospital where given to thermal insulation and savings to be adept at energy saving,
employees the information which will enable the hospital to save energy and have a shared
understanding of the contribution, it was determined that employees were statistically
significant differences among the subjects to cooperate on energy saving in the hospital.
Research findings analyzed according to the office working time when health care workers has
been affected their responses on the effects of the lack of energy-saving building insulation.
Currently, they work according to their working time in the hospital group;
Whether the hospital’s heat nsulation, whether it is high knowledge about energy saving,
hospitals thermal insulation should be strong, the hospital where the requirements of the
efficient use of energy in the hospital thermal insulation and to be effective in saving, low
employee of energy saving in the hospital where given to thermal insulation and saving, heat
of having a positive attitude towards saving the hospital, which will provide students with
the ability to understand and contribute to the energy savings are shared between threads of
information is determined to be statistically significant. Referring to the findings of health
workers in the hospital were identified according to their working time affect their responses
on the effects of the lack of energy-saving building insulation.
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ACTIVITY-BASED COSTING AND MANAGEMENTIN A
HOSPITAL-BASED ENDOSCOPIC SURGERY UNIT
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EXTENDED ABSTRACT

Introduction and Study Purpose: ActivityBased Costing (ABC) is an established costing
methodology developed by Cooper and Kaplan (1988) in United States (USA) during the
1980’s that calculates cost price of product or service by determining the usage of resources
in accounting sciences.

Some researchers admit that ABC has several pitfalls (Anderson and Young, 1999). ABC
accumulates overheads for each organizational activity in the company. During the end of
1990’s due to implementation of new technologies and progresses in health care services, the
application of ABC was common in United Kingdom (UK) and US. According to Innes et al.
(2000), the usage of ABC in non-manufacturing and finance such as services industries were
more than 21% in 1994.

Although, research on the cost performance of the ABC of health care organization does not
clearly improve firm value, it has crucial influence for accountants in the managerial function.
Health management accountants can play a basic role in the design of an ABC system suitable
for health care service’s needs.

Based on their skills and training in health management, they can help identify what is
appropriate for analysis in hospitals or primary care centers like service product, customer,
process, etc. As a result, they can explain health care instructions chief executives the
probable causes of an existing cost system’s deficiencies in developing countries. Successful
implementation of ABC is not the same in every organization. There is not one way to follow
for reaching the same path in ABC methodology.

The significant and relevant literature suggests that the implementation process of an ABC
system includes four steps (Wegmann and Stephen 2009):

(1) Cost system evaluation,

(2) ABC design,

(3) ABC implementation, and

(4) System evaluation and validation.

By the use of ABC method, unused capacity can be detected and decreased in hospitals.
Calculation of the cost price based on hospital level and sustaining costs of Iran’s hospitals
was studied by Rajabi and Dabiri’s research in 2012. Several studies have been conducted on
the use of the ABC method in emerging economies like Turkey (Nassar et al., 2009) inrecent
years.
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The purpose of this research was to estimate the cost price of a gastrointestinal endoscopic
procedure in a secondary care private hospital in Balkan Region of Turkey. The main
hypothesis is the use of the ABC model will results an increase in health care organization’s
competitiveness better than the use of traditional management accounting systems.

Methods: Activity based costing is an approach for allocating overhead costs. An activity
is an event that incurs costs. A cost driver is any factor or activity that has a direct cause and
effect relationship with the resources consumed.

The two key cost drivers used in this research were employee costs (measured in time) and
material costs (measured in number of items used).

Endoscopic unit was divided into six main units based on the procedures shown in Figure 1.
Activity centers were defined by the activity analysis method. Costs of administrative activity
centers were allocated into diagnostic and operational departments based on the cost driver.
Finally, with regard to the usage of cost objectives from services of activity centers, the cost
price of endoscopic unit services was calculated.

I.Referral
II. Processing
III. Procedure and anesthesia
IV. Recovery
V. Sterilization

VI. Postanesthesia care unit

Figure 1. Activity Centers

Health care personnel get paid according to their performance from their private hospital.
In calculations of the direct costs, all these amounts were considered as costs of the hospital
in endoscopic unit. The direct working hours for the endoscopic procedures were collected
from the time studies. Procedures were calculated according to endoscopic staff information’s.
During all endoscopic activities nurse and physicians make contribution to the process.
Their working hours were calculated. These are endoscopy’s physicians, nurses, anesthesia
technician, nurses of anesthesia, and physician of anesthesia.

Results: In calculation of the cost price with the ABC method, the high level of indirectcosts
in the hospital endoscopic unit indicates that capacities of resources are not used correctly in
referral and processing units. The daily patient costs in endoscopic unit were calculated to
be 466 TL for gastrointestinal endoscopy without medical materials and medications. The
overall cost for Referral was 30.31 TL. The cost per Processing unit is estimated at 29.39 TL;
Procedure and Anesthesia 78.01 TL; Recovery 52 TL, Sterilization 90.20 TL; Post anesthesia
care unit 38.64 TL, respectively. The three major cost drivers were physician fees, disposable
equipment, and nursing costs. The intraoperative phase contributed to 94.5% of the overall
cost.
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Conclusion: The ABC method calculates cost price by applying suitable measures. In
addition, this method provides useful information about the amount and combination of cost
price services. This study estimated the overall cost of the endoscopic surgery unit services to
be 739 TL per case.

Data obtained on the basis of the ABC model can be used in endoscopic unit in the hospital. The
analysis of ABC can work with more effective implementation of the activities by identifying
those that create the greatest value for the health care organization (Cinquini, Miolo Vitali,
Pitzalis, and Campanale, 2009).

Keywords: Activity Based Costing, Gastrointestinal Endoscopy, Cost Drivers, Turkey
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EFFECTS OF PERFORMANCE BASED PAYMENT SYSTEM
ON HOSPITAL PRODUCTIVITY
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The improvement of health system performance has become a key policy issue in most
developing and developed nations (Smith, 2002). Public hospitals are a significant component
of health systems in many developing countries, generally responsible for 50 to 80 percent of
recurrent government health sector expenditure (Chawla, Govindaraj, 1996).

Health administrators and policymakers are placing increasing emphasis on efficiency in
the health sector. Efficiency considerations have been central to health system reforms in many
countries (Hollingsworth, Bruce, Peacock; 2008). At the beginnings of the 2000s, Ministry of
Health (MoH) iitiated new program titled as “Health Transformation Project”. This program
aimed at restructuring organization and functioning of Turkish health care system. Similar
to other countries, the purpose of these reforms, in Turkey, is to make resource allocation in
health care more efficient, more innovative and more responsive to consumers preferences
while maintaining equity (Wynand, 1996). Consequently health transformation project has
created radical changes in the organization, financing and provision of health services. Health
Transformation Project has also stimulated competition among health care organizations
and forced health care managers to focus on efficiency and quality in the provision of health
services (MoH, 2003, 2007, 2009).

New Premium System for Physicians: In year of 2005, the MoH established a
supplementary payment (premium) system, similar to fee for service arrangements, based
on both individual and organizational performance. In this system, designed to motivate
physicians and other health personnel, physicians’ premium levels are determined by all of
the services they provide. Physician premiums depend on the quantity of medical services
such as outpatient visits, patient admissions, inpatient days, surgical and other medical
procedures provided by physicians (Aydin, 2007). The first benefit of this system is that the
services provided in hospitals have become measurable. The second benefit is the evaluation
and reflection of these services to service providers. In training hospitals, not only services
provided to patients but also resident training, scientific studies, publications are also accepted
as performance criteria. Thus, residents’ training and scientific studies are encouraged.

As shown in Table 1,the MoH has determined points for allmedical services and procedures.
Physician premium are determined in two stages. In the first stage, performance points of each
physician are calculated by multiplying points of services and quantity of services. At the
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second stage, total premium payments are calculated by multiplying performance points by
the premium rate. Premium rates are established by hospital administrations, depending on the
financial status of the hospitals.

Table 1. Calculation of the physician premium levels.

Service Code Procedures Points of Quantity Performance
services of Services
Point
(A) (8)
(A xB)
520.030 Outpatient visit 21 100 2,100
510.021 Appendectomy 420 10 4,200
619.920 Normal delivery 143 10 1,430
Grand Total 7,730
Premium rate: 1.10 TL
Total PremiumPayment= 1.10TL x7,730=8,503 TL

Potential Effect of Changing Physician Payment Systems on productivity
improve ment

In 2004 MoH introduced new performance based premium systems for physicians. Basic
drive behind the new premium system is to enhance physician productivity by setting premium
rates for all of the services and medical procedures that physicians provide. The new premium
system is similar to the piece work payment schema. Because physicians initiate and lead
clinical services in hospitals, it can be expected that new payment systems have a positive
effect on hospital productivity. Therefore Malmquist index and its components were calculated
for the period 2003-2005 to measure and to analyze efficiency improvement assumed to be
result of the new payment systems. In table 2, descriptive statistics of Malmquist Index and its
components are presented.

Table 2. Malmquist Index Results (2003-2005)

All Hospitals MoH Hospitals
Period: 2003-2005
Mean SD N Mean SD N
MalmquistIndex 1,355 0,712 442 1,427 0,750 356
Efficiency Change 0,988 0,530 442 1,089 0,533 356
Technological Change 1,411 0,392 442 1,340 0,365 356

As shown in Table 2 over the period 2003 -2005, general hospitals have achieved a
noticeable productivity improvement, calculated as 35,5 %.

Malmquist index

In recent years the Malmquist index has become the most widely used approach to
the measurement of productivity changes in different periods. The concept of Malmquist
productivity index was first introduced by Malmquist (1953), and has further been studied
and developed in the non-parametric framework by several authors. Malmquist indexes were
firstly introduced by Caves, Christensen, and Diewert (1982). Caves et al (1982) showed that
productivity changes, t, ( Mot) and to period t+1 (I\/!J 1) is equal to
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Fare etal (1992; 1997; 1997b), using this notation, defined the Malmquist index as the
geometric mean of these two indexes.
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Fare etal (1997) also decomposed the Malmquist index into two independent indexes, namely
efficiency change index
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Efficiency change index measures how the decision-making unit (i.e. hospital) is
catching up to frontier. More specifically, the efficiency change index compares efficiency
levels of hospitals between time periods (t and t+1). By definition, an efficiency change index
greater than 1 means efficiency improvement. The next component of the Malmquist index,
technological change or frontier shift, focuses on technological or innovative improvements
between two periods of time analyzed, and measures the movement of efficiency frontier
enveloping inefficient units. The Malmquist index has numerous advantages compared to other
productivity indices. For example, for computational purposes, the Malmquist index does not
require more assumptions for hospital behavior or objectives (e.g., profit maximization),
and any price information for inputs used and outputs produced (Fare et al, 1992; 1997). For
practical purposes, the Malmquist index is computed by using a linear programming method
named Data Envelopment Analysis (DEA) developed by Charnes et al (1978).

variables

Output variables

Outpatient visits: Total number of scheduled visits including emergency and follow up
Visits.
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Patient days: Total number of inpatient days produced (Number of admissions x Average
length of Stay).

Gross death rate (GDR): The ratio of total deaths to total hospital discharges. Gross
death rate was reciprocally transformed (1/GDR), which means that an increase in 1/GDR
represents decrease in gross death rate.

Surgical procedures: Total adjusted surgical procedures performed in hospitals. In
Turkey, surgical procedures are classified in three categories: minor, medium and major
procedures. Recently, Social Security Institution (SGK) changed this classification scheme by
adding new surgical categories such as A1-A3, representing highly complex procedures (e.g.
organ transplantation, open heart surgery). Because the content of major surgical categories
was extended to cover highly complex surgeries, we used the mean of the points of each
surgical category mentioned in SUT (Health Services Price list) as the basis for categorizing
surgical procedures. Points of each category reflect the relative difficulty of procedures. These
points are also being used for determining physician performance. In sum, adjusted surgical
procedures were calculated as fallow:

Where

P: Midpoint of each category of surgical procedures,
N: Number of surgical procedures in each category,
J: Number of the surgical categories (1 to 3).

Weights (midpoints) used in this study are minor = 1, medium = 3,01 and 36,9 = major-
complex procedures.

Buyukkayikci and Sahin (2000) have developed a different approach to adjust surgical
procedures. Based on cost data, they developed weights for categories of surgical procedures.
The weights are: major = 1, medium = 1/3 and minor = 1/7. A similar approach was adopted
by Bilsel and Davutyan (2011).

Input variables

Specialists: Number of specialists employed by hospitals.
Practitioners: Number of practitioners employed by hospitals.
Beds: Total number of beds available in hospitals.

Population and Data Sources

The study population comprises MoH acute general hospitals. Small or day hospitals
and training hospitals were excluded to assure homogeneity. In day or small rural hospitals,
emergency medical care services are provided or delivered on an outpatient basis. Training
hospitals, with their different mission and more severely ill patients, are not homogeneous
with other hospitals and were therefore excluded to obtain a more accurate assessment of
MoH’s general hospital performance. Finally, the study population comprised 356 acute
general hospitals satisfying establishment time and size considerations.

Data pertaining to the inputs and outputs of individual hospitals were derived from the
Statistical Year Books of Inpatient Care Facilities of Turkey (2001-2009) annually published



by MoH (2010) and MoH electronic records collected from Curative Services Directory.

Results

Table 3 gives descriptive statistics on inputs and outputs of the hospitals. The data set
comprises actual inputs and outputs of hospitals (N=356) for the period from 2003 to 2005.
While the number of inputs increased slightly or remained steady over the two years, hospitals
increased their outputs by 79% for outpatient visits, by 23% for inpatient days and by almost
111% for adjusted surgical procedures. The most noticeable feature of the results presented in
Table 3 is the notable decrease in the gross death rate. The gross hospital death rate declined
by 34% from 2003 to 2005. These statistics show that hospitals increased the volume of
outputs while improving the quality of health care services simultaneously.

Table 3. Descriptive statistics (N=356)

Total
- Number
b it Num Number Number | Number £ (1/ Adjusted
Years eS(.:rl'plve ber of of Spe- of Practi- | of Outpa- © n GDR) Surgical
Statistics - . . . patient
cialists tioners tient Visits Proce-
Beds Days
dures
Mean 98 19 10 110.927 19.119 232 20.359
2003 | Standard
. 110 30 9 115.053 30.339 297 37.307
Deviation
Mean 103 20 10 144.145 22.484 255 33.463
2004 | Standard
oo 114 28 10 150.497 35.019 410 65.345
Deviation
Mean 113 22 11 198.904 23.554 310 43.033
2005 | Standard
- 130 31 11 226.571 38.248 475 85.258
Deviation

Table 4. Productivity Improvements (2003-2005)

) Efficiency Change Technological Change MalmquistIndex
Periods and Years
Mean SD Mean SD Mean SD
2003=>2004 1,067 0,496 1,214 0,210 1,247 0,455
2004=>2005 1,115 0,514 1,202 0,438 1,243 0,575
2003=>2005 1,089 0,533 1,340 0,365 1,427 0,750

As shown in Table 4, over the period 2003-2005, Turkish hospitals achieved a noticeable
productivity improvement (42,7%) due to technological progress (34 % ) and catch up effect
or efficiency change (9 %)

Figures presented in Table 3 indicate that the new compensation system has increased both
physician productivity and hospital productivity. For example, from 2003 to 2005 outpatient
visits per physician and adjusted surgical procedures per physician increased significantly.
As a result of the new premium system, physicians extended their working hours voluntarily
and tried to maximize productive use of their time and potential. Most specialist physicians
preferred to close their private offices and began to work as full-time equivalents at the
hospitals. By the beginning of 2003, the share of full-time specialists was 11%,and reached



75% in 2009 (Akdag, 2008; OECD, 2009). Increased productivity of physicians in Turkey
enabled administrators to overcome chronic problems of physician shortage, long waiting
lists, and inefficient use of facilities such as operating rooms.

As stated by Shortell et al (2001) and Tufano et al (2001), compensation method is
perceived to be a significant influence on the physician productivity, giving impetus to hospital
productivity improvements. Shafrin (2010) found that financial incentives significantly
influenced the frequency of patient surgery. If a specialist is compensated via fee for service
as opposed to capitation, surgery rates increase by 78%. In the outpatient setting, changing
physician compensation increases surgery rates by 84%. Conrad et al (2002) found that
individual physician incentives based on their own production increased physician productivity.
Especially in Turkey, after implementation of the new compensation scheme, patient referrals
diminished dramatically and physicians began to accept more complex cases instead of referring
them to other hospitals. During this period the MoH introduced the physician choice policy
that encourages physicians to provide more patient-centered medical care services. Therefore,
physicians have been encouraged to focus on quantity and quality of services simultaneously.

Conclusion

As the policy-makers put emphasis on efficiency in their agenda, they focus on more
organizational structure and behavior of the health care providers in micro level. Measuring
hospital efficiency provides concrete feedbacks about policy objectives. It is difficult to achieve
policy or reform goals without human resource supporting policy.

Performance based payment systemis important with regards to integrate health workforce
into reform process. Human resource resistance is mostly opponent of reforms. Health policy
must be able to convert opponent into component of the system.

As a part of HTP program, performance based incentive payment system had many
effects on the health care system. It was aimed at value creation with win-win strategy. After
implementing the new payment method, it was a substantial improvement in both quantity and
quality of service delivery.

Impact of performance based payment system assessed with using DEA based Malmquist
Index with two years period. Malmquist index results show that Turkish acute general
hospitals have achieved a noticeable productivity improvement, calculated as 42 %. Although
input level almost remained stable, hospitals increased their outputs significantly. Productivity
improvements of the general hospitals can be depended, to a great extent, on setting work
environment of physicians. Therefore, the physicians causing inefficiencies have been put into
system with the incentive payment system. Besides, they not only work efficiently but also
make this voluntarily.
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COMPARISON OFFEMALE AND MALE NURSE
MANAGERS’'LEADERSHIP STYLE

Sayedali Najit
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Reza Mannani®

ABSTRACT

The Problem of the Study: Success in achieving the organization goals, depends on
management and leadership style. One of the factors that affect leadership style, is gender.

The Purpose of the Study: The purpose of this study was to determine the difference

between female and male nurse managers’ leadership style at selected hospitals in Isfahan
(Iran) in 2014.

Method: The study population was composed of nurse managers working at 13 selected
hospitals in Isfahan, who were selected through convenience sampling procedure. To collect
the data, a questionnaire which contained two parts was exploited: the first part included
questions about the participants’ personal information and the second part was Salzman
standard questionnaire which was based on Rensis Likert leadership style perspective. The
data were analyzed via one-way ANOVA, Chi-square and Kruskal-Wallis tests using SPSS
20.0 software.

Findings and Results: 51 male and 83 female nurse managers participated in this study.
In female nurse managers, the most frequency was participative leadership style (78.3%), and
the lowest frequency was exploitative authoritative leadership style (3.6%). In male nurse
managers, the most frequency was participative leadership style (58.8%), and the lowest
frequency was benevolent authoritative leadership style (9.8%). The Chi-square testindicated
that frequency distribution of leadership styles was significantly different among male and
female nurse managers (P=0.04).

Conclusion: Leadership style in male nurse managers differed from female nurse
managers which coincided with the gender clichés approach. Hence, it is recommended that
an appropriate combination of men and women’s different styles be applied so that these styles
together present the best consequence and efficiency.

Keywords: leadership Style; Male leadership Style; Female leadership Style,
Nursing Management

INTRODUCTION

Provide optimal care and improved processes all contribute to the hospital’s human
resources and provide continuous service, by their proper and effective teamwork and largely
depend on the organization’s staff and leadership style of managers. Given the importance of
the hospital and how Administration and its resources, it is useful practices and effectiveness of
the leadership and guidance materials to be used, because research has shown that healthcare
managers’ leadership style effectiveness, efficiency and productivity of the organization,
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job satisfaction and organizational commitment relationship (Ameriuon et al., 2011).
Individual and organizational characteristics affect the ability of the leader’s influence over
subordinates (Masoudi Asl, 2010) Else on leadership styles, effective gender (Layhv and
Brandt, 2013). Research has yet to result in significant differences between men and women
in leadership have failed. Generally it can be said that the research results are divided in two
groups. The first group of studies that have recognized the leadership styles of women and men
alike. The second group of studies has identified different styles of them more women than
men have a transformational leadership style and contingent reward (Sohrab 2001)

The questions which arise in this period, including the cases cited: Does the leadership
styles of men and women are different? (Sohrab, 2006) Leadership differences between men
and women in this respect it is important to recognize, effectiveness and progress to leadership
roles in helps organizations (Eagly et al., 2003). Given the important role of nurses in the health
care system and because of insufficient effectiveness or non-effectiveness of hospital nursing
manager’s difficulties for staff and consequently for patients and the community has created
(Ebadi et al., 2006). Research conducted in this area was necessary and what is of interest in
this study was determining the difference between male and female leadership styles of nurse
managers in selected hospitals Esfahan.

METHODS

This study is cross-sectional and correlational. The study population consisted of all
nursing managers include: Matron, supervisor and head nurses at 13 Hospital in Isfahan
had formed. The questionnaire used to collect data included questions about demographic
characteristics and leadership styles questionnaire with 35 items using a Likert Rnsys Salzmn
leadership style was based on the four leadership styles - authoritative style of exploitation,
authoritative style - well-intentioned, Sheraton collaborative consulting style deals. Statistical
tests used in this study are: ANOVA, chi-square test, Kruskal-Wallis test using the general
operation was performed using SPSS software.

FINDINGS

The findings of the study showed that 51 male and 83 female nursing managers participated
in the study. 70.1% were at the undergraduate level and 29.9% had a master’s degree. The
mean of age was 48. In terms of position, 6.2% were matron, 30.8% supervisors and 63% head
nurses. The mean years of managerial experience 6.47 + 9.33 and mean clinical experience
was 6.73 £ 12.07. The results showed that the most frequent female nurse managers related
to participative management (78.3%), counseling (12%), benevolent authoritative (6%) and
exploitative (3.6% ) and the highest frequency of male nurse managers related to participative
management (58.8%), exploitative and consult each (15.7) and benevolent authoritative
management style (9.8%). Chi-square test showed that the distribution of male and female
management styles of nurse managers is a significant difference (p = 0.04).

Table 1. Management style based on gender distribution of the sample

Management style Female Male Sum
Number Percent Number Percent Frequency Percent
Exploitative 8 15.7% 3 3.6% 11 8.2%
Disciplinarian -
goodwill 5 9.8% 5 6% 10 57.5%
Advisory 8 15.7% 10 12% 18 13.4%
Collaborative 30 58.8% 65 78.3% 95 70.9%
Total 51 100% 83 100% 134 100%
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DISCuSSION

The results showed that the management style of nurse managers is a significant difference
between males and females (p = 0/04) The findings of this study showed woman in nurse
managerswerethemost Frequency(78.3%) of participativemanagementandlowestfrequencies
(3.6%) of the autocratic management style - is exploitative. However, the results of the study
Cuadrado et al (2008) showed the leadership and gender democracy and relationship-oriented
leadership styles are stereotypes of women were found. Qureshi et al. study (2011) entitled
((The impact of culture and gender in leadership behavior)) showed that female leaders, were
handled in a more participatory leadership and tried to adopt democratic leadership style in
different cultures and female characteristics in leadership behaviors, showed. These results are
consistent with the findings of this research. The results Cuadrado (2008) as ((women and led
by sex)) showed that some women leadership style democracy. Their composition and despot
this study is not consistent with the findings of this study. The findings of this study showed
that the most Frequency male nurse managers (58.8%) of participative management and lowest
frequencies (9.8)%) of the autocratic management style - which is good. The results of Kvadradv
et al. (2008) as ((leadership and gender)) showed autocratic and task oriented leadership styles
are a stereotype assigned to the men was found. The findings of the study, (Qureshi et al.,
2011) entitled ((The impact of culture and gender in leadership behavior)) showed that the
impact of culture on the leadership of men. And they take authoritarian leadership style were
more and more men are believed to have strong individuality and ideals of masculinity at work
and they take authoritarian focus on direct action and solutions with regard to Wins and losses
are offered and competitive nature of the impact that culture makes them seem less friendly.
The results showed that the most Frequency female nurse managers related to participative
management (78.3%), counseling (12%), benevolent authoritative (6%) and exploitative
(3.6%) and the most Frequency male nurse managers related to participative management
(58.8%), exploitative and consult each (15.7) and benevolent authoritative management style
(9.8%). Findings Akbari et al (2004) as ((the relationship between managers’ leadership style
and conflict management in hospitals affiliated to Tehran University of Medical Sciences))
showed there was no significant relationship between leadership styles and gender more task-
oriented style and men’s and women’s styles are applied.

CONCIuSION

Findings of the study showed that 70.9% of nursing manager used collaborative
leadership style therefore this method can be better way to handle specialty nursing units
in hospitals. Knowledge of leadership styles for managers is important that the effectiveness
of group leaders and direct the activities that play a vital role. The results of such research
should be very careful when appointments within the organization, and identifying the right
people for each job after, because the health-critical task because who are responsible for
their own facilities to produce products to improve the health of the population, enough to
take advantage. Managers of health care services with the claim that the administration of the
health centers of expertise can be entered on themselves so it is necessary that in all matters
use of manpower, so with tact and act as expert enough to take advantage of the expertise
of staff and achieve organizational goals. The results showed that leadership style of nurse
managers, nurse managers, men and women are different approach is consistent with gender
stereotypes. It can be argued that women are better leaders than men too much emphasis on
women’s skills in building relationships men do not consider the nature of racing. The truth
is that mediocrity should be taken into account at all levels feature a mix of feminine and
masculine is required. This unique combination of leadership needs in the future. They have
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so much to learn from each other. This feature or other features, not enough, both are required
for effective leadership (Shirvani et al., 2009). Therefore appropriate to use a combination of
different styles for men and women are advised to learn Awards and to bring together the best
results and efficiency. Is suggested to increase the familiarity of the managers of the health
behaviors of women and men in leadership positions, thoughts on education, women and men
have different characteristics and prospects.
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A NEW APPROACH TO THE ORGANIZATIONAL
MANAGEMENT:USING COSOMODEL IN HUMAN
RESOURCE MANAGEMENT IN HEALTH CARE

Ash Kaya!
Ramazan Erdem?

ABSTRACT

The Problem of the Study:The COSO model is developed as one of the directors of
organizational management model, strategic management, human resources management,
process management, corporate performance method, accounting and financial management,
informatics applications and can be applied in many units, such as the organizational structure.
An important model for effective and efficient execution of activities, although internal risks
have been eliminated. COSO internal control system of the use of the institution, and that is to
be made according to the characteristics of individuals and the applicability of health system
performance, working environment, working system, job satisfaction, pricing in terms of the
adequacy of policies the Administration as human resources, it is possible to so with this
model the competent Unit.

The Purpose of the Study:Internal controls (COSO) model and the applicability of the model
in the health system by creating institutions can be provided of the internal control system of
objective dichotomy.At the same time the hospital management is to provide support to the
work of the quality standards.

Method: The theoretical part of this study, is developed via literature review. The COSO
model is in line with the human resources unit, components of internal control, providing the
application model has been demonstrated.

Findings and Results:Accounting and finance, although the theoretical framework of this
model also worked with telling over yet because of the lack of examples of applications as
implemented in the health sector first studied and created the application model. Internal
control system operation can be implemented in every sector, such as where applicable in the
industry besides the fact that have wide application in each volume offers.

Key Words: COSO, health care, hospital, internal control system

INTRODUCTION

A good way to control health care institutions to ensure the implementation of the internal
control system as a management model is required. Thus | need accreditation in the healthcare
industry with internal control system as well as total quality management and to contribute to
the level of perfection of internal control mechanism, creating the risk that may occur in the
system and is an important method of preventing errors, although easy to implement a control
model.

Control of the business is one of the core management functions. Check function of
internal control system in enterprise is fulfilled through the constructed. Internal control, time,
complete and accurate information, the risk of errors in financial reporting, to minimize the
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maximum and can be made in trust to be shut down of operations helps the Administration
some of the issues.Business management is necessary to prevent mistakes and tricks of the
systems to create and improve them as a management responsibility.

Governments that is pre-populated for responsibility systems, internal control system
among others. COSO as an organizational management model in human resources can be
used as a method of ensuring internal control. The COSO model with “activities effective
and efficient conduct of business within the framework of the purposes of the” execution and
corporate risk management, with the “internal” risks “has been eliminated.

For example, an empty position in the schema and the organization level in-or outside of
the Organization of personnel needed for the management of human resources by giving the
appointment, powers and responsibilities, such as rotation of staff within the framework of the
purposes of upbringing and business in all sectors to move and can be used as a model that can
be applied to each volume.

2. THE CONCEPTUAI FRAMEWORK

The COSO (Committee of Sponsoring Organizations of the Committee the Commission),
the internal control system in an enterprise’s human resources management in setting up task
imposes. COSO, American Accountants Association, American Association of Chartered
Accountants, Institute of Management Accountants and Finance Managers Association,
International Internal Auditors Institute is supported by. The COSO model, although the
issue of accounting and control for funding in order to establish internal control system of
the healthy, all units are checked and constitute a model that should be applied, to be for the
control.

COSO, internal control in organizations in order to improve the quality of the internal
control System in 1992 — has published an integrated Framework standards. COSO internal
control system for financial reporting and is integrated with the organizational management.

As an organizational management model includes five essential elements and 26 policy the
COSO. These elements can be applied to each organization and standards (Lanz ve dig.,2006).

These basic elements include (Graham, 2008:28)

‘Control environment: The area around the active control factors; commitment to truth
and ethical values, management philosophy and operating style, organizational structure,
Management Committee and Audit Committee, powers and methods of assigning
responsibilities, human resources policies and practices, external influences can be listed as
follows (Atmaca, 2012:197).

- Risk determination: The determination and analysis of the risks of pulling off the business
objectives refers to.

- Control activities: Management directive to help towards the achievement of the processes,
policies and procedures and more.

- Information and communication: Accomplishing the responsibilities of management and
employees and systems, which allows for the reports.

Tracking: Internal control is a process that controls the level of performance, this process is
performed by the internal audit department monitoring (observation).

Control environment is fundamental to organizational management. Control environment
standards, management philosophy, Management Board, ethical values, organizational
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structure, talent management and human resources management policies and practices are
associated with. Accordingly, the COSO organizational management and establishes a link
between human resources management.Because the potential of the employees, the employees
and the COSO abilities of special importance. Bu durum yonetim felsefesi ilkelerinde ¢alisana
onem verme ve igletme hedeflerine ulagsma olarak tanimlanmistir (Uysal, 2010:3).

Determination of the organizational principles of the Mission’s organizational structure,
organizational objectives, the organization chart, power relations, task definition and
responsibilities, workflow, the signature and ratification process is related to processes such
as.Talent management job analysis, job description, training and development, professional
Executive development program, feedback, performance appraisal applications are emerging
as (Uysal, 2010:3).

In my activities with effectiveness and efficiency of internal control system and risk
management of affect. Are relevant to the corporate mission and the Organization’s mission
goals and is used as a method on the valuation model of internal and external risks have
been eliminated.Internal risks are related to the activities of the institution, the institution in
the event of disruption in their activities, hampers the achievement of the objectives of the
mission. External risk is related to the stakeholder satisfaction. Customers, staff, suppliers and
the services offered by the institution of stakeholders such as shareholders is to be satisfied
with the Agency’s goals and mission, transports.

3.RESEARCH

The COSO model, human resources management, recruitment, orientation, training,
performance appraisal, promotion, iicretleme, communication, motivation, reward and
punishment system and includes applications such as disciplinary processes. The COSO model
of human resources in the implementation:

31 Control Environment: Inspects the format of job execution: Integrity, ethical
values, management philosophy, human resources management, management expertise, and
the commitment to the Organization’s structure, transfer of authority and responsibility as well
as basic subjects (Demirbas, 2005:169; Memis, 2006:73).

3.1.1. Information about the administration of the application: Health institutions,
Deputy Chief in charge of the human resources unit, Assistant Director, personnel Director,
depending on the subscribed is connected (Officer and subcontracted offices), accrual unit,
part of the capital (related performance distribution) occurs.

3.1.2. The Method used For The Analysis Of The Environment Control:Control
environment control environment components and ¢ evaluation criteria ‘ is determined.

Table 1: Control Environment Components: Human Resources Management

Job Analysis System

Job Evaluation

Work Force Staffing Planning

Recruitment System

Career System

Organisational Planning

Performance And Reward System/The Pricing System

* This title is a subset of the questions will be prepared by volumes.
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In this study, only the performance of the human resources unit has been asked to be
measured.Ethical values of communication, organization, process management, information
flow, hierarchy process, information processes, such as integrated processes analysis facilities
is also possible.Under the table above title for review are prepared questions about the desired
volume.

3.2. Preparatory Work: This control should be managed by a team/unit. This training is
given to individuals who are selected, and the team.Will be notified two groups about internal
controls and information events are made.

3.3. Data collection: Control environment analysis studies in data collection and analysis
is carried out in two separate parts. The data collection phase, the two different groups, with
two different methods: data is collected. The first group will create us to be applied to the mass
survey method (nurse, Secretary, healthcare worker, etc..) The second group is bound to the
given staff to questions of the survey units and is created by experts.Through the survey to
employees is negotiated face to face with the administrator part.

Employees and experts ‘ questions are respectively,
1- I disagree, not applied
2- Partially agree, partially implemented
3- 1 agree, is applied.

statements prepared questions to reflect the reviews requested. Data analysis the data obtained
from the experts and employees from the three points over averages are calculated (Giiner,194).
Both sides are asked questions which are required. These questions are pointed as each from
one to three scale.

3.4. Data analysis: Control environment analysis provides information about both. The
first one listed in the table control environment component to the enterprise activity, process,
practice, procedures, such as action and/or regulations is to determine whether. The presence of
the latter action specified is to determine the levels of implementation of/editing.

In the first, each group is calculated by the average weights in itself. Then the employee
surveys with expert opinions of half and half (50%) agirhklandirilarak, both groups gave
scores are calculated.This type of weighting is preferred is because the general public’s mind
the idea of the institution develope (Giiner,196).

Table 2: Control Environment The Evaluation Result

Employee Expert Grand Total

Human Resources Management 2,12 1,83 1,97

(2,12+1,83)/2

The final phase of the application, evaluation and reporting of the results of the control
environment is the analysis.Application of human resources management and employees 2.12;
Experts suppose, overall average 1.83 points, let’s stop the instantiated as 1.97. The institution,
which are necessary for a strong control environment human resources management practice
has a partial might say. Management by generally accepted is 2 (two) points.If under two
criteria in table 1 in the direction of improving the low score is a management decision to take
action.
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4. CONCIuSIONS AND FUTURE PROJECTIONS

Control environment the successful administration of the internal control system and
continuous development of directly affects.Control function of health checking to be effective
in business environments should be analyzed, and the internal control systems should be
established.COSO internal control system can be applied as a governance model appears to
be. In the health sector, the establishment of the mechanism and the development of health
services in terms of control and prevention of the risks that can occur when the system control
and health institutions in terms of a model is required for.
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EFFECTS OF ORGANIZATIONAL TRUST ON
IDENTIFICATION IN A UNIVERSITY HOSPITAL

S. Didem KAYA!
Y.Yalem ILER{?
Aydan YUCELER?

Abstract

The organizational trust of employees in the health sector and the levels of identification
with their organizations are significant issues. In this respect we aimed to determine the levels
of trust which employees at a university hospital in Konya, Turkey (235 employees) feel
towards their organizations and the levels of identification with their organizations, and to
discovere the relationship between the levels of their organizational trust and organizational
identification. We conducted our study between April -June 2013 and we used the questionnaire
technique. The questionnaire consisted of demographic questions and organizational trust
and organizational identification scales. The data were arranged in the SPSS and frequency,
descriptive statistics, t test and correlation analyses were performed; in this way, our
hypotheses were evaluated. As a result of the findings that emerged, the levels of healthcare
employees’ trust in their organization and their identification with it were found to be high.
A statistically significant difference was found by gender between levels of organizational
trust and organizational identification. Moreover, a high and positive relationship was found
between healthcare employees’ trust in their organization and the levels of their identification
with it.

1. Inroduction

In the health sector, where members of various professions serve, team work is inevitable.
It is important to raise healthcare employees’ levels of trust in and identification with their
organization in order to make team work effective and increase the quality of patient care.

The level of organizational trust, transparency and honesty are factors that determine
to what extent cooperation will take place in a workplace. The feeling of trust constitutes
the basis of a health team work (Baltas, 2001: 57). The concept of trust is explained through
some behaviors and ideas such as meeting expectations, showing interest, and supporting team
members in their presence andabsence. Trustinthe self and the other are among the fundamental
conditions for success and happiness. If team members’ levels of trust in themselves, their
directors and colleagues increase, efficiency and productivity in the organization are expected
to rise (Asunakutlu, 2002: 1).

Organizational identification, on the other hand, is a form of social identification (Gautam
et al, 2004: 302). Social identification covers a person’s concept of ego, and involves
categorizations that are important for and adopted by the person (Ceylan and Ozbal, 2008:
83). Just as social identification constitutes a basis for an individual’s attitudes and behaviors,
so does organizational identification form a basis for an individual’s attitudes and behaviors
towards an organization (Van Knippenberg, 2000: 138). Identification helps motivating people,
encourages them to spend more voluntary work for the success of the organization, engages

1 Necmettin Erbakan University/Turkey/dkaya@konya.edu.r.
2 Necmettin Erbakan University/Turkey/yileri@konya.edu.tr.
3 Necmettin Erbakan University/Turkey/ayuceler@konya.edu.tr.
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in cooperative and positive interactions with team members and establishes a psychological
contact with the organization (Ceylan and Ozbal, 2008: 83).

In this context, it is important to raise healthcare employees’ levels of organizational trust
and identification. It is beleived that health employees who trust their organization and will
behave, out of their own will, in a way that supports their organization and make a voluntary
effort in the interest of the organization.

2. Method

2.1. Aim of the study: Our gool was to investigate the effects of environmental trust of
organizations to identification of healthcare staff in a university hospital in Konya, Turkey

2.2. Material and Methods: Our research was carried out in aUniversity Hospital in
Konya between April -June 2013. Surveys were randomly distributed to different profession
groups in the hospital and each professionalgroup (doctors, nurses, secretary, office staff, and
technical staff) were presented inthe sample. A total of 250 questionnaires were sent out, with
235 completed copies returned, indicating a valid response rate of 94%.

The staff were randomly selected and they were asked to answer the questions about their
demographic features, perceived organizational trust and organizational identification.

Two hypotheseswere testedin the research;

H1: There is a difference by gender between healthcare employees’ levels of organizational
trust and organizational identification

H2: There is a positive relationship between perceived organizational trust and
organizational identification

The first partof the questionnaireconsisted of questionsto determinethe demographic
characteristicsof healthcare workers participated in the survey. The second part ofthe
questionnaireaimed todetermine the levels ofperceptionsof organizationaltrust of employees.
The short form of the organizational trust scale developed byBromileyand Cummings(1996)
was used with12questions 7-Likert scale. Tuzun adapted it to Turkish in 2006 and stated that
one of the items about trust in the scale had been loaded in both factors and dropped one
question. So, we also used the last form of the questionnaire reorganized by Tuzun (2006).

The lastsection ofthe questionnaire, aimed todeterminethe level of organizational
identification of healthcare employees. The scale of Mael and Ashforth (1992), leaders to
describe the concept of organizational identificaation, was used to measure organizational
identification in our study. Their gquestionnaireconsisted of 6 questions 7-Likert scale and has
also been used by other researchers (Tuzun, 2010).

Frequency distributions were calculated usingthe SPSSstatistical program, and then
reliability analysis, frequency, descriptive istatistics, t testand correlationanalysis were
performed.

3. Findings

We tested the relationshipbetweenorganizationalidentification and organizationaltrust in
a University FacultyHospital in Konya. Demographicinformation of 235employees in the
surveyis givenin the table below.
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Table 1: Demographic Variables

Variable Groups Frequency Percent Cumulative Percent
Male 138 41.3 41.3
Gender
Female 97 58.7 100.0
Marial Single 63 26.8 26.8
Status Married 172 73.2 100.0
18-30 42 17.9 17.9
31-40 91 38.7 56.6
Age
41-50 57 24.3 80.9
51+ 45 19.1 100
Elementary School 15 6.4 6.4
Education | HighSchool 57 243 30.7
Level University/PostGrad. 121 51.5 82.2
Doctoral Degree 42 17.9 100.0

As shownin the tableabove,approximately70% ofthe health care workershaduniversityor

highereducationlevel. However,73% of the employees were married and 81% of them were
underthe age of 50.

According to the results of reliability analysis, the Cronbach Alpha value was estimated
0.84 for perceived organizational trust. The Cronbach Alpha value was estimated 0.99 for
perceived organizational trust. The Cronbach Alpha value was very closeto 1which proved
that the organizational identification test’s reliability was also veryhigh.

Table 2. Comparable levels of organizational trust and organizational identification
according to gender

Gender N Mean | Std. Dev. F P
Org.Trust Female 97 4,45 1,06 17,42 ,00
Male 138 4,69 ,80
Org. Identification Female 97 4,78 1,79 12,29 ,00
Male 138 5,29 1,40

As seenin Table 2, there was a difference by gender between the groups according to the
results of the t test (p< 0.05) both on the organizational trust and identification levels of the
healthcare employees who participated in the study.Our results supported our hypothesis (H1)
that “there is a difference by gender between hospital employees” levels of organizational trust
and organizational identification”.

Table 3: Relationship between organizationaltrustand organizationalidentification

Identification Trust
Pearson Correlation 1 943**
(o) izati lidentificati . . !
rganizationalidentification Sig. (2-tailed) 1000
L. Pearson Correlation ,943** 1
Organizational trust . X
Sig. (2-tailed) ,000

**_Correlation is significant atthe 0.01 level (2-tailed).
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As seenfrom the table 3there washigh and a positive relationship
betweenorganizationaltrustand organizationalidentification at confidenceinterval (r=0.943,
p<0.01) and 89%significance level. According to these results, our second hypothesis (H2)
in the study, “there is a positive relationship between perceived organizational trust and
organizational identification” was also corrected according to our results.

4. Conclusion

The results of our study prove that healthcare employees’ levels of organizational trust
and identification are high. However, it is showed that the levels of organizational trust of
healthcare employees are lower than the level of organizational identification. Moreover, the
atmosphere of trust that emerges in organizations has a high and positive correlation with

organizational identification. The effect of organizational trust on the level of identification
levels of health care employees’ was % 89. Therefore, it can be said that an atmosphere of
trust created in an organization will increase employees’ levels of identification with their
organization (Tuzun, 2010; Van Knipperberg and Van Schie, 2000; Tokgoz and Seymen, 2013).

Creating an atmosphere of trust in hospitals should be one of the fundamental competences
that hospital managers need to develop. Being transparent and honest towards employees and
making arrangements to meet their needs within the framework of sensitive and reasonable
performance will help to form an attractive working environment for employees. It will be
possible when an open network of communication is established in organizations. Once an
atmosphere of trust occurs in organizations, employees will identify with their organizations
of their own will. In addition, there is a need for educational programs that are based on
concrete experiences. Then, concrete steps are needed in organizations to help put into effect
the developments in education. In this way, employees’ identification with the organization
will be encouraged.
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A CURRENT SITUATION ANALYSIS ABOUT
DISASTER MANAGEMENT OF PUBLIC HOSPITALS OF
GUMUSHANE AND ITS DISTRICTS
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Abstract

The Problemofthe Study: Disasters are extraordinary events occurring unexpectedly, deeply
affecting the course of daily lives along with the detrimental effects on the health care services.
It has a great importance for individuals, particularly health care comsumers and providers, to
be prepared against natural disasters in order to take proper reaction in a timely manner.

The Purpose of the Study: The main purposes of this study are two folds: To analyze the
current disaster management readiness levels of all public hospitals of the province Giimiishane
and its all districts and, secondly, to raise proposals augmenting the situation based on the
analyses which will be conducted during the first phase. Moreover, the disaster preparedness
plans of all aforementioned hospitals including all the measures against the disasters will be
further investigated to gain implications alleviating the current situation.

Materials and Methods: This study benefited much from a MS thesis survey on “Organization
of Hospitals at Disaster Time and the Preparedness Levels of izmir Hospitals” which was
conducted in 1996 in 9 Eylil University. A number of interviews and surveys have been
conducted with the managers of relevant departments of public hospitals of Giimiishane and
its districts, which elaborates on the findings of the previous study.

Results: As a result of this research; it was found out that all of the hospitals which have
attended to the research had a disaster plan formed against a possible disaster; the controls of
this plan was made on a regular basis; all of the units in the hospital could easily determine
this plan and it was found out that the institutions that colleboration should be established was
determined. On the other hand; some of the various criteria such as planning the crisis rooms
which will be used in a case of disaster, determining the hospitals where the patients will be
transported on the evacuation plans, additional ambulance supplies in case of disaster and the
lack of a plan made for the continuation of communication in case of disaster was found to be
absent in the hospitals.

Keywords: Giimiishane Public Hospitals, Disaster Preparedness Plans, Disaster Preparedness

I. INTRODuUCTION

Disasters are extraordinary events occurring unexpectedly, deeply affecting the course of daily
lives along with the detrimental effects on the health care services. It has a great importance for
individuals, particularly health care comsumers and providers, to be prepared against natural
disasters in order to take proper reaction in a timely manner.

The main purpose of disaster management in health institutions is to minimize the losses by
ensuring that health care comsumers and providers and therefore all of the members of the
community will be affected minimum by a disaster.

1 Gimushane University/Turkey/afsinkaya@hotmail.com
2 Guimiishane University/Turkey/cerenkayal 294 @gmail.com
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In this study, it is aimed to evaluate the current situation of disaster management of public
hospitals in Gumushane province and districts and to offer suggestions on making comparisons
between hospitals.

Il. GENERAI INFORMATION

Disasters are natural, technological or human born events and their results causing physical,
economic and social losses, affecting communities by stopping or interrupting daily lifes and
human activities that the affected community can not overcome its affects by their own means
and resources (Turkish Prime Ministry Disaster and Emergency Management Presidency
2011). The magnitude of the disaster or catastrophic event is measured generally by deaths,
injuries, the structural damage and the resulting economic losses caused by it. (Bozkirh
2004). A comprehensive disaster management consists of four components; loss lessening,
preparedness, response and, improvement (Coppola, 2011). As a result, disaster management
will not end, and it is a continual process of renovating (Lettieri et al. 2009).

I1l. DISASTER MANAGEMENT IN HOSPITAIS

Hospitals play a key role in providing health services to people during and after disasters
(Kayari,Mobaraki, 2012). During disasters quickly intervened by, the duties of the person
approaching the event in a particular system is well defined, it kept regular records and cope
with the disaster system that uses the common language in all areas “hospital disaster plan” is
defined as (Rodoplu, Ersoy, 2001). The purpose of disaster recovery plans The development of
emergency response system, staff training, and through the purchase of necessary equipment
of hospitals the current can continue to care for existing patients, enabling them to be prepared
to respond to needs arising in order to protect the staff and disasters (Mehta 2006). Hospital
staff in pre-disaster, during disaster and to provide adequate health care services after the
disaster must improve their professional skills (Hsu 2004). Lock the hospital staff who
organized a procedure for managing resources and personnel should be trained to implement
the official during an emergency incident command system. Hospitals also a sufficient number
of hazardous substances from protective clothing should maintain negative pressure isolation
rooms and decontamination equipment ready for use. The subject of a hospital’s emergency
action plan must be assessed is whether handle (Mehta 2006). True organized and effective
is carried out quickly pre-planned activity management system in order to minimize negative
consequences of the disaster and limited human resources in a balanced way maximum
effectiveness of using medical services can be achieved (Moghaddam et al., 2005; Sztajnkryc
2004; Zadeh et al., 2003). In case of disaster, hospital, which will face the very top of the
usual number of injured, should be prepared for this situation by theoretical and practical. This
arrangement has three stages including that, planning to do before disaster of this regulation,
when emergency notice is received works to be done and when the woundeds arrive at the
hospitals works to be done. (Goksoy 2000).

Iv. METHODS

This research, public hospitals’, where are in Giimiishane province and its districts, the current
situation related to disaster management is a descriptive research aims to provide advice by
comparasions between the hospitals. In the study, what kind of measures that hospitals have
developed plans to be prepared against internal and external unusual situation and examining
what measures are taken in accordance with these plans some suggestions are developed. This
study is cross-sectional, descriptive nature. Research universe, Gumushane constitute state
hospitals located in cities and towns. The sample selected for the study was conducted at five
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hospitals who agree to participate in research studies. This research May 4, 2015 - May 15,
2015 period was conducted through face to face interviews. The hospitals interviewed for the
study were as follows: Glimiishane State Hospital, Kelkit State Hospital, Siran State Hospital,
Torul State Hospital, Kiirtiin State Hospital.

In the study, at Business Department of 9 Eyliil University Serhat Hacimusalar made by the
1996 “Organization of the hospitals in the disaster and the status of the hospital in Izmir” titled
thesis includes the paper a question of making use of the questionnaire, used. The questionnaire
includes under the titles that,hospital disaster planning, evacuation plans, emergency plans,
ambulance, security, communications, pharmacy, food service, power generator, chemical
and radioactive accidents and the morgue, thirty questions. The questions in the survey is to
examine the existence of which must be related to disaster management in the hospital. In the
study, units’ chiefs and directors which are related the subject of the research, made face to
face questionnaire was filled.

V. RESUIlITS

The results of research; hospitals which are in the study have a disaster plan for a possible
disaster situation, the plan of controls is made on a regular basis, all other units in the hospital
that is easy to transport to this plan and was determined to cooperate and to participate in the
organization to do.

As a result of the negotiations, information is gotten that, hospitals are except for Giimiishane
State Hospital have a crisis room, hospitals are except for Siran and Kiirtiin State Hospital
have achieved the knowledge that more than one phone in the crisis room and the availability
of other means of communication. Multiple telephone and other communication tools are
in the crisis room, has done better in terms of crisis communication is the most important
immediate needs.

Four hospitals, stated that they have crisis room, have disaster plan in their crisis room, two
of them have backup lighting tools in their crisis room. It has been understood, all hospitals
Wwhich are in the study, are except for Kelkit State Hospital have hospital discharge plan in
their hospitals and it is seen as indication of outpatient and inpatient exit door in this plan.
All hospitals are except for the Kiirtiin State Hospital is stated to be in the hospital will be
transferred to the patient.

When the emergency plans of the hospitals are examined, it has been seen that, all hospitals
are except for Kelkit State Hospital have emergency triage plans and all hospitals” are except
for Kelkit State Hospital emergency triage plans included that, what units could be done.
According to the hospital by ambulance when you compare it seems to have all the sufficient
number of ambulances all hospitals are except for Siran State Hospital. The Kelkit State
Hospital stated that they meet needs through the 112 emergency call. These four hospitals
which stated having enough ambulances, except for Torul and Siran State Hospital also noted
the absence of detailed city and regional maps indicating have enough ambulances. When
analyzed in terms of safety in the event of special security units in all hospitals in the scope of
research and the fire has been determined that the early warning system.

It is seen that,at all hospitals are except for Kelkit and Torul State Hospital, there are specialists
of public relations to establish a relationship with the media during disasters. There is also a
disaster communications plan in all hospitals surveyed.

All hospitals surveyed indicate that compared according to the criteria of having the drug store
pharmacy which has importance vital, it has seen thay had. In terms of catering services, it has
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seen that, all hospitals are except for Kiirtiin State Hospital had a disaster plan related with
catering services, but all hospitals are except for Giimiishane and Kiirtiin State Hospitals have
a negotiated instution for helping catering services during the disaster. It has seen that, in the
event of a possible disaster, in addition to catering services all hospitals had these following
protocols.

According to the findings Gilimiishane State Hospital and Torul State Hospital have backup
generators and all hospitals made maintanence of their generators regularly.When evaluated
according to the criterion of chemical and radioactive accidents, it has seen that, Kelkit State
Hospital, Torul State Hospital and Kiirtiin State Hospital have no plans and no equipments for
possible these accidents.

Duirng the disasters which causes mass deaths , present morgues would be inadequate, so
Giimiighane State Hospital and Torul State Hospital set temporary morgues.

vl. CONCIUSIONS AND RECOMMENDATIONS

The results of research it has been determined that; all hospitals, which are in the study, have a
disaster plan for a possible disaster situation, these plans have been controlled regularly, other
units in the hospitals has reached these plans easily and institues which are cooperated have
been determined. On the other hand it has seen that; hospitals have some lacks of criterions
which includes that, planning using crisis room during the disaster, determining hospitals that
patients would be transferred in the evacuation plans, supplying additional ambulances in
disaster situation and making a plan for make sure that seamless communication during the
disaster.

Hospitals should educate their personel about handling with disaster to be succeed of disaster
management. Health facilities should cooperate and share information with other instutions
continously for overcomeing possible crisis situations more coordinatedly, effectively and
less missings.

When the disaster plans are prepared in hospitals, danger and risk analysis should be done and
according to result of this analysis mittigation efforts should be considered. It is known real
that structural damage and demolitions would prevent hospital to carry on its activity.

Consequently, education, experience, coordinate and control must be health facilites managing
disaster effectively. Also disaster plans which are prepared, should be reviewed regularly,
because changing environmental conditions and developing technology require hospitals
keeping up to date their disaster plans. When considering all these, it is necessary that,in our
country, disaster plans, which are prepared at the both hospital level and country level, should
be revisioned and restructired as other developed countries.
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DEVELOPMENT OF
“MEDICAL DEVICE CALIBRATION GENERAL
EVALUATION FORM” FOR MEDICAL DEVICE USERS
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ABSTRACT

The Problem of the Study: Medical devices play a significant role in the diagnosis and
treatment phase. To have accurate results on time, calibration of the devices has to be made.
Attitude of users towards calibration is vitally important. On the other hand, how users handle
the calibration process is in close relation with patient safety as well.

The Purpose of the Study: This study aims to develop of medical device calibration
general evaluation form for medical device users.

Method: The research is a methodological study. Study group consists of medical and
healthcare professional groups who use medical device. For this objective, an expression
pool is formed with the help of literature and the experts of their subject. In line with the
experts’ knowledge and views the number of items are decreased to 59 by elimination. In
the next step, the form has been applied to approximately 60 medical device users. “Kaiser
Meyer Olkin(KMQ) Test” have been used to measure if the sample size is adequate. KMO
value has been found as 0.866, which is appropriate for the factor analysis of the sample size.
For the accountability of the form Cronbach Alpha Internal Consistency Coefficient, and for
the validity “Scope Validity”,”Scale Validity” and “Structure Validity” have been examined.
Furthermore, factor analysis and experts views have been examined to set dimensions.

Findings and Results: Cronbach Alpha Internal Consistency Coefficient of the form was
found as 0.913 which proves the form is accountable. For the validity “Scope Validity”,”Scale
Validity” and “Structure Validity” have been examined and found to be valid. Besides, 12
dimensions have been obtained by taking consideration of factor analysis and experts’ opinions.
This form demonstrate that it may be used in researches to measure how medical device users
look at calibration and how serious they find it.

Keywords: Calibration, Medical Device, Medical Device Calibrations

INTRODUCTION

Medical devices, expert from pharmaceuticals, from very primitive tools to high-tech
devices such as MR (Yerebakan ve Karakus, 2007) are products which are used to improve
health quality, diagnosis and treatment options of individuals (izmir Ticaret Odasi, 2012). More
broadly, medical devices are not effective pharmacologically, immunologically, metabolically
but supportive functionally on humans during;

+ the diagnosis, prevention, monitoring, treatment or alleviation of the disease, diagnosis,
monitoring, treatment, alleviation or removing victimization of injury or disability,
1 GATA BMM.Bsk.lig/Turkey/ ramazankirsac@mynet.com

2 Ankara University/Faculty of Health Sciences, Department of Health Services Management /T urkey/ onder @health.ankara.
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« research of an anatomic and physiologic function, modifying or exchanging,

« defined as; produced for birth control or drug implementation, alone or together, backed
by softwares when needed, including tissues of dead animals, all types of devices and
accessories and other materials (93/43/EEC Konsey Direktifi, 1993; Saglk Bakanhgi,
2011; Yerebakan and Karakus, 2007).

1978 Alma-Ata Declaration and World Health Organization (WHO) defines medical
devices as the most efficient factor that affects human health. Health organizations and workers
are responsible to take precautionary measures to protect human health and improve treatment
process. According to National Patient Safety Foundation, patient safety is to prevent errors
related to healthcare and decrease patient injuries caused by health services (NPSF, http:/
www.npsf.org). Toclear these mistakes away or to keep them at the minimum level, studies
are required to be done on a continuing basis. In the scope of these studies, medical device
calibrations have to be done regularly to prevent undesired outcomes (Odacioglu, 2008).

Hospitals are organizations where most accurate researches for treatment and diagnosis
of diseases are made. Calibration enables medical devices to produce accountable results.
Considering this, medical calibration is vitally important for hospitals.

Calibration is finding the difference between the value that reference device shows and
what the device being calibrated should demonstrate (Ulusal Metroloji Enstitiisii, http://
www.ume.org). In more general sense, under certain conditions, it shows the relationship
between the values that measurement system or measurement device demonstrates and its
corresponding reference value (MEGEP, 2008). Calibration in the biomedical field is reporting
the deviations, differences and accountability of the measurements of any medical device by
comparing it with the calibrator, in other words reference measurement system or reference
measurement device (Karagdz, 2013). Medical devices generally makes measurement for
chemical, biological and physical parameters (MEGEP, 2008). As a result of medical device
calibration, tracking measurements of the medical devices and measurement chain is enabled.
A certificate is given to devices if certain biomedical calibration conditions are met. By doing
so the accuracy of the measurements is taken under guarentee (Giileg at all., 2009).

To consider a measurement as a calibration, “calibrators”, ”trained staff”, ”environmental
conditions” and “measurement uncertainity” are needed (Civdy, 2015; slideplayer.biz.tr).

Reasons why a device should be calibrated are as follows:
-To create traceability chain and maintain it,

-To guarantee that data coming from the system or the measuring device is consistent with
other measurements,

-To determine the accuracy of the data coming from the system or measurement device.
Thus it is to provide measurement accountability (Howarth and Redgrave, 2008).

To summarize, medical calibration is controlling medical devices which are used for
treatment and diagnosis according to standards on a regular basis.

The Purpose of the Study: This study aims to improve the general evaluation form that
is applied to medical device users.
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METHOD

Type of the Investigation: “Medical Device Calibration General Evaluation Form” has
been developed in this methodological study.

Ethical Committee Approval and Collection of Data: Using an opinion funnel,
“Candidate Calibration General Evaluation Form” which consists of 65 items and has been
turned into “Expert Evaluation Form” and presented to the experts knowledge and evaluations.
Form consisting of 59 items has been approved by Giilhane Military Medical Academy Ethical
Committee on 09 April 2014 and Survey Committee Head on 02 November 2014. Data has
been acquired by face to face interviews with staff working in clinics, laboratories, physicians
working in operating room, nurses and health technicians.

Application:“Medical Device Calibration General Evaluation Form™ has been developed
in many steps as follows;

1.Defining Evaluation Attribute: General knowledge of physicians, nurses and health
technicians about calibration will be examined in this study.

2.Determining the Scope of the Evaluation Attribute: At this stage, literature and
expert opinions have been used to determine the scope of the thema that will be evaluated and
expressions related to the evaluation. Furthermore, 50 people consisting of physicians, nurses
and health techinicians that use medical devices have been asked four open ended questions
and their opinions have been examined to determine evaluation attribute’s Scope.

3.Gathering of Expert Knowledge and Opinions: A group of 10 people consisting
of 1 biomedical engineer instructor, 1 electronics engineer instructor, 2 health institutions
management instructor, 1 psychometrics instructor, one manager from Ankara Giilhane
Military Medical Academy Biomedical Engineering Center, two managers from Ankara
Giilhane Military Medical Academy Calibration Center, 1 Turkish Standards Institution
Calibration Manager and one manager from Yiiksek Ihtisas Hospital Calibration Laboratory
have expressed their opinions.

4. Generation of General Evaluation Form Expressions with Respect to The Scope
(Expression Pool): With reference to the expressions above, and considering expert opinions
and literature, an “Expression Pool” has been generated with 65 items. Generating both
positive and negative expressions which contain actions, knowledge and sensual content is a
top priority. On the other hand, high attention was paid to keep expressions away from more
than one judgement. “Candidate Calibration General Evaluation Form™ has been presented to
experts to have their opinions about it (Table 1).

5.validity and Reliability of Calibration General Evaluation Form: A validity analysis
has been made to find out if form is suitable for calibration attributes that will be evaluated
and if form covers to topics that will be evaluated. Validity analysis covers the examination
of the form in terms of “Scope validity”, “Surface validity”, “Criterion validity” and
“Structure validity”.

5.1.validity of Scope: Validty of Scope decides if the expressions in the form represents
the field that will be evaluated. At this stage, “Candidate Calibration General Evaluation Form”
consisting from 65 items, has been modified to “Expert Evaluation Form” which is submitted
to expert to have their opinions and comments. Form has been handed in to expert by the
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researcher. Experts graded each item as “Appropriate” or “Not Appropriate” and expressed
their comments about rooms for improvements. “Scope Validity Ratio — SVR” is calculated
for scope validity. Scope validity ratio is set by “lawshe Technique” (Table 1). SVR (Scope
Validity Ratio) form located calculated value of each item and the smallest values were
0.60. SVR value of each item must be a minimum of 0,62 (Lawshe, 1975; Yurdagiil, 2005).
Calculation of SVR is as follows;

NE-N/2

N/2
NE= Number of experts who grade the expression as “Appropriate”
N= Total number of experts

The experts mostly contributed to modifying expressions and asking for new, untouched
topics. After SVR evaluation, number of items in the evaluation form has been decreased to
59.

52 Surface validity (logical validity): Expression in the previous items of Calibration
General Evaluation Form has been modified by the researcher interms of “comprehensibility”
and “accurateness of the expression” according to suggestions coming from experts. Calibration
General Evaluation Form, consisting from 59 items, has been answered by 60 people which
are physicians, nurses and health technicians of Ankara Giilhane Military Medical Academy.
This form has been applied to staff which work in the relevant clinics with the medical devices.
Expression in the form were evaluated from the perspectives of; “Propriety”, “Meaningfulness”,
“Legibility”, “Comprehensibility” and “Simplicity” and modified when needed. Meanwhile
Cronbach Alpha Internal Consistency Coefficient has been calculated as 0.923 (Table 2). At
this stage useless items is removed providing that disturb the overall structure and finally the
form consists of 40 items.

53 Criterion validity: Since “Medical Device Calibration General Evaluation Form” is
not available, this analysis could not be made.

54. Structure validity: Factor analysis is used for structure validity. Factor analysis
helps related variables stay together. Factor analysis is used to find out how the sturcture that
belongs to attributes which will be evaluated took place with the evaluation form that is to be
developed (Tavsancil, 2010). Last version of the form which contains 40 items is completed
by 60 medical device usersand the results were tested by “Kaiser Meyer Olkin (KMO) Test”
to find out if sample size of the study satisfies the factor analysis which is used for structure
validity. KMO value was found as 0.866 which satisfies the requirement needed to make factor
analysis (Aydm, 2007). Since there is no related information in literature and it is not known
how many factors the topic has, “Principal Components Analysis” which is a sub technique
of “Explanatory/Dis covering Factor Analysis” is used to group the expressions in this form.
In the Principal Components Analysis, Total variance Explained Table and Component
Matrix Table has been considered to set the structure of the variables. Since it is expected to
have more than one factor (dimension), “varimax Rotation”, a sub method of “Right Angle
Rotation Method” is used (Biiyiikoztiirk, 2004). Considering both analysis made and expert
views, factors has been renamed and 12 dimensions have been obtained. 1 factor; “De finition
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of Calibration”, 2" factor; “Benefits of Calibration”, 3" factor; “Calibration Awareness”,
4™ factor; “Who is Doing the Calibration”, 5" factor; “Responsibility of the user”, 6
factor; “Calibration Period and Timing”, 7" factor; “Proble ms in Calibration”, 9" factor;
“Calibration Training”, 10" factor; “Psychological Relationship Between user and the
Calibration”, 11" factor; “Devices that are to be Calibrated”, 12t" factor; “Calibration-
Quality Correlation” are decided as factors (Table 3).

6.Reliability of the Form: Cronbach Alpha Internal Consistency Coefficient has been
calculated as 0.913 of the form which has 40 items (Table 4). Cronbach Alpha Internal
Consistency is an important indicator for accountability. If Cronbach Alpha Internal
Consistency Coefficient is higher than 0.70, evaluation form is held as accountable (Cornbach,
1951; Turan, 2012).

FINDINGS AND RESUITS

“Calibration General Evaluation Form” has been developed containing 40 items as a
result of this study. The form has been found to be valid and reliable. Cronbach Alpha Internal
Consistency Coefficient has been found to be 0.913 and 5 point Likert Scale is used. Each user
needs to choose either “Absolutely Agree=5”, “Agree=4”, “Neutral=3”, “Disagree=2", or
“Completely Disagree=1". Items numbered “12”, “20”, “217, “28”, “31” will be evaluated
vice versa. These items will be evaluated as follows; “Absolutely Agree=1", “Agree=2",
“Neutral=3”,“Disagree=4",or “Comple tely Disagree=5". Forms filled by users will have a
lowest grade of 40 and a highest grade of 200. Higher grades should be interpreted as positive
(Table 5). Considering both analysis made and expert views, factors has been renamed and 12
dimensions has been obtained. 1%t factor; “Definition of Calibration”, 2" factor; “Be nefits
of Calibration”, 3™ factor; “Calibration Awareness”, 4" factor; “Who is Doing the
Calibration”, 5" factor; “Responsibility of the user”, 61" factor; “Calibration Period and
Timing”, 7" factor; “Proble ms in Calibration”, 8" factor; “Importance of Calibration”, 9"
factor; “Calibration Training”, 10" factor; “Psychological Re lationship Between user and
the Calibration”, 11" factor; “Devices that are to be Calibrated”,12"" factor; “Calibration-
Quality Correlation” have been decided as factors (Surh, http//www.2.sas.com) (Table 3).

“Medical Device Calibration General Evaluation Form for Medical Device Users”, a
result of this study, may be used to judge if medical device users take calibration seriously and
show necessary sensitivy or not
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TABIES
TAB IE 1. Expert Evaluation and SVR (Scope \alidity Ratio) Values.

Expert Evaluation

1(2(3[4|5(6[7[8|9](10

ITEMS

SVR

1. Medicaldevicecalibrationmeansthatitoperatesproperlyornot.| + |+ | + | + | C| C|+ |+ | + | + 1

2. Calibration provides regular controls of medical devicesand

+]-|Cl+]C|C|+]|+]|+]|+]080
also measurementaccuracy.

3. Implementation ofcalibration processes ontime and regularly
in a hospital indicates thatthere isa highqualityhealthcareser- | C |+ | + |+ | C| C|C |+ |+ | + 1
vice in that hospital.

4. | take care on the calibration period of the medical device that
luse.

5.1don’tknow the calibration frequency of the medical device
thatl use.

6. | can have the calibration ofthe medical device that | use done
beforethe scheduled time when needed.

7.1don’tknow thatthe calibration frequency can differ depend-
ingonthedevice.

8.1 canlearnthecalibrationfrequencyof medical device that|
use fromuser manual or calibration staff.

9. There isno needto calibration period for medical devices.
The usercandoorhave the calibration done wheneverhe/she +|-|-[C|C|+|+]|]C|+]|+]060
wants/desires/needs.

10. I don’tknow whowill do the calibration ofthe medical device

thatl use.

11.Id’otheca}llbratlono.fr'.n.edlcaldeV|cesont|methatareunder cl-lcl+lclcl+|+]+|+]os0
users’calibration responsibility.

12.Idontonlytrustthecallbratlonoftheme.dlcaldewceth.atl sl-lclclcl+|+]+]+|+ o080
use, butl alsoobserve and control the operation of the device.

13. Use of the medical device requires its calibration. +|+|+[+]|Cl+|C|+]|+]|C 1

14. Properoperation ofthe medicaldevicesthatare used in
diagnosisandtreatmentis notimportant for users.

15. I don’tthinkthat there will be any difference inits operation
fora medical device when environmental and operationalcondi- |+ | - [+ [+ C| C|C |+ |+ [+ |0,80
tions change.

16. Havingthe calibrations of medicaldevicesdone in a health-
care organization gives confidence to both userand the patient.

17. The calibration of medicaldevicesis notimportant forme. + |+ |+ +] +]|Cl+|C|+]|+ 1

18. Itis unnecessaryto do the calibrations of medical devices
regularlyin orderto decrease the measurementerrorsofmedi- |+ |+ | C| + | +| + [+ | C |+ |+ 1
cal devices to a minimum level.

19. The calibration of medicaldevicesis unnecessary be cause of
its high costs.

20. I don’trelyon the calibration ofthe medicaldevice that | use

+|-]Cl+[C|]C|C|C|[+]+]080
completely.

21. The malfunction frequency of the medical device increases
aftera calibration process.

22. The opinions and suggestions of the users is not taken into
accountduring calibrationsteps.

23. The calibrations of the medical devices must be done to be
sure aboutthe results produced.
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24. The calibration of medicaldevicesis notimportant forpa-
tients. Patients have to believe the results ofthe medicaldevices | +
whethertheyare calibrated ornot.

25. Users have to believe the results ofthe medical devices N
whethertheyare calibrated ornot.

26. Properimplementation of calibration processesin a health- N
care organizationis not a criteriaof quality.

27. Thatthe medical devices are calibrated, is notancrucial fac- N
toron the preference of a hospital bypatients.

28. The medical device that | use is calibrated, gives me confi- N
dence.

29. I relyon theresults ofthe calibrated medical device that| N
use.

30. | payattention to the situation of its calibration for a medical N
device that | will use.

31. Calibration doesn’t take place between the reasons that | first N
think about the working/operationinconsistency

32. 1 don’tknow what medicaldevice calibration means. +
33. | believe calibration processes inour hospital areimplement- N
ed realistic, correct and reliable.

34. |1 don’t have anyinformation about the situation of calibration N
of the medical devices. Somebodydoeswhenitis scheduled.

35. Thatthe medical devices are calibrated, doesn’tprevent N
negative situations in diagnosis andtreatment.

36. It makes me happythatadministration gives importance to N
medical device calibration.

37. There isno need to inform medical device users sufficiently c
about calibration.

38. Itis mandatoryto calibrate all medical devices that are to be N
calibrated.

39. Itis enough to calibrate some of important medical devices in N
the hospital.

40. The medical device that | useis calibrated, doesn’t make my N
work easy.

41. The medical device that | useis calibrated, doesn’t decrease c
my repeated workingfrequency.

42. The medical devices in a TSE ISO certified hospitalareappro- N
priatein means of calibraiton.

43. The medicaldevice thatluseis uncalibrated to discompose N
me.

44. | be have withthe conscdousnessof doing my practice with N
calibrated medicaldevices.

45. There is no relation between the calibration of medical de- N
vice andaccuracyinmy practice.

46. | don’thave anyinformation about that, the medical device
thatl use mustbe calibratedin order not to face any negative +
legal situation.

47. Itrelieves my mind that the medicaldevice that | useis cali- N
brated to present a high quality healthcare service.

48. There is no benefit of medical device calibrationprocesses N
except bringing extra work to users.

49. Thatthe medical deviceis calibrated, doesn’t remowe the N
responsibility of users in means of reliability of results.
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50. The calibration of medical devicesis something that is faked-
up within accreditation.

51. The processes that| made arereliable if the device that | use
is calibrated.

52.1don’tbelieve thatthe calibration of medical devices is done
strictly.

53. Previouslythere was nosuch thing calibration is no need
now.

54. 1 know that calibration of medicaldevicesis done by using
specialkits, reference solutions anda calibrators.

55. l applyspecific procedures while calibratingthe medical de-
vice thatl use.

56. Considering that medicaldevicesare usedin diagnosis and
treatmentforhuman health, regularadjustmentsandcalibration | + |+ | + [ + | +| + |+ |+ [+ [ C| 1
checks of medical devices must be done and certified certainly.

57.1amableto do the basicservice adjustments and user cali-
bration ofthe medicaldevice taht| use.

58. The medical devices must be calibrated in order to achive the
accurate studyin means of humanhealthand quality of mea- -+ +[+lC|l+|+]|+|+]| +]0,80
surement.

59. The continuebility of quality of medicaldevices which are
usedintenselyindiagnosticandtreatment processesisprovided | + [+ | C| + | C| + [+ |+ |+ | + 1
by calibration.

60. The user problems and risks are decreased to minimum by
medicl device calibration.

61. The calibration of medicaldevicesis notvitalfortreatment
process.

62. The calibration of medicaldevicesare not onlydone insched-
uledperiods, itis also done if;

a.the device is never used

b.is defected or mechanically harmed

. L . +|-]+|C[C|+|C|+|+] +]0,80
c.is notusedaccording to instructions for use
d. periodic maintenance is notdone
e.adjustment mechanisms arebroken

f.in case of suspicious results

63. | am aware that, the right diagnosisobtained by providing
measurement reliability willhave a positive effectontreatment | + [+ | +| + | +| + [+ |+ |+ | + 1
process.

64. | don’tknow that patients will be under risk when the medi-
cal devices don’t operate properly.

65. The calibration of medicaldevicesis crucial and necessary for
presentinga high quality healthcare service, patient safetyand + |+ +[+] +]+|Cl+ |+ + 1
environmental safety.

C: Correction
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Tablo 2. Medical Device Calibration General Evaluation Form Item Analysis Results.

Items Scale Meaniif ScaleVariance if | Corrected Item-Total | Cronbach’s Alphaif ltem
(Expressions) Item Deleted Item Deleted Correlation Deleted

1 232,9833 478,254 ,104 ,926
2 232,8167 474,525 ,233 ,924
3 232,2000 474,264 ,538 ,922
4 232,4667 470,490 ,576 ,921
5 232,4167 474,315 ,347 ,922
6 232,1167 475,088 ,520 ,922
7 232,1500 474,774 ,525 ,922
8 232,3500 472,808 ,492 ,922
9 232,6333 463,728 ,647 ,920
10 232,7167 473,393 ,323 ,923
11 233,6667 477,175 ,148 ,925
12 233,5833 461,874 ,454 ,922
13 232,5333 469,406 ,567 ,921
14 233,2000 468,366 ,381 ,922
15 233,3500 463,384 ,469 ,921
16 232,3333 471,141 ,474 ,921
17 232,3333 471,650 ,511 ,921
18 233,1667 462,412 ,524 ,921
19 233,7000 473,942 ,239 ,924
20 232,7000 470,925 ,446 ,922
21 233,4000 462,447 ,534 ,921
22 232,6000 472,312 ,536 ,921
23 232,8167 472,729 ,410 ,922
24 232,9667 463,118 ,502 ,921
25 232,2167 476,206 ,452 ,922
26 232,1000 473,244 ,513 ,921
27 232,1500 473,994 ,417 ,922
28 234,0000 498,542 -,214 ,930
29 232,7667 465,334 ,484 ,921
30 232,7167 461,156 ,533 ,921
31 232,9333 468,775 ,386 ,922
32 233,2167 478,308 ,194 ,924
33 232,4167 472,620 ,487 ,922
34 234,1667 463,836 ,A47 ,922
35 234,0667 480,538 ,120 ,924
36 232,3000 473,298 ,405 ,922
37 232,8500 469,587 ,374 ,922
38 233,6667 479,006 ,156 ,924
39 233,3667 464,440 ,504 ,921
40 232,8333 469,429 ,A76 ,921
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41 232,7000 467,536 492 ,921
42 232,5333 466,118 ,512 ,921
43 232,3667 475,728 ,388 ,922
44 232,9500 471,065 321 ,923
45 232,5500 473,608 ,388 ,922
46 232,6333 467,389 ,513 ,921
47 232,3000 471,163 ,600 ,921
48 232,3833 474,715 427 ,922
49 232,6167 466,918 ,599 ,921
50 232,3833 470,173 ,620 ,921
51 232,3833 469,190 ,657 1921
52 232,6667 469,955 ,542 ,921
53 232,3333 472,802 ,538 ,921
54 232,3333 469,955 ,651 ,921
55 232,1833 474,525 ,566 ,922
56 232,4667 473,406 418 ,922
57 232,4167 468,417 ,665 ,921
58 233,0000 467,661 ,366 ,922
59 232,3000 474,553 ,522 ,922

N:60; Number of Items 59; Cronbach Alpha Coefficient 0,923

Table 3. Modified Sub Dimensions of Calibration General Evaluation Form.

Number of
Factors Items (Ex- Item (Expression) Text
pression)
1 Calibration helps us to measure how approximate does the medical device
1. Factor: Defini- measures consideringthe reference value.
tion of Calibration 3 I know that calibration of medical devicesis done by usingspedal kits,
reference solutions andacalibrators.
) Calibration provides regular controls of medical devices and also measure-
2. Factor: Benefits mentaccuracy.
of Calibration A - A A
39 The user problems andrisks are decreased to minimum by medical device
calibration.
4 Use of the medical device requires its calibration.
20 Properoperation of the medical devicesthat are usedin diagnosis and
treatmentis notimportant for users.
27 Calibration take place between the reasons that | first think about the
. workinginconsistency.
3. Factor: Calibra- & ¥
tion Awareness 35 | am aware that, the right diagnosis obtained by providing measurement
reliability will have a positive effecet on treatment process.
38 Management should payimportance to the medical device calibration.
40 Since proceeding with uncalibrated medical devices will not have any

meaning, using themmean time and financial loss.
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I know that some devicesdo not require calibration, some ofthe cali-

4. Factor: Who is 5 brationsare done byusers,and some of themneeds to be calibrated by
Doingthe Calibra- authorized staff.
tion 17 | know whereto callincase of an emergencyinterms ofthe calibration of
the medical device | use.
6 lamableto dothe basicservice adjustments and user calibration of the
medical devicetaht| use.
13 | know that when calibration period comes | need to prepare my medical
device and notuseituntil itiscalibrated.
14 I know how to read the calibration certificate that is pre pared after calibra-
tion and understand what the written data means.
15 | know thatif thereis change inthe measured valuesafterthe calibration, |
need to useitaccording to the new values.
5. Factor:Respon- 16 | know that | needto keep the calibration all certificates of the devices that
sibilityofthe User are calibrated.
25 I don’ttrustonlymedical device calibration| use, | check if the device is
calibrated before | use.
% | payattentionto the situation of its calibration for a medical device that |
will use.
32 I know thatitis necessarythe medical device that|use must be calibrated
in order not toface any negative legal situation.
36 Thatthe medical device is calibrated, doesn’t remove the responsibility of
usersin means ofreliability of results.
7 | can learn the calibration frequency of medical device that | use from user
manualor calibration staff or I set myselfin my experience.
3 Since | know the calibration period of medical devices | use, | take the cali-
bration period serious.
The calibration of medicaldevicesare notonlydone inscheduled periods,
itis alsodone if;
a.the device isneverused
6. Factor: Calibra- . .
. . b.is defected or mechanically harmed
tion Period and 9 . . . .
. c.is notusedaccording to instructions for use
Timing - . .
d. periodic maintenance is notdone
e.adjustment mechanisms arebroken
f.in case of suspicious results
10 When the conditions of the environment where medical device is being
usedchanges, recalibration is needed.
| can have the calibration ofthe medical device that | use done before the
11 .
scheduled time when needed.
12 I do notinformation about the calibration plans of the calibration laborato-
7. Factor: Prob- ry or companyresponsible forit, forthe medical device | use.
lems in Calibra-
tion 21 Useropinions and suggestions are not taken into consideration in the med-
ical device calibration phase.
8. Factor: Impor- 18 The calibration of medical devicesis vitalfor treatment process.
tance of Calibra- . . . . . .
tion 19 The calibration of medicaldevicesis crucial and necessary for presenting a

high quality healthcare service, patient safety and environmental safety.
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2 All medicaldevice users needto be trained enough ona continous basis
9. Factor: Calibra- about calibration.
tion Training
23 | took enough level of trainingabout the calibration of medical devi ces.
24 Medical device users feel safe when devicesare calibrated.
10. Factor: Psy- )8 The malfunction frequency of the medical device increases after a calibra-
chological Rela- tion process.
tionship Between | do notfeel that medical device calibrations are necessary since they are a
Userand the 29
] . partofa procedure.
Calibration
37 | do notwishto workina hospital where there are medical deviceswhich |
have doubts about how accurate they work.
30 Itis mandatory to calibrate all medical devices that are to be calibrated at
11. Factor: Devic- the hospital.
es thatareto be - - - - -
Calibrated 31 Itis enough to calibrate some important medical devicesthatare to be
calibrated at the hospital.
33 Calibration of the medical devices are mandatoryif the hospital has a ISO
12. Factor: certificate.
Cali-bration-
Quality 34 Calibrations made on time and ona continous basisis anindicator of a high
Correlation qualityandreliable healthcareservice.

*12-19-20-26-29-30-31 number of ite msencoded vice versa.

Tablo 4. Last Format of Calibration General Evaluation Form with 40 Items.

Absolutely | Agree

Items (Expressions)
Agree 5 4

Neutral
3

Disagree
2

Completely
Disagree 1

1. Calibration helps us to measure how approximate
doesthe medical device measuresconsideringthe
reference value.

2. Calibration provides regular controls of medical
devices andalso measurementaccuracy.

3. I know that calibration of medicaldevicesis done
by usingspecial kits, reference solutions and a cali-
brators.

4. Use of the medical device requires its calibration.

5.1 know thatsome devicesdo notrequire calibra-
tion, some ofthe calibrations are done by users, and
some ofthem needs to be calibrated by authorized
staff.

6.lamableto do the basicservice adjustments and
user calibration of the medical device taht | use.

7.1 canlearnthecalibrationfrequencyof medical
device that| use fromusermanualor calibration staff
orl setmyselfinmyexperience.

8. Since |l know the calibration period of medical
devices | use, | take the calibration period serious.

138




HOSPITAL MANAGEMET

9. The calibration of medicaldevicesare not only
done in scheduled periods, itis alsodone if;

a.the device is never used

b.is defected or mechanically harmed

c. is notusedaccording to instructions for use
d. periodic maintenance is notdone
e.adjustment mechanisms arebroken

f.in case of suspicious results

10. When the conditions of the environment where
medical deviceis beingused changes, recalibration is
needed.

11.1 can havethe calibration of the medical device
that!l use done before the scheduled time when
needed.

*12. 1 do notinformation about the calibration
plans of the calibration laboratory or company
responsible forit, for the medical device | use.

13. I know that when calibration period comes | need
to prepare mymedicaldevice and not use it untilitis
calibrated.

14. 1 know how to read the calibration certificate
thatis prepared after calibration and understand
what the written data means.

15.1 know thatif thereis change inthe measured
values afterthe calibration, | needto use itaccording
to the new values.

16. I know that | needto keep the calibrationallcer-
tificates ofthe devicesthat arecalibrated.

17. 1 know where to callincase of an emergencyin
terms of the calibration of the medical device | use.

18. The calibration of medicaldevicesis vital for
treatmentprocess.

19.The calibration of medical devices is crucial
and necessary for presenting a high quality
healthcare service, patient safety and

*20. Properoperation ofthe medicaldevicesthatare
usedindiagnosis andtreatmentis notimportant for
users.

*21. Useropinions and suggestions are not takeninto
consideration in the medical device calibrationphase.

22. All medicaldevice users needto be trained
enoughona continous basisabout calibration.

23. | took enoughlevel of training about the calibra-
tion of medical devices.

24. Medical device users feel safe when devicesare
calibrated.

25. I don’ttrust only medical device calibration | use,
I checkifthedeviceis calibrated before | use.
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26. | checkifthe deviceis calibrated before | use.

27. Calibration take place between the reasons that |
firstthink about the workinginconsistency.

*28. The malfunction frequency of the medical de-
vice increasesaftera calibration process.

*29. 1 do notfeel that medicaldevice calibrations are
necessarysince theyareapartofa procedure.

30. Itis mandatoryto calibrate all medical devices
thatareto be calibrated atthe hospital.

*31. Itis enough to calibrate some important medical
devices thatare to be calibrated at the hospital.

32. I know thatitis necessary the medical device
thatl use mustbe calibratedinordernotto faceany
neg- ative legal situation.

33. Calibration of the medical devices are mandatory
ifthe hospital has a ISO certificate.

34. Calibrations made on time and on a continous
basisisanindicator of a high qualityandreliable
healthcare service.

35. lam aware that, the right diagnosisobtained by
providing measurement reliability will have a positive
effecet on treatmentprocess.

36. Thatthe medical deviceis calibrated, doesn’t
remove the responsibility of users in means of reli-
ability of results.

37.1do notwish to workinahospital where there
are medical devices which | have doubts about how
accurate theywork.

38.Managementshould payimportance to the medi-
cal device calibration.

39.The user problems and risks are decreased to
minimum by medicaldevice calibration.

40. Since proceeding with uncalibrated medical de-
vices willnot have any meaning, using themmean
time andfinancialloss.

*12,20,21, 28,29, 31 numbered ofite msencoded vice versa.
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SEGMENT DIFFERENCES IN SOCIAL MARKETING
HEALTH INTERVENTIONS

Tufan OZSOY!

ABSTRACT

The Problem of the Study:

One way to enhance awareness and change health related behaviors are to use social marketing
principles. Different from the commercial marketing, social marketing aims to achieve social
good and in spite of trying to convince buyers to purchase a product its overall purpose is long-
term behavior modification. The implementation of the social marketing programs mostly
involves mass campaigns with advertisement in mass media. Especially the effectiveness
of health interventions in social marketing which planned without a proper segmentation
approach, could be evaluated as moderate to even low. And even in most cases it is impossible
to measure the effectiveness of campaign because of mass media usage.

The Purpose of the Study :

Focusing only on mass marketing applications could miss important opportunities for
behavior change of society. Segmentation could be use as an important tool to define target
audience in a more detailed way when considering social marketing approaches. So social
marketing campaigns possible to have more effective results. The purpose of this study to
build a conceptual framework to provide better understanding of the segmentation on health
related social marketing campaigns.

Method :

The current study tries to build a conceptual framework via literature search. First, social
marketing and segmentation concepts has been explained. Then importance of segmentation
in health interventions has been expressed and questions mentioned those need to be answered
before segmentation process.

Findings and Results :

This study fills a gap in the existing research on how segmentation could be used in social
marketing to increase awareness or change health related behaviors.

Key Words: Social Marketing, Health, behavior change

INTRODUCTION

Social marketing has been a popular topic for a long time for the realization of social
goals. When considering the complexity of human behavior, conventional social marketing
applications seen unable to develop sophisticated approaches for each particular case. Most of
the health related social marketing initiatives (especially government founded) are delivered
as mass media campaigns. Mass approach of social marketing on message, audience and
media selection and other traditional marketing practices must renewed in accordance with
emerging social issues and new behaviors. In this context, segmentation can be considered
as an important method for social marketing in the development of solutions to health related
problems.

1 Gumushane University/ Turkey/ tufanozsoy @gumushane.edu.tr
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2. The Conceptual Framework
2.1. Social Marketing

Social marketing takes learning from the commercial marketing and applies it to the resolution
of social problems. This approach dates back to 1951, when Wiebe (1951) asked the question,
“Can brotherhood be sold like soap?” and suggested that the using commercial marketing
applications could improve the performance of social change campaigns. Social marketing
could be defined as a discipline that uses commercial marketing technigues to promote attitudes
and behaviors in societies through cognitive and rational responses, group identity, reference
groups, social norms etc.

Andreasen (1995: 7) who recognized as one of the most important scholars in the field,
describes social marketing as :

“Social marketing is the application of commercial marketing technologies to the
analysis, planning, execution and evaluation of programs designed to influence the
voluntary behavior of target audiences in order to improve their personal welfare and
that of society.”

According to different definitions, four key basic of social marketing could be summarized
as, voluntary behavior change, change by applying the principle of exchange, marketing
techniques (such as consumer oriented market research, segmentation targeting, the marketing
mix), to improve individual welfare and society, not to benefit the organization (MacFadyen,
et al., 2002).

Lefebvre and Flora (1988) claim that social marketing is more difficult than commercial
marketing. Because it involves changing intractable behaviors, in complex economic, social
and political climates with often very limited resources. There are some important differences
between social and commercial marketing (MacFadyen, et al., 1999):

«  Complex products

«  Varied demand

« Intense consumer involvement

«  Subtle and varied competition

«  More challenging target groups to reach

Social marketing began with health promotion campaigns in the US in the late 1960s (Kotler,
et al., 2002). According to Wakefield et al. (2010) mass media usage on health interventions
effects the performance of social marketing campaign. For some issues the level of evidence
strong (e.g. smoking cessation, road safety) moderate (e.g. physical activity, nutrition,
cardiovascular prevention, birth rate reduction, HIV prevention, cervical and breast cancer
screening, immunization, and organ donation) or weak/uncertain (e.g. alcohol dependence,
colon cancer screening, skin cancer prevention, breastfeeding, and violence).

2.2.Segmentation

A “target audience” is simply means that a group of society has been identified or whom the
offering should be “right” and to whom the social marketer will direct the majority of its time
and resources. The process of defining the target audience in more detailed way, by grouping
audience into clusters, which are internally homogenous and mutually heterogeneous, called
as segmentation. Marketsegmentation has beenaccepted as a strategic marketing tool to define
markets and thereby allocate resources for so long (Asseal et al., 1976: 67). Segmentation is
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more than being one of the major ways of operationalizing the marketing concept but also
it provides guidelines for marketing strategy and resource allocation. Following a market
segmentation strategy, especially when faced with heterogeneous markets, usually can
increase the expected profitability (Wind, 1978: 317).

Hanson (1972) described the importance of segmentation as:

“If you can divide a larger market into smaller segments with different preferences
and subsequently adjust your product (or service) to the preferences in the different
segments, then you reduce the overall distance between what you are offering to
the market and what the market requires. By doing so the marketer improves their
competitive position.”

Categorizing individuals into different types according to similarities (socio-economic
circumstances, lifestyles and behavioral patterns) leads to develop more efficient, effective
and exact social marketing initiatives to improve health and to reduce health inequalities.

According to Hooley and Saunders (1993), there is no single “correct” approach that fits all
and should seek continually for new and creative ways of defining the market in order to
gain new insights and thereby a potential competitive advantage. There are many possible
segmentation criteria as demographics (who target audience are), geographics (where target
audience live), psychographics (what target audience think), behaviouristic variables:

«  Demographics (age, gender, race, generation, nationality, ethnicity, income,
education, occupation, family size, family life cycle, religion)

«  Geographics (region, urban/suburban/rural, city size, county size, state size, density,
climate, terrain)

«  Psychographics (personality attributes, motives, values, beliefs, social class,
lifestyles, life goals, interests, service expectations, past experiences)

«  Behavioristic variables (volume usage, end use, benefit expectations, brand loyalty,
price sensitivity, loyalty status, readiness stage, user status, occasions)

Market segmentation represents several approaches depending on marketing objectives.
Table.1 shows a segmentation that considers life style dimensions.

Table 1. life Style Dimensions

Activities Interests Opinions Demographics
Work Family Themselves Age

Hobbies Home Social issues Education

Social events Job Politics Income

Vacation Community Business Occupation
Entertainment Recreation Economics Familysize

Club membership Fashion Education Dwelling
Community Food Products Geography
Shopping Media Future Citysize

Sports Achievements Culture Stagein life cycle

Source: (Plummer, 1974: 34)
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Brookshank (1994), defines some key requirements for effective segmentation. These are;
« Homogeneity within segments.

« Heterogeneity between segments (customers between segments have significantly
different needs and wants/responsiveness to marketing offerings).
«  Targetability via marketing mix.

When the social marketing goal(s) concerned with health, more effective segmentation could
be achieved through defining;

« Audience within segments have similar needs and wants/responsiveness to social
marketing offerings,

« Audience between segments have significantly different needs and wants/
responsiveness to social marketing offerings,

«  Segments can be easily defined, measured, reached andserved.

Accenture (2013) conducted an online survey of 3200 consumers to understand their
expectations and preferences related to healthcare insurance. Five distinct consumer segments
defined after the analysis (Table.2).

Disengaged: Value-gamers: Bargain buyers: Loyalists: Overwhelmed:

Why do | need to do anything Let’s see how | can get the most | | want my coverage to be basic || want to take care of myself, | have a lot on my plate. | need

different? I'm covered. value for me and my family. and cheap. and my insurer helps me do that | my healthcare insurance to be
—it's a win-win. easy.

| need to work with my health
insurer often. Because of this, |

| want quality healthcare | want great healthcare

coverage and my insurer to take | oo wo odo oflife and | want low-cost coverage, and coverage, and | don’t mind value convenience and ease of
an active role in my health. | i 5 not?ﬂnny about my L:"\“ gg';ﬁ‘%}g’ﬂﬁﬁggg““d paying for it. I'm not interested _ doing business with my insurer
_prefer my em;?lgyer to make health until I'm sick. rhilbrty ket in changing my habits to above all else. | just want
insurance decisions for me. REIWOIG A gEt e save a few pennies. insurance that is easy to use and
understand.
. My healthcare insurer is
£ 2 I o z
1 do take risks with my health m:altev:::t‘ltz::!?iz&o;utsélli —  When dealing with my insurer, different than the others,and | don't care about price nearly
like smoking and not getting really, | want the best value for | don't care much for online they develop new and innovative as much as simplicity; however,
checkups. But if my employer my money. That's why I'm tools, self-service options, capabilities that keep them | do appreciate it if my insurer
s psymg,lanzsmy e hy | Willing to take many actions that rewards or other features that "h“td :f the Pt?rfk I'm plannlngd can ';'e prie 'ﬂ‘}“’"sm"d h"“‘."
company looks out for me, why ; ; on sticking with my insurer, and much my healthcare costs wi
bother changing? can help me'redace my costs insurers have [nuoduced; am happy to recommend my be in ad'zance_

without compromising care. plan to friends and family.

| want an insurer | can trustto  In my daily life, I'm heavily into tBaiicllf!tw"??e al"‘d ad““ person
take care of me, but don't know  digital, including mobile apps, 0 talk to when | need assist-

if I can trust their advice. texting and social media. ?nns?rei: all I really need from my

When | need to interact with my '™ not looking to change my | fee| like | have a pretty good | call, click and visit my insurers

health insurer, | prefer to use ~ habits to save additional money, grasp on the intricacies of the  often to deal with my pressing
| don't expect healthcare self-service options and digital and | don't need my insurer ealth insurance market, but | issues; however, | particularly
insurancepto be easy, and | channels. }‘ak'l’;g an active role in my really value health support and  value the convenience of a live
rarely take the initiative to shop I really feel it's a hassle to e guidance. interaction.
around or switch insurers. switch insurers, and | value All in all, I don't interact with

those companies that reward me my insurer very often.

for my loyalty.

Source: Accenture (2013).

Involvement level of audience has a vital role on the success of social marketing campaigns.
Especially health oriented social marketing applications need high involvement of individuals
and because of desired complex lifestyle changes, social marketing planning needs careful
consideration. Inertia - tendency to continue in current behavioral patterns- is a very powerful
competitor when the audience have low level involvement. When the social marketing
campaign is intended for behavior change on health related issues, a involvement level will be
depend on a combination of some factors as;

« Present situation of health problem (severity of addiction/health conditions) (eg.
smoking, obesity, alcohol consumption / chronicity, curability, infectivity etc.)

« Readiness to change/ Intention to recover (resistance to change/recovery request)
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« Perception/Awareness (attitudes about the health related issues)
« Risk attitude (interpretation of risk level -high or low risk-)

«  Channels of communication

* Risk factors related

+ Risk behavior engaged (limit of health condition where medical aid accepted by
patient)

« Social environment/Social pressure (social norms about the type of health problem
and recovery treatment) (attitudes, acceptance and rejection of others)

« Social security status (insurance, medical care coverage, national and regional
services etc.)

Providers of healthcare and policy makers (government agencies, advocacy groups, and health
foundations) as well as social marketers should take into account the complexity of human
behaviors especially when it is about health. And segmentation strategy looks as an essential
tool that lightens the road for planners and practitioners of any social marketing interventions.

3.CONCIuSIONS AND FUTURE PROJECTIONS

Health problems have a social, as well as an individual, dimension. One-size fits all approach
rarely works for these complex health related behaviors. To develop effective messages that
needs better focusing on audience profiles. Segmenting the target population enables social
marketers to target specific groups for tailoring messages and offerings to these groups.
Once different segments are identified, a social marketer can determine the most appropriate
messages and communication paths to raise awareness. Effective and rationale use of resources,
in segmentation related literature, metaphored as “to use a rifle than a shot-gun to get results”.

Social marketing must frequently deal with negative demand when it is a health intervention.
Target audience mostly apathetic about or strongly resistant to a proposed behavior change,
unresponsive to interventions to influence their behavior, least accessible, hardest to reach,
most resistant to changing health behavior. So health intervention strategies need to be tailored
for the selected segment(s).

To achieve its purposes a particular social marketing campaigns need to answer the following
questions:

«  Which characteristics of audience are important to consider?
«  Which techniques do social marketers need to use for segmentation?

« Howshould audiences in different segments react differently to the social marketing
offers they receive?

+ Isthe segment large enough to make a measurable difference

« Isthe segment small enough for us to reach effectively with social marketing
campaign resources?

+ Isthe segmentation approach consistent with the behavior change objectives?

+ Does the segmentation reveal significant difference between the defined segments
on behavior change measure?

« Canthese differences be understood to improve social marketing campaign?
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ASSESSING THERETURN OF INVESTMENT ON HEART
DISEASE PREVENTION/MANAGEMENT PROGRAMS AT
THE WORKPLACE

Lauren Pote?!

Fevzi Akinci 2

ABSTRACT

This paper presents a systematic review of the empirical evidence on the return of investment
on interventions designed to prevent or better manage heart disease in the workplace.
Goldschmidt’s Informational Synthesis Model is used as a conceptual framework to summarize
the related literature on this important topic. A systematic literature review was conducted
using PubMed and EBSCO databases including CINHAL, MEDLINE, and Academic Search
Premier. Key terms searched included “Heart Disease”, “Chronic Illnesses”, and “Chronic
Ilness in the Workplace”, “Cost Effectiveness”, “Cost-Benefit”, and “promoting healthy
lifestyles within the workplace”. The time frame specified for the search is literature published
from 1997-2015. The total number of citations identified was 121 out of which 27articles
contained relevant information about the topic and included in this review. The total number
of relevant citations used in the review is 9 studies. The majority of the studies included in
this review suggest that the worksite wellness programs are both cost effective and beneficial
in addressing heart disease among other illnesses within the workplace. Findings reported in
these studies clearly document that worksite wellness programs can provide significant cost
savings for both the employer and the employee in regards to preventable health care use,
sick leave, and productivity losses. Additional research is needed to help employers develop
strategies to sustain the return on investment on their wellness programs on a longer time
frame while simultaneously meeting the expectations of their employee.

INRODUCTION

Heart Disease is the leading cause of death among both women and men in the United
States (Centers for Disease Control and Prevention [CDC], 2004). With such a high number
of Americans affected by this disease, it is important to examine this public health problem
as to why so many people are diagnosed with some sort of cardiovascular disease. In today’s
society, cardiovascular disease (CVD) is a huge burden which prompts the need to increase
the prevalence of healthy lifestyle choices. Chronic diseases are the leading cause of death and
disability in the United States (Wu & Green, 2010). Cardiovascular disease alone caused 1 of
every 7 deaths in the United States in 2011. Each year, an estimated 635,000 Americans have
a new coronary attack and will need to be hospitalized (Mozaffarian, et al. 2015). Out of that
number, 80 million have some sort of cardiovascular disease. About 2,200 people die every
day of cardiovascular disease (Wu & Green, 2010). In 2010, the total cost of cardiovascular
disease, which includes heart disease and stroke, In the United States was estimated at $444
billion (Roemer, et al. 2013). Treatment for these diseases account for about $1 of every $6
that is spent on health care within the United States, and as the population ages, the cost of

1 King’s College,, M. S. in Health Care Administration Program, Wilkes-Barre, PA2
King’s College, Health Care Administration Graduate Program, Wilkes-Barre, PA
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these treatments are also expected to increase substantially (Roemer, etal. 2013). Although
heart disease, stroke, and related chronic conditions are among the most common and most
costly of all health problems, they also tend to be the most preventable (Roemer, et al. 2013).

Despite advances in (CVD) prevention in the United States, CVD continues to be a
major public health problem (Aneni, et al. 2014). With about 59% of the entire US population
currently in the workforce, CVD prevention through worksite wellness programs can provide
an opportunity to reach many Americans that would have been hard to reach out to otherwise
(Aneni, et al. 2014). Implementation of health and wellness programs in the workplace allows
for the opportunity to continually engage a group of individuals with the intent of implementing
a positive and continual change in life style choices (Arena, et al. 2013). Current evidence
indicates that health and wellness programs, when implemented in the workplace, provide
numerous benefits to those enrolled within the wellness programs as well as to their employer.
(Arena, et al. 2013).

Employees and their families share the financial burden through escalating contributions to
insurance, higher co-pays and deductibles, reduction or elimination of coverage, and trade-offs
of insurance benefits against wage or salary increases (Carnethon, et al. 2009). When worksite
wellness programs are successful, their influence expands beyond the individual workers to
their family members, who are often exposed to their positive lifestyle changes (Carnethon,
et al. 2009). Worksite wellness programs that can reduce certain risk factors associated
with CVD can also ultimately decrease the physical and economic burden of other chronic
diseases (Carnethon, et al. 2009). While wellness cannot be delegated, it can be encouraged
and facilitated. According to Berry & Mirabito (2011) “Workplace wellness is an organized
employer-sponsored program that is designed to engage and support employees (often family
members as well) in adopting and assisting behaviors that reduce/eliminate health risks,
improve quality of life, increase personal effectiveness, and benefit the organization financially”
(Berry & Mirabito, 2011). Successful wellness programs use evidence-based programming to
reduce employees’ modifiable health risks linked to behaviors such as unhealthy eating habits,
tobacco use, physical inactivity, and poor work-life balance (Berry & Mirabito, 2011).

Not all wellness programs are created equal; they tend to vary depending on the company’s
available resources (“How can wellness programs”, 2012). Wellness programs can consist of
many wellness plans to alter the needs of individuals and their lifestyles. Worker productivity
lost to cardiovascular health, diabetes, depression, and other chronic and preventable illnesses
is estimated to reach $1.1 trillion annually (“How can wellness programs”, 2012). In response
to this deficit, an increasing amount of private and public sector employers are implementing
a wellness program for their employees in hopes that the program will provide a strong return
on investment for employers and employees alike (“How can wellness programs”, 2012).

In today’s workforce, it is a growing world-wide movement to use the workplace as
a setting to improve overall worker health, driven heavily by the increased prevalence of
chronic diseases among employees and the epidemic rise in the costs of health insurance
to cover them (Cullen, 2009). In much of these workplace wellness programs, the wellness
programs implement routine health screenings to identify any early stages of health problems
such as hypertension, diabetes, and if someone is at risk to develop these illnesses in the
future. They also tend to offer education programs such as nutrition, smoking cessation, and
diabetes information. There is also incentive payments for completing personal health risk
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questionnaires or joining a gym membership that have all been tried with varying success
(Cullen, 2009). Although the evidence is far from perfect, most attempts to assess the “return
of investment” have indicated at least some measurable health benefits (Cullen, 2009). There
is evidence that the benefit extends beyond just the cost of care, to-reduce the likelihood of
absenteeism, less unproductive workers, and other enhancements of worker productivity even
in countries where health insurance is not a predominant means of health care (Cullen, 2009).

Heart disease prevention/management is crucially necessary since heart disease is very
dangerous to those who have this illness, and can also be very costly to individuals as well
as their employers. By implementing a prevention/management wellness program within a
work setting you can offer employees the proper knowledge, guidance and wellness they
can assuredly benefit from. Worksite wellness programs offer an array of incentives for the
employee as well as the employer. Through a worksite wellness program, employees can
benefit their quality of life, increase their work productivity, become educated on their illness,
and also learn of ways to manage/live with their illness. Employers are providing a quality
wellness program to their employees who can engage in heart healthy wellness, ways to
improve their overall work productivity, help in decreasing absenteeism and insurance costs.

METHODS
Definition of “Worksite \We lIness Program”

For the purpose of this literature review, “worksite wellness” is defined as “an organized
employer sponsored program that is designed to engage and support employees (as well as
family members) in adopting and sustaining behaviors that reduce health risks, improve quality
of life, enhance personal effectiveness, and benefit the organization/employer financially”
(Berry & Mirabito, 2011). Successful wellness programs use evidence-based programming
to reduce employees’ modifiable health risks linked to heart disease among other illnesses.
Health risks are also linked to unhealthy eating habits, physical inactivity, and poor work-life
balance (Berry & Mirabito, 2011).

literature Search and Date Abstraction

A systematic literature review was conducted that included a search of PubMed and
EBSCO databases including CINAHL, MEDLINE, and Academic Search Premier. Online
searches of relevant literature were also conducted using Google Scholar and the MeSH
Database. Key terms searched included “Heart Disease”, “Chronic Ilinesses”, and “Chronic
Illlness in the Workplace, “Cost Effectiveness”, and “promoting healthy lifestyles within the
workplace”.

Exclusion-Inclusion Criteria

Studies are included in this review if: (1) They are published in English; (2) discussed cost
effective ways to implement wellness programs within the workplace setting; (3) discussed the
efficacy of wellness programs of those in a workplace environment and the effectiveness it has
on its employees; (4) examined variables specifically related with cost effectiveness and the
advantages workplace wellness programs offer to employers as well as their employees. The
time frame specified for the search is literature published from 1997-2015. The total number
of citations identified was 121 out of which 27 abstracts were identified in these searches that
presented information documenting key components of worksite wellness programs. The total
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number of relevant citations used in the review is 9 studies. The remainders of the studies were
excluded because they did not include variables specifically associated with the cost effective
benefits of worksite wellness programs.

RESUITS

Heart disease is common both in population at large, but also in the working age population.
According to Lynch, et. al, (1997), “The Kupio Ischemic Heart Disease Risk Factor Study”
investigated whether the association between workplace conditions and risk of all-cause and
cardiovascular mortality and acute myocardial infarction differed by socioeconomic status.
Researchers’ understanding of how organizational and psychosocial features of work affect
morbidity and mortality has been greatly influenced by the idea that poor health outcomes
may be associated with work that is psychologically demanding but offers new opportunities
for control.

During this study, prospective data was used to examine 2297 men, with adjustment for
prevalent disease and biological, behavioral, and psychosocial covariates, and stratified by
employment status and workplace social support (Lynch et. al, 1997). Results of their findings
showed that elevated age-adjusted relative hazards for all-cause mortality were found for men
who reported high demands, low resources, and low income; high demands, high resources,
and low income. Similar patterns were found for cardiovascular mortality. In conclusion, they
find that the negative effects of workplace conditions on mortality and of myocardial infarction
risk depend on income level and were largely mediated by known risk factors (Lynch et. al,
1997).

Employers can play a crucial role in tackling a chronic disease early on, and an increasing
number of companies are focusing on improving employee health. There are opportunities
for bringing the endemic of heart disease under control by dealing with the problem in the
workplace, where 139 million Americans spend about a third of any given day (“Fighting
heart disease”, 2013). Many studies have shown that cultivating a healthy workforce can
lower direct costs, such as worker’s compensation claims and insurance premiums, as well
as indirect costs such as absenteeism in employee productivity and “presenteeism” when an
employee who comes to work but are suffering from a physical or mental impairment that can
prevent them from working at their full potential (‘“Fighting heart disease”, 2013).

In 2011, the estimated annual cost for cardiovascular disease (CVD) and stroke were
$320.1 billion, which includes $195.6 billion in direct costs (hospital services, home health
care, physicians and other professionals, medications, and other medical variables) and $124.5
in indirect costs of which is due to lost productivity (Mozaffarian et. al, 2015). Worksite
wellness programs are geared to prevent major risk factors that contribute to cardiovascular
disease. Worksite wellness programs also represent an opportunity to prevent CVD and
stoke in a large segment of the population (Carenthon et. al, 2009). According to Carenthon,
et.al, (2009) a national survey of approximately 3000 employees was conducted online on 2
separate occasions in July 2007 by Harrisinteractive. This survey allowed for the American
Heart Association (AHA) to assess the role that leadership plays in creating an atmosphere in
which employees feel free to actively take advantage of worksite wellness programs.

The participants within the survey conducted by HarrisInteractive indicated that they saw
improvements within their health as a result of their worksite wellness program (Carenthon
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et. al, 2009). The participants reported improvement in a number of health outcomes ranging
from weight loss to better productivity and fewer sick days. These results demonstrate the
benefits of worksite wellness programs in individuals who elected to respond to the survey
(21%), which leaves unknown data on the impact the wellness program had to those who did
not respond (Carnethon et. al, 2009). In summary of this survey, an assessment of workplaces
offer wellness nutrition programs and/or information on healthy lifestyle program studies have
shown that these programs are generally effective in favorably modifying dietary practices and
in reducing major cardiovascular risk factors such as overweight/obesity, hypercholesterolemia,
and hypertension. The return of investment in a worksite wellness program has the capability
to be beneficial in many ways, including decreased healthcare costs, improved healthcare
utilization, lower rates of absenteeism, increase in work performance, and a reduced prevalence
of chronic disease (Carnethon et. al, 2009).

Employer spending on health promotion, wellness and management is a great financial
investment when it succeeds in altering the health of employees. Worksite wellness programs
have achieved a rate of return on investment ranging from $3 to $15 for each dollar that is
invested, within 12 to 18 months (Carnethon et. al, 2009). Employees with significant health
risks, who have poor emotional health, and have higher percentages of adverse behaviors are
at a higher risk for lost work days and having lower productivity overall. Individuals who
reduce 1 risk factor in their health, decrease presenteeism by as much as 9% and absenteeism
by 2% (Carnethon et. al, 2009). It is estimated that health-related productivity loss cost US
employers $225.8 billion per year, which in turn costs the employee $1685 per year, of which
71% is due to decreased work performance (Carnethon et. al, 2009). These findings reinforce
the need to accelerate worksite nutrition education and weight management activities. Worksite
wellness programs that are put to use and implemented correctly can be a huge financial asset
to the employer as well as the employee with cost savings in health care, medical expenses and
overall productivity in the workplace.

In 2010, Baicker, Cutler & Song developed a cost benefit study of criteria meta-analysis
literature on cost and savings associated with wellness programs. The authors found that
employees saved an average of $6 for every $1 spent, including $3.27 saved in medical cost
and an additional $2.73 gain because of reduced absenteeism. The analysis also found that
health promotion programs in organizations of all sizes reduced sick leave, and also reduced
health plan cost by roughly 25 percent (Baicker et. al, 2010). There are several reasons as to
why employers can benefit from investing in a worksite wellness program for their employees.
Such programs can lead to reduction in health care costs and premiums, healthier workers tend
to be more productive and miss fewer days of work (Baicker et. al, 2010). Review of evidence
suggest that large employers using a wellness program see substantial positive returns on
investment, even within the first few years after adoption (Baicker et. al, 2010)

More than 109 million Americans report having at least one chronic illness/disease, for
a total of 162 million cases. The total impact of these diseases on the economy is $1.3 trillion
annually (DeVol et. al, 2007). Of this amount, lost productivity totals $1.1 trillion per year,
while another $277 billion is spent annually on treatment (DeVol et. al, 2007). In response,
an increasing number of private and public sector employers are implementing wellness
programs which provide a strong turn on investment for employers and employees alike
(“How can wellness programs”, 2014).Companies and governments nationwide are currently
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implementing employee wellness programs. Wellness programs are a cost effective way to
reduce the employer’s health care expenses as wellas a way to promote better overall health and
productivity amongst their employees (“How can wellness programs”, 2014). Implementing
health and wellness programs in the workplace allows workplaces the opportunity to engage
a group of employees with the intent of effecting a positive and sustainable change in lifestyle
choices. Health and wellness programs within the workplace have the ability to provide
numerous benefits to altering cardiovascular risk factors in healthy individuals. Also, worksite
health and wellness programs may be the ideal setting to provide long-term care and support
from traditional cardiovascular services(“How can wellness programs”, 2014).

In a recent intervention study by Arena, et.al (2013) using cardiac rehabilitation (CR) staff
that were enrolled in a workplace wellness program, showed improvements in body fat content,
blood pressure, depression, anxiety, hypertension, quality of life and total health scores after
a worksite health and wellness intervention (Arena, et. al, 2013). Of the employees who were
classified of high risk at baseline, 58% converted to low risk after the intervention program.
The rates of absenteeism and presenteeism reduced after a health and wellness intervention,
and the ROI estimates 10%-15% reductions in health care expenditures (Arena, et. al, 2013).
Total medical claims significantly reduced after a worksite wellness program using CR staff
for 12 months after the implementation of the program with approximately $6 saved for every
dollar invested in worksite health and wellness incentives (Arena, et. al, 2013). The ROI
ranged from $3 to $15 for each dollar that was invested over several years after the program
implementation (Arena, et. al, 2013). Besides the impact that worksite wellness programs have
on reducing employee health risks, reducing absenteeism/presenteeism, improving employee
productivity, and lowering the cost of employee healthcare, there is also evidence that such
incentives may improve employee morale and job satisfaction, which can be beneficial in the
retention of good employees and for the corporate image as a whole (Arena, et. al, 2013).

During the late 1970’s Johnson & Johnson Company established 2 health related goals for
their employees: encourage employees to become the healthiest in the world, and to reduce
the cost of health care for the firm (Berry & Mirabito, 2011). Between 1995 and 2010, the
percentage of Johnson & Johnson employees who smoke declined by more than two-thirds,
and the number of employees with high blood pressure who are physically inactive decreased
by more than half (Berry & Mirabito, 20100). The company’s wide ranging employee health
promotion program includes education on nutrition, weight management, stress management,
onsite fitness, tobacco cessation, and other services. The company estimates that its health
promotion program has saved them $250 million in health care costs during the past decade
(Berry & Mirabito, 2011).

In 2008 Berry & Mirabito conducted a primary field research to study workplace health
promotion (WHP) programs at Johnson & Johnson and 9 other employers (Berry & Mirabito,
2011). Berry & Mirabito found that all the employers they researched have successful WHP
programs that emphasize whole-person wellness. In these organizations they studied, wellness
extended beyond physical health to include emotional and spiritual health. Stress management
and disease prevention were priorities (Berry & Mirabito, 2011). Their research and related
literature suggest a link between strategic WHP and along with lower health risks, lower health
care use, and improved productivity of employees. Employers’ health promotion programs
emphasize behavioral change, which is undercompensated in the medical community but does
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pay off in the business community (Berry & Mirabito, 2011). Results of this study indicated that
the average medical claim costs for the intervention group decreased by 48%, yielding a 6 to 1
return on investment. WHP studies found that on average $3.37 in health care costs was saved
for every dollar spent over a 3 year period (Berry & Mirabito, 2011). Employer’s health and
wellness promotion programs highlight behavioral change, which is undercompensated in the
healthcare community but pays off in the business community, therefor a business-healthcare
community opens up a new path to accomplish a greater balance between prevention and
treatment; wellness is the common goal (Berry & Mirabito, 2011).

Most workplace wellness programs tend to focus predominantly on employees’ lifestyle
behaviors which consist of physical activity, weight control and smoking cessation; all of
which are major risk factors for heart disease, diabetes, and stroke (Jones et. al, 2007). When
employees lack the knowledge of the important relationship between behavior and disease,
they are not likely to change their personal behavior to reduce their risk (Jones et. al, 2007).
Interventions such as the one described below can be used within the workplace to transmit
this knowledge and improve perceptions of susceptibility (Jones et. al, 2007).

In an attempt to investigate both level of heart disease knowledge along with the perceived
susceptibility to heart disease among female municipal workers, a one-group, repeated
measure, quasi-experimental design was conducted (Jones et. al, 2007). The study was a 5-
week, 1 hour per week heart disease prevention program for sedentary female municipal
workers with known heart disease risk factors. The group consisted of forty-eight women 25 to
66 years of age. Participants completed a 33-item heart disease knowledge questionnaire with
demographic questions and a single visual scale to assess perceived susceptibility. Fifty-eight
percent of the women who participated in this prevention program improved their knowledge
of heart disease and 50% increased their perception of susceptibility to heart disease from the
pre-to post-intervention (Jones et. al, 2007). The benefits from this workplace health educations
project for largely female municipal workers were moderate, but evident. A workplace health
education program like this one can increase ones knowledge of heart disease and may also
increase their perceptions of susceptibility to heart disease (Jones et. al, 2007).

The Centers for Disease Control (CDC) has implemented a Health ScoreCard (HSC)
to help employers determine the extent to which they have implemented evidence-based
interventions for health promotion in their worksites that are geared towards preventing heart
disease, stroke, and other chronic conditions among their employees (Koffman, 2013). The
HSC helps identify the gaps in employers health promotion programs and in prioritizing
strategies within the following 16 topics: (1) organizational supports, (2) tobacco control, (3)
nutrition, (4) physical activity, (5) weight management, (6) stress management, (7) depression,
(8) high blood pressure, (9) high cholesterol, (10) diabetes, (11) signs & symptoms of heart
attack and stroke, (12) emergency response to heart attack & stroke, (13) lactation support,
(14) occupational health and safety, (15) vaccine-preventable diseases, and (16) community
resources and partnerships (Koffman, 2013). It consist of 125 “yes” or “no” questions about
specific worksite strategies or interventions in place at the worksite across the 16 domains
(Matson, K. D., 2012).

The Gateway Hypertension Project that was made up of 18 employers in Kansas City,
Missouri who used the HSC as part of the Mid-America Coalition on Health Care (MACHC)
was conducted form May 2010 to October 2011. The study consisted of two groups: with 9 in
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the “treatment group” (Gateway Project) and 9 in a non-comparison group. All 18 employers
completed a HSC and received a baseline score. The 9 employers within the treatment group
worked with the MACHC to develop work plans and ways to add or improve interventions in
their workplaces over the next 12 months (Matson, K. D., 2012). All 18 employers completed
a follow-up survey in the fall of 2011 and received a report showing how they had scored on
the HSC at the baseline and again at the follow-up. Results indicated that seven of the eight
employers in the treatment group had improved their overall scores versus four of the eight
employers in the comparison group. The eight employers in the treatment group stated that the
HSC was a great planning tool, and was useful in measuring progress and offered credibility
to management in addressing worksite health promotion (Matson, K. D., 2012).

The New York State Department of Health (NYS/DOH) has developed an innovative
measuring tool called Heart Check that evaluates an organization’s support for cardiovascular
health (Fisher & Golaszewski, 2008). Such supports include the presence of health supportive
policies, services/screenings, and fitness facilities. Heart Check has provided evidence for
validity and reliability, observed the relationships with health behaviors and ways to detect
intervention effects (Fisher & Golaszewski, 2008). Since the original Heart Check contained
226 items, it tends to be too lengthy for certain applications. A study was done to develop and
test a reduced-item version to measure employer supports for cardiovascular health (Fisher &
Golaszewski, 2008). Multiple samples were used to address the needs within this study.

In 1999, 1000 random worksites were selected from 32 New York counties which were
identified as targets for a Heart Check assessment. A total of 324 worksites from the original
sample chose to participate in the intervention group. A second independent sample of 255
worksites also joined the intervention; these worksites did not vary from the other participating
worksites in any way (Fisher & Golaszewski, 2008). The original Heart Check consisted of
226 item inventory to measure worksite features. This study eliminated the 226 item Heart
Check and used two modified versions. The modified versions consisted of Heart Check
Lite (HCL27) and Heart Check Lite (HCL55). The HCL27 consisted of 27-item version of
measuring tools and the HCL55 consisted of 55-item version of measuring tools (Fisher &
Golaszewski, 2008). The analysis of the Heart Check instrument of the two brief versions
with 27 and 55 items found that both the reduced item versions demonstrated a moderate to
strong ability to reproduce the results that were observed using the full Heart Check (Fisher
& Golaszewski, 2008). Heart Check scales can successfully gauge overall worksite wellness
and worksite cardiovascular health. However, its value there is room for further enhancement
by additional investigations that can examine the association between HCL measures and
cardiovascular health-related behaviors and the impact these behaviors show following a
worksite-focused intervention (Fisher & Golaszweski, 2008).

Occupational stress is often defined as ongoing stress that is related to the workplace. This
stress can be contributed to the responsibilities associated with work itself, or can be cause by
conditions within the corporate culture as well as personality conflicts (Djindjic et. al, 2013).
Occupational stress can affect both the physical and mental well-being of any individual if
not managed effectively. Cardiovascular diseases (CVD) and hypertension are on if its major
components, and is a major cause of morbidity and mortality within today’s society (Djindjic
et. al, 2013). Occupation is a major socioeconomic factor, if linked with continued exposure to
stress at work, it can directly affect the autonomic nervous system and neuroendocrine activity
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which causes hypertension and can develop lipid disorders and increased incidence of diabetes
(Djindjic et. al, 2013).

A study was conducted to determine occupational stress and its aspects with hypertension
and lipid disorders. A cross sectional study was performed during 2008-2010 on a group
of 439 male profession drives (aged 35-60 years). The groups of males were divided into
4 occupational groups (94 city bus drivers, 100 intercity bus drivers, 123 truck drivers, and
122 professional taxi drivers) (Djindjic et. al, 2013). The study consisted of a standardized
questionnaire about working conditions, occupational stressors and medical exams/ as well
as medical record analysis. Workers with acute or chronic infllmmatory disease, immune
disease, structural nonischemic heart disease and other acute illnesses were excluded from the
study. Overall participation rate was 95.4% (Djindjic et. al, 2013). Characteristics evaluated
in this study consisted of family history, smoking habits, serum lipids and glycoregulation,
blood pressure measurement and hypertension. Results indicated that the examined groups
had similar prevalence in smoking habit and positive family history of atherosclerotic disease.
Significant differences showed with age, years of service, hypertension and dyslipidemia
(Djindjic et. al, 2013). According to the stress-disequilibrium theory, job stress could
lead to chronic disease risk through several linked levels of cardiac and endocrine system
mechanisms. This study provided evidence that the association with occupational stress with
lipid disorders and elevated blood pressure in professional drivers can have a possible link
between job stress and coronary artery disease (Djindjic et. al, 2013). The study provides an
evidence for the significant association of occupational stress with links to lipid disorders and
elevated blood pressure, which could be a feasible relationship between job stress and CVD.
Workplace interventions and regular periodical examinations aimed to decrease occupational
stress index (OSI) are important aspects in primary intervention and supplementary reduction
of CVD (Djindjic et. al, 2013).

DISCuSSION AND CONCIuSION

The use of worksite wellness programs can be both effective for employees as well as
their employers. Worksite wellness programs are cost beneficial to the employer and are
beneficial in health to the employees. In order to have a full understanding of heart disease and
its effect on those who are diagnosed, there is need to study the disease and how the disease
starts. The disease has a great impact on people in the workplace and can affect the working
population in many ways. It is necessary to conduct research and study of heart disease and
treatment. Wellness programs can have a huge impact on those diagnosed with heart disease
and the programs can help screen, monitor and target the risks associated with the disease.
Wellness programs are affordable and cost effective. Wellness programs also benefit both the
employee and the employer. With wellness programs we can expect to see an increase in
employee performance and decrease absenteeism, injury and insurance costs. The majority of
the studies focused on certain health risks associated with heart disease and ways to prevent
these risks. More research should be done to educate awareness in the wellness programs and
ways to avoid these risks associated with heart disease so that heart disease can potentially
be avoided with lifestyle changes and healthier eating habits. Studies failed to show how
wellness programs would be cost beneficial in future years if the company were to implement
the program on a yearly basis.
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Key findings within these studies show that wellness programs are being implemented
more regularly to assist in employee wellness and overall health of individuals to minimize their
risks of heart disease and other illnesses. Worksite wellness programs are designed to benefit
the employee as well as their employer on many levels. The key aspect for the employee is
gaining a healthy lifestyle and modifying their daily routine to successfully better their overall
health and positively affect their work ethic and daily productivity. Employers gain awareness
of how important it is to have healthy employees and also implement healthy rewards to
encourage employee wellness in the workplace. There is also a return on investment when
implementing a wellness program onsite that can deliver great results in regards to decreasing
absenteeism, increasing productivity work flow and also minimizing the use for disability and
sick days. Within the studies included in this review, the return of investment deems beneficial
for the employer when numbers in absenteeism and cost of insurances decrease; in regards
to employees the return of investment is portrayed through their increase in productivity and
presenteeism.

The common limitations found in the literature include small sample size, employee
participation, and self-reporting by subjects. Many of the data that was collected was from
surveys, personal interviews, and gender specific. Lacking complete survey data is a potential
threat for the inconclusive results.

The use of data and education on heart disease, risk-related behaviors, and the benefits of
wellness programs will help employers set goals and priorities for worksite wellness program
planning and implementation. This is an important for data based-intervention planning and
research for worksites to assess, educate, implement and provide a means of healthy work
conditions for their employees. Worksite wellness programs will enable employees to feel
worthy in their job environment, gain knowledge on health issues, adhere to a different
lifestyle to become more healthy in their own environment as well as being more productive
and attentive in their job setting. Additional research should be conducted to help employers
develop strategies to assist in the return of investment in their wellness programs on a lengthier
time frame while meeting the needs of their employees.
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PERCEPTION OF LEADERSHIP AND ORGANIZATIONAL
COMMITMENT HOSPITAL WORKERS

Arzu TURKMEN!
Giilnur UCPINAR MERT

ABSTRACT

This is the main purpose of a Bandirma State Hospital operating in the health sector research
is to reveal the relationship between leadership and organizational commitment.

The research found the universe (N =900) of health personnel, the sample is selected randomly
(n = 505) consisted of working health personnel. To determine the leadership behavior of
managers working in relation to data collection and research, 1980, Bass and developed
by Avalio and in 1995 the so-called Form 5X or MLQ 5X 36-item Multifactor Leadership
Questionnaire (Cronbach’s alpha 0.89) “Multifactor Leadership Questionnaire (MLQ)” was
used.

Keywords: Leadership, Organization, Organizational commitment

1. INTRODuUCTION

This confidence to manage their impact on loyalty research organization destined to get under
the spotlight. One of the variables is affected by the organizational culture and organizational
commitment. Organizations in research, management and organizational commitment
examining concepts; A literature study was conducted in order to find the effect on employees’
commitment to manage the trust in organizations. Impact on employee engagement,
trust managers in organizations, it is essential for the productivity of the continuity of the
organization and employees.

Commitmet to the dictionary definition, be close with respect heartfelt, sincere, meaning not
intimacy. The organizational commitment, to coincide with the purposes of the value of the
member organizations, members of the internal state of being close to adopting organizations.
Sometimes members of the organization work and commitment to the profession of loyalty,
obedience and loyalty sometimes stems from its members. Different sources of organizational
commitment, though, is the need for this concept is common in all organizations. Managers
who are obliged to live according to the organization’s purpose, that purpose can perform
with members of the high level of commitment. Administrators will affect the organizational
commitment of the members of the organization with leadership behaviors they exhibit
significantly.

In this research, the trust manager is arranged to contribute significantly to the understanding
of organizational commitment.

2. IEADERSHIP

Leadership, is an English word for word as the original verb ‘lead’ shaped; means indicate
direction, guidance, guide to, to lead is to provide guidance. ‘Leader’ is the word directory,

1 Business Management Department, Institute of Social Sciences, Russian Federation e-posta: blsn@mynet.com
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guide, leader, chief, leader, carries the meaning head [1]

Leadership in return for the leadership of the Turkish cases, yederlik in the national literature
is recommended mentorship word ‘leadership’ and the word is used more widely accepted [2]

Erol Eren, (2001), “To perform a group of people gathering around specific goals and objectives
of this is the sum of them to implement action-oriented knowledge and skills.”

3. IEADERSHIP THEORIES

Opinions and leadership theory, Traditional (Classic) can be collected in three basic approaches
in behavioral and Contemporary Approaches to Leadership. These approaches are situated
within the framework of theories and opinions, in addition to a social unit or group to explain
what the leadership is “Who is the leader?” and “Which leader or leadership style would be
successful?” is intended to answer the questions.

4. THE CONCEPT OF ORGANIzATIONAI COMMITMENT

Commitment as a concept and understanding way, is there anywhere that sense of community
is an emotional narrative forms of social instincts. Slave to the master, officers of the task,
in the sense of commitment to the military’s domestic loyalty, loyalty to the shape of the old
pronunciation, describes the state of being faithful. Overall commitment is a feeling in the
highest degree. Toa person, an idea, an institution or an obligation to explain that we have to
bring something against the show we saw instead of commitment and greater than ourselves.
Whyte years ago voiced the danger of excessive dependence “organization man” doing the
work, organizational people working in the organization not only describes but also as persons
belonging to the organization. According to the author organization of people, while seeing
the group as a creative source, believes that his final requirement of the sense of belonging
somewhere. Harold Guetzkov the commitment of people to a certain idea, preparing in advance
against the person or group is described as a behavior. This behavior is characterized by action
that allows the emotions and aim to provide the continuity purposes.

Commitment to hear the business who are strongly believes in the organization’s goals and
values, voluntarily obey orders and expectations. These members also reveal a lot of effort on
the desired minimum expectations for the realization of the goals and demonstrate commitment
to remain in the organization. Business who are showing commitment, are internally motivated.
Their intrinsic rewards, rather than conditions that are controlled by others, comes from the act
itself, and successful

Commitment to organizational goals, only the absence of a certain role in the degree of success
in terms of raising the quality and quantity and not only contribute to the reduction of labor
turnover; as well as individuals, organizational life and led many voluntary action necessary
for success at the highest level of the system [3]

5. IEADERSHIP AND ORGANIzATIONATINTREACTION OF
COMMITMENTAPPIICATION OF ASTATE HOSPITAI

51. Research Objectives and Type

In this study, the hospital medical staff working in health personnel in leadership styles of
managers perceive was conducted as a descriptive study reveals the impact on their commitment
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to the organization.

52. The place and time of the survey

The research data; one from the Bandirma State Hospital, was completed between 01-
31.03.2015 history with 455 health workers randomly selected.

53. universe and Sample Selection Research

The research population, total health personnel in a Bandirma State Hospital, while the sample
was randomly drawn from employee health staff (N = 900).

The size of the universe random sample of the study determined that the sample size was
determined as 900 people and 505 people.

Sampling taken from 505 health staff participated in the survey of 445 health care workers, the
rate of return is determined as 88%.

Data Collection Tools

Research data, 7-item information form containing the demographics of the participants
developed research by researchers for detecting managers leadership style 36 questions
Multifactor Leadership Questionnaire and collected three forms to measure organizational
commitment for 15 questions, including the Organization Commitment Scale.

4.5, Statistical Analysis of Data

Coded by the researcher; Statistical analysis of data collected from hospitals, the computer
(SPSS 10.0.), with the number and percentage of descriptive statistical methods were used
Kruskal-Wallis and Mann-Whitney U test.

6. CONCIuSION

Participated in the study of health personnel of 64.9% between 18-25 years old, is a graduate
of bachelor of 72.8%, when viewed according to the year in the job to be in the profession of
59.6% between 1-3 years and 81.6% ° s still seems to work in institutions of between 1-3 years.
Again, as 80.7% of the medical staff of nurses and 64% of the positions they are determined
to work between 1-3 years, while 94.2% are working procedure shifts.

The results related to demographic characteristics, the number of participants from the 31-35
age range in age group very little to the (n=5) 31-35 age range 26-30 age range in subsequent
findings combined 26 and are discussed in the age range above. Similarly, in education, which
associate a small number (n =6) and a master’s degree (n = 3) were evaluated in combination
with other groups. Associate Degree graduates of vocational high school graduates with a
master’s degree health are discussed in conjunction with the degree graduates. Few 12 years
and over health staff working according to the working time (n = 3), 8-11 years between
medical staff combined with the number of 8 years, and as the number of older workers health
staff, working from a small number of 8-11 year study period in the institution (n = 4), are
expressed in the form of 4 years and above, combined with 4-7 years working employees.

Research within the scope of the health of the leadership styles subgroups perceive staff
Transformational, Subscriber, Freedom Demonstrating the scores obtained by the all subscales
findings on leadership with the subgroup of organizational commitment to the Organization
Commitment 1 and Organization of Commitment 2 sub-factors mean and standard deviation
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takenin total are examined, Transformational Leadership average score of (4.14), Transactional
Leadership (2.37) and the Freedom Leadership Taniyan (1.22) was found to be higher than the

style.

The highest average they receive from the organization commitment subscales Organization
Commitment 1 (5.73) that the sub-factors, hospital transformational as the mean value
of leadership style was higher than other leadership style subscales and Organizational
Commitment 1 of the sub-factors of the average score is higher than the Organization
Commitment 2 subscales, groups it is understood that a statistically significant difference
found between. In running, the leadership style of the scores obtained from the survey is
analyzed, the average score of Transformational Leadership (12,48), Transactional Leadership
(7.05) and Freedom Demonstrating Leadership (3.64) was found to be higher than the style.
Hospital medical staff working at the Organization Commitment When the sub-factors,
they receive the highest average total was determined that the Organization Commitment
1 sub factors 17,24. Leadership style according to the age group of the sub-dimensions of
Transformational Leadership Style points higher than the others, it was found that there was
a significant statistical difference between the Organizational Commitment 1 subscale sub-
dimensions of organizational commitment Organizational Commitment 2 is higher than the
lower size and groups. Under the leadership style dimensions by education Transformational
that the Leadership Style points is higher than the other leadership subgroup Organization
Commitment 1 and the lower size seems to be higher than the Organization Commitment
2 subscales, but the group was not a statistically significant difference between the groups.
When all runtime group in the leadership style of the Transformational Leadership Style
points in three dimensions compared to other leadership style dimensions and looking at the
commitment subscales of the organization, it is observed that the Organizational Commitment
1 sub-dimensions of the whole study group was higher than the Organizational Commitment
2 subscales and between groups statistically significant differences were found. When the
operating time set in the mstitution’s leadership style transformational sub dimensions of
Leadership Style points compared to the other leadership style dimensions and looking at the
factors that lower organizational commitment still seems to be higher than the overall study
group in Organizational Commitment 1 subscale of the Organization Commitment 2 subscales
and between statistically significant difference There
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EFFECT OF PER CAPITA INCOME ON THE REGIONAL
DISTRIBUTION OF PHYSICIANS: GROWTH CURVE
MODEL

Erding Unal'
Akm Dayan?

1. INTRODuUCTION

In order to provide adequate healthcare to everybody in need, well balanced management and
recruitment is essential countrywide besides health workforce that is equipped with necessary
knowledge and required skills (Solak et al.,2010).

Accessibility within the healthcare sector is closely related to the available health facilities
and geographical distribution of health care professionals. In all countries, including Turkey,
the main issue is the distribution of health care workers, especially physicians (Blumentahl,
1994; Dussault et al., 2006; Matsumoto et al., 2009). The number of physicians working
within big cities is disproportionately condensed compared to rural areas (Pong and Pitblado,
2005; Rivo and Kindig, 1996). Generally within all countries, rich or poor, health workers are
prevalent within socio-economically developed and prosperous urban areas (Dussault et al.,
2006; Dubois et al., 2011). This issue is greater in poorer countries; for example there is more
than a fivefold difference in Tanzania which is one of the poorest countries in the world with
the least number of doctors and lowest per capita income between the urban districts with the
lowest and highest number of health workers per capita (Munga et al., 2009).

Comparing Turkey with Europe/OECD countries, manpower supply for healthcare is found to
be limited. Especially, the density of practitioners and the ratio of physicians to nurses are half
of the average rate in those countries. (Molahaliloglu et al., 2007; Akdag, 2012). In addition to
this, the number of expert physicians is greater than the number of practitioner physicians, and
the number of midwives and nurses is less than the number of physicians which shows another
dimension of the overall problem (Solak et al., 2010; Molahaliloglu etal., 2007; Akdag, 2008).

In this study, we examined the relationship between the number of practitioners and specialists
per 10.000, and the income per capita in various cities for the period of 1991-2000. The change
in the distribution of physicians with respect to the change in the level of income during the
10-year period was analyzed.

2. INCOME IEVEI AND DISTRuUBUTION OF PHYSICIANS

In the health sector, cost and demand is rapidly outgrowing the available funding. In countries,
where the general public shapes governments, they are under pressure to increase health
spending to meet their expectations. In addition, healthcare workers are trying to maintain or
increase their incomes (Akdag, 2011).

The physician distribution imbalance indicates some kind of social and economic reason
especially within cities and city centers. In economic literature, the most widely accepted

1 Okan University/Faculty of Economics and Administrative Sciences/Istanbul/Turkey.
2 Okan University/ Institute of Health Sciences/Istanbul/ Turkey.
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measure of total economic performance is the per capita income (GDP). Therefore, the
relationship between the ‘per capita income’ and the density of physicians has been the focus
of attention for researchers in this area. Analysis from OECD countries, including the United
States has been identified the relationship between physician distribution and per capita income
multiple times (Cooper et al., 2003).

“Standard economic theory, (neoclassical) assumes that physicians seek to maximize their
profit and therefore tend to practice in regions with high income. The existence of a positive
relationship between the number of physicians and the level of income has been proven
empirically (Isabel and Paula, 2010).

As long as physicians provide services without being subject to public intervention, their
location is decided by the GDP in the region. “Increase in per capita income, a measure of
community wealth, was significantly associated with an increase in the number of physicians...
residential population size and community wealth were still strong determinants of change in
local physician supply” (Jiang and Begun, 2002).

The market demand for physicians increases with the level of GDP. The increase in GDP also
affects the demand for specialist physicians. This also increases the overall demand for general
healthcare. When comparing specialist physicians with practitioners, special physicians work
with market demands with higher GDP communities; therefore, higher GDP cities have a
larger number of specialist physicians than the lower GDP areas. Whenwe observe anincrease
in an area’s GDP, we also observe an increase in specialist physicians.

Therefore, societal perspective market mechanisms alone do not allow and adequate supply of
health personnel to be reached, public interventions such as human recourses planning are a
means to correct for market failures (Zurn at al., 2004).

Health authorities are carrying out necessary practices to increase the number of physicians
almost all over the world. However, increasing the number of physicians is not a solution for
the distribution problem. Despite the increase in the number of physicians, the distribution
imbalance continues to exist (Matsumoto et al., 2010; Pong et al, 2005; Tanihara et al., 2011;
Ide et al., 2009).

3. MATERIAI AND METHOD

In this study between 1991 and 2000, the number of physicians to population data by province
and GDP were used. For GDP analysis, Turkish Statistical Institutes’ between the years 1987
to 2000 data was used (TUIK, 2014). In particular, our reason to choose this period is due to
the presence of provincial GDP data for this period in Turkey.

Number of specialists and general practitioners (GPs) per 10,000 population® and, per capita
income* constituted the input for our analysis. We decided to include the data of 70 cities (out
of 81) and 1991 to 2000 (10 years) period to obtain a complete data set with maximum number
of years and maximum number of cities.

In our original plan we were supposed to investigate the 1987 to 2000 period with 81 cities,
but during the aforementioned period (at different years) the government restructured the

3 Source: Turkish Statistical Institute (TUIK)
4 Source: Turkish Statistical Institute. Inputas x1,000 TL. Eachyear’s PCI has been divided by the GDP deflator (1998=100) of
that year in ordertoreflect real income variations.
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boundaries of some of the cities and created “new” cities. It was not possible to trace back
some of the “new” cities’ data. Therefore for the sake of balanced and widest data we decided
to drop data of some of the cities and the periods. The city, “Kirikkale” was also dropped from
the data (even though it has a complete data set) because, in our preliminary analysis it was
detected as outlier.

Multilevel Regression Analysis (a growth model) has been utilized in order to determine if
specialists and GPs prefer higher income cities and the preference is more among specialists
compared to GPs. We set up two regression analyses: In one of them, “number of specialists
per 10,000” is the dependent variable and in the other, “number of general practitioners per
10,000~ is the dependent variable. We started with the null model and finalise it with a two
level random coefficient model where “per capita income” and “year” are the explanatory
variables. We specified random effects at the city-level. Besides random intercept we allowed
random slope on “year”. In order to let both the intercept and the “year” slope depend on
“per capita income”, the interaction term “per capita income x year” has been added to the
regression equation for a cross-level interaction. The analyses were performed by STATA10.0.

4. RESUITS
Null Model (the Intercept-Only Model)
The intercept-only model (the intercept vary across cities) is useful that serves as a bechmark

with which other models are compared (Hox, 2002). For our data, the intercept-only model
is written as:

Specialistiizb0 ty te =1 ..,70 and 0,...9
GPijz b0+ U+ €

The regression coefficient (b)) estimates the grand mean of the dependent variable (average
number of specialists or general practitioners per 10,000 across all cities), and the residuals
(e”) are the individual deviations from the mean. The term, U represents the deviations of the
city means from the grand mean.

Table.l

The Null Model Specialists G. Practitioners

Fixed Part Coefficient StandardErr. Coefficient Standard Err.
Intercept 2.93 0.27 5.12 0.26
Random Part

o, 0.52 0.01 0.85 0.02

o, 2.29 0.19 2.12 0.18
(1cQ) 0.95 0.01 0.86 0.02
Deviance 1431.23 2043.47

Average number of “specialists per 10,000” (b ) is 2.93 (Table.1). Between city variation (cgo)
IS 2.29 which points to a high variation. Within city variation (o) is 0.52. ICC (Intraclass
Correlation - the proportion of the variance explained by the grouping structure in the
population) equals to 95% indicating clearly that a multilevel model is required (Ringdal,
2013).
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For general practitioners, the average number of “GPs per 10,000” is 5.12. g is 2.12, again
pointing to a high variation. The high level of ICC 86% , warns us to conduct multilevel model.

Indeed, the graphs of number of specialists and GPs per 10,000 versus time (each line presents
one city) suggests a linear growth, city-specific random intercepts and city-specific linear
trends (Fig.1 and 2).
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Random Coefficient Model with One Explanatory Variable — “Year”

Since number of specialists and GPs growth per 10,000 vary from city to city through the
years, we included “year” as an explanatory variable allowing for a random intercept and
random slope on “year”:

Specialist = b+ b Yyear +u + U *year + e

GPijz b,+b l*yearij+ Uyt 1j*year + e

[
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Table.2
Random Coefficient Model Specialists G. Practitioners
Fixed Part Coefficient Standard Err. | Coefficient Standard Err.
Intercept (b,) 2.47 0.25 448 0.24
year (b,) 0.10 0.01 0.14 0.02

Random Part

o, 0.30 0.009 0.59 0.02
O 2.08 0.18 1.97 0.17
O 0.09 0.009 0.14 0.01
001 0.43 0.11 0.11* 0.13
Deviance 871.82 1707.69

*: Not significant

As for Specialists; average number of specialists per 10,000 is 2.47 across cities at the
beginning of the 10-year period, and the standart deviation of the constant (g) is 2.08 (SE=
0.18) indicating a high variation of the constant (Table.2). The regression coefficient of “year”
is 0.10 (which is significant at 95% confidence level - 95% confidence interval is 0.08 and
0.13) meaning that average number of specialists per 10,000 increases by 0.10 each year.
The SD of the coefficient of the “year” variable (g ) is 0.094 (SE=0.009) also pointing to a
significant deviation. The random intercept and slope have a positive correlation (%1) of 0.43.
This means that cities that tend to show higher number of specialists per 10,000 for average
cities also tend to show higher gains in number of specialists per 10,000 per year.

As for GPs; average number of GPs per 10,000 is 4.48 (SE=0.24) and increases by 0.14
(SE=0.02) each year. The SD of the intercept (¢ ) is high (1.97; SE=0.17) but not as high as
compared to the specialist’s situation. The variation of the coefficient of the “year” variable
(c)is 0.14 (SE= 0.01) pointing to a high deviation at city level. We can also use the standard
normal distribution to estimate the percentage of regression coefficients that are negative:
15% of the cities are expected to have a regression coefficient that is actually negative (for
specialists it is 14%).

Given the large and siginificant variance of the regression coefficient of “year” across cities it
is attractive to attemp to predict its variation using city level variables (i.e. per income capita).

Random Interce ptand Slope with One Explanatory Variable — “year” and by Introducing
One Explanatory Variable — “per capita income” at the City Level (2-Level Regression
Model)

Taking up from our last premise we added “per capita income (PCI)” as level-2 explanatory
variable. However we grouped cities into two, with respect to their 10 year average PCI, as
high income and low income cities. The dividing line between the two groups is the median 50
(cities were listed from high to low income and upper median 50 is labeled as “high income -
SES 17 and lower median 50 as “low income - SES 27).
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The regression equation (for the specialists) was constructed as follows :
Specialist;, = boo , SES_ 1, + beeo ,SES_2, + o (vear *SES 1)+
bl(SES 2)(yearii* SES_ZiQ +

|
Fixed part

IuiO(SES_l)

SEs—llj + iy(SES_l{yearij * SES—]TJ ) + H(SES_Z)SES—Zij + H(SES_%‘yearij * SES—2 ij)

|
Random part

Table3

Random Coefficient Model Specialists G. Practitioners

Adding Level-2 Explanatory
Variable (per capitainc.)

Fixed Part Coefficient Standard Err. | Coefficient Standard Err.
Intercept (b, ,)) 3.58 0.41 5.37 0.38
Intercept (b, ,) 1.36 0.13 3.59 0.20
Year*SES_1, (b, . ,) 0.14 0.02 0.16 0.03
Year*SES_2, (b, ,) 0.06 0.01 0.12 0.07
Random Part

Oges 1 2.40 0.29 2.21 0.27
O ar v 55 1) 0.10 0.01 0.15 0.02
Oses_2) 0.73 0.09 1.14 0.15
O ear * 55 2) 0.08 0.01 0.13 0.02
Deviance 806.43 1677.59

Specialists

The regression coefficient of SES_1 (3.58; 2.78 — 4.37) is significantly higher than that of
SES 2(1.36; 1.11 - 1.61) meaning that SES_1 is on the average 2.22 points higher on number
of specialists per 10,000 (Table.3).

The difference betweenSES_1and SES_2 grows wider as years pass by (the growth of number
of specialists per 10.000 per year is significantly higher in SES 1 than that of SES_2).

year * SES_1=0.14 (0.11 - 0.18)
year * SES_2=0.06 (0.035 — 0.09)

This concludes that there is a systematic difference in the overall population mean line between
SES_1and SES_2.

SD (SES_1) is 2.40 (1.90- 3.04) and it clearly shows that regression slopes for SES 1 vary
across cities significantly. SD (SES_2) is 0.73 (0.57 — 0.93), it means that regression slopes for
SES_2 vary across cities significantly,too, however the variation in SES_2 is far below than
that of SES 1 (i.e. SES 1 and SES_2 demonstrate different variability about their respective
average lines) (Fig.3).
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SD (year* SES_1) and SD (year * SES_2) are significant but are very low to have a significant
impact.

Eig.3
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The regression coefficient of SES_1 (5.37; 2.63 — 6.12) is significantly higher than that of
SES 2 (3.58; 3.20 — 3.98) meaning that SES 1 is higher on number of GPs per 10,000.

The difference between SES_1 and SES_2 with respect to the growth of number of GPs per
10.000 per year is not significant. This means that the difference between the two groups with
respect to number of GPs per 10.000 (the difference in regression slopes) is significant but the
difference is not growing at a higher rate as years pass by.

year * SES_1=0.16 (0.11 — 0.21)
year * SES_2=0.12 (0.075 — 0.17)

SD (SES_1) is 2.21 (1.7 - 2.81) and it clearly shows that regression slopes for SES-1 vary
across cities significantly. SD (SES_2) is 1.13 (0.88 — 1.46), it means that regression slopes
for SES_1 vary across cities significantly however the variation in SES_2 is far below than in
SES_1 (Fig.4).
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GP/Per 10,000
High vs Low Income Cities

1991-2000
GP/Per 10,000 GP/Per 10,000
High Income Cities Low Income Cities
1991 - 2000 1991 - 2000

5.CONCIuSION

Comparing our final model (in which we have introduced PCI as class variable) with the
previous one (random coefficient model with one explanatory variable — “year”) yields the
following:

« The deviance test (Hox, 2002), comparing two models is significant for both specialists
and GPs at 95% confidence level (p<0.001 for both). This is to state that our final model
fits significantly better than our previous models.

We noted down the following conclusions as per our final model reveals:

« Comparing intercepts, it is revealed that either the number of specialists or GPs per
10,000 in the “higher income cities” (SES_1) is higher than that of the lower income cities
(SES_2).

« Among specialists; annual growth rate for the number of specialists per 10,000 is
significantly higher in SES_1 compared to SES_2. In other words, the gap between the
higher and the lower income cities has grown during 1991 and 2000 period. Among GPs,
there is no statistical evidence that the gap between the SES_1and SES_2 is getting wider.

As per our findings we concluded that there had been geographically unfair distribution of
physicians and this continued, indeed, deteriorated between the years 1991-2000. Cities with
high income attracted more and more physicians, and this tendency is more among specialists
compared to the GPs.

In our study, during the 10-year between the 1991-2000, we found that as the GDP increases so
does the level of specialist physicians and practitioners. All of which shows, that the permanent
solution to inequality of healthcare and distribution of specialist, physicians and practitioners
can be effected by the reduction of socio-economic disparities.
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SUMMARY

With reference to the saying ‘You can’t manage what you can’t measure’ making
management by measuring is possible with Balanced Scorecard whichis one of the performance
evaluation models. It is not only accepted as an element of strategic management, it is also
accepted as a management system that allows the business strategies become measurable.
Balanced scorecard provides the businesses to be evaluated in a holistic sense by means of
financial, customer, internal processes through learning and development aspects. This model
can also be used in many industries to improve corporate performance. The model which is
also increasingly being used in the health sector, has also been found that it can be applied
in health care organizations in different scales. The study aims to examine the feasibility and
assessment of the Balanced Scorecard in terms of the aspects used in the health care.

1. Introduction

In addition to the successful implementation of the Balanced Scorecard in service and
industrial establishments, the implementations in the hospitals can be seen in many countries
despite the scarcity of the number. (Chen and Ho, ts .: 1-7) The Balanced Scorecard was
changed by various researchers and applied in health care providers and suggested to be an
effective performance measurement model (Yin and Ling, 2008).According to Zelman (2003),
it’s also been confirmed that Balanced Scorecard implementations exist in the health sector
group including hospital systems, hospitals, university departments, long-term care services,
psychiatric centers, insurance companies, national health service organizations, federal
governments as well as local governments. Chang et al., (2008) implemented the Balanced
Scorecard successfully in Mackey Memorial Hospital which has 2149 beds and more than
9.000 outpatients daily. They attributed this to two reasons: Firstly, The Balanced Scorecard
management team consisted of senior executives and board members from the beginning of
the implementation, secondly the modular Balanced Scorecard implementation which was
launched successfully, was implemented to the entire organization two years later, depending
on the budget planning. It can be concluded from this that the Balanced Scorecard which can be
implemented in Mackey Memorial Hospital successfully can also be implemented to the other
health care organizations. According to the results of the research carried out in 121 hospitals
out of 555 hospitals in Canada by Chan and Ho (ts. 1-7), 80% of the hospitals namely 97
hospitals have heard the Balanced Scorecard before and 43 hospitals have been implementing
the Balanced Scorecard. As a result of this implementation, the Balanced Scorecard have
been recognized as one of the modern management tools by hospital managers. According to
Coskun (2009), the Balanced Scorecard can also be used for the hospital units, too. There are
Balanced Scorecard samples prepared for Pediatrics, cardiology, intensive care units, hospital
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emergency room, anesthesia units, burn treatment center, cardiology unit, obstetrics and mental
illness treatment centers available.An example to be given for one of these departments is that
Chun-Ling (2008) uses the Balanced Scorecard that they prepared to measure the patient flow
and patient density level in the emergency unit.

2. Balanced Scorecard Implementations in Health Care

When the studies are revealed, it is seen that Balanced Scorecard implementations exist in
many countries, mainly the USA.

a. Mayo Clinic

Mayo Clinic-specific key performance measures are determined by the teamthat developed
the measurement system. As a result of the collection and analysis of data that will contribute
to the formation of the Balanced Scorecard four performance criteria within eight dimensions
were determined on (CURTRIGHT al., 2000: 58-68):

1 Customer satisfaction: Primary care and minor health care delivery rate,

2 Clinical efficiency and effectiveness: The clinical efficiency of physicians per capita
for each working day of each business day for the number of physicians per capita
outpatient treatment,

Financial: costs of service units,

4 Activities (internal processes): The average examination time in one day, patient
complaint rates, waiting times of patients,

5 Mutual respect and diversity: percentage of staff from theless represented groups,
employee satisfaction surveys,

6 Social responsibility: Mayo Clinic’s contribution to Society,

7. Foreign bystanders’ hospital assessments: environmental studies done by organization
managers, Mayo Clinic’s market share,

8 Characteristics of the patients: geography and income groups of patients.

b. Duke Children’s Hospital

The most used strategic aspects that Duke Children’s Hospital used in the performance
measurement via the Balanced Scorecard are research, education, and training aspects instead
of the customer and financial aspects (Gao et GURD, 2006: 6; Gao et GURD, 2008: 13).

c. Bridgeport Hospital

At the beginning of 2000, the Balanced Scorecard Implementation was based on 12
critical success factors established by 56 criteria. By the year 2001, Bridgeport Hospital
which lead to improvements increased the success factors to 5 and reduced the criteria to
the 35s and continued to make performance measurement. In 2002, thanks to the quality and
process improvement studies,by reducing the critical success factors (aspects) to 4 in total, the
Balanced Scorecard is used with the final state. (Gumbus al., 2002: 50).

The Balanced Scorecard implemented by the Bridgeport Hospital is limited to the
following four performance aspects (Gao et GURD, 2006: 9):
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Increasing market share
Quality improvements,

Process improvements,

e B \ S

Organizational health.

d. Sema Hospital

Still continuing its activities in Istanbul, Sema Hospital implemented a strategic plan in
2007 within the framework of the Balanced Scorecard.

The senior management of the hospital studied this strategic plan under the name of
“Hospital United Balanced Scorecard” in four aspects. In the established criterions four
aspects are used to measure the performance of both the hospital and the laboratory services
(Ozturk, 2007: 493-498):

1 Customer perspective: How do patients and their families see our hospitals? How
are we known? What is important to them? Criteria that are used: patient satisfaction,
employee satisfaction, employee turnover rate.

2. Financial Perspective: How investors see our hospital? What is important to them?
The criteria that are used: the number of the patients, patient use templates, patient
demographic information, financial records, major surgery number / total number of
operations increase.

3. Functional Perspective: what areas do we need to be successful in our work? What
are the areas that will harm our business if done wrong or badly? Criteria Used: quality
improvement efforts, infection rates, waiting times.

4. For the learning and Innovation: How can we continually improve our securities
in the health sector? How can we do better for our patients, community or Turkey?

The criteria that are used: the education per capita , business development efforts.
a. Vakif Gureba Teaching Hospital

The Balanced Scorecard model was implemented in Vakif Gureba Teaching Hospital
within the standards of Joint Commission International (JCI) by Turkeli and his friends (2008).
as a result of the studies carried out with “Quality Management Development Committee
(KYGK)”, the vision, mission, corporate objectives, internal and external factors, alternative
strategies, strategic objectives, aspects, key performance indicators were identified. In the
implementation, all 150 JCI criteria used for inspection of the Ministry of Health took place.
Besides, more than 100 criteria selected from the criteria used by the internationalinstitutions
were shared with KYGK.

As a result of both surveys, in the enterprises where the researches were carried out, it
was detected that the Balanced Scorecard wasn’t measured as frequently as the criteria within
current performance aspects (infrastructure assets) were identified as important. The Balanced
Scorecard was used for performance measurement in Brilliant Hospital and Balanced Scorecard
measurements were carried out through the four traditional aspects.The patient satisfaction was
the only measure of performance in the Customer aspect. In the financial aspect, return on net
assets, competitive positions, growth in business volume, the decline of the cash payment, and
increase in the cash flow, new product development in the process aspect, excellent services
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that are offered, strategic sensitivity in the aspect of learning and development while using
outcome measures related to the clinical quality criteria, leadership research and criteria that
are used in the form of training time per employee aspect were used. (Coates, 2009: 60).

Changi General Hospital, is a public hospital that operates in Singapore and uses the
Balanced Scorecard performance measurement tool models.which was created in the
framework of a strategic plan. The key performance indicators of the Balanced Scorecardwere
implemented through five indicators, having been created according to the strategy of Changi
General Hospital in the departments such as the hierarchical, administrative, operational and
clinical. These indicators are respectively as follows :

Corporate (overall corporate) apect,
1 The aspect of being better (better),
2 The aspect of being faster (faster),
3 The aspect of being less expensive (cheaper),
4 The aspect of patient satisfaction

In the implementation where the same aspects (indicators) were used for all units,
indicators were implemented under the name of “quality indicators”. (Chow and Goh, 2002:
61-63).

3. The Aspects of the Balanced Scorecard used in Health Care

Despite Kaplan and Norton created the Balanced Scorecard in four aspects as the original
one, they later added new aspects to it, which can be changed in accordance with the strategy
of the organization. For example, while Provost and Leddick (1993) added the aspect of
“human capital” which was seen as an element of the importance of this area to be used
in manufacturing and service industries (Zelman, 2003: 5), Potthoff et al (1999) stated that
these aspects were of “development and community-oriented” , “human resources”, “care and
quality of service”.

Baker and Pink (1995), in their study, proposed a strategy to adapt the Balanced Scorecard
to the health care organizations. With this strategy, Kaplan and Norton’s four proposed aspects
were turned into clinical utilization and outcomes aspect, system integration and change
aspect, financial performance and patient satisfaction aspect without adding a new aspect, re-
conceptualizing (financial, customer, learning and internal processes and developments
aspects).

According to Griffty and White (2002), adopting the Balanced Scorecard into the health
care services after having some changes made inaccordance with the strategy of the organization
is a widely used method. Santiago (1999) made a similar change with an extension in the
work of Baker and Pink, increased the number of aspects to five. Accordingly, these aspects
were: learning and development aspect that investigate the complexity and accessibility
of information systems with measures evaluating the innovation initiatives, length of stay,
mortality, complications, side effects, duration of response (response time) and internal process
aspects focused on the functional and financial results, such as cost per service units, patients,
families, those who pay and health-related quality of life with employers, functional level, the
ability to perform daily life activities, satisfaction and market share protection and expansion
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criteria directly related to the aspect of the customer and the financial aspect, consisting of
investment criteria, including, such as added economic value (Kaya, 2005: 87).

In the health care services, four aspects are chosen by making changes on the original
version of the Balanced Scorecard to measure the performance of patient flow and density the
emergency department. These aspects (Chun-Lin, 2008: 8) were: Patient experience, hospital
processes, learning and development and the accountability.

According to Pakdil (2007: 133-144), the performance measurement in health organization
are performed through indicators from different areas such as performance indicators based
on the process of the business, financial performance indicators, patients (customers) related
performance indicators, performance indicators related to employees, supplier performance
related indicators and medical performance indicators.

Hospital performance is multi-dimensional structure; There is no single detailed
performance criteria covering hospital. In studies to define the performance of the hospital,
the cost indicators, output ratios and many financial measures were used. In one of the studies
that Gruca et al (1994) conducted, they identified the hospital performance in three criteria
(Quoted by Tengilmoglu et al., 2009: 390-391): financial performance, operational / business
performance, and marketing performance. The hospital performance indicators were studied in
four groups by Tengilmoglu et al (2009) as the service indicator, the indicator related to the use
of beds, staff-related performance indicators, indicators related to the financial performance.
Accordingly, the indicators used to measure the service performance of a hospital are in the
following order: the polyclinic number, the number of discharged patients, the number of
patients who died, the number of operations, the number of birth, the number of boarding
days,the number of emergency room visits.Some of the indicators taken place in the 2008
report of The World Health Organization were collected in five areas (Smith et al., 2008:
6): patient safety, quality of mental health services, the quality of health promotion, disease
prevention and primary care services, the quality of diabetes care, the quality of Cardiac care.
According to Li and Durbin (2008), it is necessary for the available data to be calculated,
for the potential indicators to reflect the strategic objectives and for the measures to be in a
applicable level, short and understandable.

4. Conclusion and Evaluation

Balanced Scorecard makes both financial and non-financial indicators of the businesses an
effective strategic element by evaluating material and non-material wealth together. The model
is not only implemented in the services and industrial enterprises, but it is also implemented
in many health care organizations in different scales throughout the world, particularly in
hospitals. In addition to the traditional aspect in the most of th organizations, some aspects that
can be evaluated by the patients were added. It can be concluded from this point of view that a
holistic approach with a patient perspective are followed in the halth care where the Balanced
Scorecard is implemented.

In addition, health care organizations need to identify their goals and define the mission
and vision according to mission of this technique. The employees of the health organization
need to get trained about this subject, so that all the staff adopt and implement the model in a
holistic sense.
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ABSTRACT

Objective:Evaluate shift work introduced by Ministry of Health of Turkey in Oral and Dental
Health Centers from employees’ point of view.

Mate rial- Method: This cross-sectional study was conducted on 128 healthcare professionals
employed in an Oral and Dental Health Center of the Ministry of Health within the borders of
Konya province, in which center shift work is applied. Survey method was employed in the
research.

Findings: 58.5% of the healthcare professionals, who participated in the study, were female
and 41.5% were male. According to the healthcare professionals’ responses to evaluations on
“adequacy of knowledge on healthcare policy”, 69.5% of the healthcare professionals thought
that they do not have enough knowledge about the healthcare policy, whereas the remaining
30.5% stated that they have adequate knowledge on such matter.The rate of healthcare
professionals who said “Political reasons played a significant role in the transition to the
Practice of Shift Work” was 68.8% and was in the first place as compared to other reasons.

Key Words:Oral and Dental Health Center, Shift Work, Ministry of Health of Turkey

1. INTRODuUCTION

Shift work is described as “an employment practice designed to make use of separate worker
groups during the day (or everyday of the week, albeit in different (consequent) time frames
on the same day) at a workplace that is constantly engaged in business and depending on the
nature of the work and workplace in question”. Shift work system requires more than once
shift and work team. For this reason, each shift team works the shift in their designated time
slot and is relieved by the next shift team by the end of their shift, and the next shift hands
the work over to the team after them. This way it is ensured that the service is provided on an
interrupted and long term basis (Korkusuz, 2005: 2-3).

Shift work system is not a very popular practice among workers. This is because the shift work
and irregular working hours have various undesirable effects on the workers themselves. A
number of studies conducted on this particular subject establish that the persons working in
shifts experience an increase in their somatization, obsessive-compulsive, anxiety and paranoid
ideation levels (Selvi etal., 2010) and a decrease in their cognitive functions (Saricaoglu etal.,
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2005), and a decrease in their work satisfaction (Kahraman et al., 2011; Oflezer e. al. 2011) and
n their overall life quality, and an increase in their state of somnolence (Muslu et al. 2012).
Shift work system is also a significant source of stress for many workers (Soysal, 2009: 22).

Despite its various undesirable effects on workers, the shift work system is introduced in
various sectors as a necessity for keeping up with the increasing demand in today’s business
life. One of the sectors included in this scheme is the medical sector. Ministry of Health of
Turkey has introduced the shift work system in various hospitals since 1999, a scheme that
gradually included Oral and Dental Health Centers into the system in the later phases. The
Ministry of Health summarizes the purpose of going into the shift work system as (Ministry
of Health, 2001: 5) “ensuring an uninterrupted and more efficient health service for the public
and minimizing the patient backlog arising during the provision of the medical examination
and diagnosis services”.

The shift work practice has three significant components, namely the politicians, healthcare
workers and healthcare service users. In order for the system to work in a healthy manner and
serve its purpose, both the policy makers and service users, along with the healthcare workers,
should be satisfied with the practice (Ceyhan and Celik, 2004: 169-170). This study has been
conducted with the aim of evaluating the shift work system introduced in Oral and Dental
Health Centers by the Ministry of Health from the point of view of the employees themselves.

2. MATERIAI AND METHOD

This study has been conducted at an Oral and Dental Health Center -associated with the
Ministry of Health- in Konya province (of Turkey) where the shift work system is in practice.
The center in question employs 165 healthcare and administrative personnel. Efforts have
been made to contact all the 165 personnel without limitation. As a result of which 130 persons
were persuaded to participate in the study. Two of the questionnaires were cancelled as they
were found to have contained significantly insufficient data, and thus 128 questionnaires were
evaluated.

A survey method was employed in the collection of the study related data. The survey used
was developed by Ceyhan and Celik (2004) which included questions aimed at identifying the
workers’ views on supporting the Shift Work System (SWS); their opinions on other oral and
dental health care providers practicing the SWS and the effects on the quality of the services
provided and the main reasons behind the transition to the SWS and their opinions on the
overall effects of the SWS on hospitals and workers.

3. FINDINGS

A total of 128 people participated in the study which included physicians (40.6%), nurses
(28.2%), other healthcare personnel (18.7%) and administrative staff (12.5%). 58.5% of the
participants are female and the remaining 41.5% of them are male. When their educational
status is observed, it is established that 51 participants have undergraduate degrees, 49 have
graduate degrees while the remaining 28 have high school degrees. Of the employees
participating in the study, 6.2% of them stated that they served in the capacity of a “decision
maker”, 18.8% of them in the capacity of “expressing their opinion” and 56.2% of them in the
capacity of an “implementer”. When they were asked the question “how would you rate the
adequacy of your knowledge regarding the health policies being implemented in Turkey?”,
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69.5% of the participants said they had “inadequate” knowledge on the subject.
Table 1. Employees’ Opinion on Supporting the Shift Work System

Questions and Answers | Number | %

Are you happy with the SWS?

Yes 26 20,3
No 102 79,7
Total 128 100
Do you support the SWS?

Yes 52 40,6
No 76 59,4
Total 128 100
Would like to see the SWS introduced to all Oral and Dental Health Centersin the country?

Yes 37 28,9
No 91 71,1
Total 128 100

When you evaluate the ODHCs that adopted the SWS, which direction do you think that the sys-
tem should take?

It should continue 45 35,1
It should discontinue 35 27,4
More research should be made before deciding on whether to continue with the 30 234
practice.

The practiceshould continueafter its implementation method has been amend- 18 141
ed !
Total 128 100

Table 1 represents the personnel’s opinions on the issue of supporting the shift work system.
According to the results, a large majority of the personnel (79.7%) is not happy with the
SWS. Similarly a significant portion of the personnel (59.4%) does not support the SWS.
71.1% of the personnel said “no” when asked “if they would like to see the SWS introduced
to all the ODHCs in the country”. As for the question “When you evaluate the ODHCs that
adopted the SWS, which direction do you think that the system should take?”, only 35.1% of
the participants said “it should continue”. Apart from that, 37.5% of the personnel suggested
that more research should be done regarding the practice and that the shift work system should
continue once some changes have been made to its implementation method.
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Table 2. Employees’ views on the Main Reasons that Brought About the Introduction of
the SWS and on the Effects ofthe SWS on Hospitals and Employees

Questions and Answers | Number %
What is the main reason behind the introduction of the SWS in the ODHCs?
Politic reasons 88 68,8
Reasons stemming from inadequateinfrastructure 22 17,1
Administrativereasons 10 7,8
Economic reasons 8 6,3
Total 128 100,0
Do you think the SWS has helped increase the utilization efficiency of the hospitals?
Yes 101 78,9
No 27 21,1
Total 128 100,0
How did the SWS affect the costs at the ODHCs?
Itincreased the costs 92 71,9
They stayed the same 19 14,8
It reduced the costs 17 13,3
Total 128 100,0
How did the SWS affect the use of personnel at the ODHCs?
Itincreased the use of personnel 121 94,5
It reduced the useof personnel 7 5,5
Total 128 100,0
How did the SWS affect the use of medical equipment at the ODHCs?
Itincreased the use of medical equipment 56 43,8
It stayed the same 42 32,8
It reduced the useof medical equipment 30 23,4
Total 128 100,0
How did the SWS affect the income of the personnel that work under this system?
It stayed the same 94 73,4
Itincreased slightly 21 16,4
| have no idea 8 6,3
Itincreased remarkably 5 3,9
Total 128 100,0
How did the SWS affect your institution’s personnel requirement?
Itincreased the personnel requirement 125 97,7
It reduced the personnel requirement 3 2,3
Total 128 100,0

Table 2 represents the employees’ views on the main reasons behind the introduction of the
SWS, and on the effects of the SWS on the hospitals and employees. According the data
available, 68.8% of the participants stated that political reasons were influential in the
introduction of the SWS, while 17.1% of them stated that the inadequate infrastructure played

186



HOSPITAL MANAGEMET

a significant role in the implementation; 7.8% of the participants stated that administrative
reasons were influential, and the remaining 6.3% stated that economic reasons were effective.

While 78.9% of the ODHC employees stated that such a practice helped increase the utilization
efficiency of the ODHCs, 71.9% of the participants stated that it increased the costs, and
94.5% of the participants stated that it increased the utilization of manpower, 43.8% stated
that it increased the use the medical equipments, and 97.7% of the participants stated that
it increased the nstitution’s personnel requirement. As for the question “How did the SWS
affect the income of the personnel that work under this system”, a majority of the participants
(73.4%) said “it stayed the same”.

Table 3. Employees’ views Regarding the Effects ofthe Shift Work Systemon Other Oral
and Dental Health Care Providers and the Quality of the Services Provided

Questions and Answers | Number | %

Do you think the SWS has affected the dental polyclinics in other institutions?

Yes 82 64,1
No 46 35,9
Total 128 100,0

How do you think the SWS has affected the demand on university hospitals in terms of dental
health care?

It reduced the demand 62 48,4
It stayed the same 54 42,2
Itincreased thedemand 12 9,4
Total 128 100,0

How do you think the SWS has affected the demand on private hospitals and private polyclinics in
terms of dental health care?

It reduced the demand 99 77,3
It stayed the same 29 22,7
Itincreased the demand 0 0
Total 128 100,0
How did the SWS affect the access to the oral and dental health care services?

Itincreased the access 68 53,1
It stayed the same 60 46,9
Total 128 100,0

How did the SWS affect the quality of the oral and dental health care services?

It reduced the quality 99 77,3
Itincreased the quality 26 20,3
It stayed the same 3 2,4
Total 128 100,0

Table 3 represents the personnel’s opinion regarding the shift work system’s effects on other
oral and dental health care providers and the quality of the services provided therein. According
to the table above, 64.1% of the employees believe that the SWS affect the dental polyclinics
in other institutions. In relation to this point, 48.4% and 77.3% of the participants said that “it
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reduced the demand” when they were asked the questions “How do you think the SWS has
affected the demand on university hospitals in terms of dental health care?” and “How do you
think the SWS has affected the demand on private hospitals and private polyclinics in terms of
dental health care?” respectively. A majority of the participants (53.1%) stated that the SWS
helped increase the means of access to the oral and dental health care services. However, a
large number of the participants (77.3%) expressed a negative opinion regarding the SWS’s
effect on the quality of the oral and dental health care services.

4. CONCIuSION AND SuGGESTIONS

This study has attempted to evaluate the shift work system -introduced to the oral and dental
health centers by the Ministry of Health of Turkey- from the employees’ point of view and
conducted on 128 employees currently employed in an oral and dental health center. According
to the study results, the employees are not happy with the SWS in general and they do not
support it. Such a negative attitude on their part could be explained by a number of reasons.
First of all, SWS is a practice that increases the employees’ workload. This is evident from the
opinions expressed by the employees where they agree that the SWS causes an increase in the
use of personnel and the institutions’ personnel requirement. Moreover, since the employees
are made to work outside their routine working hours due to the shift system, they may have
various family related and personal problems as a result. Workers think that they could
justify the extra workload and working outside the normal working hours only when they get
paid handsomely or when they really think that they are doing useful things for the others.
However, a large majority of the participants said that there was no improvement in their pay
and think that the quality of the service being provided compromised after the introduction of
the SWS.

Another important finding of the study was the scant number of employees who said that
the “SWS should discontinue”. Despite their unhappiness with the practice, the personnel
employed at the ODHC think that the SWS should continue provided that a number of
amendments be made to the system.

When the literature on the subject is examined, one can not find any study evaluating the
shift work system in the oral and dental health care centers. Moreover, the study that was
conducted by Ceyhan and Celik (2004) on the shift work system introduced by the Ministry
of Health in 1999 has also yielded similar results. According to the findings of the said study,
a majority of the medical personnel, especially physicians and nurses, are not happy with the
implementation of the system and they do not support it.

In the light of the findings of this study, the following suggestions could be made;

«  Employees should be adequately informed of the medical policies being implemented.
This is because 69.5% of the participants said that they had “inadequate” knowledge
whenthey were asked the question “how would you rate the adequacy of your knowledge
regarding the health policies being implemented in Turkey?”

« Inline with the views and requests of the employees, some arrangements could be made
in the SWS. Such arrangements could include an increase in the number of personnel,
minimizing the number of watches, reorganization of the working hours and an increase
in the pay.
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«  While it is important the service period and accessibility improved with the introduction
of the SWS, it is also important to consider the quality of the services provided in this
process.
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ABSTRACT

Today, health management training, with its increasing interest and importance, has had an
important part in training programs in developed countries. Global competition, the purpose
of profit and management challenges arising from the structure of health institutions entailed
delivery of health institutions to professional health administrators. The aim of this study is to
study the historical process of health management training in Turkey. In view of the literature,
it is seen that the first health management began in the area of hospital administration. During
the Otoman era, hospital managers were selected from non-physician people. During that
period, all the administrative and financial affairs of a hospital were conducted by ‘“Miidir-i
hastane” i.e. a hospital manager. The chief physician of a hospital had a position dealing with
patient care and coordination of subordinate physicians. After the proclamation of the Republic,
the first school established to train students in the field of management of health institutions
was Health Administration High School, which was established within the Ministry of Health,
General Directorate of Vocational Education on December 19, 1963. Then, this school was
assigned to Hacettepe University in 1982, and it has graduated students under the Faculty of
Economics and Administrative Sciences ever since. Now, there are a total of 55 universities
providing education at undergraduate level in the field of health management in Turkey.
Because of the great importance of health management training for the sector, this study is
expected to make a significant contribution to the literature.

Keywords: Health Management, Training, Historical Development

1. INTRODuUCTION

There are two most important problems underlying the problems related to health, which
have built up over years: firstly, “lack of finance”, and secondly, “lack of trained managerial
staff” are the problems expressed on every occasion. Although therapeutic health services are
concentrated on in health policies, it is a known fact that these systems do not have sufficient
efficiency, that they not satisfy the service providers and service receivers. One means for
overcoming these problems is based on raising managers who have modern management
understanding and who are in command of management methods (Batirel, 1997, Cit: Hayran
and Sur, 1997).

Influences of well-trained professional health managers on health institutions are substantial.
Efficient use of the resources, prevention of unnecessary drug use, increase and follow-up of
performance of the institution may be listed among these. Therefore, professional training is
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the most important characteristic that should be possessed by the managers serving at all levels
in the hospitals (Tabish, 1998).

The fact that countries with any level of development from America to India, from Africa to
England have similar training programs in their university curriculums, and that management
training is given on several special fields reveals as a universal reality that there is a need for
field-specific manager training such as “sports management, disaster management, training
management, health management” (Bostan, 2014).

2. CONCEPTUAl FRAMEWORK
2.1. Training

One of the most important of issues of our era is training. In the rapidly developing world,
available information is increasing and changing as never seen in the previous years. In
addition, the substantial and rapid developments in the industry have developed the efforts to
make the human factor more useful and stronger. Training expenditures are now regarded as
investment in the future. Now the researches include the expenditures made for human force
training in their field of examination (Tortop, 1994: 235-238).

Training is a very broad concept in terms of scope. It can be defined as an individual’s activities
of making changes in his/her knowledge, talents and skills through formal programs, or by
himself or though gaining experience, within or outside the establishment. In a sense, training
may be defined as a change process (Kogel, 2013: 76-77). According to another definition,
training is defined as “In order to enable that the individuals or the groups constituted by
them to carry out the tasks they have undertaken or will undertake in the establishment
more effectively and more successfully, all of the instructional actions, which broaden their
professional knowledge horizon, which enhance the knowledge, experiences and skills
aimed at making positive developments in their thoughts, behaviors, attitudes, habits and
understanding” (Sabuncuoglu, 2011: 124-125). In addition to the training definitions made
above in individual terms, the definition “all the managerial purposes aimed at developing
current success of the organization from the aspect of effectiveness, freedom and efficiency”
is made in organizational terms (Keskin, 2001: 61-62).

The organizations are aware of importance of training and its contribution to performance,
and are increasingly making effort for employer training. In order to be able to get result in
training, it is compulsory to be fast and to use the time effectively in today’s information age.
The main goal in training of health professionals is to realize quality of the health services,
i.e. to ensure that the personnel is equipped in accordance with the requirements of the age in
respect of the issues such as knowledge, skills, ethic values and social approaches, and as a
result of this, to increase healthiness level of the society (Topgu et al., 2003: 161).

2.2. Health Management Training

Today, health institution management is considered as one of the special management fields,
and it is stated that professional health managers are indispensible for the establishments to
reach the desired effectiveness and efficiency level. In Turkey, health management training is
given at the associate degree, undergraduate, graduate and doctorate levels. However, since
professional health management is not recognized as required in the health establishments, the
institutions cannot make use of these professionals sufficiently (Akdas et al., 2008: 1).
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The fact that a special training was required for managing the health institutions was realized
in the USA in the 1910s, and graduate hospital management programs were started to be
opened in various universities beginning from 1934. In the historical process, the changes
seen in USA in the health management training have entailed a series of changes in role, title,
duty and functions of hospital or health services manager. Fifty years ago, a hospital manager
would not receive any special training for the management role, whereas today, that person is
designated as chairman of board of directors, CEO, can become the member of a professional
association, and carries out all activities of the organization he/she takes part in (Sahin et al.,
2000).

From the past to present, it is seen that the new approaches manifest themselves in the
management training, and that importance is placed on accreditation (Cmarogl, 2012:
83). The requirement of giving the Health Institutions Management training within certain
standards is among the issues of debate in America and Europe. For example, while it is
known that the programs providing training in this field are present within different faculties,
recently, these departments are seen to be providing training under the faculties of business
management. This is encountered in Turkey, too. In the USA, these programs are accredited
by an autonomous agency (ACEHSA). A program approved by this agency gives to a potential
student the warranty that it will meet the minimum standards developed by that profession or
health system. The main goal of ACEHSA is to establish standards for planning and policy of
the graduate training in the health management field, to carry out the studies that will stimulate
the universities for the development of the programs. Another agency establishes by all the
university programs in the health services management field is AUPHA (The Assocation
of University Programs in Health Administration). According to the statistics of 2008, 160
programs have become member of this program so far. Two agencies that have ensured
formation of this agency are AHA (American Hospital Association) and ACHA (American
College of Hospital Administrations). While all profession groups can become member to
AHA,ACHA isanagency that has been established to elevate the profession standards and that
accepts only selected professionals to membership. In Europe, EHMA (The European Health
Management Association) acts as the superior body of the European health management. In
Turkey, organizations at association level (Association of Health Administrators, Association
of Health Managers) are present (Tengilimoglu et al., 20014: 555).

2.3. Historical Development of Health Management Training in Turkey

In this section, emergence and development of health management in Turkey and the
universities currently providing training in this field were examined.

231. Emergence and Development of Health Management Training in Turkey

The profession of health management is a fairly new profession throughout the world, and the
most developed branch of this profession is hospital management. The first training programs
in the health management field have been started with the name of “Hospital Management”.
Today, hospital managers assume the responsibility for a very big budget under the pressure
of scarce resources and the too rapidly advancing technology and consumer movements,
and are supposed to operate a very complex institution so as to ensure the harmony of the
professional, semi-professional and assistant service class personnel from a wide range of
fields. The adventure of health management training that has started in 1910 in the USA have
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been redesigned particularly in the last two decades, and have become aligned with the needs
(Sur, 2013).

When we go a little back in the history, hospitals are the most ancient ones among the
examples that can be given for the social organizations. Hospital management is an ancient
profession. The great Turkish physician Mehmet Razi (850-923) is known to have served
as Head Manager at Baghdad Hospital (Ak, 1990: 101). In the Ottoman Empire, hospital
management was regarded as a specialty field of occupation. The person who is responsible
for management of the medical services in the hospital management was the head physician,
and “Tmmarhane Agasr”, “”’Bimarhane Agasi” (chief of the institution), the person who was not
a physician, was responsible for administration of the affairs other than the medical services
(Ministry of Health, 2004: 4-5).

Following the 1840s, hospital managers were given the title of “Hastane Nazir1” (Ministry of
Health, 2004: 4-5), or “Miidiir-i Hastane”. The person with the title of Miidiir-i Hastane was
not a physician. All administrative, financial and operation services of the hospital were being
carried out by the Miidiir-i Hastane. At that time, the chief physicians were responsible only
for carrying out the professional services regarding patient treatment (Ak, 1990: 101).

In the Republic period, first training in the field of health management has started with the
Higher School of Health Administration founded on December 19, 1963 as affiliated to the
Ministry of Health, General Directorate of Vocational Education, as prescribed in the first
five-year development plan (Tengilimoglu et al., 20014: 555). In 1970, the Higher School
of Hospital Management was opened in Hacettepe University, and that school gave graduate
training until 1975. At that date, name of the program was changed into Higher School of
Health Administration, and these schools that gave training between 1975 and 1982 were
joined by virtue of the Decree Law no. 20 July 1982/41, and made affiliated to the Rectorate of
Hacettepe University (cit: Tengilimoglu, 2014: 555). With the requirement that the management
phenomenon, which is certainly known to have a great contribution to make the health system
effective, and the recent acceleration in the efforts to ensure establishment of and to develop
this new profession, new departments have started to be opened (Cimen, 2010: 137).

232. The universities giving Health Management Training

The adventure of health management training that has started with the Higher School of Health
Administration in Turkey continues very fast. The health management departments in the
public, private and foundation universities in Turkey are examined below. Websites of the
universities were examined to create tables.

Table 1. Health Manage ment De partments in Public universities

Under . .
Undergraduate| graduate Associate Associate
UNIVERSITY (4Years)(FT) (4Years) degree degree

(ET) (2Years) (FT) | (2Years)(E.T)

AFYON KOCATEPE UNIVERSITY X X X

AGRI IBRAHIM GECEN UNIVERSITY X

AKSARAY UNIVERSITY X

ANKARA UNIVERSITY X -

ATATURK UNIVERSITY - - X

BALIKESIR UNIVERSITY - - X X
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BATMAN UNIVERSITY - -

BILECiK SEYH EDEBALI UNIVERSITY - -

BINGOL UNIVERSITY X -

XX | X[

BITLIS EREN UNIVERSITY - -

BOZOKUNIVERSITY

CUMHURIYET UNIVERSITY

GCANKIRI KARATEKIN UNIVERSITY

X
X
G.KALE ONSEKiZ MART UNIVERSITY X - - -
X
X

DiCLE UNIVERSITY

DOKUZ EYLUL UNIVERSITY - -

DUMLUPINAR UNIVERSITY - -

DUZCE UNIVERSITY

ESKiSEHIR OSMANGAZI UNIVERSITY

GAZi UNIVERSITY

GAZIOSMANPASA UNIVERSITY

GUMUSHANE UNIVERSITY

X
X
X
GAZIANTEP UNIVERSITY X - i i
X
X
X

HACETTEPE UNIVERSITY

HAKKARI UNIVERSITY - - X -

ISTANBUL MEDENIYET UNIVERSITY

ISTANBUL UNIVERSITY

iZMIiR YUKSEK TEKNOLOJI UNIVERSITY - - - -

KAFKAS UNIVERSITY - - X X

K.MARAS SUTCU iMAM UNIVERSITY X X - -

KARABUK UNIVERSITY - - X -

KARADENIZ TEKNiIK UNIVERSITY

>
'
i
'

KARAMANOGLU MEHMETBEY UNIVERSITY

'
'
>
>

KIRIKKALE UNIVERSITY

KIRKLARELI UNIVERSITY

MARMARA UNIVERSITY

MEHMET AKiF ERSOY UNIVERSITY

MERSIN UNIVERSITY

MUGLA SITKI KOGMAN UNIVERSITY

MUS ALPARSLAN UNIVERSITY

NAMIK KEMAL UNIVERSITY

X XXX | XX |[X|[X]|[X
!
'
'

NECMETTIN ERBAKAN UNIVERSITY

'
'
>
'

NEVSEHIR HACI BEKTAS VELI UNIVERSITY

ONDOKUZ MAYIS UNIVERSITY

>
'
'
'

PAMUKKALE UNIVERSITY - - X -

SAKARYA UNIVERSITY

X [ X<
!
!

SELCUK UNIVERSITY

SINOP UNIVERSITY - -

x| X

SULEYMAN DEMIREL UNIVERSITY

TRAKYA UNIVERSITY - -

XX | X
x| X

USAKUNIVERSITY - X X

YALOVA UNIVERSITY - - X -

Health management departments in public universities are given in Table 1. Information on the
departments of undergraduate degree formal training, undergraduate degree evening training,
and associate degree formal and evening training. Accordingly, 36 undergraduate programs
are available in formal training and 9 in evening training in the public universities. Again,
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according to the same table, number of formal training programs is 22 and number of evening
training programs is 10 at the associate degree level.

Table 2. Health Management Departments in Private & Foundation universities

Under Under Associat .
UNIVERSITY graduate graduate e degree Asso;\l{ate degree
(4Years) (4 Years) (2Years) ( (E?'I?;S)
(FT) (E.T.) (FT)

ACIBADEM UNIVERSITY X - - -
AVRASYA UNIVERSITY - - X X
BAHCESEHIR UNIVERSITY X - - -
BASKENT UNIVERSITY X - - -
BEYKENT UNIVERSITY X - X -
BEZM-i ALEM VAKIF UNIVERSITY X - -
BiRUNI UNIVERSITY X - -

(;AG UNIVERSITY - - X -
iSTANBUL AREL UNIVERSITY X - X X
iSTANBULAYDIN UNIVERSITY X - X X
iSTANBUL BiLGi UNIVERSITY X - - -
iSTANBUL BiLiM UNIVERSITY X - X X
ISTANBUL ESENYURT UNIVERSITY - - - -
iSTANBUL GELiSiM UNIVERSITY X - X X
iSTANBUL MEDIPOL UNIVERSITY X - X -
iZMiR EKONOMI UNIVERSITY X - - -
NISANTASI UNIVERSITY X - X X
OKAN UNIVERSITY X - X -
SELAHADDINEYYUBI UNIVERSITY X - - -
TOROS UNIVERSITY X - - -
USKUDAR UNIVERSITY X - X X
YENI YUZYIL UNIVERSITY X - - -
ATASEHIR ADIGUZEL MYO - - X -
iSTANBUL KAVRAM MYO - - X X
iSTANBUL SiSLi MYO - - X X
PLATO MYO - - X -

Distribution of health management departments in private-foundation universities is given in
Table 2. Accordingly, number of programs atundergraduate level is 19, and number of programs
atassociate degree level is 15. There are no evening training programs at undergraduate level.

When examined in terms of graduate and doctorate training, number of universities giving
graduate training in the field of Health Management in Turkey is 39 (including Ahmet Yesevi
University and GATA). The number of universities giving doctorate training in the field of
Health Management in Turkey is 10 (Tengilimoglu et al., 2014: 559-560).

3. CONCIuSION

Once the schools training health managers, which have a history of around 50 years in Turkey,
provide a really efficient training, the graduates, who are the output, will accomplish quality
works in the field. Major tasks fall to the instructors in provision of this training. However,
the non-area academicians and the fewness of academicians are among the main problems
hindering this.
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Well-trained health administrators who are professionalized in their field will achieve success
in the environments where there is intensive uncertainty and variability. It is considered that
there will be a linear relationship between placing the necessary importance on health services
management and success of the national health system (Cimen, 2010: 138).

In Turkey, the need for professional managers equipped with the operation and management
knowledge in health institutions of every level, who can assume duty in different managerial
positions, is increasing day by day (Tengilimoglu et al., 2014: 552). Similarly, the number
of health management departments are increasing in number day by day in Turkey Here, the
essential objective desired to be achieved is, rather than numeric increase, to manifest actual
quality of these departments by transferring the output, i.e. the graduates who are enterprising,
knowledgeable, self-confident and open to innovation, who will represent the profession of
health management.
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MEDICAL TECHNOLOGY AND THE IMPACT OF
HEALTH CARE EXPENDITURE

Mortadha ALHASEMALSSED?
ABSTRACT

In the United States, health care expenditure is growing every years and the spending relative
to GDP has also growing more rapidly than in any country. The increasing of the spending
making the economy of US health care system facing the biggest challenge of making
the system accessible. This study addresses the factors that impact on medical technology
spending from the patient’s level and provider level. This study indicates that consumer
demands, health insurance system, professional desire, commercial companies and public and
private investment in basic science research are factors affecting medical technology growth.
In general the objective of this paper is to identify the impact of medical technology to the cost
of health care and what factors affects the growth of medical technology.
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FACTORS AFFECTING THE DECISION MAKING
PROCESS IN HEALTHCAREINSTITUTIONS

Cagdas Erkan AKYUREK!
Raya SAWA ITHA?
Sina IDE?

ABSTRACT

The Problem of the Study: In health care organizations, decision making is very complicated
and could be of both clinical and nonclinical nature. Decision towards patients is usually
associated with multiple factors including economic ones, in addition to several treatment
options.Leaders and managers in healthcare organizations have to adapt significant pressure
to make difficult operational and budgetary decisions by maximizing operational efficiency
and reducing unnecessary costs while improving and maintaining high quality. Several factors
influence decision making in healthcare organizations. Because of that it is imperative to
identify and understand factors that positively or negatively influence the decision making
process in such critical and sensitive forms.

The Purpose of the Study: The purpose of this study is to determine and examine factors that
affect decision making process in Healthcare Organizations.

Method: A meta-analytic study was doneto identify the most cited factors affecting the
decision making process in the last five years throughout searching and screening the literature
using Ankara University Electronic library, The Pub med, SAGEM library, Google scholar.
Time period for scanning was between October 2014 and February 2015. First, all of the
articles were tabulated according to the year of publication, the Author and the resulted factors
influencing the decision making process in health care organizations. A lot of studies were
found related to our key words of interests but many of them were talking about the factors
affecting the decision making process from a clinical perspective and only articles talking
about the process from a managerial point of view were included in our study . As a result
48 articles were included as they met our research criteria. Articles of interest were collected,
gathered and tabulated according to the resulted factors affecting the decision making process
in health care organizations. The following keywords were helpful in articles pickup process
(Healthcare organizations, Decision Making, Process, Impact and Factors).

Findings and Results: During the last five years Knowledge based decision making,
Informative decision making, training effect on decision making were the most cited factors
14/48 studies. Followed by 11 studies mentioned the organizational and institutional factor, 7
studies considered the using of specific models for decision making and decision supporting
tool a great and a helpful factor in the decision making process. The characteristic of the
decision maker as an influencing factor took a part in three studies and was equal to the
financial resources which were also taken in consideration in 3 studies also. The timelines of
decisions, the delegation of decisions, and shared decision making factors came to play in one
to two studies.
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Conclusion: Decision making in health care organizations is a complicated process because
it is of both clinical and non clinical nature. According to findings, knowledge and evidence
informed decision making (EBDM) was the most cited factor to influence the decision
making process in health care organizations. However, “the most cited” doesn’t mean “the
most important”. Beside this the use of information and communication technologies and
decision support tools, the environmental and institutional factors, the financial factors and the
delegation of decisions were also important factors to discuss in this context.

Keywords: Decision Making, Healthcare, Manage ment

INTRODUCTION

Making and implementing decisions are central functions of management (Ozcan, 2005).
Decision making is the process of analyzing alternatives to reduce uncertainty about achieving
a desired outcome, with the best effect on the organization. Timelines, methodological
considerations, interpretations of value for money, explication of social values, stakeholder
engagement and accountability for reasonableness are main issues surrounding the decision
making process (Stafinski et al, 2011) Consideration of social and organizational dimensions
of context is critical in optimizing the quality decision making (Smith et al, 2015) . The
decision makers’ thinking processes included: vision, political astuteness, being tactical, being
strategic, due diligence, and risk management; and the ethical processes included: respect for
diverse opinions, integrity and trust, democracy, impact of policies, passion for public service,
and intuition about doing the right thing. Strong face validity and trustworthiness of the data
was achieved to inform future research (Jiwani ,2011).

Healthcare managers, administrators, physicians and other health care professionals have a
great pressure to make the best use of available resources to get excellent results from limited
resources. In addition to ensure providing high quality of care at a lower and competitive cost,
because of today’s highly complicate, technologic and competitive healthcare arena (Hanson
et al., 2011). Decisions towards patients are usually associated with multiple factors including
economic ones, in addition to several treatment options. In health care organizations, managers
have to make decisions frequently based on collected information, they must decide how to
direct and organize others, how to control processes within the system plus helping others to
reach their own decisions. As a result,decision making can be quite stressful in today’s dynamic
and complex health care industry (Ozcan, 2005). Healthcare decision making is complex and
requires access to a wide array of high-quality information and success depends on whether
or not enough right decisions are both made and implemented (Bansal, 2005). Decisions can
be described in terms of decision characteristics and attributes (e.g. complexity, urgency etc),
nature of the task, the characteristics of the decision maker (e.g. demographics, diversity,
tenure) , and in which context the decision will take place, in addition to the availability of
information required for making decisions, the economic and financial factors and to what
extent the government is involved in decision making regarding to politics and regulations.
Many factors may lead to more evidence based decision making such as the developed
personal skills, the use of data and analytic tools, plus the suitable and favorable organizational
climate. Knowledge and leadership are factors that influence the managers’ decision. Although
most people understand this concept, a relatively small number had substantial expertise and
experience with its practice. Factors associated with use of EBDM included strong leadership;
workforce capacity (number and skills); resources; funding and program mandates; political
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support; and access to data and program models suitable to community conditions (Sosnowy
etal, 2013).

3. RESEARCH
3.1. Methodology

The aim of this study was to identify the most cited factors affecting the decision making
process in the last five years throughout searching and screening the literature using Ankara
University Electronic library, The Pubmed, SAGEM library, Google scholar. Scanning process
was carried in the time period between October 2014 and February 2015. First, all of the
articles were tabulated according to the year of publication, the Author and the resulted factors
influencing the decision making process in health care organizations. A lot of studies were
found related to our key words of interests but many of them were talking about the factors
affecting the decision making process from a clinical perspective and only articles talking
about the process from a managerial point of view were included in our study . As a result
48 articles were included as they met our research criteria. Articles of interest were collected,
gathered and tabulated according to the resulted factors affecting the decision making process
in health care organizations. The following keywords were helpful in articles pickup process
(Healthcare organizations, Decision Making, Process, Impact and Factors).

Table 1. Articles tabulated according to the year of publication, the Author and the
resulted factors influencing the decision making process in health care organizations

Publication Findings

Dual hybrid model is useful for generating appropriate decisions
Purwanto et al, 2012 which will be helpful for the healthcare managers. Special genera-
ted models for taking decisions

The transferableskills; the health outcomes, understanding of how
the accesses, uses health serviceandinformationin making strate-
Adeyemi et al, 2013 gic decisions; and Practical involvementin how information informs
commissioning decisions. Knowledge and information effect

Sosnowy et al, 2013 Knowledge and leadership. Evidence based decision making

This study identified the need for having a receptive climate that
Yuen, 2014 supports the use of research in decision making. institutional and
organizational factor

Solans etal,2013 The relationships between managers. Shared decision making

Decision supporttool playavital rolein health decision making.

Nutley et al, 2013 Usingdecision supporttools and models

Considering VIKOR for use as a decision supporttool for future

Zeng et al, 2013 study. Usingdecisionsupporttools and models

Recommended the use of conceptual mapping criteria by decision

Trompand Baltussen, 2012 makers. Using decision supporttoolsand models (mappingcriteria)

Directors informtheir decisionmaking with streams of information.

Stipp and Kapp, 2012 organizationalknowledge and value for local practice effectiveness.

Decisionaid to supportpolicymakers in population-based healthpo-

Tsoetal,2011 licydecisions.
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Table 1. Articles tabulated according to the year of publication, the Author and the
resulted factors influencing the decision making process in health care organizations

(Continues)

Publication

Findings

Simonen et al, 2009
Tourignyand Pulich, 2006

Kotalik etal,2014

Baiet al, 2014

Williamsetal,2014

Wills, 2014

Yousefietal, 2014

Legare et al,2014

Sosnowy et al,2013

Manager’s professional background and activity sector areassociated
with the kind of knowledge that affects their decision making.

The role of delegationinimproving the decision making process.

Ethicaldecision-makingas well as advance the ethical atmosphere of
the institution.

Task based and employee based sequential-decision approach, exten-
sivecomputational analysis of a clinical workflow process

Decision-maker characteristics and processes that may influence the
decision, including demographics, structureand operations, readiness,
attitudes, barriers, andfacilitators.

The effect of data analyticsin health careondecisions

Implying a positive atmosphere towards implementation of eviden-
ce-informed decision makingin this public healthorganization.

Health professionalsand managers attitudearebarriers thatinfluence
decision making.

Strong leadership; knowledge, workforce capacity (number and skills);
resources; funding and program mandates; politicalsupport.

Villa,2013

One’s workforce and board of health were alsoinfluentialin making
decisions regardingresource allocations

Hoflund,2013

Health caredecision makers identified timeliness as a key factor.

Koon et all,2013

The principles thatarerepresentative of the larger environment.

Poulinetal ,2013

Our findings suggestthat four qualities influence decision: reputation,
capacity, quality of connections to decision-makers, and quantity of
connections to decision-makers and others. In addition to this, the po-
licy strongly influences up take.

Hamrock et al,2013

The effect of introducing new technologies on the decision making
process.

Grayson, 2013

Decisionson subjective information. Discreteeventsimulation (DES), a
computerized method of imitating the operation of a real-world sys-
tem

De Graafand Bakker,2013

Shared Decision making effect

Mendez et al, 2013

Conceptually, the hospital self-managementpolicy is based on finan-
cial autonomy, and implementation is affected by persistent capacity
gaps in policy design.
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Table 1. Articles tabulated according to the year of publication, the Author and the
resulted factors influencing the decision making process in health care organizations
(Continues)

Publication Findings

The mission, vision,and values statements of these organizati-
Donnellan,2013 ons have been successfully translated into asetof shared valu-
es--amoralcompassthatguides behavior and decision making.

Levels of knowledge andactual levels of involvement in decisi-

Mc Cormack, 2013 .
on making

The effect of implementation qualitative analysis for past de-
Lee et al, 2013 cision making results on developing appraisal guidelines and
enhance the objectivity of decision-making processes.

Cognitive information processingas a key factor in the decisi-

Bruning, 201
Mc Caughey and Bruning, 2010 on-making process.

Shoemaker et al, 2010 Financial considerations were a factor in decision making.

Decisionaidis intended to help public sector health policy de-

Tsoetal,2011 .
cision makers.

Unilateral decision making (one person withinanorganization

Joseph et al, 2013 makes decisions for the quilting on his/her own).

Experiential knowledge. Individualand organizational facilita -

Jacket al,2011 .
tors and barriers.

Khoumbati et al, 2008 MAESTRO identifies a set of factors that influencedecision

The impactof training. Individual, organizational and program
design factors that facilitated and/or impeded the disseminati-
on of the attitudes and skills gained by trainees to other orga-
nizational members.

Champagne et al , 2014

The underlying psychological processes of normal decision-ma-
Hubbeling, 2014 king are not well known and one cannot differentiate
between unwise decisions caused by an illness or other

Williamsand Brown, 2014 factors influencedecisions impacting on quality and costs
Frangois etal, 2014 Knowledge
3.2.Findings:

During the last five years Knowledge based decision making, Informative decision making,
training effect on decision making was the most cited factor 14/48 studies. Followed by 11
studies mentioned the organizational and institutional factor, 7 studies considered the using of
specific models for decision making and decision supporting tool a great and a helpful factor in
the decision making process. The characteristic of the decision maker as an influencing factor
took a part in three studies and was equal to the financial resources which were also taken in
consideration in 3 studies also. The timelines of decisions, the delegation of decisions, and
shared decision making factors came to play in one to two studies. These findings are showed
in Tables 2 and3 respectively from the most cited factor to the least cited factor. The most cited
factor doesn’t mean the most important factor.
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Table 2. The table below show the most cited three factors that affect decision making in

health care organization.

Knowledge based decision

making

Organizationalandinstitutional environ-
ment

The use of technology
andanalytic tools

Adeyemi et al,2013

Yuen and Kevin , 2014

Wills etal,2014

Sosnowy et al, 2013

Stipp and Kapp, 2012

Poulinetal,2013

Simonen et al, 2009

Kotalik etal,2014

Hamrock et al ,2013

Hamrock et al, 2013

Baiet al, 2014

Draafand Bakker,2013

Wilby and Al-siyabi, 2013

Yousefi etal, 2014

Stafinski etal,2011

Mccormack, 2011

Hoflund,2013

Yanget al ,2013

Lee et al,2013

Donnellan,2013

Lugtenberg et al,2014

McCaughey and Burning, 2010

Jacket al, 2011

Glover et al,2010

Jacket al, 2011

(Gildiner, 2007)

Qureshi et al ,2014

Champagne et al, 2014

(Ellenet al,2013)

(Ellen et al,2014)

(Noriega Bravo And. Pria Barros, 2012)

FoshayandKuziemsky,2014

Solans-Domeénech et al ,2013

Simonen et al ,2012

Table 3. The least cited factors affecting the decision making processin health care

organizations

Decision supportingtools
and models

Shared decision
making

Financial resources

Time and delegation

Zeng et al, 2013

Williamset al,2014

Bekemeier et al,2013

Villaetal ,2013

Tromp and Baltussen, 2012

Legare et al,2014

Mendez et al, 2013

Tourigny and Louise,
2006

Tsoetal,2011

Koon et al,2013

Shoemaker et al, 2010

Koumaditis et al ,2013

Kudyba et al ,2005

4. CONCIuSION

Decision making in health care organizations is a complicated process because it is of both
clinical and non clinical nature. Leaders and managers in health care organizations are
continuously asked to make critical operational and budgetary decisions, with an objective
to achieve efficient operations, competitive costs, with high quality of services. Many factors
influence the coverage and commissioning of decisions in health care system around the world.
According to our findings, knowledge and Evidence informed decision making was the most
cited factor to influence the decision making process in health care organization. However, the
most cited doesn’t mean the most important.

Having the knowledge means having the power in making decisions for both short and long
term demands of the health reforms. Nowadays, many sources of information are available and
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accessible whether as online medical literature or from the international health organizations
publications. Health care organizations are being asked to implement accessible and effective
web-based database of searchable evidence to facilitate the access to research evidence.
Translating the research evidence into practice is not an easy job. On the other hand health
care organizations could improve their employees in translating information in their decision
making practice throughout continuous education and training. Having the information and
all required data for making decision on a timely base facilitate the decision making process,
because that the timeliness of decision is a sensitive factor to make the right decision on
the right time. In our study the timeliness of decision was from the least cited factors. The
institutional and the Enviromental factors were a key factors and were from the most cited
factors that influence the decision making process in our study. The mission, vision and
values statements guide the behavior and the decision making process.

The amount of data in health care reforms are increasing in an astonishing rate, make it
impossible to evaluate the status and making a decision in according to. But the introduction of
information and communication technologies helped in extracting actionable information that
leaders and managers could take advantage of in their decisions. Many constructed decision
tools are now available on the internet that the organizations could benefit from. The use of
a decision aid tool can facilitate the mission to make appropriate decisions as some of these
methods could imitate the operations in the real world system over time and could be a suitable
predictor before implementing any decision.

The Financial side must not be absent in any decision making process in any organization and
is considered to be a vital factor in the financing of health services delivery and in hospitals
self management policies.

Because of the specific nature of health reforms, the shared decision making is a critical factor
especially In investigation, screening and treatments decision making. Granting and delegating
the authority for employees to make decisions, increase the decision making autonomy in the
organization, although in our study these factors were from the least cited factors.
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THE MANAGEMENT OF CORPORATE REPUTATION IN
HEALTH CARE INSTITUTIONS: ARESEARCH STUDY
FOR MEASURING THE PERCEPTION ABOUT
CORPORATE REPUTATION OF EMPLOYEES WORKING
INPUBLIC AND PRIVATE HOSPITALS
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ABSTRACT

The Problem of the Study: A corporate reputation is the contribution of reliance created
by an organization in the total market value. It is equivalent of the intangible values of the
institution. That being one of the most important values of the institutions, the management
of reputation, with its feature that cannot be imitated by its competitors, has become one
of the crucial management tools in recent years. Also, by addressing to the reputation issue
that gives important information about themselves to the stakeholders, institutions, keeping
strategic management on the agenda and making serious preparations to protect themselves
against future potential dangers, make the corporate reputation as an important helper for the
strategic management. Having a great importance the management of corporate reputation as
in all sectors, has also begun to be taken into account in the health care sector. That it is one
and perhaps the most important of the institution having vital importance in terms of trust,
communication and behavior in social responsibility for its internal and external stakeholders,
it becomes necessary for health care sector to deal with the issue of corporate reputation that
will make great contribution to these institution in terms of creating the mentioned issues,
ensuring sustainability and improving the quality of services. This is because, without a
question, the subject of service is human health that has definitely great importance. In this
study, under the roof of the corporate reputation concept that also exists among the remarkable
subjects in the literature, it is dwelled on the corporate reputation in health care institutions, its
implementation as a system, its importance and aspects. Furthermore, it is aimed to measure
the perception of the private and public health sector employees as being the important
stakeholders of the mentioned management term about their institutions by conducting a field
survey and present it correlatively.

The Purpose of the Study : Although the number of corporate reputation researches in our
country is not somany, aninterest increase tothe subject has been observed and the components
of reputation in some studies conducted among different organizations have been examining.
The contribution of the corporate employees, accepted to be the most important of these
components, to the corporate management and their positive and negative perception level in
the corporate reputation were tried to be presented with the limited number of researches that
conducted for some sectors; however, they could not pass beyond giving an idea about the
subjects related to this research. Moving from this gap in the literature, the aim of this research
was; to present how the management process has been executed especially on the basis of

1 Asst.Prof.Dr. Nevsehir Hac1 Bektas Veli University Giilsehir VocationalSchool/Nevsehir/Turkey/maraci@nevsehir.edutr
2 Nevsehir StateHospital/Nevsehir/Turkey/e.genc7708@hotmail.com
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the health sector and analyze comparatively that according to their working status, at what
level and in which differences the employees in public and private sector (public hospital and
private hospital) perceive corporate reputation.

Method :The study’s theoretical platform supported with a field study, in the study, for the
purpose of measuring the perception level about their institutions, by using a reputation scale,
developed by Fombrun, a questionnaire was conducted on 253 nurses working in Nevsehir
state hospital and 2 private hospitals in the same province. The questionnaire questions
were asked to the participants with a face to face method within working hours. In order to
simplify the research of the subjects that creates the roof of the research method, 3 research
questions were determined. General reputational perception of the nurses working in the
state and private hospital, the perception of the nurses working in the state hospital about the
corporate reputation and the perception of the nurses working in private hospital about the
corporate reputation were tried to be presented, and a hypothesis was developed according
to the institution in which nurses worked in order to measure the possible dissimilarity in the
perceptions of corporate reputation. On the prepared questions and the analysis and testing
of the hypothesis, it was benefited from the programme SPSS (Statistical Package For Social
Sciences) for Windows 16.0, and used descriptive statistical analysis methods such as number,
percentage, mean, standard deviation and Independent Groups t-test.

Findings and Results : According to the results obtained from the research, the perceptions
of the employees, (the nurses) in the hospitals (private and public) in Nevsehir city center,
about the corporate reputation is moderate. This situation shows that the hospitals do not give
enough attention to studies that can improve corporate reputation of the nurses who are the
internal stakeholders of the hospitals. In addition, it was concluded that the level of perception
of nurses differs according to the situation whether they work in public hospitals or in private
hospitals. Accordingly, the perception about corporate reputation of the employees working in
private hospitals is higher than the employees working in the state hospitals.

Key Words: Corporate Reputation, The Management of the Corporate Reputation, Health
Care Institutions, Reputational Perception

1. INTRODuCTION

Reputation is a multi-dimensional component that focuses on what is done and how it is done
in institutions and it is based on perception according to the experiences of the stakeholders
(Bennet ve Kottasz, 2000:224-235). Ensuring the continuity and protecting the gained reputation
is as important as gaining the reputation that has a great importance for institutions in terms
of providing a competitive advantage. In other words, reputation should be protected against
the risks it carries. Protection from risks depends on how much effectively the management of
reputation is implied. In this context, institutions should conduct their own reputational risk
studies by taking into account their own structure, the sector in which they exist, environment
in which they operate.

Corporate reputation is the contribution of reliance created by an organization in the total
market value and it is the equivalent of intangible value of an institution. It is known that
corporate reputation that started to be taken into account in health sector and has crucial
importance in the functioning of these institutions, affects the quality of service presented
by the reliance and communication level between private and public health sector workers.
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However, representing the institutions that offer health service through private and public
sector may make a difference in terms of service quality, it will similarly influence corporate
perception of the employees and so the quality of health service.

It is seen in the researches conducted in this field, it is not mentioned the issue that corporate
reputation perception may vary in terms of employees according to the situation whether health
institution functions in public or in private sector. This study, in the literature, considered to
contribute to the studies that targets the completion of this field, aims to support the theoretical
background including information about the management of corporate reputation with a field
study and set light to other large scale studies.

2. THE MANAGEMENT OF THE CORPORATE REPUTATION IN THE
HEAITH CARE INSTITUTIONS: CONCEPTUAI FRAMEWORK

2.1. The Management of the Corporate Reputation in the Health Care Institutions, Its
Importance and Its Stakeholders: Corporate reputation states the emotional and effectual
reactions such as good or bad, weak or strong of the clients, enterprisers, employees, suppliers,
administrators, credit providers, media and communities on what the institution is. In this
aspect, corporate reputation is a set of perceptions regarding the evaluation of institution’s
past performance and its future behavior (Giimiis ve Oksiiz, 2009:19-27). Fombrun (1996:74)
accepts corporate reputation as a concrete factor that determines the place of the company in
the market. Contemporary businesses are obliged to create trust and credibility among intended
population. Therefore, by becoming transparent and showing themselves to their client, they
build a way to gain reputation and they are in need of managing the reputation besides other
entities (Uzunoglu ve Oksiiz, 2008:111-123).

Corporate reputation is expected to provide many benefits such as permanent profitability, high
earnings, competitive advantage and preferability ratios from the viewpoint of employees,
clients and suppliers. However, for the sectors suchas health care sector that offers a vital service
and makes an effort to hold its service conditions equal for each demand, the phenomenon of
corporate reputation is seen to be more important compared to other sectors that do not feel the
necessity for offering their services on equal terms. Although all treatment service conditions
are equal for the treatment of a patient with a particular disease, those people, sometimes
described as clients in the literature, may choose a hospital with a positive reputation.

As the subject of the service is human in health institutions, how reputation is perceived
by stakeholders in health sector becomes important. Sorted by Fombrun (1997:5-13), the
stakeholders such as employees, clients, suppliers, enterprisers, member of the government,
media, environmental organizations and opponents also can be considered as a stakeholder
in the management of corporate reputation of health care institutions. It is possible to include
all institutions and people that have been affected by the actions, decisions, policies and
objectives of the institution among these stakeholders. It is possible for the institution to
create a quality service approach in the eyes of the stakeholders, increase appreciation and
preferability only by creating a positive reputational perception. When considered from this
point of view, the stakeholders considered in health institutions directly affect the management
of the reputation and reputational perception of these institutions. The frequency and content
of demanded health care service is affected by the quality of the institution and its employees,
whether the services are reliable, the communication it established with its environment and
its consciousness of social responsibility towards to the society.
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Carrying out the process of the management of the reputation successfully in the health sector
is associated with how much institutions deal with some processes that has to be considered
especially in service. Foremost among them is to establish an effective communication system.
Communication that has to be used effectively during the process of creating a successful
reputational perception should be based on a sense of confidence and institution should present
the efforts towards enhancing the community’s quality of life together with these two facts
with corporate social responsibility studies. It is obvious that management of the corporate
reputation in health institutions has to be applied in a serious spirit in order to minimize,
remove or keep the difference between perceived quality level and expected quality level by
the clients, one of the most important of the stakeholders of the management of corporate
reputation, and patients in the health care institutions.

2.2.The Role ofthe Management ofthe Corporate Reputation and the Role ofthe Health
Workers’ Perception About Corporate Reputation in Improving the Quality of Service:
While analyzing “placing positive thoughts about a product, a person or an organization in
peoples’ mind” meaning “creating an image” and *“ perceptional management” that its validity
can not be refused in today’s conditions, it can be seen that it is “ being understood by the
opposite side” in reality. The sense of satisfaction that is considered as a factor eliminating
the differences between expected and offered service manner by the clients and the employees
in health care sector should be evaluated in this concept. Being understood by the others
is in one sense the perceived level of corporate reputation. A successful management of
corporate reputation is an effective factor to create a positive image in terms of stakeholders.
The management of the corporate reputation including image and perceptional management
will also improve the quality of service given by employees who are the most important
stakeholders. In this way, minimizing of the negative communication patterns, creating the
sense of confidence and loyalty in all health care sector stakeholders, shortening the duration
of treatment, eliminating of absences, leave of employment and involuntary working behavior
and also increasing the recommended level of the institution are expected.

It is known that corporate reputation in health care institutions provides benefits such as
attracting qualified workforce, increasing the loyalty of the employees, attracting clients and
creating client loyalty, increasing the market value, providing financial gain and attracting the
enterprisers (Schwaiger, 2004:51). As seen in the listed benefits; employees not only take part
in providing corporate reputation but also they are one of the targets of it. Employees are the
basis of the corporate reputation process. In other words, it is impossible for the institutions
to have a strong reputation without gaining the support of the employees. For this reason,
institutions that want to have a strong corporate reputation should be aware of this fact.
Ensuring the participation of the employees to the corporate reputation process possesses a
crucial importance.

Indeed, both at the point of interaction with external stakeholders and with what they produce
and offer, employees influence the perception and evaluation related to the institution with
their behavior. The given promises can be fulfilled only when employees show effort to
keep these promises. As being a concept that encompasses the whole institution, reputation
necessitates the active efforts of the employees who are the key of corporate success. Asactive
internal corporate communication contributes to the creation of corporate reputation process,
the support and participation of the employees at every stage of this process is required. Since
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being as a result of long years of a study, reputation influences the strength or weaknesses of
corporate reputation that is created by the employees in the process. According to Kadibesegil
(2001:241); basic policies related to the management of reputation are developed by the
management but the protection of reputation is the work of all employees. For this reason,
institutions firstly should keep the perception of the employees related to corporate reputation
high and then tell them their role in the process of corporate reputation and manage this process
by gaining employees’ support.

3. RESEARCH

3.1. literature Review: In the conducted literature review, has been found in some studies
that it was either focused on the issue of corporate reputation management or aimed to measure
the perception about corporate reputation in various institutions. In the research named “
Corporate Reputation Survey and an Application Example” by Eroglu ve Solmaz (2012:15-
17), a survey was conducted to 258 public elementary school teachers working in the central
districts of Bolu and the effects of the school managers to their perception level of corporate
management was investigated. According to the survey result, it has been concluded that the
school manager has an effect on this perception level. Accordingly, it has been determined that
in terms of teachers’ perceptions about corporate reputation and management style subscales,
there is a strong relationship with a democratic and participatory-democratic management
style; a moderate relationship with a sharing-authoritarian, a weak relationship with an
authoritarian management style.

Another study named “The Management of Corporate Reputation and The Measurement of
Corporate Reputation in a Public Institution” by Seval Yirmibes (2010:70-93) is an unreleased
postgraduate thesis. In this study, with the questionnaire of corporate reputation including
25 questions and developed by Charles J. Fombrun, it was investigated that how corporate
reputation is perceived by the 57 employees of Uludag Exporters’ Union General Secretary
and union members. As a result, corporate reputation of Uludag Exporters’ Union General
Secretary was perceived as positive, and the coefficient of corporate reputation was determined
to be 76.5%.

In a study by Cigdem Satr (2006:56-63) named “How External Stakeholders Perceive
Reputation in a Public Institution Offering Health Care Service”, conducted to the 1904
employees of a research hospital performing in public and health care sector, it was aimed
to measure the perception about corporate reputation of the employees namely internal
stakeholders. According to the participants, the most important components to create
reputation actually are institutional functioning, communication, confidence, service quality
and social responsibility. However, it has been concluded that this ideal harmony did not exist
in the institutional functioning in their institutions and in communication. Another study is “A
Survey of Determining the Effect of Corporate Reputation Over the Employees’ Performance”
by Bekis and colleagues (2013:19-27). It was conducted to the 130 employees working at
management position in 19 private hospitals or private branch hospitals in Nigde-Nevsehir-
Kirsehir and it has been concluded that corporate reputation has a positive impact over
employees’ performance.

3.2. Research Model: In our country, the number of researches on corporate reputation
appears to be insufficient. Still, it is seen that it is not touch on the issue that the management
of corporate reputation can be evaluated through different perceptual ground by the employees
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according to the state of in which sector the health institution operates, in public or in private
sector.

In the literature, this study that is considered to contribute to the work aiming to correct the
deficiencies in this area, intends to create its theoretical background within the scope of the
mentioned deficiencies, support the research problems with a field research and set light to
other more comprehensible researches to be carried out. In the research, the reputational
perception towards their own institutions of the nurses working in two private hospitals and
in a public hospital was investigated. It is aimed to determine whether their perception about
the corporate reputation differentiates according to in which sector the hospitals they work
operates. It is seen that in private sector institutions, the concept of modern management and
human resources practices are more known compared to public institutions and commercial
concerns and motivational applications are more concerned. As being considered that this
situation will affect the perception about corporate reputation of the employees who are
the internal stakeholders, the main expectation in this study is for that the perception about
corporate reputation of the nurses working in private sector is higher than the nurses working
in public.

3 questions prepared in this respect and a hypothesis that is generated based on the 3 question
is as follows:

Question 1: At which level does the nurses who are working in public hospitals in Nevsehir
province perceive the corporate reputation of the hospital they work in?

Question 2: At which level does the nurses who are working in private hospital in the city
center of Nevsehir province perceive the corporate reputation of the hospital they work in?

Question 3: Do the perception about corporate reputation of the nurses who are working in
public hospital and the perception about corporate reputation of the nurses who are working in
private hospital in Nevsehir show differences?

Hypothesis 1 (HA): The perception about corporate reputation of the nurses working in
public hospital in the city center of Nevsehir is different from the perception about corporate
reputation of the nurses working in the private hospital.

3.3. TheType of the Research, Main Population and Sample: As of its nature, the research
is descriptive and intends to demonstrate the current situation of the results to be achieved.

For the purpose of the research, 320 nurses in total (with integer sampling method) working
in two private hospitals and in a public hospital in the city center of Nevsehir were asked to
participate in the research through the survey form but the number of participants remained
as 253. The nurses participated in the research constitutes 79% of the universe. 67 of the
participants who were desired to be reached by face to face method and are in the scope of
research did not participate in the research because of the reasons that they either did not
want to participate in the research or were on leave with the reasons such as working hours,
workload, birth and annual leave. The ratio of the sample number to the populace number
is 79% in this research. Arh and Nazik (2001:77) states that minimum sampling of 10% is
needed in descriptive researches. According to this information; the number of sampling of the
research is highly enough for the reliability of the results.
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3.4. Data Collection Method and Statistical Analysis of the Data Collected: In reaching to
the sample, questionnaire method was used. In the first part of the questionnaire 8 demographic
question were given, in the second part the scale including 25 questions of corporate reputation,
developed by Charles J. Fombrun, (Fombrun, 2001; within Yirmibes, 2010:93) was used. The
questions were asked to the participants in working hours and through face to face interview
method.

The expressions in the second part apart from the first 8 questions regarding the descriptive
characteristics of the institutes surveyed were prepared by using a 5 point likert-type scale.
The options in the expressions were assigned as from the most negative to most positive. The
number “1” was assigned to the most negative and the number “5” was assigned to the most
positive. The answers given to the negative expressions were numbered as 2, 5, 13, 14, 19 and
coded backward in order to ensure the reliability of the results. While evaluating the results
of the research, it was benefited from the programme SPSS (Statistical Package For Social
Sciences) for Windows 16.0 for the statistical analyses and descriptive statistical methods
such as number, percentage, mean, standard deviation and Independent Groups t-test were
used. The results were evaluated bidirectional at p<0,05 of a significance level and %95 of a
confidence interval.

3.5. Reliability Analysis: In the second part of the questionnaire, the reliability of the 25-
item scale named “The Scale Of Corporate Reputation” developed by Charles J. Fombrun
(Fombrun, 2001; within Yirmisbes, 2010:93) has been tested and the reliability coefficient was
found to be 0.911. A scale that has reliability coefficient between 0,80 < o <1,00 is accepted
to be a reliable scale (Yazicioglu and Erdogan, 2004:513-534).

Inthe selection of the analysis that would be applied for testing the hypothesis of the research,
the suitability of the data to a normal distribution was examined. the suitability of the data to
a normal distribution has been examined. The most used distribution used in statistical studies
is the normal distribution. The coefficient of skewness of the data set related to the level
of the reputational perception is 0,461 and the coefficient of kurtosis is 0,257. For normal
distribution these coefficients have to be between -2 and +2 and when the sample number is
sufficient, some resources accept that the data shows a normal distribution when it is reached
to the coefficient of skewness and the coefficient of kurtosis that are until (- +) 3,26 (Tiitiincii,
2012). While analyzing the answers given to the scale questions, for the average values the
results between 1,0-2.5 (including 2.5) were evaluated as low level, the results between 2.5-
3.5 (including 3.5) were evaluated as moderate level and the results between 3.5-5,0 were
evaluated as high level of the reputational perception. In this evaluation it was benefited from
experts’ opinion.

4. CONCIuSIONS AND FUTuRE PROJECTIONS

4.1. The Results of the Descriptive Characteristics of the Participants: 8 descriptive
questions in the first section of the questionnaire were asked to 253 nurses in the sample group
and the data obtained is showed in Table 1 below.
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Table 1. The Results ofthe Participants According to Their Demographic Characteristics

Age Ranges Frequency | Percentage (%) | Service Unit Frequency | Percentage (%)
18-25 103 40,7 Internal Medicine 23 9,1

25-35 71 28,1 Surgery 35 13,8

35-+ 79 31,1 Pediatrics 15 5,9

Total 253 100 Intensive Care 59 23,3

Gender Frequency | Percentage (%) | Emergency 30 11,9

Woman 230 90,9 Other 91 36,0

Man 23 9,1 Total 253 100

Total 253 100 Working Type Frequency | Percentage (%)
Marital Status Frequency | Percentage (%) | Watch Method 203 80,2

Married 140 55,3 Shift Method 50 19,8

Single 113 44,7 Total 253 100

Total 253 100 The Hospital Working| Frequency | Percentage (%)
WorkingTimeinthe

Occupation Frequency | Percentage (%) | Public Hospital 180 71,1

0-5 120 47,4 Private Hospital 73 28,9

05.Eki 42 16,6 Total 253 100

Eki.15 25 9,9

15-+ 66 26,1

Total 253 100

In Table 1 it is seen that 40,7% (103 people) of the nurses participated in the research is
between the ages 18 and 25, 90,9% (230 people) of them are women, 55,3% (140 people)
of them are married. The working time of 47,4 % (120 people) of the participants in the
profession is between 0 and 5 years. 38% (91 people) of them are working apart from the given
units, 80,2% (203 people) are working with a watch method, 28,9% of them are working in a
private hospital, 71,1% of them are working in a public hospital.

4.2. The Results of The Participants’ Perceptional level About Corporate Reputation:
The first of the research questions within the scope of the survey intends to identify the

perception level of corporation reputation of the nurses who are a public hospital employees
and the second one intends to identify the perception level of corporation reputation of the
nurses who are a private hospital employees. The achieved statistical results in relation to the
questions of the researchand the average are as follows.

Questionl: At which level do the nurses working in the hospital that is in the city center of
Nevsehir perceive the corporate reputation of the hospital they work in?

Table 2. The Perception About Corporate Reputation ofthe Nurses Working in A Public
Hospital

HOSPITAL N Mean Std. Deviation | Std. Error Mean

MEAN OF PERCEPTION [ Public Hospital | 178 2,9106 | 0,43731 0,03278
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As it is seen in Table 2 the mean level of perception of the 178 nurses working in a public
hospital related to corporate reputation was found to be 2.9106. Thus, the reputational
perception of the nurses working in public hospital about their institutions is moderate.

Question 2: At which level do the nurses working in the private hospitals that are in the city
center of Nevsehir perceive the corporate reputation of the hospitals they work in?

Table 3. The Perception About Corporate Reputation ofthe NursesWorking in A Private
Hospital

HOSPITAL N | Mean Std. Deviation Std. Error Mean

MEAN OF REPUTATION Private Hospital |75 | 3,3659 0,49006 0,05659

As it is seen in Table 3 the mean level of perception of the 75 nurses working in a public
hospital related to corporate reputation was found to be 3.3659. Thus, the perception level of
corporate reputation of the nurses working in a private hospital was found to be higher than the
reputational perception of the nurses working in the public hospitals. However, as the values

between 2,5-35 were identified a
HOSPITAL N [ Mean Std. Deviation Std. Error Mean
MEAN OF REPUTATION PrivateHospital | 75| 3,3659 0,49006 0,05659

s moderate, their perception level were also identified as moderate.

4.3. The Results Related to the Diffe rences inthe Perception about Corporate Reputation
ofthe Nurses Workingin Private and Public Hospitals: The last question in the scope of the
research, a developed hypothesis based on the question and the gained statistical results related
to both of them are as follows.

Question 3: Does the perception about corporate reputation of the nurses working in the public
hospitals in the city center of Nevsehir differ from the perception about corporate reputation
of the nurses working in a private hospital?

Hypothesis 1 (HA): The perception about corporate reputation of the nurses working in the
public hospital in the city center of Nevsehir differs from the perception about corporate
reputation of the nurses working in a private hospital.

Table 4. The Results Related to the Differences in the Perception about Corporate
Reputation of the Nurses Working in Private and Public Hospitals

Independent Groups t-test

HOSPITAL N Mean Std. Deviation Std. Error Mean
Generally Public Hospital 180 73,9278 12,36278 1,92147
Private Hospital 73 87,0274 17,42043 2,03891
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Levene’s Test for Equality of .
t-test for Equality of Means

Variances

F Sig. t df Sig. (2-tailed)
Equal variances as-

10,896 0,001 -6,742 | 251 0

sumed

Generally -
Equal variances not
-5,855 | 102,693 |0
assumed

When the sided t-test results were examined within 0.95 (1-a) confidence interval, the
sigma value (0.001) was found to be smaller than the value of a (0.05 = significance level)
(Table 4). For this reason, the hypothesis 1 has been accepted. Thus, the perception about
the corporate reputation of the nurses working in the public hospital in the city center of
Nevsehir is statically different at 95% of confidence from the perception about the corporate
reputation of the nurses working in a private hospital. The independent groups in t-test, the
mean of perception about corporate reputation of the public hospital employees towards their
institutions was measured as 73,9278, the mean of perception about corporate reputation of
the private hospital employees towards their institutions was measured as 87,0274. Therefore,
the perception about corporate reputation of private hospital employees is higher than the
perception about corporate reputation of public hospital employees.

As a result, according to the results obtained from the research, the perception level about
the corporate reputation of the employees (nurses) working in hospitals (private and public)
is at a moderate level. This situation shows that the hospitals do not give enough importance
to the studies that can improve their corporate reputation towards their nurses who are the
stakeholders. Furthermore, it has been found that this perceptional level differs according
to the situation that whether nurses are working in a private hospital or in a public hospital.
Conducting the research to a large sample again, at the same time including the other
stakeholders of the management of corporate perception in the research is recommendatory
for the researchers of this subject. Moreover, conducting the research again according to
the participants’ age, working time etc., will enable researchers to obtain the results that can
answer many questions related to this area.

Appendix 1: The expressions in “ The Scale of Corporation Perception” de veloped by
Charles J. Fombrun (2001)

1 | have knowledge of the services of the institution in which | work.

2 Recently, [ haven’t heard and seen anything about the institution in which I work in the
media.

The institution which I work is managed well

The institution which I work has talented employees

The institution which | work is generally insufficient and unproductive
The institution which | work is managed by clever and talented people

The institution which | work offers high quality service

o N o o1 b~ W

The institution which | work is innovative
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B S B B *©

B R

17

24

The institution
The institution
The institution
The institution
The institution
The institution

The institution
format

which | work adds value to its employees

which | work has remarkable resources

which | work is very powerful.

which | work is the leader among the others.

which | work in general sense is a weak institution
which I work has no different features from the other

which | work can be distinguished from the other in terms of its operating

| really know the institution in which I work

I have positive feelings about the institution in which I work

| usually believe in the explanations made by the institution in which | work

Based on my experience, | must say that the institution in which I work never keep its

promises
The institution

The institution
community

The institution
The institution
The institution

The institution

which | work is an institution | can trust

which | work is reliable and honest on the communication with the

in which I work is an institution that cares about its employees
which | work contributes to its employees.
which | work is environmentally responsible.

which | work concerns about the safety of its employee.
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ABSTRACT

The Problemofthe Study: Turkish Criminal Code has a sentence for medical staff. According
to the code, medical staff have to notify the known crimes. Violating the code is sentenced
with imprisonment. The code underlies several several problems.

The Purpose ofthe Study : The purpose of this study is to determine the problems that causes
from the code and suggesting some solutions to solve the problems

Method : This law text is a theoric study. In this study firstly articles of turkish Criminal
Code is analyzed and some problems that causes or can be caused from the regulations are
determined. Also literature is reviewed. Some solutions from literature are found. Then a list
of solutions is suggested to achieve the problems.

Findings and Results : Some problems of regulation is found. Changes are suggested to solve
the problems to provide equity and equality.

Key Words: Turkish Criminal Code, Medical Law, Criminal Law, Medical Staff, Duty to
Notify Known Crime

INTRODUCTION

Turkish Criminal Code (TCC) has a criminal sentence for medical personnel in article
280. Medical personnel is under the duty of notify the crimes that they are informed while
fulfilling their jobs. This regulation causes several problems. These problems are analyzed in
this study.

To begin with, failing to inform the known crime is regulated under the chapter titled
“The Crimes against the Juridical Order of the Courts” in the TCC. Aim of supporting juridical
orders of the courts underlies the regulation (SOYASLAN, 2005). Victim of this crime is the
society. Subject of this crime is the judicial acts and juridical orders of the courts (KOCA &
UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013) (DONER, 2005) (PARLAR, 2007)
(ZAFER, Saghk Mensuplarmm Sucu Bildirmemesi Sucu, 2013) (CENTEL & YILDIRIM,
Tarih Belirtilmemis) (UNVER, 2012).

Courts need to be informed about crimes to fulfill their duties (KOCA & UZULMEZ,
Tiirk Ceza Hukuku Ozel Hiikiimler, 2013). Medical personnel’s fails on informing the
competent authorities about the known crime is sentenced because this failing obstructs the
justice (ARTUK, GOKCEN, & YENIDUNYA, 2012).

According to article 280™" of TCC;

1 Karadeniz T echnical University / gkhnvc08 @gmail.com
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“The Medical personnel who face with a doubt of a crime and do not notify the competent
authorities or who are late to notify are sentenced with the penalty of imprisonment up to one
year.”

Scope of “medical personnel” term is defined in the second paragraph of article 280.
According to this paragraph; “Medical personnel are doctors, dentists, pharmacists, midwifes,
nurses and other personnel that provide health service”.

As is understood from the article, “only doctors, dentists, pharmacists, midwife, nurses
and other personnel that provide health service” can be wrongdoer for this crime (ZAFER,
Ceza Hukuku Genel Hilkiimler TCK m. 1-75, 2011). “...other personnel that provides health
service” are the personnel who works directly related to examining and treating the patients,
and diagnosing the diseases (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013).

PROBIEMS CAuSE FROM THE TCC

First problem is about the workplace of the medical personnel. For the private medical
staff, there is no problem about enforcement of this article. However, there is an argumentation
about enforcement of this article for a medical personnel who are public officer because there
is another article about the similar criminal act who is about the public officers. For the similar
criminal act there are different content for the duty of notification and sentences. Some writers
assert that because 280" article of TCC is an special provision, it also must be enforced for
public medical staff (DONER, 2005) (ZAFER, Saghk Mensuplarmn Sucu Bildirmemesi
Sugu, 2013). However, general acceptance among the Turkish criminal lawyers is that this
is not an argumentation about general-special provision (TOROSLU, 2009). According to
general acceptance, medical personnel who are public staff, must be punished according to
279" article instead of 280" article of TCC. Private medical staff is subject to 280" article
of TCC (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013) (OZCAN, 2012).
Hakeri also has the same opinion. According to him, aim of making such a regulation is to
include the civil medical personnel in the duty of notification (HAKERI, 2013).

Material element of crime is being faced with a doubt of crime by medical personnel.
It is important that the personnel are responsible to notify only if they are informed about
crime while fuffilling their job (TOROSLU, 2009). The concept of “while fulfilling job” is
evaluated on a case-by-case basis. For example, while a doctor working in his workplace,
he is in the scope of “while fulfilling job” (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel
Hiikiimler, 2013). Also, while a doctor is making a private examination or emergency medical
interventions, he is in the scope of “while fulfilling job” (KOCA & UZULMEZ, Tiirk Ceza
Hukuku Ozel Hiikiimler, 2013). As a support of that, it is regulated in 3™ article of “Medical
Guideline of Ethics” that “Medical attendant, whatever his or her job or specialization is not
important, should make emergency medical treatment in emergency.” This means, medical
attendants have to make medical emergency treatment regardless of their specialization as a
duty. This provision proves that, emergency medical treatments are also in the scope of “while
fulfilling job” (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013).

The type of crime that medical personnel are informed about is not important. They have
to notify all types of crimes although the crimes are irrelevant to their job (TOROSLU, 2009).
Medical personnel have to notify any crime of which they are informed. Law maker do not
restrict the duty of notification for some certain crimes. Therefore, medical personnel are
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under the duty of notification for all the types of crimes (KOCA & UZULMEZ, Tiirk Ceza
Hukuku Ozel Hiikiimler, 2013). In this way, the regulation widens medical personnel’s duty of
notification (HAKERI, 2013) (TOROSLU, 2009).

The subject of duty for notification is patient. Therefore, it is considered that whether the
patient is criminal or victim of the crime (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel
Hiikiimler, 2013). In previous TCC numbered 765 the same responsibility was regulated.
According to that regulation, if the notification would cause a penal prosecution about the
patient, medical personnel did not have to notify the crime. With this provision individuals’
right of health and right to live were protecting (HANCI, 2001). However, new TCC do not
make such a distinction for patient. Thereof, this existing regulation hinders the criminals
from reaching the right of health and leaves them to illnesses and death (HAKERI, 2013)
(KARAKEHYA, 2009). Existing TCC regulation prefer criminal proceeding and juridical
order of criminal courts in order to people’s physical integrity and right to live (HAKERI,
2013). Also, criminal proceeding and juridical order of criminal courts is preferred in order
to right of privacy (ZAFER, Saghk Mensuplarmm Sugu Bildirmemesi Sugu, 2013). Another
distinction between previous TCC numbered 765 and existing TCC numbered 5237 is about
the sentences. While the act of this crime was imposed punitive fine in the TCC numbered 765,
it is sentenced to prison in the existing TCC.

Additionally, there is not any distinction between the crimes that are prosecuted ex officio
and prosecuted on complaint. Similar regulation distinguishes these two types of crimes for
public officers. Public medical personnel have to notify only the crimes that are prosecuted
ex officio. It is asserted that courts should interpret 280" article of TCC in a similar way to
the 279" article of TCC which are for civil medical personnel, and they should be punished
only for failing to inform the known crime which are prosecuted ex officio (TOROSLU, 2009)
(HAKERI, 2013). However, it does not seem possible to apply despite the explicit regulation
of the TCC (YENERER CAKMUT, 2006). This regulation is repugnant to the aim of crimes
prosecuted on complaint (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013).
For example, sometimes bringing out the crimes may damage the victims more than the
crime itself, or increase the damage. While there is such an approach of criminal law, it is
unreasonable to put the medical personnel under a duty of notifying the crimes that can only
be prosecuted on complaint.

The other problem is the scope of responsibility. In article 279, for the public officers,
medical personnel have to notify only the crimes which are prosecuted ex officio. However, in
article 280, other medical personnel have to notify any doubt of crime (KOCA & UZULMEZ,
Tiirk Ceza Hukuku Ozel Hiikiimler, 2013). This regulation not only widens the scope
of notification, but also endangers the civil medical personnel to be accused by felony of
malicious prosecution and criminal libel (TOROSLU, 2009). Also another problem for public
medical personnel is how they could decide for an act whether itis a crime or not according to
TCC. If the act constitutes a crime, how can the medical personnel define it and know whether
this crime is prosecuted ex officio. Criminal law education is necessary to be able to spe cify
the type of crime. Therefore, it is not appropriate to charged them with such a duty.

Delayed notification also constitutes the crime. This type of crime is a real negligent
crime (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013). Real negligent
crime occurs in case of willfully ignoring an order of criminal codes (KOCA & UZULMEZ,
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Tiirk Ceza Hukuku Ozel Hiikiimler, 2013). Neither in the Criminal Code nor in the Criminal
Procedural Code there is not any explicit provision about the timing (TOROSLU, 2009).
Therefore, judges decide about the delay on a case-by-case basis (TOROSLU, 2009).

Not to violate TCC article 280, notification have to be made to competent authority.
Competent authorities are the authorities which can launch a prosecution upon notification
or is obliged to notify to competent authority (ARTUK, GOKCEN, & YENIDUNYA, 2012).
These authorities are prosecutors and police forces according to 15t paragraph of 158" article
of Criminal Procedural Code (CPC). Furthermore, notifications that made to governorates
and district governorates are also valid because these authorities are responsible to send
all notifications and complaints to prosecutors according to 2" paragraph of the Code. If
medical personnel have a valid reason for delaying the notification, they are not punished.
280" article of TCC regulates an intentional crime. Therefore, medical personnel can only be
punished if they willfully delay or do not notify. It is asserted in Turkish doctrine, that if medical
personnel do not notify a doubt of crime which is about first degree relatives of them they
should not be punished (TOROSLU, 2009) (KOCA, Cocuk Istismarmnda ihbar Yiikiimliligii,
2012). Otherwise, that sentence violates the Turkish Constitution article 38 (TOROSLU, 2009)
(KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013). According to 38" article of
Turkish Constitution “Anyone cannotbe forcedto accuse their relatives and give proofs thatare
accusing them”. Turkish Constitutional Court also canceled the similar provision in article 278
of the TCC which is for all of the people because of violating Turkish Constitution article 38
(AYM, 30.6.2011, E. 2010/52, K. 2011/113 (Cancelation Decision of Turkish Criminal Code
Article 278), 2011). Then law maker re-regulated the same article with a fourth paragraph.
This paragraph exempts the people who can refuse to testify.

There is not a phase like attempting the crime. Because this crime is completed with
failing to inform, this is not sufficient for criminal attempt (KOCA & UZULMEZ, Tiirk Ceza
Hukuku Ozel Hiikiimler, 2013). TCC article 280 can only be violated by medical personnel
because it is special provision for them. On that sense other people would only be aider or
instigator for this crime (KOCA & UZULMEZ, Tiirk Ceza Hukuku Ozel Hiikiimler, 2013).

Sentences of 280" and 279" article of TCC are different although the acts for these crimes
are similar. Civil medical personnel are imprisoned up to one year while public officers are
sentenced from one to three year. This causes inequality and injustice (HAKERI, 2013). These
differences should be abolished and sentences should be balanced.

In article 46" of CPC refusal to testify is regulated. According to the article, medical
personnel have a right to refusal to testify for information which they learn due to their
professions. In spite of this provision, regulating the 280" and 279" articles of TCC is a
contradiction (MALKOC & GULER, 1998).

CONCIuSION
To sum up;

« Existing content of duty for notification is broad in scope. Because of that it should be
restricted to some specific crimes. In other words, law maker should list the specific crimes
which are the most important in terms of society such as murder, child abuse etc. to be
responsible for notifying in the TCC. All medical personnel both in the scope of 279" and
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280" articles of TCC should only be responsible for notifying these listed crimes.

«  Problems arising from differences in the TCC and between the TCC and CPC should be
solved. Provisions for civil and public medical personnel should be unified. For instance
differences in sentences and scope of notification should be solved. Crimes prosecuted on
complaint should not be the subject of the notification under no circumstances.

¢+ There should not be any duty of notification to ensure the patients’ access to the right of
health if the patient will be prosecuted because of this notification.

+ Medical personnel do not have to notify the crimes of their first degree relatives. Moreover,
medical personnel must not be sentenced when they do not notify the crime of their first
degree relatives in accordance with 38t of the Turkish Constitution. This is also suitable
for the Turkish Constitutional Court’s approach.
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THE EFFECT OF THE ORGANIZATIONAL CYNICISM
AND PSYCHOLOGICAL CONTRACT ON TURNOVER
INTENTION: A RESEARCH FOR HEALTH CARE
WORKERS

Ferda Alper Ay*
Ozgiin Unal 2
ABSTRACT

Aim. Hospital establishments are complex structures that embody various business fields.
That is why the attitudes of employees towards organisation can be affected positively or
negatively. If this effect is negative, the employees can display insulting and ironical negative
attitudes and can cause cynical attitudes and psychological breach of contract. This situation
can increase the turnover intention. The aim of this research is to identify the effects of
organisational cynicism and psychological contract subdimensions on turnover intention.
Method. The employees (n=324) of a state hospital in Tokat(Turkey) province were included
this study and the datas were obtained by using survey method. In order to test hypotheses
correlation and regression analysis. Findings. In the study the effect of organisational
cynicism subdimensions on turnover intention was not found significant (p>0,05), however
the effect of operational psychological contract which is subdimension of psychological
contract on turnover intention was found positive and significant (H2a:$=0,191,p<0,01).
Result. In the direction of research it was obtained that the perception of breach of
operational psychological contract increases turnover intention.

Key words: Organizational Cynicism, Psychological Contract, Turnover Intention, Health

Care Workers.

INTRODUCTION

Hospital establishments are complex structures that embody various business fields.
Within these complex structures as a result of multiple relations of employees among
themselves, patients and hospital management, their commitment on organisation can be
affected negatively or positively. If this effect is negative, there will be decrease in efficiency
of staff and display negative attitudes towards organisation. One of the negative behaviours
attitudes is cynicism. Cynicism is a determined personality trait that is innate and originates
from personality of individual. Cynicism generally reflects negative perceptions regarding
human behaviour (Tokgoz 2008 :285).

The highness of organisational cynicism and psychological contract breaches prevent
hospital establishments continue their activities in healthy way. It is very important that
hospital managers should manage well and aware of these situations that affect the motivation
of employees and increase their turnover intention. With this aim it is thought that our
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research will contribute literature and applications regarding subjects such as organisational
cynicism, psychological contractand turnover intention.

1. CONCEPTUAl FRAMEWORK
1.1. Cynicism and Organisational Cynicism

Cynicism is a concept which its beginning grounded on ancient Greek. It is a way of life
and a concept of explaining school of thought (Dean vd., 1998: 342). General cynicism is
arising from the an individual’s personality a personality trait that is innate and determined.
General Cynicism involves a concept that reflects generally negative perceptions about human
behaviour (Tokgtz,2008:285). Organisational cynicism however defines negative display of
an employee towards his job, manager or organisation (Anderson and Bateman 1997:454-
455).

1.2. Psychological Contract and Psychological Contract Breach

Psychological contract as a concept defines individual beliefs regarding mutual
responsibilities between organisation and employees. Psychological contract is a concept that
depends on subjective perception of employee working individually (Morrison and Robinson,

1997:228; Walker and Hutton, 2006:434; Ucok and Torun, 2014:234). The properties
of psychological contract can be ordered like this; psychological contract is a subjective
perception that changes from person to person, that is why it involves differences between
individuals. Psychological contracts are dynamic, their meanings between employer and
employee can change in time. Psychological contracts involve mutual responsibilities
between employer and employee. They form bond for the content of relation that is why
individuals or organisations cannot form psychological contract on their own (Anderson and
Schalk, 1998:640).

Generally psychological contracts are divided into two as operational and relational.
Operational psychological contracts are related with economical exchange and define *
fair relation between work and wage”. Operational contracts involve economic contribution
provided to employees and limited encouragements in response to contribution of employee
to the work. Also operational contracts focuse on short term relation between employer and
employee as well as they involve well defined responsibilities of employees, little flexibility
regarding mutual responsibilities and limited development regarding performed work. On
the other hand relational contracts are related with social exchange and focus on long
term relation. Relational contracts are contracts that involve important responsibilities for both
employees (gaining of talents peculiar to establishment) and employers (mass education).
Relational contracts have economic, emotional and holistic structure. In relational contracts
fulfilling of obligations take long time, obligations can be partially implicit and terms of
contract can easily change (Biiyiikyilmaz and Cakmak 2014:584).

Psychological contract breach concept is defined as “employee reaching an opinion of
not fulfill one or more than obligation when he compares his contributions” (Ugok and Torun

2014:234). Psychological contract breaches occur when employees think their employers
or chiefs did not keep at least one of their promises (Morrison and Robinson, 1997:231;
Aslan and Boylu 2014:36 ).

232



1.3. Relations Between Organisational Cynicism, Psychological Contract And
Turnover

Intention

Turnover intention is generally defined as a wish of an employer to release from his actual
organisation consciously and intentionally (Cho vd., 2009: 374). According to researches as
organisational cynicism increases, turnover intention increase so a positive relation was
obtained (Polat and Meydan, 2010:160). Mesci obtained in his research that when the
turnover intention of an individual increases, cynical attitudes also increse  (Mesci,

2014: 201-204).

Psychological contracts depend on confidence base. That is why, when psychological
contract is strong, this causes emotional reactions and sense of betrayal. When psychological
contract breach is weak, this causes high turnover intention, low confidence and low job
satisfaction, low commitment to organisation and organisational citizen behaviour (Anderson
and Schalk, 1998:644). Starting from this point, it is thought that there are significant
relations between organisational cynicism and psychological contract with turnover intention.
Accordingly the hypothesis of study was formed as follows.

« H1: Organisational cynicism has asignificant effect on turnover intention

« Hla: Affective cynicism has a significant effect on turnover intention

« H1b: Cognitive cynicism has a significant effect on turnover intention

« Hlc: Behavorial cynicism has a significant effect on turnover intention

« H2: Psychological contract has a significant effe ct on turnover intention

« H2a: Operational psychological contract has a significant effect on turnover intention

« H2b: Relational psychological contract has a significant effect on turnover intention.

2. METHOD
2.1. Aim and Contribution

This study tries to identify the effects of organisational cynicism and psychological
contract subdimensions on turnover intention. With this aim, the effect of organisational
cynicism and psychological contract on turnover intention was researched. The findings
obtained at the end of this research are thought to form differentiation in subjects of health
sector such as organisational cynicism, psychological contract and turnover intention
and make contribution in literature as well as especially in human resource management
applications for health care staff.

2.2. Population and Sample

The doctors, nurses, medical secretaries and other healthcare staff working in a state
hospital in Tokat province formed the population of research. In the scope of data taken from
hospital 324 people formed the population. 5% of error margin in 95% reliability limits was
taken into consideration and the lowest sample size was calculated as 177 people (Altunigik
vd., 2005:127). In the population face-to-face interviews were made with 220 people
randomly by taking conversation rate into consideration. However 16 questionnaires  were
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obtained as invalid and were taken out. As a result 204 questionnaires formed the sample of
study. This rate forms 63% of distributed questionnaires. 129 of participants are female and

75 are male, 44 of them are between age of 18-27, 79 of them are between 28-37, 60
of them are between 38-47 and 21 of them are over 48. It was stated that 156 of them are
married and

48 of them are single. According to their educational status, it was obtained that 45 of
them have high school, 70 of them have foundation, 65 of them have university and 24 of
them have postgraduate degree.

2.3. Data Collection, Analysing Method and Scales

In the study the datas are collected by survey method. The questionnaire form is

consisted of 4 parts and 42 questions. In the first part there are 8 questions regarding
demographical properties of healthcare staff. Inthe second part there are 17 expressions
regarding psychological contract perceived by healthcare staff. Psychological Contract
Scale was developed by Millward and Hopkins(1998). Turkish validity of scale was
done by Mimaroglu (2008:126-160). The scale is consisted of two subdimensions. The first
subdimension is operational psychological contract dimension that focuses financial gainings
such as wage, income involves 10 items. The other subdimension is relational psychological
contract regarding education, development, job security involves 7 items. Cronbach alpha
security coefficient of Psychological Contract Scale was found as 0.710 whereas it was found

0.668 for operational psychological contract and 0.677 for relational psychological
contract. Inthe third part, ascale involves 14 expressions andwas developed by Brandes (1997)
is used in order to obtain cynical behaviours of employees. Turkish validity of Organisational
Cynicism Scale was done by Erdost and his colleagues (2007). The validity and security
study of scale on healthcare staff was done by Topgu and his colleagues (2013). The scale of
organisational cynicism is consisted of 14 items and three dimensions as cognitive, affective
and behavioral. Cronbach alpha security coefficient of Organisational Cynicism Scale was
found as 0.934 whereas it was found 0.932 for affective cynicism; 0.841 for cognitive
cynicism and 0,861 for behavioral cynicism. In the fourth part for measuring turnover
intention a unidimensional scale with tervarient that was developed by Bluedorn (1982) and
Netemeyer and his colleagues (1997) starting from the definition of Mobley, Griffin, Hand
and Meglino (1979), was used (Ozer: 2010). Cronbach alpha security coefficient of scale
was found as 0.823. The questionnaire was applied to participants in March 2015. The
analysis of datas was done by SPSS statistics programme. The relation between correlation
analysis and variables were checked and in order to test hypotheses regression analysis was
benefitted.

3. FINDINGS

In Table 1 when organisational cynicism and psychological contract subdimensions were
examined, there found positive correlations in the same direction between operational
psychological contract with cognitive (r=0,221), behavioral (r= 0,228 ) and general cynicism
(r=0,163). With the seperate evaluations of affective (r=-0,373), cognitive (r=-0,323),
behavioral (r=-0,288) and general cynicism (r=-0,373) done with relational psychological
contract, there found negative correlations in the same direction. There also found negative

234



direction correlation between general psychological contract and affective cynicism (r=-

0,222). There found positive correlations in the same direction between turnover
intention with affective (r=0,166), cognitive (r=0,181), behavioral (r=0,219) and general
cynicism (r=0,199). There also found positive correlation between turnover intention and
operational psychological contract (r=0,146). As a result of correlation analysis the relations
are found weak.

Table 1. Defining Statistics

Av- | std. Correlations
Variable er- | Devia-
age tion 1 2 3 4 5 6 7 8
1. Affecti
eV 526 | 0,96 | 1,000
Cynicism
2. Cognitive
g 2,38 0,97 | ,542(*%*) 1,000
Cynicism
3. Behaw
ioral 2,41 0,96 | ,483(**) | ,875(**) 1,000
Cynicism
4. General
. 2,36 0,86 | ,730(**) | ,938(**) | ,921(**) | 1,000
Cynicism
5. Operati-
onal

Psycholog- 3,01 0,66 -,018 ,221(**) | ,228(**) | ,163(*) 1,000
ical
Contract

6. Relational
Psycholog-

. 2,77
ical

0,71 |-,373(**) | -,323(**) |-,288(**)|-,373(**) | ,210(**) 1,000
Contract

7. General
Psycholog-

. 2,91
ical

0,54 |-,222(*%*) -,009 ,021 -,081 ,836(**)| ,672(**)(1,000
Contract

8Turnower
Intention

*p<0,05, **p<0,01

In the scope of study, the effect of organisational cynicism on turnover intention is
examined. In this frame the effect of three dimensions of organisational cynicism that are
affective, cognitive and behavioral on turnover intention was researched. When the results
in Table 2 are examined, it was found that the effect of affective, cognitive and behavioral
cynicism on turnover intention is meaningless (Hla:3=0,134,p>0,05; H1b:3=-0,097,p>0,05;
(H1c:$=0,260,p>0,05). Accordingly Hla, HIb and Hlc hypotheses are rejected.

2,32 | 1,00 | ,166(*) | ,181(**) |,219(**) | ,199(**) | ,146(*) | -,088 | ,045 | 1,000
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Table 2 : The effectoforganisational cynicism on turnover intention

Hypothesis

Model
Summary

ANOVA

Regressioncoefficients

Hypothesis

Hla: Affective

R R

Beta

cynicisma Turnover
Intention

H1b: Cognitive
cynicisma Turn-
over

Intention

Hlc: Behavioral
cynicism

a Turnover
Intention

,269(a) | ,073

5,217

,002(a)

,134

1,556

,121

Reject

-,097

-,621

,535

Reject

,260

1,748

,082

Reject

*P<0,05, **P<0,01

In the scope of study, secondly the effect of psychological contract on turnover intention
is examined. In this frame the effect of two dimensions of psychological contract that are
operational and relational psychological contract on turnover intention was researched.
When the results in Table 3 are examined, it was found that the effect of operational
psychological contract on turnover intention is positive and significant (H2a:$=0,191,p<0,01)
whereas the effect of relational psychological contract is meaningless (H2b:3=-0,101,p>0,05).
Accordingly when H2a hypothesis is accepted, H2b hypothesis is rejected.

Table 3: The effect of psychological contract on turnover intention

Hypothesis

Summary of
the Model

ANOVA

Regression coefficients

Hypothesis

H2a: Operational

R R2

Beta

Psychological
Contract
a Turnover

Intention

H2b: Relational

Operati-
onal Psy-
chological
Contract

a Turnover

Intention

,194(a) | ,038

3,932 | ,02

,191

2,683

,008

Accept

1(a)

-,101

-1,419

,157

Reject

*P<0,05, **P<0,01
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RESulT

The aim of this study is to examine the effect of organisational cynicism and psychological
contract on turnover intention. With this aim, in the study correlation and regression analyses
were benefitted.

As the findings are evaluated as a result of analysis of datas, when organisational cynicism
and psychological contract subdimensions were examined, correlations were obtained
positive and significant. There found negative correlations in the same direction between
relational psychological contract and cynicism and subdimensions of cynicism. There found
negative direction correlation between general psychological contract and affective (r=-0,222)
cynicism. There found positive correlation in the same direction between turnover intention and
affective (r=0,166), cognitive (r=0,181), behavioral (r=0,219) and general cynicism (r=0,199).
There found positive correlation between turnover intention and operational psychological
contract (r=0,146). As a result of correlation analysis the relations are found weak.

The effect of affective, cognitive and behavioral cynicism that are subdimensions of
organisationalcynicism onturnoverintentionwasidentifiecdmeaningless(H 1a:$=0,134,p>0,05;
H1b:$=-0,097,p>0,05; (H1c:$=0,260,p>0,05). Accordingly Hla, Hlb and Hlc hypotheses
are rejected. In other words there found no effect of organisational cynicism on turnover
intention. It can be said that organisational cynicism attitudes of employees do not affect
turnover intention.

When results of the effect of two dimensions of psychological contract that are
operational and relational psychological contract on turnover intention are examined, the
effect of operational psychological contract on turnover intention is positive and significant
(H2a:$=0,191,p<0,01). The effect of relational psychological contract on turnover intention
was found meaningless (H2b:f=-0,101,p>0,05). Accordingly when H2a hypothesis is
accepted, H2b hypothesis is rejected. In other words in relational psychological contracts,
it was obtained that the perceived breach increased turnover intention.

As a result, perception of operational psychological contract breach for healthcare staff in
question is seen efficient for turnover intention. Different from other organisations, since the
requirement for healthcare staff is more, it is thought that healthcare staff can find jobs more
easily. Operational psychological contracts focus on financial incomes more. When these
expectations are not satisfied efficiently, turnover intention increases for healthcare staff
in question. This research is limited with the datas taken from hospital and used methods. It
can be advised that researchers towards healthcare staff should be increased.
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WHAT ARE THE MOTIVATION FACTORS FOR
PHYSICIANS WHO CANDIDATE FOR MANAGERIAL
POSITIONS? THE RELATIONSHIP BETWEEN THE
NEED FOR POWER, THE NEED FOR ACHIEVEMENT
AND PROFESSIONAL PERFORMANCE
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ABSTRACT

1. Problem and Contribution

As the last phase of The Transformation in Healthcare Program in Turkey that began
in 2003, the governmental decree number 663 in 2011 transferred hospital management to
professional healthcare administration to achieve a functional distinction in the management
of healthcare services (Lamba, Altan, Aktel ve Kerman, 2014).Yet, the debate of whether
our healthcare institutions should be managed by physician administrators or non-physician
professional administrators is still continuing (Hayran, http://www.merih.net/m1/wosmhay21.
htm). This question brings into the focus of discussion the administrative competencies of
physicians who would assume administrative functions. The aim of our study is to explore the
relationship between the professional performance of our physicians and their motivational
needs as achieving and power in the framework of McClelland’s (1961; 1987) Achievement
Need Theory. We think that the findings can contribute to the actual discussion on why our
physicians should assume administrator functions or why they should not.

2. Method:

The analysis of the study was conducted on individual level. The population represents
the attending physicians who work in governmental hospitals in Trabzon and Gumushane. The
surveys hand out reached 93. The multiple regression analysis applied to reveal the affect of
independent variables (need for power, need for achievement, the fear of power and the fear of
failure) on professional performance of the physicians.

3. Findings:

The results of the regression analysis revealed a positive effect of need for achievement on
professional performancewhile power need showed a negative effect. Similarly, the fear factor
that comprised of the combination of the fear of power and fear of failure variables exerted
also a negative effect on professional performance.

Keywords: Physician managers, need for power, need for achievement, Professional
Performance

* Rize Recep Tayyip Erdogan Universitesi
** Giimiishane Universitesi [IBF
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1. INTRODuCTION

Despite of the fact that the relationship between the goals of an organization and the
motives of the manager is instrumental in the achievement of the organizational goals, it is
poorly studied in Turkish management literature.However, “psychologists have long realized
thatif they wantto know howwell something willbe done, ..., itisimportant to know how much
motivation and skill are involved "(McClelland, 1985: 812).Thus, it proves significant to relate
each of the motives with the achievement of the individual to understand how each motive
affected the outcome as success or failure.

The aim of the study is to explore the relationship between the professional performance
of our physicians and their motivations (needs for achievement and power) and compare their
effects within the framework of David C. McClelland’s (1961; 1987) Needs Theory. According
to the assumptions of McClelland’s approach in general the individual feels three kind of
needs; power, relationship, and achievement and in particular there would be differences
among managers in the satisfaction of these needs and the motivation of managers fromthese
needs (McClelland and Burnham, 1976; 2003). At this point it is asserted that individuals with
a particularideal motivational pattern would excel to arrive at higher management positions
within the organization (McClelland, 1975, cited in McClelland and Boyatzis, 1982: 737).
Similarly, our study is built on the pretense that “there would be differences ofthe intensity and
direction ofthe perceived needandthe professional performance of physicians”. We think that
the hypotheses and the findings of analyses to test this claim will shed light on the discussion
why physicians should or should not be administrators.

The developed research model (Figure 1) aims to explore the effects of need for
achievement and need for power of Turkish physicians on their professional performance. In
accordance with the subject and aim of this study, we used the need for power and need for
achievement (and also the fear of failureand fear of power) variables as independent variables
and professional performance dependent variables.

Figure 1. Research Model

NEEDS
» Need for achievement PROFESSIONAL
* Need for power PERFORMANCE

* Fear (of Failure and of Power)

The hypotheses that were developed from the review of the literature according our research
model are these:

H The achievement motivation of our physicians has a positive effect on their professional
performance.

H, The power motivation of our physicians has no significant effect on their professional
performance.
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2. METHODOIOGY
2.1 The Sample

The sample of the study as determined by the goals and limits of the study consists
of specialist physicians working at the public hospitals in the provinces of Trabzon and
Gumushane. After obtaining the required permissions for data acquisition, all specialist
physicians who accepted to participate were included into the sample. Some of the collected
questionnaires that were filled incompletely have been excluded from the sample to arrive at
93 valid samples.

2.2. The scales
The variables that were used to test the research model were obtained by a survey.

The professional performance scale for the medical specialist: 8 questions to assess
the professional performance of medical specialists has been prepared by consideration of
the working conditions, responsibilities and various aspects of the jobs of physicians®. The
participants were asked to evaluate their performance in relation to various aspects of their
jobs by a 5-point Likert scale that ranged from low (60 %) to high (100 %). The lowest value
was set as 60 % because the critical nature of healthcare service doesn’t tolerate failures that
could very easily threaten human life (Tengilimoglu et. al, 2009: 43). An exploratory factor
analysis on the medical specialist’s professional performance scale revealed that the items
concentrated under a single factor. The Cronbach’s Alpha coefficient (a=,931) for the obtained
factor proved that the scale has a high internal consistency.

Need for achievement and need for power: The items for the assessment of the need for
achievement and need for power have been adapted into Turkish from the work of Sokolowski,
Schmalt, Langens and Puca (2000). The mentioned expressions are constituting a part of a
wide assessment tool, the “Multi Motive Grid (MMG)” developed by the above researchers
for the assessment of achievement, power and affiliation motives that originally featured 12
expressions representing 6 dimensions (hope of affiliation, fear of rejection, hope of power,
fear of power, hope of success, fear of failure). To assess the need for achievement and need for
power we chose for our study among these expressions 8 items in relation to the dimensions of
hope of power, fear of power, hope of success and fear of failure. The participants were asked
to answer according the 5 points Likert scale with 1 for “I certainly agree” up to 5 “I certainly
disagree”. An exploratory factor analysis resulted in a three factors solution for the scale.
This structure featured hope of success and hope of power in two distinct factors, the fear of
failure and fear of power items were unified into a single factor. Considering the conceptual
characteristics, this factor has been namedas fear of failure and power (FEAR). The Cronbach’s
Alpha statistic yielded 0,617 for the whole of the scale. Toevaluate the reliability of the hope
for success and hope of power dimensions that consisted of two items each, we referenced
prior research (ie. Rosenzweig, Roth ve Dean Jr., 2003: 444) and chose as a more appropriate
approach, in lieu of Cronbach’sAlpha coefficient, to look for the correlation coefficient among
the items. The calculated Pearson correlation coefficients yielded for hope of success (r=,215;
P< ,05) and for hope of power (r=,433; P<,01) meaningful relations between the factors.

1 T he scale questions havebeen prepared by thethird author.
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2.3. Analysis and Findings

The results of the regression analysis that tested the effects of need for achievement,
need for power and fear variables on performance are shown on Table 1. An F test for the
meaningfulness of the model (F=8.422; P<0.001) proves that the model is meaningful as a
whole. The calculated adjustedR?value (0.195) reveals that 19.5 % of the total variance for the
performance variable was explained by the tested independent variables. The interpretation of
the obtained coefficients shows that the need for achievement had a meaningful and positive
effect on performance (f=0.180; P<0.10). On the other hand, the effects of the need for power
(B=-0.213; P<0.05) and the fear (p=-0.314; P<0.01) variables on performance were negative.

Table 1. Regression analysis results between the need for achievement, need for power,
fear and pe rformance

Professional Performance
Independent variables Beta® SE t P
Need for achievement 0.180 0.102 1.910 0.059
Need for power -0.213 0.070 -2.078 0.041
Fear -0.314 0.091 -3.040 0.003
F 8.422 0.000
Adjusted R 0.195

Standardized regression coefficient

3. FINDINGS AND DISCuSSION

The findings generally prove our hypothesis that there is a positive relationship between
professional performance and the need for achievement. The results suggest that physicians
perceive that they achieve higher professional performance in accordance to their high need
for achievement. The nature of a physician’s job considered, it would not be inaccurate to state
that errors or risks in relation to the performance criteria like accurate diagnosis, successful
medicament treatment, successful operations etc, would produce more grave results than many
other occupations. In this sense, high professional performance or achievement turns here out
as an important result of need for achievement.

Contrary to the positive relationship between the need for achievement and performance,
the variables of need for power and the fear affected professional performance of the physicians
negatively. These results appears quite understandable in relation to the general perception
of the medical profession. It can be argued that the social/cultural authority that physicians
possess from a cultural-historical view point is actually derived from their role as competent
and specialist healers (Aydm, 2010). Thus, it should not be incorrect according to this role,
to say that physicians have to be successful in healing people. Consequently, professional
performance is for physicians in close relation with their individual knowledge, competence
and skill. While the need for achievement is readily accepted as a requirement to the individual
performance of physicians, it can be argued that compatibility with the need for power might
not be a requirement. It is known that individuals with high perceived need for achievement
want be successful by themselves, they attach much importance to the fact how successful
they proved. On the other hand, individuals with high perceived need for power are inclined to
influence others to achieve (Robbins ve Judge, 2012: 210).
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As a result we can conclude that physicians with a high need for achievement are more
motivated for professional performance. It can be argued that low need for power indicates
low desire for administrative position and that physicians with low need for power are more
motivated for a higher professional achievement.
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ABSTRACT

The Problem of the Study: An estimated 45 million people in Europe (15% of the EU
population) have a long-standing health problem or disability (LSHPD), and, 70% of them
will be over 60 by 2020. Elderly and people with disabilities (PwD) and especially those with
mobility & sensory impairment depend considerably on Personal Caregivers (PCGs). Personal
assistance is in fact key for the self-determination of PwDs and elderly.

The Purpose of the Study: On 15 November 2010 the European Commission (EC) adopted
a new disability strategy to break down the barriers that prevent persons with disabilities from
participating in society on an equal basis. One of the actions (funding) aims to “ensure that
EU programs and funds in policy areas relevant to people with disabilities are used to promote

. and develop personal-assistance schemes”. In line with this EC policy priority, M-Care
Project has conducted a survey research in order to identify the needs of PCGs and to examine
the similarities and differences of PCGs between EU countries. As a part of this research, the
purpose of this study is to highlight the views of stakeholders on PCGs training in Belgium,
Turkey and Bulgaria.

Method:This study was conducted as a descriptive research, and, online and face to face
survey methods were used to collect data. The survey questions were created by focus group
study and by reviewing previous researches. The survey was conducted between May and July,
2014 in Turkey, Belgium and Bulgaria. The results of the questionnaire have been analyzed
with SPSS program, and, frequency and percentage distributions were calculated.

Findings and Results: Totally, 240 stakeholders (policy makers, training and care centers,
families) from Belgium, Turkey and Bulgaria participated in this study. The policy makers that
participated in the M-CARE survey identified assistance with personal hygiene as the service
they mostly offer (88,9%), with assistance with mobilization in second place (83,3%).Most
training centers from all project countries provide training for assistance with mobilization
(89,4%) and hygiene (82,4%). As a result, these findings provide a sound basis in order to
develop policies for enhancing the life quality of PwD and elderly.

Key Words: Personal Care Givers, Policy Makers, M-Care, People with Disability, Elderly
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INTRODUCTION

An estimated 45 million people in Europe have a long-standing health problem or disability.
Seventy percent of them will be over 60 by 2020. Elderly (OP) and people with disabilities
(PwD) and especially those with mobility & sensory impairment depend considerably on
Personal Caregivers (PCGs). Personal assistance is in fact key for the self-determination of
PwDs and elderly.

The International Classification of Functioning, Disability and Health (ICF) defines disability as
an umbrella term for impairments, activity limitations and participation restrictions. Disability
is the interaction between individuals with a health condition (e.g. cerebral palsy, Down
syndrome and depression) and personal and environmental factors (e.g. negative attitudes,
inaccessible transportation and public buildings, and limited social supports) (WHO, 2015).

One billion people, or 15 percent of the world’s population, experience some form of disability,
and disability prevalence is higher for developing countries. One-fifth of the estimated global
total, or between 110 million and 190 million people, experience significant disabilities
(Worldbank, 2015). In countries with life expectancies over 70 years of age, people spend
on average about 8 years, or 11.5 per cent of their life span, living with disabilities (Disabled
World, 2015). The global share of older people (aged 60 years or over) increased from 9.2 per
cent in 1990 to 11.7 per cent in 2013 and will continue to grow as a proportion of the world
population, reaching 21.1 per cent by 2050. Globally, the number of older persons (aged 60
years or over) is expected to more than double, from 841 million people in 2013 to more than
2 billion in 2050. (UN, 2015, s. 14).

One of the most significant barriers to health care is the lack of trained health care providers.
Estimates put the total size of people in need of a PCG at 1% of all people with disabilities, so
a real need of 450.000 European citizens. PCGs need to have a variety of skills, for example;
nursing and first aid qualifications, personal care, etc. Training is linked to attitude and skills
and directly correlates with the quality of care provided and therefore to the outcome of care
(WHO, 2015, s. 9).

In this context, M-CARE Project aims to ensure that local VVocational education and training
(VET) centers can offer an adequate PCG training anywhere anytime, for low-skilled people
(without jobs), or people that want to extend their service provision (independent nurses, care
workers, etc.), using innovative ICT based approaches i.e. mobile and web2.0 enabled online
learning environments that embed video, animations, audio, but also textual training format,
while including hands-on practicing. In this respect M-CARE conducted an online survey and
a state of the art analysis in order:

* Toidentify the needs of the project’s beneficiaries (PCG for PwD, PwD themselves,
their family members, older people, stakeholders).

« Toobtain a good perception of the need for adjustments in existing PCG training
practices to enable the trainees and beneficiaries to achieve success.

« Todefine aset of learning activities appropriate to, and usable across, the range of user
needs.

« Togain familiarity with the nature and potential value of adjustments in training
methods and in their learning strategies to meet their needs.
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« Toidentify and highlight similarities and differences between national contexts in the
partner countries.

2. Personal Care Giver Profile

A broad definition of a PCG for PwD and OP could be that of the employed professional
who addresses the needs of people who are in one or more ways incapable of personal care
tasks. These tasks, working conditions (hours, salary, etc.), training and possible limitations
depend on each country’s legislation and the existence (or not) of a formal job description.
Therefore, there are a lot of different definitions given for the role in each project country.
There are differences concerning what a personal care giver can and cannot do, his/her working
conditions and the required training:

* In Flanders (Belgium) there is no special training necessary for a “personal assistant”
to work. There is a list of requirements (competences, skills, personal characteristics,
working conditions) that the Flemish employment agency expects from candidate PCGs
but these are merely recommendations. There is a personal assistance budget (PAB), part
of which is used to pay the salary of a PCG. The PAB holder can employ personnel to
perform a variety of tasks to assist in the organization of his / her daily life. A PCG cannot
do activities that fall under “performing therapies”.

+ In Bulgaria the profession of PCG is formally described and graduation froma PCGVET
course is required. The caregiver provides basic health care and / or supports the work
of health care professionals in hospitals, in the community and/or at home. The services
offered cover a wide range of activities (from assisting with mobility and hygiene to
providing entertainment and emotional support), with the main goal of improving the
patient’s quality of life - always working under the guidance of doctors or health care
specialists. Caring for the elderly, sick and disabled persons in the home environment is
implemented under national, European and other projects.

« A general legislative framework including all possible services (caring and nursing)
does not exist in Germany. There are rules of law or directives/ requirements for each
service or offer. PwD and OP people do not have to pay for the PCG services, because the
employment is financed by different state programs and implemented by social services
and VET institutes.

* In Turkey, since 2005 all PwD in need of care -whether they had social insurance or not-
became entitled to benefit from care services. PwDs in needwithout family and social
insurance, are admitted to public or private care institutions or receive care services at
home. The role of the personal caregiver is partially covered by the legislation for certified
caregivers employed in public and private care institutions. According to it, their main
responsibility is to provide services for PwD following the individual prescribed care
program (hygiene, nutrition, etc.), to provide psychological support and inform medical
staff if necessary.

3. RESEARCH

3.1. Research Model: This study was conducted as a descriptive research. In order to address
the goals of the M-CARE project a combination of methods was used. The main research
instruments were the online questionnaires which were used to collect mostly quantitative
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data. These questionnaires also formed the basis for face to face / phone interviews, which
mostly focused on qualitative data. M-CARE project partners also conducted desk research
collecting information about the current situation with PCG services in their countries. The
survey was conducted between May and July, 2014 in Turkey, Belgium, Germany and Bulgaria.
The results of the questionnaire have been analyzed with SPSS program, and, frequency and
percentage distributions were calculated.

3.2. Questionnaires: The survey questions were created by focus group study and by
reviewing previous researches. The questionnaires were designed to be short (about 20
questions) with simple and clear questions Multiple choice and open ended questions were
used in the questionnaire, and also different questionnaires were used for each target group of
the Stakeholders (Family, policy makers and training or care centers). The questionnaires were
accessible mostly online; there were also alternative solutions, such as face to face, personal
interviews, focus groups, etc.

3.3. Research sample: In order to reach the project’s target groups, and to identify their roles
and the expected outcomes from their participation in this survey,a total of 240 questionnaires
were completed by respondents living in Flanders (Belgium), Bulgaria, Germany and Turkey,
either online or during an interview / focus group. The stakeholders can be grouped as:

Policy makers (40): Ministries of social affairs, social care agencies, state agencies of PwDs,
daily centers, local authorities, employers of PCGs etc.

Family members of PwD / OP (102)
Care centers, VET centers and employment centers that want to provide PCG training (98)

Stakeholder’s contribution in the M-CARE survey is important in identifying the current
situation with PCGs in each country, the qualifications for becoming a PCG and the different
policies across the project countries.

3.4. Family members of PwD and OP

Concerning the demographics of the family members of PWD and OP, the majority of the
respondents exceed 45 years of age (54,5%) and were mostly female (78,2%). Based on their
responses the persons in need for support are their sons / daughters, parents, partners, extended
family and neighbours.

5,0%- 3,0% 0%
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W45-54  m55-64

65-74 >75

Needs of assistance

They identified very common needs of assistance to those indicated by PWD and OP above.
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The answers collected can be grouped as follows: Daily life and moving around, Social /
psychological: Emotional support, communication, social participation, Social adaptation,
mental and practical coaching, support to overcome the lack of verbal communication skills,
time management, self-preservation guidance, memory workout, rehabilitation of disease and
full support. Those needs are currently addressed by professionals (34%) or family members
(66%).

It should be added that when asked about who is responsible for paying for PCG services
(open-ended question), family members of PwD and OP provide very diverse answers. While
analyzing the individual responses we can see that in most cases, it is the family that covers
such costs. In many cases the PWD/OP himself/herself is using benefits or social insurance
money. In some cases the cost is covered by the government / special programs, such as
volunteering projects accomplished by VET or social centers. There were also responses
stating that there is no one covering the necessary costs.

The cost, as mentioned before depends on a variety of parameters. Under the framework of
the survey the answers collected by family members can be grouped as follows per country:

«  Flanders (Belgium): Up to 1000 per month
« Bulgaria: Between 50 and 200 euros per month

«  Germany: 100 to 200 euros per month for volunteering PCG (paid by the projects the
PCGs are working for)

¢ Turkey: 1.500 TL /Month - 2.000 TL /Month (520 - 700euros)

Satisfaction with quality of PCG services

The survey respondents are satisfied in general by the PCG services they receive. In detail:
65,9% are either satisfied or completely satisfied, 26,4% are neutral and 7,7% are dissatisfied/
completely dissatisfied. This is also mirrored in the fact that the majority of family members
(73%) say they trust their PCG.

3.5. Policy makers

The policy makers that participated in the survey identified assistance with personal hygiene
as the service they mostly offer (88,9%), with assistance with mobilization in second place
(83,3%). The rest are the following: Providing emotional / social support services (80,6%),
Assisting with meal preparation, grocery shopping, dietary planning, and food and fluid intake
(69,4%), Taking and recording blood pressure, temperature, pulse, respiration, and bodyweight
/ Collecting specimens for required medical tests (33,3%), Observing, documenting and
reporting clinical information (16,7% ). Important variations have been observed among the
project countries. In Turkey, assistance with mobilization and personal hygiene come first with
88,5% and 84,6% accordingly. Emotional support services are third (76,9%) and observation
(11,5%) and taking (30,8%) of clinical information are in the last place.

Preferred type of training for a PCG training program

We can infer by the collected responses that policy makers have a preference in a blend of
training methods that combine online, printed material and face to face activities.
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Table 1: Preferred course material format

Course Material Format %
Text 27.8
Image 22.2
Audio 2.8
Video 47.2

It is worth nothing that video comes first in preference in both Flanders (Belgium) and Turkey,
while in Bulgaria the most popular option is text (100%) (Multiple answers were possible).

3.6. Training centers

Six out of ten training centers that participated in the survey do not offer a PCG training
program. This can be attributed to the fact that only in Bulgaria there is an official PCG job
description that requires the graduation from such a program.

Who provides the training

For Flanders (Belgium) it has to be noted that none of the centers provided PCG training.
In Bulgaria, there are formal requirements for a person to become a trainer for personal
caregivers. In Germany 92% of the training centers that participated in the survey offer a PCG
training program.

In Turkey 53,8% of the training centers that participated in the survey offer a PCG training
program. The training is conducted by the manager or deputy manager of care centers, social
workers and professional experts.

Content of the training program

As indicated in the table 2 (multiple answers possible) most training centers from all project
countries provide training for assistance with mobilization (89,4% of the total 98 respondents
-13 skipped the question) and hygiene (82,4%). In Flanders (Belgium) all of the respondents
stated that they provide training for mobilization support (100%). That is the case for Germany
and Bulgaria as well. In Germany 100% of the respondents provide training for emotional /
social support to PWD and OP. In Bulgaria, we observe a relatively high (compared to other
countries) rate for training for observing, documenting and reporting clinical information
(85,7%). For the Turkish training centers the most common programs are about hygiene
(85,4%) and mobilization (83,3%).
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Table 2: Type of care / training offered (all project countries)

. Flanders .
Answer Options (Belgium) Bulgaria| Germany | Turkey | Total
Assisting with mobilization 0 6 0 26 32
Assisting with personal hygiene 0 1 0 30 31
Providing emotional / social supportservices 3 7 25 40 76
Assisting with meal preparation, grocery shop-
ping, dietary planning,and food and fluid intake 2 6 25 33 66
Qbserw n.g, documenting and reporting clinical ) 5 24 31 70
information
Takingand recording blood pressure, tempera-
ture, pulse, respiration, and bodyweight / Col - 2 3 24 41 62
lecting specimens for required medical tests

*More than one option is cited

As far as the types of training currently in use, the following have been reported: Individual
interviews / Group discussions, Print material, Practical training similar to internships,
Legislation-professional knowledge, In-service training, PowerPoint slides, Only one
answer was for online. The training centers suggested the practical training / training in real
environment, online training, personal communication program, individual forms of trainings
for special needs, video and group training for PCG training. The most used course format, text
is the prevailing option (82,4%) followed by images (72,8%) and video (45,9%).

4. CONCIUuSIONS

The overall results are also extremely encouraging for the development of the PCG training
curriculum and material, since people from all relevant target groups identified that the preferred
methods for training cover all areas. Together with the training modules that are already in
practice by VET centers. The research’s results will work as a guide for the production of the
PCG training outcomes. Stakeholders are important for developing PCG training curriculums.

Identifying the current situation with PCGs in each country, the qualifications for becoming
a PCG and the different policies across these countries is an important basis while producing
a training program for PCGs. Also, PCG training programs should follow innovative ways
such as online courses or mobile platforms in order to be accessible without any time or place
constraints, and include more visual contents.
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EVALUATION OFLEADERSHIP STYLES, AND HEALTH
WORKER PERFORMANCE IN HOSPITALS

Sait Soyler!
Emre is¢i

ABSTRACT

The Problem of the Study: By the Modern management approaches and globalization, the
human factor in the production of goods and services has become apparent. In this direction,
the man is considered as the most important factor in achieving organizational objectives. For
this reason, examination of human behavior and understanding how leadership style affect this
behavior is important.

The Purpose of the Study: This study aims to determine partnership between relation-task
oriented leadership, change oriented leadership styles and worker performance

Method: To collect data in private hospitals of istanbul Province in 2014, hospital were
classified to their bed and staff number. The data we collected from A level hospital with
more than 100 beds and health staff.

Our sample was purposively constructed to oversample the private sector and cannot be
considered a random sample of hospitals in that region. Specifically, the initial sampling
design included all private Alevel hospitals officially registered by 2014.

To take account of this sampling in the statistical analyses, we create indicator variables for
hospital ownership categories (private not-for-profit, private for-profit and separate indicator
variables for hospital levels of accreditation.

Findings and Results

56.6% of those surveyed are women, 60.7% are 31-45 years of age, 59% of them are middle
managers and 48.4% ‘s range of managerial time is 3-6 years.

It has been found that there are moderate and positive correlation between change oriented
leadership level and performance (r= 0,45; p<0,05). And there are poor and positive correlation
between relationship-task oriented leadership level and performance (r= 0,344 ; p<0,05).

Key Words: Leadership, Leadership Style, Performance
INTRODUCTION

2.The Conceptual Framework
2.1. leadership

Leadership definition has been discussing for thousands of years but has not still an avaible
single definition. This uncertainity arise from leaderships’ continuously evolving nature and
rely on how we look at it. As to Kogel’s notions; leadership can be defined as the process of
one’s influance and guidance of others’ activities to perform a specific person or group goals

1 R. A, Trakya University/ Turkey/saitsoyler @trakya.edu.tr
2 Asst. Prof., Marmara University/ Turkey/emreisci@yahoo.com
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under certain conditions. The leader is the person who affects and guides others to behave for
a specific purpose (Kogel, 2007).

The nature of leadership can be explained by means of this ideas; (Sharma, 2013)
« Effective leadership is a key factor in the life and success of an organization
« Leadership transforms potential into reality.

« Leadershipis the ultimate act which bringsto success all of the potent potential that is in
an organization and its people.

« Leaders propose new paradigms when old ones lose their effectiveness

2.2 Power and Power of leader

The concept of power is a phenomenon appearing in all areas and being an integral part of the
human relations and communication whether in the organization or in any layer of social life.
Therefore, the issue of power has beenthe main subject of considerable debatesand researches
for years (Bayrak, 2000).

Power is the ability to affect others. In other words power is the ability of induce others to
direction that wanted. Therefore, power is a relational concept. The concept of power always
refers to relationships between people.Alone and without associating with others it will be
wrong to say this person is powerful. The power of the people can only be understood when it
established relations with others. If the person is able to stimulate others to act in the direction
which chosen, then it can be called strong (Kogel, 2007).

The most common classification of power; (http://www.ndsu.edu)
«  Coercive power

+  Reward power

« Legitimate power

« Referent power

+  Expert power

2.3.0eadership Styles

+ Task-Oriented leadership

Task-Oriented Leadership expresses the level to which a leader descriptives the roles of their
followers, consentrations on objective achievement, and establishes well-defined patterns of
communication (Bass, 1990).

+ Relationship-Oriented Beadership

Relationship-Oriented Leadership expresses the degree to which a leader shows concern and
respect for their followers, looks out for their welfare, and expresses appreciation and support
(Bass, 1990).

+ Change-Oriented leadership

Change oriented leadership includes individualized consideration, intellectual stimulation,
idealized influence (charisma), and inspirational motivation (Y ukl, 1999).
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2.4. Performance

Performance has entered the literature in recent years, but has a wide range usage. Besides,
various indicators are used to measure performance as well. In general, performance can be
defined as execute and complete tasks efficiently (Tore, 2014).

RESEARCH
3.1. Research Model

Relation-Task Oriented

Leadership Style
> Worker Performance
Change Oriented

Leadership Style

3.2. Scale Leadership style scale is a 22-item scale which takes place in Ozsahin, Zehir and
Acars’ work called “Linking Leadership Style to Firm Performance: The Mediating Effect of
The Learning Oriantation” and received from Yukls” work called “An Evaluative Essay on
Current Conceptions of Effective Leadership, European Journal Of Work And Organizational
Psychology”.

The performance scale is the scale which is developed by Fuentes, Saez Montes (2004) and
Rahman, Bullock (2004); adapted to Turkish by Goktas (2004); used by Sehitler and Zehir
(2010).

3.3.Sample

Our sample was purposively constructed to oversample the private sector and cannot be
considered a random sample of hospitals in that region. Specifically, the initial sampling design
included all private A level hospitals officially registered by 2014. According on a voluntary
basis in 6 hospitals, 122 staffs were reached.

3.4.Reliability and Factor Analysis

Performance scale used in this study consists of 6 questions. The validity and reliability analyzes
were performed. Accordingly, the internal consistency has not had any material negative
effect. The Cronbach alpha coefficient is 0.85. The Cronbach alpha value of leadership scale is
0,97. KMO value is determined above 0.80 in all scales. In Bartlett sphericity test p <0.05 was
determined. Two factors have emerged under the leadership type scale and first factor explains
%38,5 of the total variance, second factor explains % 29,63 of the total variance.

DISCuSSION

By the Modern management approaches and globalization, the human factor in the production
of goods and services has become apparent. In this direction, the man is considered as the
most important factor in achieving organizational objectives. The quantity of the organization
would be productive and effective is calculated within the performance of employees. So,
businesses reach their goals thanks to their employees. Therefore, the strongest influence
on the efficiency of the organization are workers. So, leadership is the most crucial in the
management of these human behaviors in order to produce services and goods (Y1imaz, 2011).
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Besides the need of visionary and constantly evolving leaders, how they affect the worker
performance has become one of the important points that need to be questioned.

It has been determined that the change oriented leaders affect the worker performance
more than relation and task oriented leader. This is because of resistance which showed by
workers. Therefore, the change oriented leader uses more power and this is lead to improved
performance.
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MUSHROOM MANAGEMENT
THEORY IN HEALTH SECTOR

Taskn KILIC!
Cigdem GULCE 2

ABSTRACT

Concealment of some information by senior management from their subordinates is referred
as “Mushroom Management . Within the scope of the present study, Mushroom Management
application and exposure levels of administers and employers in the health industry were tried
to be determined. To this end, 30 senior level health managers and 30 health workers from
Gumiishane City were interviewed. According to the obtained results, 84% of managers apply
Mushroom Management, and 87% of employees feel Mushroom Management.

1. Mushroom Management: Mushroom management is a theory included in concept
management sciences lately. They were called based on metaphor of raising “Mushrooms”
such that mushrooms are provided manure and left in the dark for growth, and shortly yield
is taken; according to this theory, Mushroom Manager gives his employees necessary job and
tools but does not inform them about what purpose they are working for (Mar,2001). The
manager only expects them performance and result. Nevertheless, Manager does not share
strategies, income, expense and risks included, and etc. with them. There is an information
asymmetry between manager and employees. Communication channels are closed (Kikg,
2015).

For instance, a software company managed to get a large contract following a tender (4-5
Million TL), then, it gives software engineers employed with low salary (2-3 Thousand TL
a month) and information technologists necessary tools so that they can make necessary
software. Software specialists do not know for which company or organization they build
this software; and the amount of money that their company receives in the exchange of their
work. If they should have known that this was such a large-budget work, they would not have
accepted to work for such a low salary; or they might have contact with the company giving
ender through unethical way. Hence, in such circumstances, Mushroom Manager does not

disclose information to employees. He only request result / solution fromthem,

Why do some managers apply Mushroom Method?

a-) The information to be disclosed to employees is at strategic level: For instance, a
well-known soda company does not share its formula with more than 3-5 person. The most
important reason is that when this formula is disclosed, number of rival companies with the
same taste can join the market. Similarly, when Titanic ship hit the iceberg, only few personnel
were explained about the real situation. If this information was disclosed to everyone, there
might have been different results (either positive or negative).

1 Giimiishane University, Healthcare Management Department, taskinkilic79@hotmail.com
2 Gimiishane University, Healthcare Management Department
3 https://eversmarterworld.wordpress.com/tag/mushroom-management/
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b-) Manager does notwant e mployees to questionand critique by holding the information
and power at central point: organization sometimes might be encountering a situation in
which it experience serious economic or administrative crises. In such periods, information
shared with subordinate levels might cause rumors within the organization, which can
decrease motivation level and increase potential burden of the crisis. Therefore, information
is not disclosed. For example, if you disclose information to the employees of a factory that
the business is about to bankrupt, number of personnel, who are loyal to the company, might
quit the job. Or, if you tell employees that the factory is a dangerous place to work in terms of
health and safety at work code, they might sue you. Managers do not reveal information to his
employees because of such similar circumstances.

Benefits of Mushroom Management from the employees’ perspective: Although this
management type seems negative, it offers some benefits from different angles. For instance,
employees working under such management type have very limited responsibility. Employees
are only in charge of implementing their duties, they are not held responsible for making
decisions can reduce their liability and stress regarding outcomes of the company (wikipedia/
mushroom management)

2. RESEARCH

Within the scope of this research, interview questions were developed in order to measure
Mushroom Management perception. These interviews were conducted with 30 managers and
30 employees in health industry in Giimiishane City through face-to-face method. Obtained
data were analyzed by means of the SPSS software.

4. FINDINGS
Table 1. Demographical information of participants
Variables Number Percentage
Female 36 60.0
Gender
Male 24 40.0
High School 7 11.7
College 20 333
Education Status
Bachelor 25 41.7
Graduate 8 13.3
General Secretariatof Union Public Hospitals 12 20.0
City Health Directorate 10 16.7
Organization
Public Health Directorate 14 233
Public Hospital 17 28.3
Manager 30 50.0
Title
Employee 30 50.0
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0-1 Years 8 133
1-5 Years 8 133
Duration of Work |6-10Years 7 11.7
11-15Years 6 10.0
16 And over 31 51.7
Total 60 100.0

Table 2. Answers given by employees and managers for the question of “what types of
information are kept confidential at your organization?”

Accordingto Managers % Accordingto Employees %

¢ Non-taskinformation 27,5 [+ Non-taskinformation 28,57
e personnel rights — human resources- [ 22,5 | ¢ BoardDecisions —Amendments 16,32

P | affai

ersonnetattairs o Human Resources 14,28

| N _disciplineinf .
’ nvestigations ~disciplineinformation 10 e Administrativeinformation 12,24
e Administrativeandlegal decisions 10 +  Meetings 10,20
¢ Documents meant to be confidential .

5 e Investigations 8,16

Confidential d
' onfidential correspondence 5 * Income — financials 6,12
e P t -

ayments 5 e Official correspondence 2,04
. Info tion that i . .

nformationthat may cause panic 5 e Confidential correspondence 2,04
¢ Riskmanagement 5
e Savings 25
¢ Personal andorganizationalweaknesses 25

Table 4.3. Answers given by employees and managers for the question of “what is the point
of keeping information confidential in an organization?”

Accordingto Manager % According to Employees %
¢ Confidentiality 20,45 |+ Rules 32,43
¢ Eliminating conflicts among personnel 18,18 [¢ Does not concern us 13,51
e Based on procedures/code of conduct 15,90 [¢ Unnecessary 10,81
e Protection of organizational prestigeand|13,63 [¢  Unwillingness for promotion |10,81
order 6,81 e  Egotistically 8,10
*  Preventing rumors 6,81 ¢ Lack of communication 5,40
e Preventing misleading comments 6,81 e Future concerns 5,40
e Maintaining motivation 4,54 e Wasteof time 5,40
*  Quality 2,27 e Hierarchal order 2.70
e Eliminatingpanic situations 227 . Information safety 2,70
e Eliminatingchaos 227 e RuMors 2,70

. Protecting peace at work
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RESuIT AND CONCIuSION

According to the results obtained through this study, 84% of managers apply mushroom
management; 87% of employees are exposed to mushroom management. When these rates
are considered, there is correlation between the mushroom management felt by employees
and mushroom management applied. Similarly, in answers given by managers and employees
for the question of “what is the purpose of hiding information?” were similar to each other.
Likewise, equivalent answers were taken for the question of “what types of information are
kept confidential?” According to these findings, it was determined that there is mushroom
management applied in health industry.

On the other hand, managers, who stated that they share all information with their subordinates;
create a joint vision and mission mutually with their subordinates; and their subordinates play
efficient role in decision mechanism, and they consider satisfaction of both service receivers
and givers while making decision; and they act in transparently, constitute 16% of the sampling
group.

In the present study, some of employees stated that they are aware of information about
management and organization; they can have access to any information they want; they can

be effective on decisions; and they do not feel mushroom management. The rate of employees
who share this opinion constitute 13% of the sampling group.
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AN EVALAUATION OF HEALTH CARE PERSONNEL
EMPLOYED IN THE PUBLIC HEALTH AGENCY OF
TURKEY IN TERMS OF BUSINESS-FAMILY LIFE
CONFLICT

Ramazan KIRAC !
Adem BILGIN 2
ABSTRACT

Purpose: The purpose of this study is to determine the understanding of the health care
personnel working at Public Health Agency regarding the concept of business-family life
conflict and the effects of business-family conflict and family-business conflict, which are the
sub-dimensions of this concept, on the said personnel.

Material and Method: The study was administered to 147 health care staff members working
at Karatay Public Health Center, Meram Public Health Center and Selcuklu Public Health
Center, all affiliated with Konya Directorate of Public Health. “The Business-Family Life
Conflict Scale”, which was developed by Netenmeyer, Boles and McMurrian (1996), was used
to collect the research data. Cronbach Alpha coefficient calculated for the overall reliability
of the scale was calculated to be 0,65 (p=0,000<0,05). In the data analysis stage, frequency
analysis was used for descriptive statistics, reliability analysis was used to determine the
reliability of the scale, t-test was used for two-way comparisons of the scale and one way
anova test was used for multiple group analyses.

Findings: It was found that there was a positive correlation between the variable of business-
family conflict resulting from the business life of the research participants and the hours an
employee spends atwork, whereas a negative correlation was identified between the variable of
family-business life conflict resulting from family life and the number of children an employee
has. The factor analyses made also reveal that these two scales are empirically different from
one another. The findings in question indicate that both these scales are powerful in terms of
reliability and validity.

Conclusion: When the business-family life conflict was compared with demographic factors,
it was found to be significantly correlated with many factors. In other words, problems in our
business life affect our family life and in turn problems in our family life affect our business
life. Measures should be taken on an individual, organizational and national basis to reduce
these conflicts to a minimum.

Key Words: Business-Family Life Conflict, Public Health Center, Directorate of Public Health
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1.Introduction

It is about to discuss whether the life quality of employees increases when balancing private
and professional life. The focus then is that ‘Do enployees work more efficiently and creatively
at work’ and ‘Are employees happier when spending more private time with their families?
More and more publications of business life are dealing with the topic and that is the reason
why this currently became an important issue of intensive researches (Allen, Herst, Bruck
ve Sutton, 2000; Frone, Russell, ve Cooper, 1992; Higgins ve Duxbury, 1992). As business
and work is an issue for every individual, it is out of question that it has an effect on the
life of people. Every individual struggles for better living conditions in the frame of society.
Consequently, the balance between profession and privacy gets a different meaning; the
people have to care about it. As changes in the world are occuring, this need of balance causes
a development of strategies. The results of the researches mirror both, the focus on individuals
and organisational groups. The increase of tension, the worsening performance and feeling
of dissatisfaction in life are some result factors which came up in the researches (Frone vd.,
1992:65-78). Thinking of a connection between privacy and profession, there are five theories
to be mentioned (Bedeian, Burke ve Moffett, 1988; Bartolome ve Evans, 1980; Burke, 1986;
Jones ve Butler, 1980; Cooke ve Rousseau, 1984; Duxbury ve Higgins, 1991; Duxbury,
Higgins ve Lee, 1994; Evans ve Bartolome, 1984; Greenhaus ve Beutell, 1985; Zedeck ve
Mosier, 1990; Greenhaus ve Parasuraman, 1986; Greenhaus, Bedeian ve Mossholder, 1987;
Hesketh ve Shouksmith, 1986; Kopelman ve dig., 1983; Letter ve Durup, 1996; Lobel, 1991;
Paradine, Higgins, Szeglin, Beres, Kravitz ve Fotis, 1981; Thomas ve Ganster, 1995; Zedeck
and Mosier, 1990)

‘Rational Theory, Compensation Theory, Contribution Theory, Overflow Theory, Conflict
Theory’

While preparing their research, the rational and compensation theories emphasized the unit
of time pressure. The rational theory depicts that the conflict is caused by time. According to
the compensation theory, there is an interconnection between privacy and profession. As an
individual experiences inefficiency at work, he/she tries to compensate this ‘loss’ by turning
towards the private life. This phenomenon causes an inbalance in time. The contribution theory
claims that the individual influences the organisational group and the other way around. The
result is thatthe whole satisfaction depends on that. The overflow theory reflects that when any
changes come up in private life — good or bad — this will also have an effect on the work life.
The conflict theory shows that people have to fulfill many duties and they are responsible for
those. In contrast, they have difficulties in realizing them because it is too demanding for them.
Globalisation changed the whole World. One example of this modern progress is that, women
get more and more involved into business life. This shows that the birth rates are decreasing,
while the divorce rates and marriage at an old age rates are increasing. The more successful
a women is in terms of career and the more she is getting into the leading position in her
family provokes divorce cases. As a consequence, this is one of the most experienced privacy-
profession-conflicts (Mustafayeva, 2014:127). The resarch results show that it is not easy to
presume that when the balance between privacy and profession is given, there will be fulfilled
and satisfied employees. Identifying one reason is that both, the fields of work and family are
flexibly changeable. The organisational groups are open systems and they can create a certan
structure which is lived by the employees. Some factors of the organisational group influence
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are as following: purpose, culture, structure, styles of administration, working procedures and
their administrative system arrangement. This includes also the definiton and needs of a work
field. To sum up, changes can ocur easily. Besides that, the family itself is a kind of social
organisation which is also not static. The employees face a variety of features while being
at home such as biological, psychological, economic-financial, social and legal factors. As a
consequence, there is obviously a flexible connection between famliy and work which means
that it is highly possible that any slight movement or change could create a conflict in one’s
life. When a conflicting situation inevitably occurs, it is necessary to manage it. To be able
to tackle with problem cases between work and family, a valuable human resource policy
should be developped, further organisational group arrangements and applications have to be
realized. This is important for institutions and corporations because they have to know in order
to act, if necessary (Ozsoy, Osman 2002:106).

Research Method

This research was carried out at the Karatay Toplum Saghgi Merkezi, Meram Toplum Saghg:
Merkezi and Selguklu Toplum Saghigi Merkezi which are connected to the Konya Public Health
Management. A group of 147 health staff members took part in the research. A limitation of the
study is that some health staff members could not be reached because of their professional duties
to attend the Aile Hekimligi Birimi, Aile ve Cocuk Saglg1 Merkezleri or some vaccination
programmes at public schools. The methods of area researchand literature researchwere used,
finally the secondary literature was analyzed. The questionnaire technique was mainly used
in the research. All collected data was analyzed by SPSS. The data was put together using
the ‘Family-Work conflict scale’ developped by Netenmeyer, Boles, McMurrian (1996). The
first page of the scale included demographical features such as age, marital status, state of
education. The second page of the scale included the family-work conflict scale questionnaire.
It consisted out of total 10 questions created on the base of the 6-point Likert scale. Tofind out
the dimensions of the family-work conflict scale, the Cronbach Alpha value was calculated as
0,88 (p=0,000<0,05). For proving the reliability of the questionnaire, the SPSS programme
was used (65%). The data was analyzed with the help of frequency analysis, variance analysis
and reliability analysis.

Research Results

First, the demographical results were shown in a table, After that, the answers to the family-
work conflict scale were enlisted.

Table 1: Results of the demographical data

Length of Service N % Job N %
1-5 year 24 16,3 Doctor 28 19
6-10 year 51 34,7 Nurse 35 23,8
11-15 year 41 22,9 Accoucheuse 32 21,8
16-20 year 26 17 Health officer 12 8,2
21+ 6 4,1 Technician 11 7,5
Study Year in Community Health Center | N % Technician 6 4,1
1-5 year 147 100 AdministrativeStaff |23 15,6
Working Hours N % Age N %
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40 hour 147 100 20-25 7 4,8
Marital status N % 26-30 28 19
Married 133 90,5 31-35 45 30,6
Single 14 9,5 36-40 34 23,1
Does your spouse work? N % 41-45 27 18,4
Yes 115 78,2 46 + 6 4,1
No 18 12,2 Education N %
Full-timeJob N % High school 2 1,4
Yes 147 100 Associatedegree 35 23,8
No 0 0 Undergraduate 110 74,8
Gender N % Total 147 100
Female 88 59,9

Male 59 40,1

Total 147 100

As shown on the table, the research participants were about 19% doctors, 23,8% nurses,
21,8% midwives, 8,2% health officers, 7,5% technicians and 15,6% of administrative staff.
Having a look at the age groups of the participants 30.6% are between 31-35 years old, so
that they represent the majority. The minority participants are about 46 years old or older
and represent 4.1%. The participants were mainly women (59,9%), the percentage of male
participants were just about 40.1%. Their state of education differs, too. 1.4% were about high
school graduates. The pre-license students were about 23.8%, while still the largest group was
about the university graduates with 74.8%. The working years and the experience at work was
mainly about 6-10 years which was in case of 34.7% of the participants. All employees work
8 hours a day on weekdays, which comes up to 40 hours in a week. The participants were
married for 90.5% and their husbands/wives were actively working in business life for 78.2%.

Table 2: Answers to the ‘Family-Work Conflict Scale

é‘ () [ ) (] '

T 8| o, 02 o > 2>y

oy P= = s T2 8Ly

el S - = - ®© - o c|l -2

N [l [N J% N | IN |% [N % [N [%
My job duties influencemy family o101 191155 158 19 |39 |27 [37 |25 |16 |10,0

and home lifeina negative way

As longas | work, itis difficult for
me to fulfill my responsabilities 4 12,7 |24 |116,3 |27 |18,4|35 |24 |41 (28 |16 |10,9
towards my family

The activities | liketo do at home
arenotto realizefor me becauseof [9 |6,1 |16 (10,9 |29 [19,7 |34 (23 (40 |27 |19 [12,9
my job duties

The tension and pressurewhichare
created by my work represent an
obstaclefor me in making my family
dreams true

3,4 |22 |15 |31 |21,1|31 |21 |44 |30 (14 |9,5

I have to change my family plans

. . 7 14,8 (26 (17,7 |22 |15 (32 (22 |43 |29 (17 |11,6
because of my job duties
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The requirements my family need
affects my work lifeina negative 56 (38,1 |50 |34 (37 [25,2(3 |2 |1 |(0,7|0 |O
way

My lifeat home requires that much
duties that | have to postpone my 47 |32 |54 |36,7 |39 |26,5|5 341 |0,7|1 |0,7
work tasks

The responsabilities towards my
family do not allow me to do pro-
fessional activities | am interested
in

58 |39,5|50 |34 |35 |23,8|3 |2 |1 |[0,7|0 |O

My family life, arrivingatworkin
time, fulfilling daily life needs and
to work overtime are affectingmy
professional duties negatively

The tension and pressure caused by
my family life affect me negatively
interms of realizing myjob-related
duties

77 |52,4|59 |40,1 |11 |75 |0 |O (O (O (O |O

58 |39,5|50 |34 |35 |23,8|3 |2 |1 |[0,7|0 |O

Having a deeper look at table 2, it can be seen that the question ‘My job duties influence my
family and home life in a negative way’ was answered with ‘I agree’ by 26.5%, while the
percentage of people who marked ‘I totally disagree’ is about 6,1%. The statement‘As long
as I work, it is difficult for me to fulfill my responsabilities towards my family’ was ticked
off ‘I definitely agree’ by 27,9% of people. Only 2,7% marked the answer ‘I totally disagree’.
The next statement ‘The activities I like to do at home are not to realize for me because of
my job duties” was marked with a percentage of 27,2 as ‘I definitely agree’. In contrast, 6,1%
projected their perspective by ticking off I totally disagree. The following issue ‘The tension
and pressure which are created by my work represent an obstacle for me in making my family
dreams true’ is marked by 29.9% as ‘I definitely agree’. The opposite case is the percentage
of 3,4% with people who ticked off ‘I totally disagree’. The issue ‘I have to change my family
plans because of my job duties’ was marked by 29,3% as ‘I agree’. The minority of 4,8%
marked their opinion by ‘I totally disagree’. The statement ‘The requirements my family need
affects my work life in a negative way’ was marked by 38,1% as ‘I totally disagree’. Only a
percentage of 0,7% marked it with ‘I definitely agree’, further nobody ticked off the answer ‘I
absolutely agree’. ‘My life at home requires that much duties that | have to postpone my work
tasks” was marked by 36,7% of people with‘I agree little’. In contrast, 0,7% answered with
‘I definitely agree’ or ‘I absolutely agree’. The issue ‘The responsabilities towards my family
do not allow me to do professional activities I am mterested in’ was ticked off by 39,5% as
‘I totally disagree’:, while a percentage of 0,7% marked the answer ‘I definitely agree’. The
following statement ‘My family life, arriving at work in time, fulfilling daily life needs and
to work overtime are affecting my professional duties negatively” was marked by 52,4% as ‘I
totally disagree’. Possible answerssuchas ‘I agree’, ‘I definitely agree” and ‘I absolutely agree’
were not ticked off by any participants. The last issue ‘The tension and pressure caused by my
family life affect me negatively in terms of realizing my job-related duties” was answered by
a percentage of 39,5% as ‘I totally disagree’. A percentage of 0,7 ticked off I definitely agree’
while the possible answer of ‘I absolutely agree” was not chosen at all. Resarch Analysis
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Table 3: The One Way Anova Test and t Test

Work-Family Conflict
Gerend Average |t p Age Averagea |F p
20-25 2,2
Female 2,975
2,11 26-30 2,5393
0,011
31-35 3,1333
Male 2,7288
36-40 3,1206 5935 [0
Marital status Average |t p 41-45 2,6741
Married 2,9917 46 + 2,8333
7,125 (0
Single 1,7786 20-25 2,2
Does your spouse work? | Average |t p Education Average F p
Yes 3,0165 1148 |0 253 High school 3,35
No 2,8333 ! ! Associatedegree |3,0086 1,373 (0,257
Job Average | F p Undergraduate [2,8255
Experience Averagea |F
Nurse 2,9286 P & P
1-5year 2,4375
Accoucheuse 2,9563 6-10vil 3,0216
11-15vyear 2,978
Doctor 2,6643 16-20vil 2'2‘11;
0,757 {0,605 |21+ ¢ 3,329(0,12
) Ortalama
Health officer 2,9833
1-5year 2,4375
AdministrativeStaff 2,9 6-10vil 3,0216
Technician 2,9909 11-15 year 2,978
Technician 2,6167

The results of the research are shown in table 3. Referring to the signficance test, the value
(p<0,05) was identified. When the participants sex is taken into consideration while trying
to build up a coherence to the family-work conflict, there is a difference visible which has
a certain meaning (p<0.05). In comparison to men, women face situations of family-work
conflicts much more often. The results which are enlisted in table 3 also include the factor
‘marital status’. Once again, a difference between single and married people, in terms of
family-work conflicts, appears which also shows a certain meaning (p<0,05). In comparison
to singles, the possibility of experiencing a family-work conflict as a married person is even
higher. According to the research results, there is no differentiating importance whether the life
partner works or not (p>0,05). According to the research scale results, family-work conflict
stay in very strong interrelation with ages. As a result, the highest degree of family-work
conflicts occur in the age group between 31-35. The lowest degree of family-work conflicts
occur in the age group between 20-25. Moreover, the state of education does not have an
influential effect on family-work conflicts (p>0,05). The fields of work, as the participants
profession was different from each other (doctors, nurses, technicians, etc.) does not have a
significant differentiating effect (p>0,05). The tables which were created on the base of several
analysis, there is no significant difference between family-work conflicts and work experience
(p>0.05). Generally, it can be said that the possibility to live a conflict is on medium-level.
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5. Discussion and Consequence

It is confirmed that the family-work conflict scale, which was used in our research, was proven
to be reliable. When considering the difference between female and male participants in the
issue of family-work conflict, the discrepancy shows that there is a meaning hidden. While
the family-work conflict average for women is about 2,9750, for men it is just about 2,7288.
As adding the criteria of marital status, there is a very clear and striking difference between
the married and the single people. The risk of being confronted with family-work conflict is
much more the case for married couples. Following the percentages, the percentage of married
couples is about 2,9917 while the single people only have a percentage of 1,7786. The life
partners of research participants were usually working which was also a factor for provoking
a family-work conflict. Further, it can be assumed that the married couples have a possibility
of about medium-level to face family-work conflicts. Having a look at the participants’ age
groups, there is a striking difference. The average of the age group 31-35 is about 3,1333 and
the average of the age group 36-40 is about 3,1206. These results show a close connection
between each other, moreover these two results represent the highest averages in the research.
The average of the age group 20-25 is about 2,2000 and represents the lowest average result.
One reason to explain this is probably the fact that comparatively the number of single people
is higher than in the elder age groups. The three categories ‘state of education’, ‘profession
group’ and ‘work experience’, which were involved and put into relation with family-work
conflicts, do not show any deeper meaning in difference. The significant values of the categories
are as following: ‘state of education is about 0,257, the ‘profession group’ is about 0,605 and
the ‘work experience’is about 0,12. As the difference is higher than 0,05, the difference has no
important meaning and the conflict rate is on medium-level. Modern institutions which have
an understanding administrative leadership and are aware of the current problems, are already
busy with creating and launching programmes against family-work conflicts. Even though,
the negative affects are still not removed totally from real life. To manage with the conflict,
everyone has to put personal effort in it, further it is neccesary that companies and corporations
have to create programmes. The managers should make the human resources employees aware
of its importance (Hammonds, 1996/16).

The results of this research represent very essential and valuable content for both, researchers
who are focused on studies about family-work conflicts, as well as for professional
administrators.

Based on this research results, further studies on family-work conflicts can be launched on
issues as enlisted:

«  The Family-Work Conflict should be analyzed by taking the five theories into
consideration

« This research should be applied on different profession branches

«  While carrying out this research, aspects like general profile and demographical features
should be taken into consideration as well
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EFFECT OF LABORERS’ OVERQUALIFICATION
PERCEPTION ONJOB SATISFACTION: AN EMPIRICAL
STUDY ON HEALTH SECTOR
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Abstract: Unemployment problems of developed and developing countries including Turkey
are pushing people to study and spend more and more for self-development. However, numbers
of high quality jobs are not increasing as fast and most of these qualified laborer candidates
are obliged to accept low quality jobs. The aim of this study was to investigate overqualified
laborer phenomenon in Turkish context. According to the results, education is not the only
antecedent of overqualification perception in Turkish context, also duration of employment
and income affect it. Moreover, overqualification appeared as an important variable affecting
job satisfaction.

Key Words: Overqualification Perception, Education Status, Job Satisfaction, Health Sector.

INTRODUCTION

The percentage of higher education graduates shows significant increases in the USA, Russia,
China, Brazil, Argentina and Finland in comparison with the recent years (O’Connel, 2010).
While globalization, technological developments and increase in population and competitive
conditions cause considerable rise in unemployment rates, they motivate the young population
for education and self-development efforts. In addition to an increase of overqualified laborer
candidates, this situation causes a rapidly rise in education level among the unemployed.
However, laborers who don’t prefer the available jobs or who deem that these jobs aren’t
suitable for them have been gradually forming an expanding group among the unemployed
category for which employment opportunities don’t change very much.

In this context, considering the unemployed category as per the situation of education in Turkey,
it is understood that higher education graduates constitute the largest group in percentage (12,9
%) among the unemployed (tiikk.gov.tr, 2014). The unemployment rate among the persons
who are high school, university and post university graduates was 43,6 % in 2008, whereas
this rate increased to 51,6 % in 2004 (tiik.gov.tr). A lot of people who cannot find a job which
they have been seeking, although they are graduates and highly qualified, and who can no
longer bear the suffering from sociological, family and psychological pressures stemming
from being unemployed feel forced to choose and begin to work at a job which they do not
find suitable for themselves. This group of laborers is called overqualified laborers in general
in the literature (Khan and Morrow, 1991: 213).
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THE CONCEPT OF OVERQUAIIFIED IABORER (OI)

The concept of OL has become functional in two ways in the literature. First of them is the
laborer’s consideration of himself as overqualified based on his perceptions (Johnson and
Johnson, 1996; Erdogan and Bauer, 2007) and the other one is having overqualifications than
the qualifications stated on the job definition form (Green and Mclntosh, 2007: 431). It’s
being proposed to adopt the perceptive approach in the researches dealing with the impact
of overqualification on the behaviors in the literature (Maynardet al., 2006: 521). Also in this
study, perceptive approach has been adopted for the research of the effect of overqualification
phenomenon on the behaviors of employees.

OLs are considered to be inconvenient and are refused by employers who seek low skilled or
unqualified workers in general (Erdoganet al., 2011: 216). The researches on employers for the
reasons of refusal of overqualified candidates reveal that employers frequently affirming such
candidates would demand for more remuneration and early promotion, wouldn’t like to work
with the managers who have less experience and information, wouldn’t adopt to their work
easily, wouldn’t be motivated effortlessly and would quit their jobs once they receive a better
job offer (Maynard and Hakel, 1999; Green, 2013).

THE Ol PERCEPTION AND JOB SATISFACTION

A simple definition of job satisfaction is the degree of contentment of laborers from the job
(Giil et al., 2008: 1). Low job satisfaction may result in consequences such as high job rotation,
absenteeism, the intention of leaving the organization, the weakening of the organizational
commitment, alienation, too much stress, causing damage to machines and facilities, mental
and physical health problems along with inefficiency (Judge et al., 1998: 28). Job satisfaction
is generally discussed in terms of internal and external dimensions. However, the recent studies
reveal that social satisfaction has been added as a third dimension (Peiroet al., 2010: 666). The
internal dimension of job satisfaction is related to emotional satisfaction from the work itself;
the external dimension is related to the situation of harmonization of the concrete outputs of
the work with the expectations of the laborer whereas the social dimension is being contented
with the colleagues (Avcil Okuyucu, 2014: 24).

Job satisfaction is generally approached in a single dimension in the studies carried out as a
consequence of the OL perception and it has been determined that it has a negative relation
with the OL perception (Fine and Nevo, 2008; Erdogan and Bauer, 2009; Avcil Okuyucu,
2014). However, it has been evaluated that the OL perception with its sub dimensions shows
an interaction in a different way when inner, external and social satisfaction dimensions have
been taken into account. Because, compatible relations with the colleagues even though there
is no inner and external satisfaction and facing with less social pressure as a result of having
a job may pave the way for social satisfaction from the work. When taken into account that
laborers working in the health sector are mostly women, they can have close and sincere
relations with each other and have been assessed as having high social satisfaction from work.
Accordingly, low inner and external satisfaction whereas high level of social satisfaction
are observed among the laborers who work in administrative capacities and who describe
themselves as overqualified persons. Although it is hard to estimate the effect of satisfaction
with the supervisor in this pattern, it is envisioned that they would be in a type of interaction
similar to social satisfaction. The hypotheses that have been produced are as follows:
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H-1: OL perception will be negatively related to inner satisfaction.
H-2: OL perception will be negatively related to external satisfaction.
H-3: OL perception will be positively related to social satisfaction.

H-4: OL perception will be positively related to satisfaction with the supervisor.

METHOD
Research model

The research model and the hypotheses are shown in Figure 1.

H1- | Inner Satisfaction |
oL /H2'| External Satisfaction |
Perception H3+ - - - Job
—| Social Satisfaction Satisfaction

Ha+

Satisfaction with the
Supervisor

Figurel: Research Model and Hypotheses

Sample

In line with the objectives of the research, it was considered that those who work in administrative
duties in health sector (assistant of a physician, advisory officers, etc) as a group operating in
health sector who are not required to receive technical training for their duties and is composed
of people having different age, level of education and business experience can be an appropriate
sample for the research. In order to test this thought, the scale of overqualification perception
was applied for 25 advisory officers and physician assistants working in a private hospital in
Ankara and consequently it was determined that those having overqualification perception was
65%. In line with this sufficient rate, it was decided to conduct this research in private hospitals
operating in Ankara.

There are 547 private hospitals across Turkey (TKHK, 2015). 35 of them operate in Ankara
(asm.gov.tr, 2015). The number of other health staff working in private hospitals in Turkey is
26393 for 2013 (TKHK, 2015) whereas the number of those working in administrative duties
in private hospitals in Ankara is approximately 1250°. As a result of interviews with the private
hospitals in general branch category in Ankara, six hospitals accepted to be involved in the
research. The number of staff working as an advisory officer and physician assistants in these
hospitals is 227. Accordingly, the general nature of the research is the administrative officers
working in private hospitals in Turkey, whereas the research nature is the administrative officers
working in 21 full-fledged private hospitals in Ankara. The sample group is the administrative
officers working in six hospitals determined among these.

227 questionnaires were distributed in total within the scope of the research. The number of
questionnaires appropriate for analysis is 142 and the rate of return is 62,55%. The sample
group is composed of 142 persons, 104 women (73,23%) and 38 men (26,77%). 52% of
the participants (74 persons) is married, 45% (64 persons) is single and 3% (4 persons) is a

5 This figure was determined by comparing the number of staff in totalin hospitals involved in the research
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widower or was divorced. The average age is 28,2. The majority is between 26-30 years of
age. 28 persons have the education level of junior high school, 38 of them have the education
level of high school, 44 of them have the education level of undergraduate and 22 of them have
graduate and post graduate education level. 38% of the participants are working in the hospital
less than a year. The rate of employees who work in the same hospital for 10 years and over is
8,45%. The average duration of employment period is approximately four years. The average
monthly income is between 1000-1500 TL.

Scales used in the research

Perceived Overqualification Scale: Inorder to measure the overqualification perception ascak
of four items was used (0=0,72) which was developed by Johnson and Johnson (1996) and its
adaptation into Turkish was made by Erdogan and Bauer (2009)°. This scale which is applied
as unidimensional and a six point Likert scale there are items such as “Egitim diizeyim igime
gore fazladr”, “Yeteneklerimi su anki igimde tam olarak kullanamadigmi distiniiyorum”.
The Cronbach’s alpha reliability coefficient in the research was found as 0=0,818.

Scale of job satisfaction: Minnesota Job Satisfaction Scale was used to measure the job
satisfaction of employees which is composed of 20 items and two dimensions (internal
satisfaction, external satisfaction) developed by Weiss et al. (1967) and its adaptation in to
Turkish was made by Baycan (1985). There are statements in the scale such as “Genel olarak
isimden memnunum”, “Burada ¢alismay1 seviyorum” which is applied as a six point Likert
scale. Five items varying from external satisfaction in this research constituted two different
dimensions. Considering the statements in the new formed dimensions it was seen that the two
items that are separate are related to the satisfaction with the chief, the other three items are
related to the satisfaction with the social life on the job. Accordingly, dimension three was called
satisfaction with the supervisor dimension four was called social satisfaction. The Cronbach’s
alpha reliability coefficient of scale in the research was found as a=0,844. The Cronbach’s
alpha reliability coefficient of the internal satisfaction, external satisfaction, satisfaction with
the supervisor and social satisfaction was found as 0=0,945, 0=0,849, 0a=0,778 and 0=0,746
respectively.

ANAITYSIS AND FINDINGS

The data, except sex, conform to the normal distribution to a large extent. The majority of the
participants is woman due to the profession of the sample group. A correlation analysis was
made in order to determine the dimensions of the scales, to analyze the relationship between
the determining factor analysis and the correlation and to test the hypotheses. Furthermore,
according to overqualification perception and demographic data, t-test a one-way analysis of
variance were made in order to determine the differentiations among the groups.

According to the results of the research, it was determined that 64,78% of the participants (92
persons) consider themselves overqualified for the job they do. While there is no significant
differentiation among the participants in overqualification perception according to the sex,
the hospital worked in, marital status and age, it was determined that there are significant
differences according to the educational status, term of employment and monthly income.

The perception of overqualification is something to do with the level of education, the working
period and the status of monthly income are also related to the perception of overqualification

6 Authorsthank Prof. Dr. Berrin Erdogan who shares the perceived overqualification scale used in the research.
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differently from the other studies. As the level of education increases, the perception of
overqualification also increases. However, a relation which is not one-way is observed
between the duration of employment and income and overqualification. When the relation
of the perception of overqualification with both parameters is analyzed, it is seen that this
constitutes a graphic similar to the bell curve. Accordingly, while the working period and the
status of income increase, the perception of overqualification also increases. When coming up,
a decrease is seen again. In other words, those whose’ duration of employment and status of
income are both low and high see themselves less overqualified.

Tablel: Correlation Table

1 2 3 4 5 6 7 8 9

1.0L _
Percep- X:3,54
tion sd:1,10
2. Inner _
Satisfac- -,169" X:4,21
tion sd:0,97
3. Exter- _
nal Satis- | -,010 ,263" X:2,92
faction sd:0,90
4. Satis-
faction —
with the ,039 -,373™ ,490™ X:2,97
Supervi- sd:0,85
sor
5.Social —
Satisfac ,179° ,097 , 2727 ,114 X :3,72
- tion sd:1,08
6.Dura-
tionof 1 103 | 104 | -003 | -224° | -304% | X:416
Employ-
ment sd:4,43

Under
7-Bduca- | e | are 277 | 047 211° | 106 gradu-
tion Level ate

sd:1,07
8.Month- | ;o0 | 056 058 | ,050 120 277 | oae | PPOT
lylncome sd:1500
9dobSat | o0 | 71t | 112 080 | 442" | 072 078 | ,197° X 13,82
isfaction

sd:0,60

* p<0,05; ** p<0,01

The relations betweenthe fundamental variances in the study are seen in the Table 1. According
to this, positive and significant relation between the OL perception and education (r(142)= 456,
p<0,01), negative and significant relation between the OL perception and inner satisfaction
(r(142)= -,169, p<0,05), positive and significant relation between the OL perception and
social satisfaction (r(142)= ,179, p<0,05) were determined. A significant relation between the
other demographic variances, job satisfaction dimensions and OL perception could not be
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determined. According to the duration of employment mentioned above and monthly income,
bell curved looking relationship between the OL perception does not seen in the correlation
results and it can be connected to two reasons. First one is the distribution of the sample
group according to the duration of employment and monthly income does not show a normal
distribution and as a second reason it is difficult to observe the bell curved relations in the
correlation analyses revealing linear relations. Evaluating the hypothesis in accordance with
these results, while H1 and H3 were supported, H2 and H4 were not supported.

According to the regression analyses results shown in the Table 2 regarding the status of OL
perception of job satisfaction dimensions, it is seen that it affects inner satisfaction negatively
,032 percent.

Table2: Results of the Regression Analyses

Independent ) .

Variable Dependent Variable Sig. R? F B SD B

oL Inner Satisfaction ,034* | ,032 | 4,609 | -,189 | ,079 | -,169
oL External Satisfaction ,535 ,003 | ,387 -,041 | ,067 | -,010
oL Satisfaction with the Supervisor | ,389 ,005 ,748 ,055 ,063 | ,039
oL Social Satisfaction ,057 ,026 3,673 ,147 ,071 | ,135

* p<0,05; ** p<0,01

DISCuSSION AND CONCIuSION

In this study, the OL perception of the health sector administrative staff in the context of Turkey
and Ankara and its effect on job satisfaction of this perception was examined. Educational
status is presented as one of the most important cause of OL perception in the literature
(Johnson - Johnson, 2000; Fine and Nevo, 2008). In this study likewise, a direct relationship
was determined between the education level and the OL perception (r=,456, p<0,01). Grouping
the participants according to their education, the average level of the highest OL was found
in the university graduates, after in turn undergraduates, high school and junior high school
graduates. However, education should not be regarded as equivalent or reason alone of the OL
perception. While a case is expected to be high in the OL perception in patients with higher
levels of education, this case should not be interpreted as every employee with OL perception
has high level of education or every employee with a high level of education see themselves as
overqualified. However, while only 12 (54,54%) employees from the 22 employees graduating
from universities and post graduate level participating in the research see themselves as OL,
17 employees (60,71%) from 28 employees graduating from junior high school see themselves
as OL.

Although there is not a direct relationship between the OL perception and monthly income
and duration of employment, while participants are grouped according to their monthly
income and duration of employment and examining their OL averages, the graphics of the OL
averages of the group were determined as the bell-shaped curve. Accordingly, the ones who
have low duration of employment and monthly income are seen that they have low level of
OL perception, while these variables increases, the OL perception also increases, but when
the monthly income and duration of employment is increased over a certain level, the OL
perception restarted to decrease. This result is considered to be the result from severalcauses.
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Primarily positive relationship between monthly income and duration of employment (r =
0,277; p <0,01) show that the income increases when the duration of employment increases. In
other words, it can be said that among the participants the ones who have the least income are
the new starters. Considering new starters do not have the competence to recognize their work
as well as the other experienced employees, they are evaluated as they do not see themselves
overqualified because they do not fully recognize their work. It is evaluated that the working
time, that is to say experience and the perception of low OL accompanying the ones who
have high level income can be associated with challenging event parallel with experience and
increase in the number of cases. However, it cannot be said that the data alone is enough to
confirm this idea. It is considered that other variances like self-efficacy, psychological capital,
cultural values etc. may be effective in this process and should be checked.

The relation between work satisfaction and OL perception were already researched previously
(Nabi, 2003; Lee, 2005; Fine and Nevo, 2008; Erdogan and Bauer, 2009). But in this research,
job satisfaction is included to the model not as unidimensional but with its sub dimensions.
While a negative relation is determined in the abovementioned researches it isn’t found any
significant relation between work satisfaction and OL perception.

On the other hand it is possible to say that the participants have high job satisfaction in general
( X = 382). In terms of relation it is determined that OL perception has negative relation
with internal job satisfaction (r=-0,169, p<0,05) and positive relation with social satisfaction
(r=0,179, p<0,05). The low level of internal satisfaction of a person with high OL perception
can be linked to the idea of not being able to use the abilities precisely and to work in a job
which has lower social statute than being deserved. Another important output of the research is
that social satisfaction, which is related with gladness from the friends, is rising by the people
with high OL perception. The reason of this relation can be listed as the gladness from the
facilities of the workplace, good relationship among the employees with similar perspectives,
developing a common identity as counselors and assistants of doctors.

Besides the ones who begin to work with high qualifications more than required for the work,
it is possible that the employees, who were not as qualified as required at the beginning but
improved themselves in time, may have overqualification perception. The perception of
overqualification may turn to negative working behavior in time if it is not balanced with other
factors and cause to employee turnovers for the organization, to lower job satisfaction, stress
and even several health problems for the employees (Erdogan and Bauer, 2007: 5). Considering
the important results it is related to, it is estimated that the perception of overqualification will
be more important for the labor markets and the management process of human resources in
near future time.
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ABSTRACT

The Problem of the Study: Nurses’ competence is regarded as an effective factor in ensuring
the qualiy of surveillance services offered to the patients and attaining their satisfaction and in
today’s competitive world it is considered as a key factor in the survival of hospitals. Nurses’
professional mission as one of the most significant members of the health team is maintenance
and promotion of the quality level of surveillance to the standard level.

The Purpose of the Study: The purpose of this study was to determine the relationship
between clinical competence and job satisfaction in Shahid Montazery hospital nurses.

Method: This was a descriptive- analytic study which was conducted on 123 nurses who
worked at Shahid Mohammad Montazeri Hospital in Najafabad city, Iran. The participants
were selected through census sampling procedure. Data collection tools included two
questionnaires: 1) Mertoja Clinical Competence Questionnaire and 2) JDI Job Satisfaction
Questionnaire. The reliability of these two questionnaires was calculated via Cronbach a; it
was 0.97 for clinical competence and 0.92 for job satisfaction.

Findings and Results: The results obtained from the data analyzed by SPSS 18.0 software
showed that the mean value for the clinical competence of the sections studied was 70.09 and
it was good. It is worthy of noticing that the lowest mean value was associated with quality
assurance with the frequency of 62.8 and the highest mean value was related to treatment
interventions with the frequency of 73.61. Among the demographic information of the
sections studied, age and job experience had a significant and positive correlation with clinical
competence (P<0.05). Eventually, it was noticed that no significant correlation was observed
between clinical competence of the nurses working at this hospital and with job satisfaction
components (P>0.05).

Keywords: Clinical Competence, Nurses’ Competence, Nurses’ job satisfaction, Nursing
Management

INTRODUCTION

Nurses are the biggest service providers in the health care system and have a great impact on
the quality of the care. Therefore, health care organizations cannot succeed without the help
of qualified nurses (Habibzadeh et al., 2012). Regarding their clinical duties, all the nurses
must have technical, communicational, and creative thinking skills. Evaluating the clinical
competence of the nurses plays a great role in managing the process of healthcare and also

1 Isfahan ( Khorasgan) Branch/ Islamic Azad University/Iran/ a_naji@khuisf.ac.ir
2 Isfahan (Khorasgan) Branch/Islamic Azad University/ Iran/
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achievement of its goals. (Karimi et al., 2011).

Barton et al. (2009) argues that nurse managers are responsible for creation and maintenance
of a professional work environment for nurses, and that their leadership style is essential to
the development of an influential atmosphere for nurses to foster a higher level of clinical
competence.

What makes the difference in achieving clinical competence for nurses is the identification
of different influential factors for its development. Hence, one must be trying to recognize
these factors in order to be able to offer an appropriate approach for the evaluation of clinical
competences (Memarian et al, 2006).

Regarding the fact that nurses are the main operators in hospital departments, and that they
have a major role in patient care at the hospital, evaluation of their clinical competence is
considered as one of the priorities in development and improvement of hospitals (Hosseini et
al., 2006).

Moreover, regarding the role of the nurse in patient care, enhancing the job satisfaction of this
healthcare team can lead to a better patient care and an improvement in the level of patient
satisfaction with the health care system. Job satisfaction has an effect on the quality of the care
offered by the nurses (Asghari et al, 2010).

Although numerous studies have been done with the aim of investigating the factors related to
job satisfaction among nurses, findings have revealed that the aforementioned studies have not
completely covered all the aspects of job satisfaction. Most of the studies were focused on the
nurses’ job satisfaction in the case of organizational variables and professional independence,
and little attention has been paid to individual factors (Ruggiero, 2005).

Therefore, the current study has been designed and carried out with the purpose of determining
the relationship between nurses’ clinical competence and their job satisfaction.

METHODE

This study, which is a quantitative correlation research, studies the relationship between
clinical competence and job satisfaction among nurses. In this study, all the nurses employed
at Shahid Mohammad Monatazeri hospital in Najaf Abad city have been considered as the
research population and census method was used as the sampling approach.

123 nurses were considered as the research sample. Inclusion criteria included at least a
bachelor’s degree in nursing and consensual agreement to enter the study. In order to collect
the data, a three-section questionnaire was applied. The first section of the questionnaire
included demographic information (gender, age, marital status, the last educational certificate,
and position in the organization) and the second part included Mertoja’s “Nurse Competence
Scale”, while the last part involved questions from the job satisfaction questionnaire by Smith
et al., referred to as Job Descriptive Index.

Mertoja’s Nurse Competence Scale evaluates 73 nursing skills in seven different areas
including “Roles and Assistance” (7 skills), “Diagnostic Skills” (7 skills), “Training and
guidance” (16 skills), “Management issues” (8 skills), “Medical Interventions” (10 skills),
“Quality Assurance” (6 skills), and “Organizational and Career Duties” (19 skills).

Smith’s et al Job Descriptive Index (JDI) evaluates job satisfaction in five career areas
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including the type of work, salary, promotion opportunities, management, and colleagues.The
questionnaire of this study was taken as a self-evaluation, and the validity of the questionnaire
was Vverified through contextual validity by the faculty members of Islamic Azad University
(Isfahan Branch), as well as Bushehr and Shiraz universities. The reliability of the questionnaire
was achieved by Cronbach’s alpha of equal to 0.97.

In this study, descriptive statistics of frequency, mean, standard deviation, minimum and
maximum score were used. Moreover, in order to analyze the data, Pearson Correlation
Coefficient and multivariate regression analysis were applied in the current research.

RESuUlTS

Results show that the age average of the sample population is 31.07 (standard deviation 7.74).
Most of the population included female with 118 people (95.94%), and 65.9% of the population
were married. The average total work experience of the sample population was 88.82 months
(standard deviation 7.5).

Table 1is arranged in order to show the level of clinical competence for the studied population.

Table 1: Scores for the Study Groups in 7 Fields of Clinical competence

Standard . Number of

Deviation Mean skills
13.39 71.36 100.00 41.43 7 Patient Assistance
14.67 70.58 97.50 36.88 16 Training and Guidance
10.99 71.74 95.71 48.00 7 Diagnostic Skills
14.59 73.61 98.75 37.50 8 Medical Interventions
17.95 69.80 94.00 23.00 10 Management Issues
19.73 62.80 96.67 23.33 6 Quality Assurance
18.07 70.75 95.79 22.63 19 Organizationaland Career Duties
14.09 70.09 95.70 37.02 Mean

Table 1 shows that the range of scores in different areas of clinical competence rests between
the minimum of 22.63% to the maximum of 100%. The lowest average is for the area of
quality assurance with 62.8%, and the highest average is for the area of medical interventions
with 73.61%. In total, the average score for the clinical competence of the research sample is
equal to 70.09%.

In addition, table 2 shows data on job satisfaction among the studied units in the five mentioned
areas.

Table 2: Scores for the Study Groups in 5 Fields of Job Satisfaction

Standard . Number

Deviation Min of Items
0.68 3.55 4.7 2.2 10 Satisfaction with the type of work
0.62 4.13 5.0 2.88 8 Satisfaction with the management
0.72 3.64 4.9 1.2 10 Satisfaction with the colleagues
1.01 3.01 4.0 1.0 5 Satisfaction with career promotions
0.85 2.30 4.5 1.0 6 Satisfactio