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Summary 

In today’s world, there is a strong competition between companies. In this competition 

environment, it is accepted that one of the most important elements is quality for companies 

to be differentiated. The company which can produce high quality products or high quality 

services can survive in this competition. Nevertheless, the situations of being high quality or 

low quality depends on the tolerance limits which are determined by customers and it can be 

changed from person to person. In today’s world, even though, when quality concept is 

considered, the first thing that comes to the minds is “the quality of products”, the fact of 

quality is not important for only manufacturing companies but also service companies. To be 

able to comprehend that if the products or the services which are provided by the company 

satisfy the customers’ needs, the quality should be measured. Nevertheless, when the process 

of measuring the quality is carried out by experiments, observations and tangible data in the 

manufacturing companies, there is no tangible data in the service companies to measure the 

quality. That’s why there are many different models and qualitative approaches that are 

developed to be able to measure the quality in service companies. 

In the scope of this thesis, a model has been developed to measure the current quality and 

evaluate the perceived quality of a healthcare company. Developed model is consisted of two 

main parts which are functional quality and technical quality. Besides, for determining the 

perceived quality, socio-demographic attributes are also considered. To be able to implement 

the functional quality part of the model, a survey has been created about the clinic and it has 

been sent to the patients. And the data about the perceived quality has been gathered from the 

patients. To be able to implement the technical quality part of the model, interviews with the 

staff of the clinic have been made and the studies to improve the perceived quality of the 

clinic, permissions and certificates are identified. Developed model has been tested in the case 

company and it has been found acceptable. The model ensures to measure the current service 

quality of the clinic and unveils the areas which cause the low quality in the clinic. Thus, the 

spots that need to be improved are identified. 

Patient Satisfaction, Hospital Quality, Healthcare, Service Sector, SERVQUAL model, 

Quality of Service. 
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1. Introduction 

The introduction to the study performed discussion presentation and formulation of the 

chosen problem, the purpose of the study, delimitations and a time frame is introduced in this 

chapter. 

1.1 Background 

Quality conception has emerged the aim of achieve perfection as a result of the mistakes 

which have been made by human and systems. It has derived the Latin word "Qualis". It is so 

hard to find a unique definition of quality (Pırnar, 2007: 38-39). Today, the quality is defined 

as meeting the customer over the natural lifetime of product and serving service beyond the 

customer expectation by anticipating customer needs. The biggest difference in this definition 

is that not only meeting the current customer needs, but also meeting the later customer 

requirements is aimed (Yamak, 1998: 85). European Organization for Quality (EOQ) defined 

the quality as a degree of compliance with the wishes of the consumer goods or service. 

According to ISO (International Organization for Standardization), quality is defined as the 

sum of the features based on the ability to meet the requirements which product or service 

may be designated or defined. 

With the growing of the modern industrial system, having product quality has gained more 

importance. In the 1920s, process control charts emerged. Thanks to these schemes developed 

by Dr. Shewhart in 1924, how a process produces quality output, whether the process is under 

control and reliable or not, has become understood. But however, the fact that process is 

important, not the output has also been put forward by William Edwards Deming, quality 

expert and this view was adopted by gaining prevalence in later years.  

In 50s and 60s, the studies which have been made mainly by Philip Crosby, Edward Demings, 

Arnord Feigenbaum, Joseph Juran, Kaoru Ishikawa and Genichi Taguchi and with the 

emergence of the process what is described as globalization has helped that the quality 

conception becomes a basic concept guiding of all business activities (Bumin & Erkutlu, 

2002: 83). 

In 1956, Arnold Feigenbaum introduced the concept of total quality. According to him, if only 

the manufacturing part of the companies deal with the quality, it would be merely a dream to 

make high-quality products. Using cross-disciplinary teams, which are established by 

bringing together marketing, engineering, purchasing and manufacturing departments, the 

quality is assumed in all processes. 

Briefly stated, the modern sense of quality has been started with Taylor, then it has gained a 

lot of different meanings, and today has reached to customer satisfaction (Takan, 2000 :2). 

Total Quality Management is a management approach which considers customer focused 

quality, intends sustainable education and improvement by leadership of top management, 

regards processes instead of fears and competitions in the organizations, chooses examination 

to prevent from faults, considers horizontal hierarchic levels instead of vertical hierarchic 

levels and as the most important characteristic, is human based management. The main goal 

of total quality management is the pleasure of people who serve and who receive service 

(Akalın, 2002:21). TQM studies are mostly tried to be implemented on manufacturing 
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systems so far. However, it is seen necessary to implement TQM approach on service systems 

as well. Celal (2005) has specified on his studies that in the hospitals that implement TQM 

approach patient satisfaction has increased but development must be sustainable and shouldn’t 

be suspended. 

There are many differences between application TQM on the manufacturing sectors and 

healthcare sectors (service sectors). In the industry, when a failure product is observed, the 

production stops and measures can be taken in order to correct the error and products, which 

has been made is allocated as defective. However, the word "SORRY" never can be used in 

healthcare sector.  In this sector one cannot even pronounce the word "ERROR"  (Kucukaksu 

& da, 2004). The human life is directly related to health care services and the idea that 

mistakes will be fatal make inevitable to provide quality in health care establishments 

(Devebakan, 2006). 

Service consist of a set of activities conducted by human behaviors. Service is defined as 

some benefits and actions served from one side to the other side and which not end up with 

ownership of anything and basically not material (Kavak, Surucu Ertem, 2007). Besides, it 

can be defined as all kind of activities that has the properties of meeting the requirements and 

conducted at produced time. 

Quality of service is a business concept, the degree of achieving the desired objective of 

service. There are two kind of quality of service as objective and subjective (Peter 

Kenzelmann, 2008). 

 Objective quality of service is an agreement which is a substantial measured. It depends 

on the accuracy the definition of measurability conditions of the target. Hence, 

measurable quality criteria can be easily subjective (Gabriel Schneider, Ingrid K Geiger, 

2008).  

 Subjective quality of service is the perception of compliance with study results and 

expected benefits by customer. In addition, the first opinion of the customer and the 

service ability of the employee are also components of the subjective quality of service 

(Gabriel Schneider, Ingrid K Geiger, 2008). 

1.2 Problem Discussion  

One of the biggest problem is the measurement of quality after providing the quality of a 

system. In other words; to compare the intended quality level and performed quality level. 

This process is a little bit easier in manufacturing companies. Because, in the manufacturing 

systems, there is a tangible production and input, process and output quality of production can 

be measured easily by using various kind of methods. Nevertheless, measuring the quality of 

service is a difficult process as it can be understood due to the features of service concept. 

Quality of service is affected from many variables and they haven't been defined very clearly. 

It is open to the effects of subjective factors. Because of this reasons, measuring the service 

quality by using the objective criteria and defining the service quality is getting difficult 

(Sahin, Yılmaz, 2007). It has brought up that the service quality has been considered as 

intuitive perception (Ibid). Nowadays, despite of not be reaching a precise definition for 

quality of health care, in the discussions, it is specified that the people who received  the 
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service focus on the satisfaction about social, cultural and economic issues (Devebakan, 

Yagcı, 2005). Therefore, to measure of quality of service, customer feedback (customer 

satisfaction) has been playing a very important role. Businesses can increase the quality of 

service and develop yourselves in that direction by referring customer dissatisfactions in 

which they provide service.  

Quality control of the service sector is related to the physical and tactile properties such as the 

physical environment, having enough material and tools. However, the outputs are intangible 

and various kinds of benefits are provided to the customers. Because of the importance of the 

ability, information, and the current status of employee who provides service, the 

measurement of the service quality is determined as a result of subjective and intangible 

judgment (Ergulen, 2008:174).  

Quality of service is intangible concept and measuring it is difficult. It is a subjective concept 

which means that can change person to person. However, nowadays, importance of the 

service quality is getting higher in the competition of the service sector. Therefore, it comes to 

be necessary measuring and evaluating to service quality. According to Geetika & Ashwini 

(2008), to Sachdev & Verma (2004), to Ekinci (2003) and Czepiel (1990), customer 

satisfaction has been commonly accepted as a major factor of service quality. By measuring 

customer satisfaction companies receive a lot of knowledge about which expectations of the 

customer are fulfilled and which others need to be satisfied. Hence, the service companies 

must measure their current quality by measuring the customer satisfaction. In the literature, 

this subject has a really wide area and there are various kinds of studies about this subject. 

1.3 Presentation of Problem 

Thesis general subject is to develop a model to measure and evaluate the quality of service in 

the clinic. Because, measuring quality of healthcare is difficult due to the characteristics of 

services. For example; services are intangible, they can’t be evaluated by tangible and 

numerical data unlike the products. The organizations offering healthcare are open systems. 

They give the inputs, which they take from the environment, to environment by passing them 

on some process. Measuring and defining the output is too hard. Because, the main input and 

output of healthcare companies is human, therefore defining the output is hard in the 

healthcare systems. However, it must be measured so as to be able to understand and improve 

the current service quality level of the clinic. Despite of defining the measurement of quality 

is simple, there are some pragmatic and technical difficulties about measuring. For example; 

services are depending on the person, who gives the service and depending on times and place 

from which they are given. When a surgery is necessity as a healthcare, the difference 

between making the surgery by an experienced and popular brain surgeon and making the 

surgery by novice and unpopular brain surgeon reveals different service quality expectation 

and perception. Due to this features, which makes some differences between services and 

physical products, identification and measurement of quality of services is also relatively 

more difficult (Ozturk, 1998:2). Consuming of healthcare services is coincidental and the 

according to the risk of illnesses, costs of treatment are ambiguous. This situation makes the 

demand of healthcare service be unclear. The person doesn't have any knowledge about the 

quality and quantity of service and he doesn't have any change to negotiate (Asunakutlu, 



4 
 

2005: 3).  Because of that it is tried to understand how best to measure the quality of service 

in clinics. 

1.4 Problem Formulation 

How can the quality of service of the healthcare system in a gynecological clinic be measured 

and evaluated? 

1.5 Purpose 

The purpose of this thesis is to develop a model which can be used to measure and evaluate 

the quality of service of the healthcare system in a gynecological clinic.  

1.6 Relevance 

In the literature, there are several service quality models which help researchers to identify 

and improve the efficiency and quality of the overall performance of services. However, 

mainly, two model of the service quality have been mentioned in the literature. One of them is 

by Grönroos (1984) who has determined the dimension of service quality as a global model 

that consists of a functional dimension and a technical dimension of perceived service quality. 

The second one is by Parasuraman et al. (1988), who have defined dimensions such as 

tangibles, reliability, responsiveness, assurance and empathy to formulate a service quality 

framework, the SERVQUAL. 

There are also some researches which have been made to measure quality of service provided 

from healthcare services, in the healthcare sector. For instance; with the SERVQUAL method, 

Carman (1990) has made some researches in the hospitals and dental clinics. And also, 

Babkus and Mongold (1992), Headley and Miller (1993) in the medical services, Bowers et. 

al. (1994) in military hospitals, Lytle and Mokwa (1992) in healthcare services, Fusilier and 

Simpson (1995) with the patients with AIDS, Bebko and Garg (1995) in nursing services, are 

the researches which have been made. In another research carried out for measuring the 

patient satisfaction, it has been found that compliance of the doctors and the communication 

with doctors (giving explanation to the patient associated with the disease, the doctor's 

knowledge level, etc.) has a significant effect on perceived quality and patient satisfaction 

(Varinli and Cakır, 2004: 37). Even though these researchers have been used the SERVQUAL 

model in order to measure the quality in the healthcare systems, this model was developed for 

general service systems and in order to use in a healthcare system, some additions must be 

done. Because, as the healthcare system is directly related with human life, it has some 

difference from other service systems. Also according to the Lassar (2000; 71) those 5 

dimensions which have been used in the SERVQUAL model will not be enough, the technical 

quality also must be evaluated.  

The developed healthcare service quality model by us can help measuring the quality of 

service in the healthcare sector in gynecological clinics unlike the SERVQUAL model used 

for general purpose. Making this kind of study will be an example for comparison with results 

of studies made in other service industries. Besides, establishing the quality valuation of 

healthcare will be guide for the marketing programs which the healthcare companies will 

create and apply.  
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1.7 Delimitation 

The research area is limited with the patients and patients' relatives who belong to the clinic, 

in Växjö.  

1.8 Time Frame 
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2. Research Methodology 

Short definitions of research methodologies and methodology used for this thesis and a 

summary of our research methodology will be presented in this chapter.   

2.1 Scientific Approach 

Science can be divided into two main parts as implementation and theoretical. Implementation 

part of science is about to make human life much easier and improve the level of welfare of 

human life. Theoretical part of science examines the relations and differences between the 

facts and creates laws. 

Scientific research is a process that is used to gather data systematically, reach information 

that is required and analyze it. Some kind of scientific researches aim to create new theories 

or test the current theories. Theory is the set of principles that is used for explaining a fact or 

controlling it  

There are two different opinions from the scientific point of view: 

  a-) Deduction: New thesis is created from the current thesis which there is no need to prove 

that it is correct.  General thesis must be accepted as correct by all scientists.  

Example: All of the stars are bright and the Sun is bright; so the Sun is a star. (Here, the 

accuracy of the last thesis depends on the accuracy of the first thesis.) 

             

  b-) Induction: General thesis is created by gathering the results that are obtained from 

researches. Induction method is much more important than the modern science method but it 

is still not good enough on its own. Because, it is not always accurate to assume that a general 

principle is correct. It is illogical to assume an entire premise just because one specific data 

set seems to suggest it. In order to have a correct result from this approach, each data set 

should be considered which is sometimes very difficult to identify. (Karasar, N. 1995). 

Example: The World is round, Venus is round; so all of the planets are round. (In this method, 

the most important thing is being comprehensive for the research, because there is always a 

possibility to have an exception.) 

But, improving of science depends on neither only some changes of theoretic opinions nor a 

chain of inventions. These two processes are complementary to each other. And they should 

be combined (Yıldırım C., 1999). 

2.2 Research Design 

The research design is the backbone of scientific works. According to this design structure, 

we can find directions and systematizes for the research. Each research design type has 

different costs and benefits. The type of research that is chosen by researchers will definitely 

affect the results and conclusions. There two important research design types: 

    Quantitative Research 

 Qualitative Research 

http://explorable.com/quantitative-research-design
http://explorable.com/qualitative-research-design
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2.2.1 Quantitative Research Design 

Quantitative research design is a standard experimental and descriptive method of most 

scientific studies. The experiments are sometimes referred to as true science, and it must be 

used traditional mathematical and statistical means to measure results. They are most 

commonly used by physical scientists, hardly ever social sciences, education and economics. 

These areas of science have been known to use this type of research. It is the opposite of 

qualitative research (Shuttleworth., M., 2008). 

 

2.2.2 Qualitative Research Design 

Qualitative research design is a research method that is used generally by scientists and 

researchers who are studying on human behaviors and habits. It is also very useful for product 

designers who want to make a product that will be sold. As an example, a designer who is 

trying to create a new product may want to study habits and preferences of the target group, to 

make sure that the product will be demanded by customers. Then, quantitative research is 

used to determine whether the completed design will be popular or not (Shuttleworth., M., 

2008). 

 

2.2.3 Research Design Types 

There are so many different research design types in the literature. The most common ones 

are:  

 Historical Research Design: The purpose of choosing historical research design is 

collecting data, verifying them and rejecting the hypothesis if it’s required at the end. This 

type of design uses primary, secondary data and many qualitative data sources like video 

records, interviews, diaries etc. The limitation of historical research design is that the 

sources must be valid (Carroll, S., 2013). 

 Case and Field Research Design (Case Study): Case and Field Research Design uses 

observations directly in order to see the instant situation of the case. It’s generally used 

when we don’t know so many things about the situation (Carroll, S., 2013). 

 Descriptive or Survey Research Design: This type of design tries to explain the current 

situations by using questionnaires. In today’s world, survey research design is a very 

popular design type (Carroll, S., 2013). 

2.3 Data Gathering 

Data gathering is one of the most important parts of any kind of research. Improper or 

incorrect data will affect the results of research. And it cause to reach invalid results. There 

are two different data gathering methods which are quantitative and qualitative methods 

(Hawe, P., Degeling, D., Hall, J., 1990). 

Quantitative data gathering approaches are generally easier and cheaper than the others to 

implement. These are numerical methods and that’s why it’s easy to measure the effects. 

However, they can’t easily explain the unexpected differences and similarities between 

situations. And their capacity of investigation isn’t so excessive (Hawe, P., Degeling, D., Hall, 

J., 1990).  

http://explorable.com/qualitative-research-design
http://explorable.com/quantitative-research-design
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The strategies of these methods include: 

 Experiments practices.  

 Recording and observing the well-defined events (e.g., counting the number of customers 

waiting in the queue).  

 Obtaining relevant data from management information systems.  

 Conducting questionnaire with closed-ended questions (e.g., face-to face and telephone 

interviews, questionnaires etc).  

Qualitative data gathering methods try to find answers for ‘how’ and ‘why’ questions. And 

they generally use unstructured approaches of data gathering. These questions are usually 

open-ended and the answers can be changed from person to person. We can give examples for 

qualitative questions as ‘why do participants come to the clinic?’ and ‘how does the clinic 

help participants?’. Qualitative data gathering methods are consisted of focus group 

discussions and interviews. But, if we compare qualitative and quantitative approaches, we 

can say that quantitative approaches try to find an answer for ‘what’ questions. Quantitative 

approaches generally ask questions such as ‘what services did the clinic provide?’ (Hawe, P., 

Degeling, D., Hall, J., 1990). Qualitative data gathering methods follows these strategies.  

 They are usually open-ended and unstructured approaches. (i.e., researchers can modify the 

data gathering strategy by adding or removing some techniques)  

 They rely on iterative interviews; respondents can be interviewed for many times to be able 

to follow up on a special problem. 

 The methods use triangulation to increase the reliability of results. 

 Normally the findings of these methods are not generalizable to any specific population. 

However, gathering of data process takes so much time in a qualitative research and the 

researchers have to consider every kind of useful data accurately and systematically by using 

video or audio records and photos. The data gathering methods should be suitable for the 

contents of research (Hawe, P., Degeling, D., Hall, J., 1990). 

2.3.1 Interviews 

Interview method is much more configured in the quantitative research (survey research) than 

the qualitative ones (Department of Statistics, 2013, North Carolina State University). In a 

configured interview, the researchers don’t ask any questions but standard questions. (Leedy 

and Ormrod, 2001) 

 Face -to -face interviews have a big benefit. These interviews usually provide the 

cooperation of participants. And that kind of interviews gain the highest rate of response in 

quantitative research (Leedy and Ormrod, 2001).  

 Telephone interviews are the interviews which consume minimum time and money. And 

by using this interview method, the researchers can reach anyone around the world that has 

a telephone. However, this method also have some disadvantages such as lower response 
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rate comparing to face-to-face interviews but still higher than the mailed survey (Leedy 

and Ormrod, 2001). 

 Computer assisted personal interviewing (CAPI) is one kind of personal interview 

method, but in this method, participants don’t reply a survey, they use a laptop or hand-

held computer to answer the every kind of questions. Through this method, the researchers 

can save time from processing the data and questionnaires. However, CAPI method can be 

expensive to apply and it’s required some knowledge about computer skills (Leedy and 

Ormrod, 2001). 

2.3.2 Literature 

One of the most critical methods for reaching to existing information is the literature review. 

The literature review can be implemented on theories, methodologies and evaluations of a 

special subject. This review doesn’t mean a summary of information from books, articles or 

studies. A literature review should be consisted of evaluation of similarities and the 

differences between the current literature and the study that is being done. The literature 

reviews show the studies which have been done about the subject of study. (Marrelli, A. F., 

2005) 

 

2.4 Reliability, Validity and Generalizations 

The requirements for research methodology of the research paper involve the three 

approaches which are mentioned by the article. They are validity, reliability and 

generalization. 

Thomas (2006) argue that definition of validity in quantitative research is the discussion of 

the issues are strongly shows the clearly the measurement of the problem. According to 

Golafshani (2003), validity in quantitative research is the measurement of the research which 

is measure and ensures that the result is accurate in the research. Generally, the researchers 

establish the validity by asking the questions and compare the answer with other research 

paper. In quantitative research, validity is described as the construct validity which is to 

determine the information has been collected to be link together and how to be linked by 

Wainer and Braun 1998 (cited in Golafshani. N, 2003). The four type of test in the research 

methods have been summarized:  

 The first test is construct validity has defined as the problematic test in the research it 

usually correct the measurement of the fact in case study for the concepts that have been 

studied.  

 The second test is internal validity has defined as the test that are more relied to causal 

studies which is determine the causal relationship whether the conditions are lead to the 

other conditions.  

 The third test is external validity has defined as the test of the problem to identify research 

could be generalized.  

    The last test is reliability has defined as the test that to identify whether the examiner is 

followed the earlier examiner procedures and repeated the same result again. (Yin,Robert 

K,2003).  

http://people.uwec.edu/piercech/researchmethods/data%20collection%20methods/data%20collection%20methods.htm
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The quantitative research measurement is classified into three major way of identifying the 

ascertain and the type of notion increase in the validity. These are: 

 Predictive validity: Predictive validity has defined as the test of the relationship between 

the result of the test and the following manners for those being examined.  

 Concurrent validity: It has defined as the test of the relationship between the result of the 

test and those valid measurement procedures are repeated and occupied over again.  

 Content validity: It has defined as the test of the validity which effectively, represents the 

content to assess by area under discussion.  

In the other hand, predictive validity and concurrent validity were gathered as a group in 

criterion-relation validity. The reason both types of validity has been grouped and recognized 

by comparing their test result with a set of attribute that proposed to be measure (Thomas, 

Alan B, 2006). According to Gay and Diehl (1996), an experiment is valid if the results 

obtained are due only to the manipulated independent variable, and if they are generalizable to 

situation outside of the experimental setting. Reliability in quantitative research has defined as 

the extent to which results are consistent over time and an accurate representation of the total 

population under study is referred to as reliability and if the result of a study can be 

reproduced under a similar methodology, then the research instrument is considered to be 

reliable by Joppe (2000) (cited in Golafshani,N., 2003). According to Golafshani,N. (2003), 

the reliability is the method of test by questioning or identify the test being answered and can 

be determine the test by using the test-retest method is to measure the similarity of the result 

and the result is repeatable. 

In qualitative research, reliability is a method that used for examines and evaluates the quality 

by explaining approach in qualitative research. Qualifying and measure the research in term 

of validity in qualitative research is not applicable. To increase the validity of the research 

throughout the test to measure the high quality of the research is connected to the  

generalizability of the result (Golafshani, N., 2003) 

 

2.5 Summary 

In this project, the previous models will be used and improved. Also we will choose the most 

appropriate hypothesis and solve the problem by using this hypothesis, instead of developing 

a new hypothesis and solving the problem by using this. That’s why, scientific approach is 

determined as Deduction. The company in this project is a real life company and the problem 

is a real life problem. That’s why, the problem will be solved by using real data and research 

structure is chosen as Case and Field Research (Case Study). As data gathering methods, 

survey application, interview and literature reviews will be used. As type of data, qualitative 

and quantitative data will both be used in this project. Both of these types of data are required 

to solve the problem.  

To be able to increase the validity of data, content validity test will be implemented. For 

implementing this test, it will be paid attention to create related questions with the clinic in the 

survey and send the questionnaire to the patients and relatives of the patients which received 

services from the clinic directly. And to be able to increase the reliability of data, the 
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information that will be received by interview will be carefully taken as notes by both of the 

authors and these two different sources will be carefully compared and combined by the 

authors. Figure 2.1 explains the methodology that is applied in this thesis. 

 

 

 

 

 

 

 

 

 

 

Figure 2.1 Methodology applied in this thesis 
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3. Theory 

In this chapter we will present the theoretical concepts found by literature reviews in order 

that reader can easily understand the model development and analyze part of this thesis. 

Tools and methods used in the analyze part to evaluate the company situation will be given. 

3.1. Definition of Quality  

Nowadays, conception of quality has been frequently used in every sector and every level of 

management. Therefore, it is a concept which is supposed that everybody knows. However, a 

few person or company is using the importance of this concept with real mean. Although it is 

commonly used, since there are different definitions and perceptions in different sectors such 

as service and manufacturing, a clear definition cannot be made. When making the definition 

of quality, it must be necessary to consider the customer as a reference. Today, quality is 

defined as to satisfy the customer by anticipating customer needs (Yamak, 1998; 85). 

According to American Society of Quality Control (ASQC), quality is all of the 

characteristics which is demonstrating the abilities to meet the particular requirements of a 

good or service (Bozkurt, 1995: 34). 

According to the results of applying quality, some definitions in literature has been given 

below (Pırnar, 2007: 40) : 

 Quality is important; It creates the solution before the problems appear. It adds perfection 

into the structure of services and products. 

 Quality is satisfaction of customer; It is the pleasure that is provided by final decision, 

about how well is the products and services. 

 Quality is flexibility; it is to take chance in order to meet the demands and to be willing in 

this issue. 

Previously "compliance with standards", which is expressed in terms of quality, nowadays 

briefly, is defined as the degree of fitness for purpose. However, it has been started to 

perceive as "fitness to use", because of the changing on the consumer demands and 

expectations.  After this definition, it is possible to see the quality as an important weapon 

which has various kinds of dimensions such as the performance of a product for companies, 

their qualifications, reliability, conformity to standards, durability, aesthetics and 

perceptibility. 

3.1.1. Development of the Concept of Quality  

It is not clearly known when the quality concept has been started to apply in a coordinated and 

deliberated way. On the other hand, some conscious efforts of quality control have been 

emerged until to be made the Egyptian pyramids. Perfection of pyramids, fabulousness of 

classic Greek works and resistance to Roman structures show that a conscious effort was 

spent to control the quality (Gencel, 2001:171). 

In the 13
th

 century, apprenticeship and trades societies have been developed (Bozkurt, 

1994b:115). In the 19
th

 century, many scientists have started to make research within this 
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subject. And in that time the most important issue has been to control the production process. 

In other word, the failure rate of process output has been examined (Yamak, 1998: 87). 

Deming has summarized the subject with this words: "Create the quality at the process. 

Quality is in the process. Quality can't be added into the process, later." ”Quality can't be 

controlled, you can just separate the incorrect ones at the quality control, you can't add the 

quality into the product, because there is the quality in the process or not." (Yamak, 1998: 88). 

In 1956, Arnold Feigenbaum developed the total quality concept. This perspective has been 

taken a step further in Japan in subsequent years. According to Ishikawa (1962); ”Quality is 

everyone's business and it is necessary to perform effort in order to get better quality in all 

departments from  organization design to sale and after sale service" (Ishikawa, 1997: 89). 

Quality concept has a very long history, but nowadays, briefly, it can be defined as customer 

satisfaction. 

3.1.2. Dimensions of Quality  

One of the reason for different ways of defining the quality is due to the fact quality is  a 

multi-dimensional concept. In 1984, D. Garvin defined the quality's eight dimensions like 

given below (Bozkurt, 1994b: 108, Akat, 1999: 387). The product, which carries that 

dimensions of quality is called as qualified. 

a. Performance: The primary features in the product. 

b. Other Features: The secondary characteristics which provide product  

c. Convenience: Fitness to specifications, documents and standards  

d. Reliability: Reliability is the likelihood that a product will not fail within a specific time 

period.  

e. Durability: Length of a product's life. The item will be used until it is no longer 

economical to operate it  

f. Serviceability:  Resolvableness of  problems and complaints that belongs to product 

g. Aesthetics:  Ability to meet the sense and product charm  

h. Perceived Quality: The past performance of the product or other production items.  

3.2. Total Quality Control  

Total quality control concept was developed by Dr. Armand V. Feigenbaum. He defined the 

participation of all parts of an organization to quality control function as total quality control 

and in this definition, he gave the main mission to the quality control experts at process of 

quality improvement (Acar, 1993: 99-100).  

Improving the quality always makes the cost increase and this situation also makes the power 

of competition reduce in a company without Total Quality Control (TQC). Since TQC has a 

target such as improving the quality in all activities and prevent the whole error which they 

can be occur in each phase, TQC can make the cost reduce while it makes the quality 

increase. Prevention of errors decreases the losses and time losses are eliminated. As a result 

of all of these, costs are decreasing and the customer demands can be completely met 

(Kavrakoğlu, 1990: 108). 
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3.3 Concept of Service and Quality of Service  

The concept of service, which has been examined systematically and technically since 1700s, 

emerges in different forms at every phase of our life, as a natural consequence of people to 

live together. Because of that, first of all, the concept of service must be described. 

3.3.1. Definition of Service  

Services can be defined as a kind of product which has distinction of being abstract and 

doesn't result in having any abstract property when they are received and which exist from 

any sales activities and benefits (Kotler, 2001; 291), or they can be defined as economic 

activities which benefit in terms of time, place, form, health and psychology (Parasuraman, 

Zeithaml, Berry, 1985; 41).   

According to Collier, "Service is a job or an activity which is produced and consumed at the 

same time, a performance, a social event or effort." (Uyguc, 1998; 8). In this sense, services 

are non-physical products that provide direct benefits to consumers and which are produced 

by the human effort by using  people and machines (Karahan, 2000; 21).  

Consequently, service can be defined as a set of intangible activities that create benefit and 

satisfaction, can be easily wasted and be impalpable, cannot be standardized, be offered for 

sale at a specific price in order to satisfy the needs of people or groups of people. They have 

been perceived by consumers as a benefit or satisfaction because of they are abstract. 

The very structure of the service can be summarized as follows: 

 Services can't be measured except dispensations: Services cannot be measured in terms of 

size of physical objects or physical products. Therefore, it is not static, it is dynamic. 

 Services can't be stocked: Service is consumed when it is produced. It can be repeated, but 

the same service cannot be offered. 

 Services cannot be examined: Some results can be reached as a result of observing the 

services. Physical products and physical conditions, which are integrated into services, are 

examined specific performance standards or environmental standards. 

 Quality can't be evaluated before the service isn't offered: The customer cannot reach any 

conclusion about whether is it satisfactory or not without buying service once. 

 Services haven't any lifetime: Only they have the time of creation of services and time of 

submission. 

 Services have time dimension: A service consists of a series of time related activities. It 

starts and ends at a particular time. 

 Services are performance, not object: Service consists of a set of activities driven by 

human behavior. Human plays very important role on the service submitted. It is a 

requirement that persons providing services must be specialist. 

 Services are being submitted according to demand: There are two kind of demand; 

permanent demands (water, electricity, telecommunication etc.) and scheduled demands 

(retail services, doctor visits, banks, transportation, etc.) 
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3.3.2. Service Pack  

Purchasing almost all of the goods brings a number of services and purchasing almost all of 

the services brings some goods. It doesn't matter being goods or service, every purchasing 

includes "goods/service pack" (Uyguç, 1998: 9). For instance, in addition to the medical care 

offered by doctors in order to provide health care services to customers, a number of medical 

equipment/devices are required. Without these tangible goods, the service submitted to the 

patient will be insufficient.  

While the customer purchases the service, he contacts with the employee submitting the 

service, tools, equipment and physical place where the service is created. In this interaction, 

customer benefits from not only service, but also service pack. As an example, a patient, who 

goes to the hospital to get healthcare, benefits from the knowledge of the stuff, cleanliness of 

hospital and the objects used in rooms.  

3.3.3. Features of Service  

• Abstractness:  Meant to be an intangible service is that it is invisible, inaudible, cannot be 

expressed in any unit of measurement, cannot be presented, stocked and moved. The benefit 

provided from service is based on experience. A costumer benefits from his last experiences 

while he receives the service. 

• Simultaneous Production and Consumption: Services are produced and consumed at the 

same time. Hence, services cannot be pre-produced a large number and cannot be stocked. An 

important result of simultaneous production and consumption is that customer has taken place 

in the production process. Customer is included himself in many service types as well as 

eating and drinking, haircuts, transportation, health services, he joins the production process. 

• Heterogeneity: Content of service can change, it depends to customer and time. Therefore, it 

is so difficult to standardize them. Human behaviors take place in the base production of 

services. Hence, the services, which the same person produces and serves, can be different 

from each other. The quality of service depends to the ability and capacity of the person 

submitting it. 

• Variable Demand: Demand of service is variable and uncertain. This demand can vary 

considerably from not only annuals, seasons and months, but also from day to day, or even the 

hours in a one day. In this case, company cannot provide a balance between amount of service 

offered and service demanded all the time. Due to the fluctuating demand, determining the 

service production capacity can be hard and as well as some difficulties can be encountered in 

the measurement of efficiency and performance.  

• Labor-& Relationship-density: In many service companies, the labor is the base resource 

providing the organization's effectiveness. In these companies deficiencies cannot be rectified 

by purchasing new equipment. A full-service can be offered only by training of personnel and 

increasing the knowledge and experience. 

Service needs a face to face relationship between the person produced service and the person 

consumed it. It means, service is related with the human relationship. Therefore human 
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presence is a certain and inevitable necessity in the healthcare sector. In this respect, service 

management has a meaning of a relationship management. 

3.3.4. Quality of Service 

Meaning of service quality is to perform the actions perfectly, to serve product to consumers 

at the right time and place (Bozkurt, 1995;173). Quality of service is to meet or beat the 

customer's expectations of an organization. And the most important thing in the service 

quality is the quality perceived by customer. Therefore, the service quality can be called as a 

level of performance perceived by consumer or the level of service to satisfy consumer. 

In the service companies, the products' quality can be determined better by customer receiving 

the service than by the producer. And the more it meets the expectations of customers the 

more service produced is appreciated. In that case, the point is that the quality of service is 

defined by consumers. In manufacturing sector, it is important to comply the product with 

defined standards but in the service sector, it is important to respond to the expectations of the 

customer or user. 

3.3.5. Dimensions of Service Quality 

Many educator and researcher have created various kinds of approaches about the dimensions 

of service quality. In Table 3.1, these approaches have been summarized.  

              Table 3.1 Different Kind of Approaches About Dimentions of Service Quality  

 



17 
 

In these approaches, the widest one is ten quality dimensions developed by Parasuraman, 

Zeithaml & Berry (Zeithaml et al., 1990): 

 Reliability: Consistency on performance means that the company makes the service at once 

and right. It includes giving the service perfectly the same way every time It covers the 

topics such as fulfillment of services at the pre-specified time, doing invoicing right, 

compliance of regulatory. 

 

 Responsiveness: It means being ready and voluntary to submit service. Includes some 

activities such as serving at the exact time, helping the customer and giving feedback, 

sending a document at the right time. 

 

 Completeness: It is the degree of having enough ability and professional knowledge. For 

example; expertness of service providers, abilities of service providers, educations of 

service providers, abilities of following the what's new and abilities of searching. 

 

  Access:  It means that customer can easily contact with company. For instance, service 

providers can easily be reached by phone,  lines are not busy, flexible working hours, 

service facility have the appropriate places, etc. 

 

 Courtesy: It includes the courtesy, respect and friendship of service providers.  

 

 Communication: Giving service information that the customers can understand easily. This 

dimension means that inform the customers by speaking the common language and listen 

to them, even adjusting to the language used for each customer. It includes completely 

answering the customer's questions. 

 

 Credibility: It means that the employees must show a sincere interest to the customers who 

they serve it.  

 

 Assurance: It is that the service given must be far away from danger, risk and doubt. This 

dimension also includes the confidentiality of customer information. An example of this 

dimension is to hold confidential a patient's information. 

 

 Understanding the Customer: Particular attention to the customer, invocation of his name 

and the recognition of him are sublime behaviors. Customers more trust the person who 

knows them closer and their perception of quality can change accordingly this situation. 

 

 Tangibles: It states physical characteristics of the environment where service is submitted, 

external view of the staff, tools, supplies, and their compliance with the technological 

developments. 
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3.4. Healthcare Services   

Healthcare is a kind of service system. Healthcare system is a set of elements which included 

complex requirements within the scope of the health care and interacting with each other 

(Sahin, 1999: 10). The employee is an important weapon to achieve the aims of system which 

carries out labor-intensive services. The level of effectiveness and efficiency in the healthcare 

system is directly related with some qualification of employee such as interest, effort, 

diligence and competence.   

Healthcare systems include preventive, curative and rehabilitation services. Hospitals are 

complex organizations where the patients' diagnosis, treatment and rehabilitation are made 

(Sarp, 2004: 6). As the healthcare system is directly related with human life, it has some 

difference from other sectors. Besides, the organizations offering healthcare are open systems. 

They give the inputs, which they take from the environment, to environment by passing them 

on some process. Measuring and defining the output is too hard. Because, the main input and 

output of healthcare companies is human, therefore defining the output is hard in the 

healthcare systems. It is possible to pass judgment on the amount or proportion of meal in a 

hotel, but it is not possible to easily evaluate the conclusion of a service offered in hospital. 

In the healthcare systems, having a dynamic structure, behaviors and qualifications of human 

are very important. Human reliability has first degree importance. In the healthcare services, 

there is a face to face relationship; feedback from the patient can make differences in 

treatment (Dincer, 2005: 122). 

Consuming of healthcare services is coincidental according to the risk of illnesses, costs of 

treatment are ambiguous. This situation makes the demand of healthcare service being 

unclear. The person does not have any knowledge about the quality and quantity of service 

and he does not have any chance to negotiate (Asunakutlu, 2005: 3).  

3.4.1. Quality in Health-Care Operations  

It can be assumed that studies about the quality concept was started to be implemented on 

health-care services in 1800’s. In 19.century, Florance Nightingale had studied to improve 

hospital services in England. Improving health-care services had been started in 1900’s in the 

USA. On the continuation of these studies, an important enterprise, which was called Joint 

Commission for Accreditation of Healthcare (JCAHO), was established in the USA, which 

worked about quality concepts and didn’t aim to gain any profits. Developing technology, 

human rights, getting awareness of rights and responsibilities of people, increasing costs and 

searching new methods to decrease costs in health-care systems caused the high quality 

service approach got important. 

According to classical concept, quality in health-care systems is described as conformity to 

the standards or the level of perfection of different units in health-care services system 

(Asunakutlu, 2005: 12). Because of being related with the human life directly and, even if 

they seem unimportant, small mistakes can cause fatal consequences, hospitals or clinics must 

present their services with zero mistake (Keskin, 2007). This situation makes providing 

quality unavoidable in health-care services. 
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Because of the complicated structure of health-care operations, quality is a concept that is 

very difficult to explain. According to Donabedian (Sahin, 2003; 18), seven different 

attributes determines the term of quality in health-care services. These are: 

• Effectiveness; the ability of providing the best service in order to improve the state of health,  

• Efficiency; the level of realization the obtainable improvement about the state of health,  

• Productivity; the ability of decreasing the service costs without reducing developments in 

health-care, 

• Optimal; balancing costs and benefits,  

• Acceptability; accordance to choices and wishes of patients from the point of views that are 

patient- doctor relationships, reaching to the services easily, service cost,  

• Legitimacy; accordance to choices of the community, 

• Equality; providing justice while presenting and being used the services,  

When we look at the benefits of providing high quality services, we will see these at first 

(Quality Management Implementation Guide for Hospitals, 2005; 12 – 13):  

• Improving trust of the community, 

• Providing co-operation, team work and collaboration,  

• Increasing image,  

• Increasing productivity,  

• Decreasing costs,  

• Increasing safety and health,  

From the staff’s point of view; 

• Motivating the staff, 

• Decreasing of being absent at work,  

• More attention for the work,  

• Motivation to improve the work,  

• Professionalization. 

From the management point of view;  

• Controlling the sources by data mining and statistical analysis,  

• Improving the social communication between staff by getting staff participated in TQM 

activities,  

• Solving problems about service servers,  

• Increasing the motivation by using increasing motivation methods.  

From the medical point of view;  
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• Shortening the time of laboratory examination,   

• Decreasing the rate of hospital infection,  

• Decreasing the rate of writing wrong prescription or giving wrong medicine.  

3.5 Measuring Service Quality 

Quality must be measured in order to see the results of studies to improve the quality of 

service and evaluate them. As a result of service quality is being very important for either 

manufacturing or service systems, measuring the quality of service has taken the attention of 

researchers and as the results of examinations these common facts have been found 

(Parasuraman, Zeithaml, Berry, 1985; 53): 

• Evaluating the quality of services is much more difficult than evaluating the quality of 

products for consumers.  

Because of services are intangible, they can’t be evaluated by tangible and numerical data 

unlike the products. 

• Perception of service quality is occurred by the relationship between consumer’s 

expectations and service performance.  

Service quality is evaluated by comparing consumer’s expectations and performance of the 

service. If the performance has a higher level than the expectations, then it can be said that the 

service has a high quality. 

• While evaluating the quality, not only the performance of service but also the serving 

process should be evaluated.  

Because of services are consumed when they are produced, they’re evaluated as a process, not 

as a product which is occurred by the end of a process.  

For finding out the service quality by measuring consumer’s perceptions and expectations, so 

many different models have been developed by researchers.  

3.5.1. Conceptual Model of Service Quality 

In the researches of quality of service, there is no satisfying information about how the 

customers evaluate service quality, which dimensions they use for evaluating and which 

criteria effects the customers' expectation. Hence, a need to develop a conceptual model of 

service quality has occurred. And some researches, which include the managers and 

customers of service sector, have been made. The most important ones of these researches is a 

number of search carried out by Parasuraman, Zeithaml and Berry. They searched the concept 

of service quality in a wide perspective. First of all, they tried to define the quality of service 

and find the factors which could affect it. After that, they tried to develop a general model to 

be able to apply all kind of service in order to get measurable it. 

These researchers, under the name of exploratory research, have made customer focus group 

discussions and some deeply interviews with managers. After these interviews made in 

various kind of sectors, the dimensions of service quality have been established, quality of 

service has been defined and the factors affecting the customers' expectations have been 
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determined. Quality of service is defined as a measure of differences between expectations 

and perceptions of customers. And verbal communication, personal needs, past experiences 

and external communications have been established as factors which effect the customer's 

expectation. 

 

Figure 3.1 Conceptual Model of Service Quality (Parasuraman et al. 1990) 

A study that is made by Parasuraman, Zeithaml and Berry depends on the interviews with 

managers and the twelve group discussions with customers. As the result of these studies, the 

ten dimensions of service quality which was explained above have been determined 

(Parasuraman, Zeithaml, Berry, 1985; 47). After that, Parasuraman et al. has developed the 

survey as a measurement tool for measuring the quality of services, which is called Servqual, 

by evaluating surveys with the factor analysis and reducing ten dimensions into five 

dimensions (Saat, 1999; 114). The dimensions reliability, responsiveness and tangibles were 

retained as identified in 1985 whereas communication, competence, credibility, courtesy and 

security merged as a new dimension “assurance”. Access and understanding / knowing the 

customer merged to form the dimension “empathy” (Parasuraman et al.,1988). 

According to the results of that exploratory research, a conclusion that a general model for 

quality of service can be created has emerged and they have contributed to the development of 

"Conceptual Model of Service Quality". Besides, some gaps (differences) between the quality 

perceptions of service providers and business applications, as well as between customer 

service expectations and actual service they live have been confirmed. As a result of this, a 

"gaps model" to help researches about service quality measurement has been developed. In 

this research, service was modeled as a close-cycle and the defects which prevents the 

formation has been explained by showing the formation  of service. 
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Figure 3.2 SERVQUAL Model (Zeithaml, Parasuraman & Berry, Delivering Quality Service)  

In this model "Perceived Service Quality" has been used rather than service quality. Perceived 

Service quality is a result of comparison to the expectation of customer (expectation service) 

and the actual service. And it has been evaluated as the direction and degree of the difference 

between customer expectations and the perceived performance. In this model, the gaps 

between the quality perceptions and applications of service providers and customer service 

expectations and resource of these gaps have taken part. This model identifies the different 

sources of gaps or differences between the service quality that a customer expects to receive 

from a service provider and the customer perception of the service actually received. The 

model identifies 5 different types of gaps. The first four gaps are called company gaps, and 

the last or fifth gap is called customer gap - that is, the gap as perceived by customer. The 

customer gap is the resultant effect of the four company gaps ( Parasuraman et al., 1985). 

 The five gaps developed by Parasuraman, Zeithaml and Berry have been given below ; 

Gap 1:   

Between customers' expectation and service companies' perceptions of customers' 

expectations. 

This gap can occur as a result of the administration not being able to determine accurate 

customer expectations. Because of evaluating the customers' expectation wrong, company 

waste money, time and other resources. There are two basic reason of wrong evaluation. First 

reason is despising the idea of trying to find the customer's expectations and showing no 

effort in this regard. The second one is trying to learn the customer's expectations by looking 
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from inside to outside, not as an external observer of the company (Bozdag, Atan, Altan, 

2003: 6). 

Gap 2:   

Between management's perceptions of customers' expectations and service quality 

specifications. 

Even if company perceived the customer's expectation correctly, it cannot convert that into 

the standards of service. As a reason of this it can be showed that customers have difficult 

expectations to meet or admin isn't disposed to increase the service quality. Parasuraman, 

Zeithaml and Berry remarked that the second gap is a wide gap for many company. 

According to Zeithaml et. al (1990),  two important rules can be read; 

Rule 1 : The customer is always right. 

Rule 2 : If the customer is ever wrong, reread the rule 1 (Because it is always the customer 

who judges the services).  

Gap 3:  

Between service quality specifications and service delivery. 

This gap occurs since company can't show the wanted service performance, although it 

perceived the customer's expectation right and put in the related appropriate standards. This 

gap, between service quality specifications and service delivery emerges because of 

employees don't offer the expected level of service or they aren't disposed about this issue. 

Some reasons for this gap may be ; 

   Role ambiguity 

 Role conflict 

 Poor employee job fit 

 Poor technology job fit 

 Inappropriate supervisory control systems 

 Lack of perceived control 

 Lack of teamwork 

Gap 4:  

Between service delivery and external communications to customer about service delivery 

This gap is due to the difference between characteristics of the service offered and service 

announced through the external communication tools such as advertising, personal selling and 

public relations. With these communication tools, the services sometimes are over 

exaggerated and some unfulfilled promises can be offered. Therefore, there must be a 

harmony between the marketing functions and organizational functions of service companies. 

There are two conceptual factors which create this gap. 

 Inadequate horizontal communication among operations, marketing and human resources, 

i.e. between advertising, sales people and operations. 

 Propensity for overpromising. 
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Gap 5:  

Between costumers' expectation and perceived service. 

As a result of comparison the service that customers want to receive from companies and the 

service customers received, this gap can be called as perceived service quality. Customer 

perceived service quality depends on these five gaps' size and direction. And also, fifth gap 

can be expressed as a function of other four gaps (Parasuraman, Zeithaml, Berry, 1985; 44). 

                                      Gap 5 =                             

Thanks to this model, in explaining the variations of quality of services, we can find some 

answers to the questions like: which of these four gaps is the most important and which 

organizational factors are mainly responsible for the size of these gaps. First of all, 

proportional importance of these gaps is established. Hence, can be decided which ones 

should be handled. After that, the reasons which create the gaps that affect the service quality 

can be eliminated according to their importance level. 

3.5.2. SERVQUAL in Service Companies  

The Servqual scale has been developed to measure the perceived service quality of service 

companies from the customer point of view. When literature is reviewed about the perceived 

service quality in health-care companies, it is seen that SERVQUAL scale is used as a 

standard to measure the perceived service quality.  

3.5.3. Servqual Questionnaire Form  

There are 22 statements about 5 dimensions in a Servqual questionnaire. For each statement, 

there are two different question types regarding the expected service and the perceived 

service. That’s why, in reality, the measurement is completed through 44 different statements. 

Statements in Servqual scale are gathered under five different dimensions which are 

determined by Parasuraman and Zeithaml : 

Table 3.2 Statements in SERVQUAL scale 

Dimensions Expressions Of Dimensions 

Tangibility 1- 4 

Reliability 5-9 

Responsiveness 10-13 

Assurance 14-17 

Empathy 18-22 

3.6. Measuring Quality in Health-Care Operations 

People who purchase the health-care services can use terms which aren’t technical such as 

how much they suffer or how long they wait for the examination. As, this part of the service is 

experienced directly, any kind of technical expertise isn’t required to evaluate it (Peyrot, 

Cooper, Schnapf, 1993; 24-34). 



25 
 

To be able to talk about an optimum quality concept in a health-care operation, the services 

should be proper to the scientific norms and standards and they should be perceived as high 

quality by patients (Devebakan, 2005; 24). 

 

Figure 3.3 Arbiters of Service Quality in Health-Care Operations (Devebakan, 2005) 

3.7. Customer (Patient) Satisfaction in Health-Care Services 

Customer satisfaction is one of the main elements in every approach that are about quality. As 

Devebakan has explained in the arbiters of service quality, customer satisfaction generates 

functional quality. While planning, implementing and observing the health-care services, 

customer satisfaction must be measured and the results must be considered while defining the 

priorities and recreating the implementations. To be able to measure customer satisfaction, 

firstly, customers of the company should be determined. There are two types of customers in 

health-care sector. These are internal and external customers. 
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Figure 3.4 Internal and External Customers of a Healthcare Company (Rakich, Longest, 

Darr, 1992) 

By the most general definition, customer is the second and the third person who the company 

has responsibilities against him/her. In trade relations, customers is defined as if it is only a 

person that purchase the products or services which we produce, but in the real life, this 

definition isn’t enough. All people, that knows about the products or services we produce and 

potentially can reach our products and services and consume them, are the customers (Sarp, 

2004: 10).   

When  looking from health-care companies’ point of view, in the past, only patients were 

considered as customers; but nowadays, each individual who participates to the process of 

health-care service is considered as a customer. And generally, internal and external customer 

definitions are made. 

Internal Customer; Expresses the individuals and groups that work for the health-care 

operation or have an organic relation with the health-care operation. Staff of the establishment 

(doctor, nurse, etc.), shareholders and consultants are internal customers.  

External Customer; Contains the individuals and groups that utilize the main outputs 

(services) of the health-care operation, directly or indirectly. Patients, families of patients, 

visitors, government, the other health-care companies, pharmacies, associations and medical 

materials and medicine companies are external customers (Sarp, 2004: 11).  

Patient satisfaction is defined as an evaluation of the difference between the expectations that 

patient expects from the service and the real performance of the service which is experienced 

by consuming. It is asserted that the level of satisfaction can be determined by rating expected 

benefits and obtained benefits. It can be said that if the real performance of service regards the 

expectation of patients, the patients will be satisfied; whereas, if the performance is under the 

expectations, then patients will be unsatisfied (Uzgul, 2006: 21). 

A study that is made by National Health Organization in the USA has shown that patient 

satisfaction should be considered as an important criterion. It is determined that this 
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requirement has three main reasons. Firstly, so many proofs are asserted that says satisfaction 

is a very important consequent criterion. Patient satisfaction is evaluated as a sign to notice if 

the patients follow the treatment that is recommended, if they apply for treatment again at the 

same company and if they change the company or the staff that provides health service. 

Besides, the amount of proofs, that says satisfaction is related with the improvement about 

health status of patients, is increasing. Secondly, creating patient satisfaction communication 

models is considered as a criterion that has increasingly benefits (informing the patient, 

involving the patient in every decision about the service, etc.). Thirdly, it is asserted that the 

information which are taken from the patients by feedback, can be used to provide better 

health-care service and choose alternative methods (arranging consultation or service time 

etc.) (Fitzpatrick, 1991: 887-889). 

Customers will be satisfied as long as their expectations and needs are regarded. Customer 

satisfaction can briefly be formulated as (Sarp,2004: 11): 

Customer Satisfaction (CS) = Expectation (E), Perception (P) 

 E > P unsatisfied customer,  

 E < P satisfied customer,  

 E = P no reaction.  

In health-care operations, there are two factors determine customer satisfaction. 

1- Customer Expectations: They are defined as attitudes that customers look for or want to 

see in health-care companies. They are differentiated according to the age, gender, level of 

education, personalities and past experiences about the health-care services of customers.  

2- Perceptions of Customers about the Service They Receive: This is the way of perception 

of customers about the services which the customers receive in health-care companies. They 

are differentiated according to the age, gender, level of education, personalities and past 

experiences about the health-care services of customers.  

3.7.1. Factors That Effect Customer (Patient) Satisfaction  

As the result of studies, so many various factors are determined. These are;  

a) Personnel-Patient Interaction: While patients are evaluating the quality of service that 

doctors present, they pay attention to doctors’ sensitivity, kindness, respectfulness and 

geniality more than doctors’ expertise. When doctors and patients have a positive relation 

between them, patients follow the treatment carefully and obey the suggestions that 

doctors give. Besides, the behaviors of nurses have an important role on the patient 

satisfaction. For nurses, being kind, respectful and good-humored effect the patient 

satisfaction in a positive way.  

b)  Quality of Service: Professional skills of doctors, time of staying at hospital, for hospital 

being competent on its area, permanent illnesses that are occurred after the treatment, 

intervention to the patients on the right time, improving services by new technology and 

the speed of consultation services effect patient satisfaction directly.  
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c) Information: Informing patients and patients’ relatives with a simple, non-technical and 

understandable skill and making decision about the treatment with the doctor make the 

person accept his/her illnesses much more easily. It’s determined that informing patients 

about their health status effects the patient satisfaction directly.  

d) Attainability and Availability: Physical distance of the health-care company, easiness for 

transportation, giving services at nights and holidays, keeping specialist, meeting with 

doctor whenever it is required, waiting time (before the examination or during the 

treatment) effect patient satisfaction.  

e) Organizational and Physical Environment Conditions: Relations within the organization, 

working environment, possibility of communication, social and cultural activities, 

lightning, heating, cleaning, ventilation, noise, parking and waiting halls effect patient 

satisfaction.  

f) Reliance: Informing patients, making patients feel that they are in a safety place and 

being careful about patients’ privacy improve patients’ trust. Hereby, patient satisfaction 

is obtained.  

g) Cost: Patients want to purchase the highest quality services with the lowest costs. Cost of 

services and easiness to pay for them are important for patients. Invoices with big 

amounts increase nonsatisfaction of patients.  

h) Bureaucracy: The time that patients spend while they’re applying to the hospital or the 

number of processes while they’re receiving the services effect patient satisfaction 

directly.   

3.7.2. Methods To Determine Customer (Patient) Satisfaction  

Patient satisfaction is the most used method for measuring the quality of services. 

Nevertheless, for doing it, patient satisfaction is needed to be determined. To determine 

patient satisfaction, there are several methods. The most used ones of these methods are (Sarp, 

2004: 14);  

1) Survey Application : It is the most common method. By using survey application method, 

very useful and various information about patients can be gathered in order to satisfy 

patients. It can be done by writing or interviewing.  

2) Focus Group Interviews : It is used in order to find out the experiences and suggestions 

of people who utilize the health-care services. Average 8-12 patients have a discussion 

for a period of time about the topics that were determined already. Through this 

discussion, the factors that affect patient satisfaction can be obtained. The only 

inconvenience of this method is that patients can be affected by each other during the 

discussion.  

3) Telephone Interviews : Gathering information through the telephone from people that 

have utilized the services of the health-care company. 

4) Other Qualitative Methods : Video, tape records and observation techniques are the 

methods that are used for finding out patients’ complaints and suggestions.  
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3.8 Statistical Tools 

3.8.1  ANOVA Analysis 

Variance analysis is a method of parametric inferential and it is used for testing that if there is 

a difference between the average population. The result is found as "same averages" or 

"different averages". For a linear connection between the two variables in this analysis, (as 

has been done in regression analysis) it is considered that there is no slope coefficient 

(Lindman H.R., 1974). There are three types of variance analysis, but in this part, only the 

type, which will be used in analysis part has been mentioned. 

One-Way Variance Analysis 

This type of analysis is used when we want to test the differences between two or more 

independence groups. Typical one-way variance analysis is applied when there are at least 

three different kind of groups. If there are two- groups, t-test gives the same results as easier 

way. Because in this situation, t-test and F-test have a really close relation between each other 

(Lindmand H.R., 1974). In order to give this analysis correct results, values in each group 

must have a normal distribution. Otherwise, the problems will arise if the distributions are 

widely irregular and the sample size in groups is not equal. Besides, it might be an important 

problem if the sample sizes in groups are insufficient. The observations gathered from inside 

the groups and between the groups must be independence. For this, the homogeneous test 

could be applied.   

Hypothesis; 

 H0: There is no difference between the averages of groups.  

 H1.: At least one group's average is different from the others' average. 

3.8.2. T-Test for Independence Samples 

It is a statistical technique which is used to test whether the difference between  averages has 

make sense with a confidence level (95%, 99%, etc.) by comparing the averages of 

independently  two  groups or two samples according to a dependent variable. After applying 

the test for two independent groups, it is determined whether the difference between averages 

of these two groups is important or not (Ural, 2006 : 200).  
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4. Model Development 

In this chapter, the model which will be used in this thesis will be presented. In this thesis, 

basically, has been benefitted from the SERVQUAL model developed by Parasuraman, 

Zeithaml and Berry. However, this model is very general model which can be used for every 

service system. Hence, a model for clinics has been tried to developed by benefitting from the 

previous developed models. In order to do that, some criticism of SERVQUAL model has been 

considered. 

4.1 Criticisms of SERVQUAL Model 

 

Figure 4.1  SERVQUAL Model Dimensions 

SERVQUAL model, as mentioned before chapter 3, emerged with 5 dimensions which are 

tangibles, reliability, responsiveness, assurance and empathy. And in addition to them, the 

convenience can be considered as an important dimension to measure the service quality. 

Although it is a very beneficial and useful model, in the literature, many researchers have 

criticized this model. You can find some important criticizing below; 

According to Lassar (2000; 71), the both Servqual and measuring of quality with technical 

and functional quality dimensions must use in order to determine the degree of service quality 

which will provide the customer satisfaction. Although the technical and functional 

measurement is a better model than Servqual, technical and functional quality dimensions 

give higher results as performance. 

Johnston (1995; 53-71) made some research about bank customers' expectations and 

perceptions of service quality and he criticized the Servqual method. He said that it was not 

enough to measure with just one factor. In his study, he mentioned 18 factors which he 

believed that these factors affect the customer expectations and perception of service quality. 

These are; transportation, appearance, kindness, accessibility, availability, interest, 

cleanliness, comfort, fulfilling commitments, mastery, niceness, flexibility, friendship, 

functionality, reliability, accuracy, answerable, safety.  
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Bahia and Nantel (2000; 85) reduced 31 hypothesis into 6 main factors and implemented the 

measurements on these main factors by considering a different model to measure service 

quality. These main factors are; being effective and guaranteed, transportation, price, tangible 

attributes, variety and reliability.  

According to Cowling and Newman (1995; 25-40), The most important thing in the service 

quality expectations and perceptions of customers, which are reduced by Servqual, is 

reliability, after that it comes the ability to response, empathy and tangible attributes.  

Oppewal and Vriens (2000; 69) have made some researches and developed a new application 

for measuring service quality. At first, they’ve generated 28 different hypotheses and reduced 

them into 4 main factors. These factors are: Attainability, Ability, Mastership, Certainty and 

Relevancy.  

4.2 Our Contribution to the Service Quality Model 

When we look the criticism about SERVQUAL model, according to Lassar (2000; 71), it has 

mentioned that only these 5 dimensions will not be enough, the technical quality also must be 

evaluated.  

Technical quality dimension is a result of know-how which the company has. It means best 

technical solutions and technical skills of employees. As long as the technical quality 

dimension is on a satisfactory level, functional quality is more important than the technical 

quality in evaluation of the perceived quality of service. Besides, there is a relationship 

between technical and functional quality dimensions. An acceptable level of technical quality 

is pre-requirement for a successful functional quality. However, when the functional quality 

has a high level, temporary technical quality problems can be compensated (Gurbuz, Ergulen, 

2006; 6-8). 

Therefore, according to these approaches, concept of technical quality, which Devebakan 

(2005) has developed and used in his model inspired the work developed by Grönroos,  has 

been added to the SERVQUAL model. Nevertheless, in the healthcare, it is very difficult that 

patients review the technical skills of the service providers during the provision of services as 

well as after the provision of services (Asubonteng & da., 1996; 63-64). For this reason, the 

technical quality of the healthcare services gets within the perspective of company's 

employees. Because, these information cannot be known by the patients (Bopp, 1990; 6-15). 

In other words, as the patient cannot have enough information about everything during the 

provision of healthcare, he couldn't have a chance to decide which examination or treatment is 

most proper/efficient for himself or he may not be in a good situation to participate in 

decisions about himself (Yerebakan, 2000; 47). Hence, while the model was being created, 

the two customer groups of clinic (internal and external customers) have been considered. 

And the technical quality has been added in the model for only internal customers (doctor, 

nurse, etc.). Also for external customers (patients, relatives of patients, potential customers, 

etc.) some changes have been made in the SERVQUAL model, but basically, the 5 

dimensions have been considered and model has been created. 

When Johnston’s (1995; 53-71) eighteen factors are looked, it is seen that cleanliness factor is 

also used by Johnston. Cleanliness/tidiness: the cleanliness, and the neat and tidy appearance 
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of the tangible components of the service package, including the service environment, 

facilities, goods and contact staff. As a company which provides health-care services, 

cleanliness is a very important factor. From quality of service and customer satisfaction point 

of views, cleanliness affects the physical appearance of clinic. Besides, in service companies, 

cleanliness is an important factor but in health-care companies, it’s much more important in 

order to provide a healthy environment for patients. But, cleanliness factor is a tangible term 

as it can be understood from the description. That’s why, it’s placed in one of the five main 

dimensions which is “tangible” dimension and in the questionnaire, questions about the 

cleanliness factor are placed in tangible dimension part. 

Besides, it’s seen in the literature that socio-demographic attributes of customers affect the 

perceptions of customers. Ercan et al. (2004) has found significant relations between age, 

education level, income, social insurance and scale score by using Measuring Service 

Satisfaction Scale. Hekkert et al. (2009) specify that there is a significant relation between 

age, gender, state of health, hospital type, hospital size and level of satisfaction. Quintana et 

al. (2006) represent a relation between patient satisfaction and age, gender, education level. 

By considering these references, it is decided to be added socio-demographic attributes of 

patients into the model. The critics of other researchers are considered as well, but, since the 

working area is a health-care company, those critics don’t seem useful in the model. As the 

result, recreated model is on the Figure 4.2. 

 

Figure 4.2 The Healthcare Service Quality Model 
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Explanation of Model 

In the created model given above there are two parts and combining these two parts of model, 

the real "Quality of Service" in any healthcare company can be reached. These parts are; 

1) Functional Quality Part: It consists of external customers' expectations and perceptions 

about the service provided. The 5 dimensions which belong to Parasuraman et al. have been 

used in the model in order to get the patient's expectation and perception. And by getting the 

difference between expectation and perception of patients, it is aimed to reach the perceived 

service quality that created the functional quality in a company. Besides, socio-demographic 

characteristics are taking place in this part of model as a factor which affects the perceived 

service. In this part of model, the expectations and perceptions mentioned are gathered from 

the patients and patients' relatives with a survey emerges from the questions created by 

regarding the dimensions in the left side of model. In accordance with the responses to the 

questions in the survey, the perceived functional quality in the company/clinic can be 

determined and also the importance level of factors that can be evaluated, which forms the 

functional quality of clinic.   

2) Technical Quality Part: This part consists of the internal customer's information about the 

clinic. Information about the technical stuffs can't be known by the patients (Bopp, 1990; 6-

15). Because of that, in this part of model some information must be gathered from the 

employees in the company/clinic so as to understand the level of technical quality in the 

clinic. In this part of model, information is collected about whether the documents (quality 

certifications, the approval of ministry)  mentioned in the model has been owned  by making a 

number of interviews and one-by-one meetings with the employees of clinic/company in 

order to measure the technical quality. 

4.2.1 Servqual Questionnaire Form for the Healthcare Service Quality Model 

As mentioned before in the theory part, Chapter 3, various kind of tools have been used in 

order to establish the expected and perceived service and after that to find the perceived 

service quality. According to Sarp (2004: 14) there are four tools most commonly used. And 

one of them is survey method. Because of thought that it provides convenience for preparing, 

applying and analyzing, survey method has been used in this thesis. Therefore, some 

questions have been created for five dimensions which have been generated for external 

customers by benefiting from the developed model. And also have been benefited from the 

previously developed SERVQUAL Questionnaire forms. The created survey includes two 

part: Part 1, Socio- Demographic Characteristics, Part 2 Patients' Expectations and 

Perceptions. The first part has been added to verify the hypothesis that there could be a 

relationship between demographic characteristics of people and perceived quality of service. 

For the second part, have been developed 48 questions which half of them for measuring the 

expected service and the other half for measuring perceived service. In normal SERVQUAL 

questionnaire, there are mainly 44 questions, which half of them for expectations and the 

other half of them for perceptions regarding the 5 dimensions (tangibles, reliability, 

responsiveness, assurance and empathy). However, in our survey, 2 more questions for each 

part (totally 4 more questions) have been added to the tangibles part as questions of 



34 
 

cleanliness dimension.  The question statements for the dimensions mentioned in the model 

can be shown below; 

Table 4.1 Statements in SERVQUAL scale (New version) 

Dimensions Expressions Of Dimensions 

Tangibility/Cleanliness 1- 6 
Reliability 7-11 
Responsiveness 12-15 
Assurance 16-19 
Empathy 20-24 

 

The survey form has been generated on the online place in order to be able to implement more 

patients in less time.  You can find the questionnaire in the appendix part.  
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5. Empirical Data  

In this chapter, the case company will be described and required information about the clinic   

will be given to the reader. Besides, the data of survey applied to the clinic's patients will be 

given in this part to ready the reader for analysis part. 

5.1 Basic Information about Case Company 

In the case company, which is Linneamottagningen Clinic, there are three employees: one 

doctor, one nurse and one mid-wife. The clinic provides service within gynecology and there 

are in average eighteen patients receiving services in a day. In the clinic there is no surgery 

room, hence if a patient needs surgery, they send the patient to the hospital. Because of that 

there is not any inpatient in the clinic. Clinic employees are doing documentation, therefore 

they have an archive room to keep them in safe. Besides, there is a resting room for patients 

who want to relax and a waiting room where the patients can wait for the order of 

examination. And also, there is one examination room and a material room where the medical 

materials can be storage and a cleaning room for sterilization of the medical equipment. In the 

clinic, normally, new materials are supplied twice a month. Sterilization is made on variable 

times, because it depends on the variety of the devices. For example, if they have only one 

tool for the examination, they sterilize that tool after every single examination. But, if they 

have ten tools for that, they sterilize the tool when the number of tools decreases from ten to 

five or less than five. 

Working hours in the clinic is between 08:00-17:00. At lunch, they have one hour break 

between 12:00-13:00 and during the day they have two more fifteen minutes breaks which are 

between 10:00-10:15 and 15:00-15:15. 

In the clinic, appointments are booked only through the phone. While booking the 

appointments, symptoms of the illness are asked to patients. If the patient has an emergency, 

like bleeding, she has the priority to book an appointment. After finding out the symptoms, 

type of payment is asked to the patient on the phone, and all information that is taken from the 

patient is saved in a database which is called Medidoc and that is how booking appointment 

process is completed. At site, the patient whose appointment time is upcoming is called by the 

nurse and she is registered on the system. After the registration, the patient is sent to waiting 

hall and when it is time for the appointment, the doctor comes and calls the patient for 

examination. An average examination takes twenty minutes. in rare occasions an examination 

takes 30 minutes. But if the patient comes from a foreign country, it takes more than twenty 

minutes, due to difficulties which stem from language differences.  

5.2 Data Gathering  

5.2.1 Survey 

Survey application of research has been made by sending a survey form via Google.doc to the 

randomly selected patients who receive healthcare in Linneamottagningen. According to the 

manager of clinic, there are approximately 420 patients in total. Hence, the questionnaire 

which was created by us has been sent to 200 different patients of clinic and relatives of 
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patients. Some response has been eliminated because of insufficient information such as the 

answer “prefer not to say”. In total 109 different responses have been considered.  

From the survey two kinds of data have been gathered. One of them is expectation and 

perception scores in order to measure the SERVQUAL scores. In this part of survey, a Likert-

type scale (1:" Not agree" 6: "Definitely agree") has been used, therefore the data gathered 

from this part are only scores between 1 and 6. The expectation and perception scores will be 

given in the analysis part. The other data gathered is the socio- demographic data. 

 In this chapter the participants have been categorized through their socio-demographic 

specifications and percentage charts have been obtained for each specification. The statistical 

data about gender, marital status, employment status, income status, coming frequency to the 

clinic and religious affiliation of the participants have been given with the amounts of 

features. It’s determined that 86 of the participants are female and 23 of them are male. In 

percentages, 79% of the participants are female and 21% of them are male. The statistical data 

about ages and gender of the participants are shown on Figure 5.1. 57% of the participants 

were born in between 1971-1990, 19% of them were born in between 1961-1970, 16% of 

them were born in 1990 or later and 8% of them were born in between 1940-1960.         

Gender Amount Percentage 

Female 86 79 % 

Male 23 21 % 

Total 109 100 % 

             

 

 

Figure 5.1 a. Statistical data about Gender of Participants  b. Statistical Data About Age of 

Participants 

 

 35% of the participants are married, 49% of them are single, 7% of them are widows and 9% 

of them are divorced. 2% of the participants come to the clinic a few times in a month, 41% of 

them come to the clinic a few times in a year and 21% of them come to the clinic hardly ever. 

The statistical data about marital status and coming frequency of the participants have been 

given on Figure 5.2 

 

Marital 

Status 

Amount Percentage  Coming Frequency Amount Percentage 

Married 38 35 % A few times a month 2 2 % 

Single 53 49 % A few times a year 45 41 % 

Widow 8 7 % Hardly ever 23 21% 

Divorced 10 9 % Other 39 36 % 

Total 109 100 % Total 109 100 % 

 

Figure 5.2 Statistical data about Marital Status and Coming Frequency of Participants   

 

Birth Year Amount Percentage 

1940-1960 9 16 % 

1961-1970 21 19 % 

1971-1990 62 57 % 

>1990 17 9 % 

Total 109 100 % 
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The statistical data about employment status and religious affiliation of the participants have 

been given on Figure 5.3. As the percentages, 40% of the participants are employed full time, 

20% of them are students, 11% of them are unemployed or looking for job and 7% of them 

are employed part time. And also 11% of the participants are Protestant, 30% of them are 

Catholic, 9% of them are Muslim and 14% of them are Jewish by religious of the patients.  

Employment Amount Percentage Religious Amount Percentage 

Full Time 44 40 % Protestant 12 11 % 

Part Time 7 7 % Catholic 33 30 % 

Unemployed 12 11 % Muslim 10 9 % 

Student 22 20 % Jewish 15 14 % 

Retired 4 4 % No Preference 21 19 % 

Other 20 18 % Other 18 17 % 

Total 109 100 % Total 109 100 % 

 

Figure 5.3  Statistical data about Employment Status of Participants  and Religious of 

Participants 

 

The statistical data about education and income status of the participants have been shown on 

Figure 5.4. As the percentages, 39% of the participants have four-year college degree, 24% of 

them completed the high school education, 17% of them have two-year college degree and 

5% of them went to college but didn’t finish. 

Education Amount Percentage 

Some High Sc. 5 5 % 

High School 26 24 % 

Some college 6 5 % 

2 year college 19 17 % 

4 year college 43 39 % 

Graduate work 1 1 % 

Masters or Prof. 6 6 % 

Ph.D. 1 1 % 

Other 2 2 % 

Total 109 100 % 

 

Figure 5.4 Statistical data about Education Status of Participants and Income Status of 

Participants 

5.2.2 Interview                        

Through the interviews with staff of the clinic, some data about technical quality of the clinic 

has been gathered. Staff has taken courses from Praktikertjänst Company in Amsterdam, 

Holland. Education has been completed in April, 2013 and the clinic is qualified for having 

the quality certificate from Praktikertjänst Company. This certificate defines high quality in 

every single area in the clinic, such as disinfection, security, etc. If the clinic needs any help 

or support about quality implementation, Praktikertjänst Company is consulted. In the clinic, 

activities to improve quality are revised every year. 

Income Status Amount Percentag

e 

No Salary 29 27 % 

Under 25,000 20 18 % 

25,000-39,999 26 24 % 

40,000-49,999 21 19 % 

50,000-74,999 6 6 % 

75,000-99,999 7 6 % 

Total 109 100 % 
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For the rest, the clinic has many responsibilities and obligations towards the Swedish 

Government. Before establishing the clinic, permissions should be taken from Socialstyrelsen 

and all procedures should be conducted in accordance with the law. The clinic is connected to 

only Socialstyrelsen. If one of the patients has a problem about clinic, she will send a letter of 

complaint to Socialstyrelsen. After that, Socialstyrelsen asks all of the information about the 

patient from the clinic via letter and investigates the situation. At the end of the investigation, 

Socialstyrelsen solves the problem and informs the clinic and the patient about the result via 

letter again. 
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6. Analysis 

In this chapter, the data provided from survey have been analyzed and evaluated in order to 

determine the current functional quality of service in the clinic. To analyze the data with the 

statistical way, SPSS statistical package program has been used. The hypothesis created to 

evaluate and results of the tests will be given in this part. 

In the research, frequency distribution, mean, t-test and One-Way ANOVA of data have been 

made by using SPSS. During the analysis and evaluation phase; 

 The reliability of sample size has been calculated and verified. 

 The reliability of data and reliability of scale, which has been used in survey have been 

tested. (Reliability test and compliance with the normal distribution of the data) 

 Information about the patients who applied the survey has been evaluated with frequency 

analysis. (sum, mean, std deviation, percentage) 

 The expectation and perception averages for each question in survey have been calculated 

according to the SERVQUAL quality measurement model. 

 Total expectation and perception averages have been calculated for the five dimensions. 

 Tests were applied to determine significance of the results and the effects of demographic 

characteristics on results. (t- test, One-Way ANOVA).  

 

The required sample size with % 95 reliability has been found by formula given below 

(Islamoğlu, 2002); 

 

10076,99
)05,0(

)524,0()476,0(.
22


xqp

no


        
   The ratio of those who have certain features in the main mass, which is in our formula that 

the ratio of the patients who have been sent survey. 

   The estimated standard error 

Although the required sample size is approximately 100, 109 responses have been used in 

analysis. 

6.1 Reliability Test 

By applying this test, it is possible to find whether the contents of the trial scale is in relation 

with  ability to define the structure, which is being planned to measure, how well the every 

content is in relation with the others, which contents can give the best measurement and 

which contents have higher reliability and validity. In order to test the reliability of a Likert-

type scale, Cronbach α value, which has been developed by Cronbach, must be used. The 

higher α value can provide higher consistency between the contents of the scale and also it 

can be said that scale is composed of the same materials to define the elements of the scale. In 

a Likert-type scale reliability coefficient considered adequate should be close to 1 as possible 

(Erdem, 2007:163). 
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Table 6.1 Reliability Statistics Found by Cronbach α Test  
  

Cronbach's 
Alpha 

Cronbach's 
Alpha Based 

on 
Standardized 

Items N of Items 

,923 ,923 24 

 

The responses for the 24 Likert-type questions in the survey created to measure the patient's 

perceived quality in the clinic have been tested on Cronbach Alpha with the SPSS program 

and at the end of the test the alpha value has been found to be 0,923. That means the 

reliability of the scale, which has been used in the survey is % 92,3. The other words, the data 

set is reliable. An α value close to 1 indicates that the contents of scale have consistent and 

reliable qualification. The reliability statistics for each question in survey, according to the 

result of  α test can be found in appendix 2.  

6.2 Results and Evaluation of Research  
As mentioned before in the Chapter 4, model development part, 24 questions have been 

created, which belong to five dimensions, in order to measure the service quality. Expressions 

and notations to measure the quality of service are given in Table 6.2. 

 

Table 6.2 Expressions And Notations to Measure the Quality of Healthcare
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6.2.1  Calculation of SERVQUAL Scores For Service Provided In The Clinic 

According to the responses coming from patients, expectation and perception scores given to 

each question have been compared. The average, minimum and maximum value of these 

scores have been calculated and the difference between expectation and perception of patients 

for each question have been evaluated. After that, the total SERVQUAL scores for each 

statement (tangibles, reliability, responsiveness, assurance and empathy) have been 

calculated. In the table 6.3, these scores are given. 

Table 6.3 Participating in the survey of hospital patients' expectations, perceptions and 

SERVQUAL scores 

 

While the table was being prepared, the comparison which is mentioned in the Chapter  

3(Sarp,2004: 11) has been used. Therefore, SERVQUAL scores were obtained by removing 

the expectations of patients from the perceptions of patients. According to this approach, as 

long as the perception of patient is bigger than expectation of patient, in other word as long as 

the scores under the "difference" title aren't negative, the clinic quality for that statement 

could be provided. When looking the Table 6.3 it can be seen that for the statements; Q1: 

"The clinic has modern looking equipment", Q7: "When the clinic promises to do something 

by a certain time it does so", Q8: " When you have a problem, the clinic shows a sincere 

interest in solving it", Q13: " Staff in the clinic give you prompt service", Q15: " Staff in the 

clinic is never be too busy to respond to your requests", Q16: " The behavior of staff in the 
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clinic instills confidence in you", Q21: " The clinic has operating hours convenient to all its 

patients" and Q24: " The staff of the clinic understand your specific needs", the functional 

quality couldn't be provided in the clinic. And also when looking the total scores for 5 

dimensions, reliability and responsiveness dimensions have negative values (-0,193 and -

0,146). That means it is necessary to make various kind of improvements to increase the 

quality for these statements and more attention about these issues should be given. Because, 

according to the responses, these 2 dimensions within the five dimensions used in the model 

have been second and third important factor for patient, which determine the service quality in 

the clinic (Figure 6.1) 

  

Figure 6.1 Patient Priority For Expectations and Perceptions 

If we look at the graphic which shows the patient priority for expectations, "assurance" has 

been the most important factor for patients in the clinic. The "reliability" and 

"responsiveness" follow the assurance. According to the patients, "tangibles" has been the 

dimension which has the least importance level and least expectation.  If we look at the 

graphic which shows the patient priority for perceptions, again "assurance" has been best 

perceived factor for patients in the clinic. However, this time "reliability" and "tangibles" 

follow the assurance. Although the responsiveness is  third most important factor for patients, 

it's perception is lower than it's expectation. Besides, the "empathy "factor has the least 

importance level within the other dimensions.  

6.2.2 Patients' Perceptions of Service Quality by Socio-Demographic Characteristics  

When the model was being created, it was considered that the socio-demographic 

characteristics of people can affect the perception of patients about the quality of service 

offered. And as mentioned before in Chapter 4, in the previous researches  and studies it was 

assumed that this issue must be considered to perceive the quality which has been offered, as 

well. According to perceive the healthcare quality with socio-demographic point of view, the 

following hypotheses have been set up and analyzed by t-test and ANOVA with %95 

reliability. 

1. According to gender of patients /patient relatives, there is no difference in quality 

perceptions. 

4,803 
5,037 

4,916 
5,108 

4,821 

100,00% 

Patient Priority For 

Expectations 

Empathy Assurance 

Responsiveness Reliability 

Tangibles 

4,883 
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5,113 

4,826 
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2. According to marital status of patients /patient relatives, there is no difference in quality 

perceptions. 

3. According to age of patients /patient relatives, there is no difference in quality perceptions. 

4. According to education status of patients /patient relatives, there is no difference in quality 

perceptions. 

5. According to employment status of patients /patient relatives, there is no difference in 

quality perceptions. 

6. According to income status of patients /patient relatives, there is no difference in quality 

perceptions. 

6.2.2.1. Difference in Perception of Quality of Service Offered by Gender 

In order to understand whether there is a difference in perception of service quality by gender, 

a t-test has been carried out on the survey results. As mentioned before if there are two- 

groups, t-test gives the same results as easier way. Because in this situation, t-test and F-test 

have a really close relation between each other (Lindmand H.R., 1974). Because of that, for 

this analysis t-test has been used. And for this, the following hypotheses have been set up. 

H0: According to gender of patients /patient relatives, there is no difference in quality 

perceptions. 

H1: According to gender of patients /patient relatives, there is a difference in quality 

perceptions. 

Table 6.4 T-Test Results According to the Perceived Service Quality Realize by Gender  
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In table 6.4, the p values, which mean the probabilities, are observed. Because of that the t-

test has been applied with %95 reliability, the H0 hypothesis has been accepted for p-value 

more than 0.05 and for the other ones (less than 0,05) H0 hypothesis has been rejected. 

Rejecting the H0 hypothesis/ accepting the H1 hypothesis means there is a significant relation 

between the gender of patients and the patient's perception of quality of service. When we 

look at the table, we can just see two rejecting. Therefore, it is clear there is not so much 

difference which the differentness of  gender  creates on the perception of quality. According 

to the result of t-test, H0 hypothesis has been rejected for 3
rd

 and 23
rd 

questions. In another 

words a meaningful difference has seemed for these statements due to the variety of gender. 

In Q3: " Staff in the clinic is neat in appearance" the quality perception on female is higher 

than male. And also, in Q23: " The clinic has the patients' best interests at heart" the male's 

perception average is higher than the female's perception. 

6.2.2.2. Difference in Perception of Quality of Service Offered by Marital Status 

In the marketing researches it is often required to examine whether the averages of various 

kind of groups (categories) are same or not, which one of them includes dependent variable 

and the others include independent variables. In that case, the one-way variance analysis must 

be used. In order to understand whether there is a difference between the averages of 

perceptions of quality by marital status, one-way variance analysis (ANOVA) has been made 

and following hypothesizes have been set up:  

H0: According to marital status of patients /patient relatives, there is no difference in quality 

perceptions. 

H1: According to marital status of patients /patient relatives, there is a difference in quality 

perceptions. 

The ANOVA analysis has been made with %95 reliability. And because of that test is a one-

way variance analysis in order to accept the H0 hypothesis which was set up above, p 

(probability) value must be higher than 0,05. The higher ones have been accepted and the 

other ones have been rejected. According to this information, the hypothesis ”According to 

marital status of patients, there is no difference in quality perceptions." can be rejected for Q1, 

Q2, Q11, Q13, Q16 and Q17. Even if we couldn't reject this hypothesis for each question, rejecting 

for 6 of 24 questions can be showed us marital status is very important socio-demographic 

feature which can be used for the future researches. 

 In our research Q16 and Q17 that are in the "Assurance" dimension which is the most 

important one for the patients, has been affected from the marital status. For both questions 

married people have higher perception about those questions than the single, divorced and 

widow people.  
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Table 6.5 Anova Analysis Results According to the Realize of Perceived Service Quality by 

Marital Status  
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6.2.2.3. Difference in Perception of Quality of Service Offered by Age 

Following hypothesis have been set up and the perception scores have been analyzed by one-

way variance analysis in order to understand whether the quality of service provided can 

change or not according to age and if it changes in which statements it will be change. 

H0: According to age of patients /patient relatives, there is no difference in quality 

perceptions. 

H1: According to age of patients /patient relatives, there is a difference in quality perceptions. 

The results from ANOVA analysis have been given in Table 6.6. According to this table, H0 

hypothesis can be rejected for 4 questions asked to patients. It means for Q2, Q11, Q13 and Q23 

there is a significant difference between patient's age and perception of patient. Particularly 

for Q13: "Staff in the clinic give you prompt service." statement has been found fairly enough 

for the patients who are 43-52 years old. However, against to this argument, young and old 

people have less perception quality for this statement in the clinic. Since "Old and young 

people are impatient about the given service" they can perceive slow service provided in the 

clinic. Therefore, according to them, the clinic has low functional quality about prompt 

service statement. 

 

Table 6.6 Anova Analysis Results According to the Realize of Perceived Service Quality by 

Age 
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6.2.2.4. Difference in Perception of Quality of Service Offered by Education Status 

Following hypothesizes have been set up in order to understand whether the quality of service 

provided will change by education status. Because there are more than two independent 

variables, the perception scores were analyzed by one-way variance analysis.  

H0: According to education status of patients /patient relatives, there is no difference in quality 

perceptions. 

H1: According to education status of patients /patient relatives, there is a difference in quality 

perceptions. 

In the table 6.7, results of Anova analysis for each 5 dimensions can seem. Unlike the other 

tables, in this table only whether the set up hypothesis is valid or not has been mentioned. And 

also the sample size, std deviation and mean don't exist. Because, according to the statistics 

come up from survey results, there are nine education groups for each question. Since these 

nine statuses of education cannot be fit in a table, this method has been used to give the results 

to reader. 

When looking at the Anova analysis made by educational status, it can easily be seen H0 

hypothesis has been rejected for  9 of 24 questions.  That means in these 9 questions 

educational status affects the level of perception of quality. Q2, Q3, Q4, Q8, Q12, Q15, Q16, Q23 

and Q24 have been affected by educational level of patients. Especially the statement Q4 
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"Materials associated with the service (such as pamphlets or statements) are visually 

appealing" perception of patients has been high on the people who have high education level. 

We can assume that the person, who has high education level such as four year college or 

master degree, etc.  can be aware of the materials (pamphlets or statments) in clinic. Hence, 

they can perceive for this quality very high. However the perceptions for this statement Q24 " 

The staff of the clinic can understand the specific need of the patients." have been low for the 

people who have high education level. In other words, how a person's educational level rises, 

the lower the perception of special needs are understood. 

 

Table 6.7 Anova Analysis Results According to the Realize of Perceived Service Quality by 

Education Status 
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6.2.2.5. Difference in Perception of Quality of Service Offered by Employment Status 

Employed person's and unemployed person's or a student's perception level of a service may 

not be the same. Hence, following hypothesizes have been set up and the perception scores 

have been analyzed by one-way variance analysis in order to understand whether the quality 

of service provided will change by employment status or not. 

H0: According to employment status of patients /patient relatives, there is no difference in 

quality perceptions. 

H1: According to employment status of patients /patient relatives, there is a difference in 

quality perceptions. 

The results of the Anova analysis have been given in Table 6.8. In this table only the results 

of Anova (F and p values) have been given to the reader due to the lot of situation for each 

question, as well. Because of that a test with % 95 reliability has been made, the higher p-

values than 0,05 probability value has been searched in the results  in order to reject the H0 

hypothesis. The H0 hypothesis has been rejected for  Q6, Q11, Q13, Q16, Q20 and Q21, totally six 

questions. According to this argument, in these questions there is a significant relation 

between the perception of quality and employment status of patients. 

Especially perception of the Q6  "The clinic is always clean and tidied up", there is a huge 

difference between the perception average of retired patients and  perception average of part 

time employee patients. And also, in Q13 " Staff in the clinic give you prompt service", it has 

been seemed there is an important difference between retired or unemployment patients' and 

part-time or full time employee patients' perception of service delivery rate.  
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Table 6.8 Anova Analysis Results According to the Realize of Perceived Service Quality by 

Employment Status 
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6.2.2.6. Difference in Perception of Quality of Service Offered by Income Status 

The income status makes people have different tendencies. For instance, a person has a good 

salary can prefer to be treated in a private hospital rather than in a public hospital. According 

to this information, following hypothesizes have been set up and the perception scores have 

been analyzed by one-way variance analysis in order to understand whether the quality of 

service provided will change by income status or not. 

H0: According to income status of patients /patient relatives, there is no difference in quality 

perceptions. 

H1: According to income status of patients /patient relatives, there is a difference in quality 

perceptions. 

Table 6.9 Anova Analysis Results According to the Realize of Perceived Service Quality by 

Salary 
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While making the income analysis in SPSS, only six options used in survey have been 

considered. Because, according to the responses no person has income status like other 

options cannot be found. Therefore, 100.000-124.999, 125,000 - 149,999 and over 150,000 

options haven't been incorporated into the analysis. As can be seen in table 6.9, H0 hypothesis 

has been rejected and H1 hypothesis has been accepted for eight questions. And a significant 

relation has been found between the perception of quality service provided and income status 

of patient. 

According to the scores of visually appealing and being neat in appearance statements, which 

exist in the tangible dimension, it has been observed that of the higher the patients' monthly 

income, the lower the perception of these conditions. For these questions the average 

perceptions of low-income patients are high. Meanwhile, 40.000 and over 40.000 income 

patients' perception average is decreasing. And also, we can see from the responses of Q8, 

whereas the middle class patients' perception level of quality are high, under 25.000 and over 

40.000 income patients' level of perception are substantially low. For Q17 40.000 and over 

40.000 income patient's perception level are high, under 40.000 income patients'/ patients' 

relatives' perception level of this statement are lower than that of 40.000. 
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7. Results  

In this chapter, the results of analysis have been given and evaluations and comments have 

been made about the results of analysis. The results from the analysis part have been 

presented in the same order as they were analyzed. 

The developed model has been applied and results of application have been evaluated. When 

we look at the results of our model, it seems that model is working very well and the quality 

of healthcare service in the gynecological clinic can be easily measured, as well. To create the 

new model by using the dimensions of SERVQUAL as base has been provided quite a big 

benefit for measuring the quality of healthcare service. We can see that the cleanliness 

perception of patients in a healthcare system will be high when we look at the questions about 

the cleanliness dimension which has been added later on the SERVQUAL model. And also, it 

has affected to the quality of service. Therefore, it has been concluded that it is a good 

decision to add the cleanliness dimension into the tangibles dimension in the model. Besides, 

it has been seen that the socio-demographic characteristics are playing very important role on 

the perceptions of patients for some dimensions. Hence, using the socio-demographic 

characteristics in the model as a factor affecting the perception has been approved. And it has 

been thought that these additions made the results of developed model have more reliability 

and validity. Since the technical quality dimension has been considered in the developed 

model, it has been seen that the ability to measure the total quality of service (functional and 

technical) in a clinic, where the model can be applied, has been provided. The power of 

accurately and correctly measuring quality of SERVQUAL model has been increased with the 

new qualifications added on the model.  

When we look at the total results of model applied, we can easily say that the technical quality 

has been completely met in the clinic. And also, patients' satisfactions have been tried to meet 

in order to provide higher functional quality. However, the perception of functional quality 

has been strongly affected by some socio- demographic characteristics such as age, 

employment status, marital status and educational status. In the following part, the results of 

implementation have been given clearly. 

7.1 Functional Quality of Clinic 

The first part of the model which was created for external customers has been used in order to 

determine the functional quality in the clinic. The results obtained from the analysis have been 

given below as two parts which first one is the perceived quality according to the servqual 

scores and the second one is the quality perception according to the socio- demographic 

characteristics. 

7.1.1 SERVQUAL Scores 

The statements for measuring the healthcare quality have been divided into five group as 

tangibles, reliability, responsiveness, assurance and empathy. According to the SERVQUAL 

quality measurement model, the expectation and perception scores of these five group have 

been measured in analysis part (Table 6.3) and here they have been evaluated one by one for 

each question in the survey. The average of perception is higher than the average of 
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expectation for each question except the statements; Q1: "The clinic has modern looking 

equipment", Q7: "When the clinic promises to do something by a certain time it does so", Q8:" 

When you have a problem, the clinic shows a sincere interest in solving it", Q13: " Staff in the 

clinic give you prompt service", Q15: " Staff in the clinic is never be too busy to respond to 

your requests", Q16: " The behavior of staff in the clinic instills confidence in you", Q21: " The 

clinic has operating hours convenient to all its patients" and Q24: " The staff of the clinic 

understand your specific needs"  (Perception average < Expectation average) 

Tangibles 

When we compare the SERVQUAL score averages for the five dimensions, it can be seen 

that "tangibles" is the service group which has the best performance with 0,478 score. 

However, when the dimensions by the expectation and perception priority of patients has been 

examined (Figure 6.1), tangibles is the dimension which is required in a minimum level in the 

clinic. Employees gave attention to the appearance of the clinic and the appearance of the 

employees. Therefore, they improved the quality for this dimension. Nevertheless, as 

mentioned above, since this dimension isn't so much  important for the patients, any 

improvement about tangibles feature of clinic isn't necessary. 

Reliability 

Reliability dimension has proofed by getting a negative value (-0,193) that the studies about 

reliability in clinic can't be provided well. The perception of patients couldn't meet 

expectation of patients for reliability. Although it is the second dimension which patients have 

perceived the performance of it as best, it can be said that the quality of clinic for this 

dimension is low because of the expectation from this dimension is too high. The reason of 

this argument has been the questions which the notations are  Q7 and Q8. Clinic should 

improve these two statements in order to increase the quality for this dimension. 

Responsiveness 

Responsiveness dimension also has proofed by getting a negative value (-0,146) that the 

studies about responsiveness in clinic can't be provided well. Although this dimension is in 

the third place by expectation of patients, it decreased to the fourth place by perception of 

patients received the service. Because of the Q13 and Q15, the quality in the clinic has been 

affected in a negative way. Clinic should improve these two statement in order to increase the 

quality for this dimension. 

Assurance 

Assurance is the most important dimension for the patients and patients' relatives. And they 

have expected fairly high performance from clinic for this statement. When we look at the 

total Servqual average score for this dimension (Table 6.3), we see it is positive (0,0018). 

According to this score, this argument can be obtained: The most important dimension for 

patients is assurance and again assurance is the dimension which has the higher perception 

level for patients receiving service in the clinic. In other words, clinic has strongly provided 
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the quality for this dimension which the patients consider it is the most important dimension 

of a healthcare system in a gynecological clinic. 

Empathy 

When the total Servqual score of empathy dimension has been looked at, it can be seen it has 

a positive value (0,027). This shows that employees of the clinic can understand the emotions, 

thoughts and problems of patients and they behave respectfully to the patients when they offer 

healthcare. Although the Servqual scores are negative for two questions in the empathy 

dimension, functional quality of clinic cannot be affected negative due to the less expectation 

of patients for this dimension.  

According to the results of Table 6.3, the most expected service character of patients are the 

statements Q6: "The clinic will be always clean and tidied up" and Q17: " Patients of excellent 

clinics will feel safe in their dealings with the clinics". When we look at the statements, it can 

be easily seen that the patients have given really importance to the cleanliness of a clinic and 

first of all they want clinic to be very clean. And also, they want their information to be keep 

in secret. However, being the case company is a gynecology clinic may be the cause of this 

expectation is so high. According to the patients, the statement, which has the highest 

perception score is again Q17. That meansthat the clinic has extremely stuck to the personal 

information and their dealing, according to the patients.  

According to the results of Table 6.3, the least expected and least perceived service character 

of patients is the statement Q4: "Materials associated with the service (such as pamphlets or 

statements) will be visually appealing in an excellent clinics." Because of the perception is 

low and the expectation from this statement is the lowest level, the quality of clinic can't be 

affected in a negative way. 

7.1.2 Socio- Demographic Effects on the Perception of Patients 

In this chapter of evaluation, the relation between socio-demographic and socio-economic 

attributes of the patients and the perceptions about the services of clinic is examined. To be 

able to examine this relation, the hypothesis is created for each socio-demographic attribute 

and they are all tested in analysis chapter. In this chapter, each socio-demographic attribute 

will be evaluated; the probability of reliability and responsiveness dimensions which are 

perceived as low quality being affected from these attributes will be discussed. 

 

 Gender 

When we compare genders, we see that results don’t have a huge difference. Because men 

who replied on the survey could get opinions from their wives about the clinic. In this study 

just for 2 questions, the difference of gender causes the difference of perceptions. However, 

when the model will be used for another clinic except gynecology, gender factor can be 

important for the results. 
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Marital 

In the analysis for marital status, huge differences are identified in 6 different questions. In 

this way, this attribute is proved as an important factor to determine the service quality. 

Besides, in this dimension, when we look at the questions that hypothesis is rejected, we see 

that Question 13 (Q13) in responsiveness dimension is affected by this attribute. The result that 

we have here; because of the perception of Q13 is low, responsiveness dimension is perceived 

low and it causes the quality of service seems low. This situation is caused by marital status 

and clinic has nothing to do about it. 

 

 Age 

When we look at the levels of perceived service quality according to age attribute, we see that 

4 questions in the survey are affected by age. The most important result is that the perception 

for Q13 can be changed for each age period and according to young and old patients, clinic 

serves too slow. According to Servqual scores, responsiveness dimension can’t regard the 

expectation of patient. Nevertheless, this situation can be explained like; when we consider 

that age affects the statement Q13, the reason of being low for the service quality is that 

according to age of the patients, the service is perceived too fast for some of them and it’s 

perceived too slow for the others. In this study, mostly the young people replied the survey, 

that’s why service is perceived slow. Thus, age factor is proved as one of the most important 

factors to measure the service quality. 

 

 Education 

In the survey, nine questions are affected by education status. It means this attribute affects 

the perception of service quality and it is proved as an important attribute to measure the 

quality. Education status affects the perception level of quality from Q8 and Q15 statements 

(these are the statements that cause responsiveness and reliability are negative). Thus, it can 

be concluded that being poor of quality about responsiveness and reliability is affected by 

education status. 

 Employment 

According to results, six questions are affected by employment status of the patients. The 

most important ones in these questions are Q13 and Q15. Q13 "Staff in the clinic give you 

prompt service", it has been seemed there is an important difference between retired or 

unemployment patients' and part-time or full time employee patients' perception of service 

delivery rate. Besides, for the statement Q15, employed patients perceive the quality lower 

than the others. This difference about the perceptions cause responsiveness dimension has a 

negative score. In other words, it causes the clinic has low quality for this dimension. That’s 

why, employment status is a very important attribute to determine the service quality. 

 

 Income 

One of the most important questions is Q8 which is affected by income status. And this 

question causes reliability to be negative. For Q8, whereas the middle class patients' 

perception level of quality are high, under 25.000 and over 40.000 income patients' level of 

perception are substantially low. From this statement, it’s seen that income status affects the 

perception of patients for Q8. And it’s a required attribute to measure the service quality. 
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7.2 Technical Quality of Clinic 

To be able to determine the technical quality of clinic, the second part of model (internal 

customers) has been used. Some interviews have been made with the staff of clinic. As the 

results of interviews, it has been considered that whether clinic has quality certificates and 

permissions from ministry and if it has, their validity have been evaluated. According to the 

Shaw (2004), for healthcare systems, accreditations and certifications are willing but 

registration is necessary procedures. 

 Clinic staff have been participated an education and result of that education they have 

attained a quality certificate from Praktikertjänst Company. It has showed us that the technical 

quality has been confirmed by an official company. In the clinic, activities to improve quality 

are revised every year. And it shows us employees are giving fairly attention to improve the 

quality in their clinic and they are willing to learn new information. The clinic also has some 

responsibilities and obligations towards the Sweden Government. All procedures have been 

done according to the law of health. Clinic has considered that ISO quality certificates are not 

necessary, hence the manager hasn't applied to them.  
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8. Conclusion 

In this Chapter, the theoretical relevance, which were mentioned about in introduction part, 

have been given in order to understand whether we achieved our aim for this thesis. Further,  

some recommendations which can help to case company to improve their quality of service. 

Then, a discussion about the further research in this area of study has been offered to the 

reader. 

The problem formulation of this thesis has been given below:    

 How can the quality of service of the healthcare system in a gynecological clinic be 

measured and evaluated? 

In order to answer this question, a model has been developed for healthcare systems and it has 

been implemented in a gynecological clinic.  

By developing and applying the model in a real case company and evaluating the results of 

analysis, the purpose of this thesis has been met and the problem has been solved, as well. 

The model can be used to modify and develop for better implementations in order to make 

this model available for various kinds of healthcare systems.  

8.1 Theoretical Relevance 

The healthcare model that has been created by developing some various kind of dimensions, 

basically, used the SERVQUAL model which has been developed for measuring quality of 

service can be easily used to measure quality of healthcare services. Although the developed 

model is still general model, it is a model which has been created for using only the healthcare 

systems. And it can solve the lack of model, which can be used to accurately measure the 

quality of health care, in the literature. Since the analysis implemented has been based on the 

statistical results and the dimensions in the model have been evaluated one by one, established 

quality factors can be used for the market researches of other healthcare systems and it will 

give correct results to them. 

8.2 Recommendation to the Company 

At the end of the research, these recommendations can be suggested to the clinic manager in 

order to provide more efficient and higher quality healthcare service; 

 Clinic staff should continue the skill based and quality based trainings so as to improve 

continuously the technical quality. 

 Doctor and staff should behave in a sincere manner while providing the service. 

 It should be taken care of that the services offered the patients is provided at the exact time. 

 Although it was established that delivery rate of service in the clinic has been affected by 

age and employment status, the clinic staff should try to adjust the delivery rate of service for 

these people, the reasons of the faults should be searched in order to decrease the time of 

waiting. 

 Examination schedule can be arranged more properly, hence suitable examination time can 

be assigned for every single patients. 

 The staff should take care of the patients' special needs. 
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8.3 Future Researches and Criticism 
The model developed in this thesis, which enables to measurement and evaluation of the 

quality in healthcare services, has been applied in a small clinic and it has been seen that the 

results of implementation has successfully measured the quality of service in the clinic. 

According to the results, it has been understood which application can be made in areas where 

the quality is insufficient in the later stages. However, it should be applied in a system which 

has more patients and more employees and its reliability should be obtained in order to 

provide usefulness and validity of this model in other gynecological clinics. In this research 

religious factor has been considered, but it hasn't been examined because of that a big 

difference between the perceptions of quality hasn't been seen. Besides, the gender factor 

doesn't have so much importance in this study, however, it shouldn't be forgotten  that it can 

has really big importance in other studies. 

In addition, some intervals have been used in the socio- demographic characteristics part in 

the survey. They will be explained here in order to avoid conflicts of meaning. In the coming 

frequency question, there is an option as other which means not a precise frequency for every 

year or month. And the other correction is about the education intervals. While the survey has 

been created, the current Swedish educational system, which has 3 year and 5 year programs, 

hasn't been taken into consideration, therefore the 2 year college and 4 year college options 

have been added into the survey.  
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Appendix- 1  Patient Survey 
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Appendix- 2    Item-Total Statistics  
 
 

  
Scale Mean if 
Item Deleted 

Scale 
Variance if 

Item Deleted 

Corrected 
Item-Total 
Correlation 

Squared 
Multiple 

Correlation 

Cronbach's 
Alpha if Item 

Deleted 

p1 113,7156 115,446 ,684 ,660 ,918 

p2 113,4220 115,320 ,680 ,556 ,918 

p3 113,2661 115,697 ,659 ,590 ,918 

p4 114,3303 130,353 -,120 ,263 ,933 

p5 113,1468 122,163 ,450 ,395 ,922 

p6 113,0826 116,076 ,687 ,659 ,918 

p7 113,6147 118,165 ,629 ,543 ,919 

p8 113,3945 118,704 ,571 ,447 ,920 

p9 113,4404 120,341 ,538 ,471 ,920 

p10 113,2661 119,067 ,588 ,540 ,920 

p11 113,1743 115,349 ,694 ,622 ,917 

p12 113,4128 120,615 ,489 ,479 ,921 

p13 113,5505 115,528 ,673 ,594 ,918 

p14 113,3394 120,856 ,545 ,474 ,920 

p15 113,6881 117,328 ,557 ,552 ,920 

p16 113,4954 113,641 ,691 ,669 ,917 

p17 113,0000 120,444 ,524 ,373 ,921 

p18 113,3761 122,255 ,357 ,381 ,923 

p19 113,1835 122,170 ,429 ,394 ,922 

p20 113,4862 121,845 ,478 ,468 ,921 

p21 113,8716 115,928 ,626 ,567 ,919 

p22 113,4037 121,502 ,489 ,444 ,921 

p23 113,6055 115,667 ,687 ,637 ,918 

p24 113,3853 111,776 ,765 ,680 ,916 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


