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Abstract 

The attempts of the individuals to be healthier by means of resting, 
exercising or going to thermal springs resulted with the emergence of a new 
and different type of tourism as 'medical tourism' within the tourism 
industry. In the environment of rapidly increasing competition, countries 
and health service providers make great efforts in order to take more shares 
from the medical tourism, which is directly related to the quality of the 
provided service and customer satisfaction. From this point, the aim of this 
research is to measure the service quality in medical tourism, reveal the 
current situation, investigate the relationship between service quality, 
satisfaction and loyalty and make suggestions. In this sense, the servqual 
scale, widely used in the health sector in particular, was taken as basis and 
implemented to the medical tourism participants. In this context, the 
observed result was that the most important service quality dimension for 
the participants was reliability and the dimension with the least likelihood to 
meet the expectations was sensitivity. However, it was concluded that there 
was a positive relation between the perceived service quality and customer 
satisfaction and that customer satisfaction played an intermediary role in 
achieving the customer satisfaction. 
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1. Introduction 

People make great efforts to protect their health, increase their life quality and 
regain their health. They visit various countries apart from their residence due to 
many reasons such as the developments in technology, communication and 
transportation, long waiting hours in their own countries, some diseases not being 
within the scope of the insurance and the increase in the possibility to obtain 
health service of better quality. For long years, foreign citizens have been visiting 
USA,developed countries and Europe for medical treatment and care. More 
recently, the citizens of developed countries including USA and European countries 
have started to travel to the less developed regions of the world for medical 
treatment (Leahy, 2008, p. 260). This type of tourism, in the literature defined as 
the health tourism, covers tourism types such as medical tourism, spa-wellness 
tourism and tourism for elders and handicapped. 
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Health tourism and medical tourism concepts are used mostly as interchangeable. 
Health tourism is a type of tourism that covers the applications of the thermal 
tourism, spa-wellness, 3rd age tourism, tourism for handicapped, health tourism 
etc. In this context, it is necessary to define that medical tourism is not 
synonymous with health tourism, but one of the types of medical tourism (Lunt 
and Carrera, 2010, p. 28). Compared to other sectors such as traditional tourism 
and other sub-sectors of tourism, medical tourism is, despite being new, is one of 
the sectors with the most rapid development (Connell, 2006, p.1093–1100; 
Herrick, 2007, p.1-40). Medical tourism grows rapidly within the tourism sector 
and is a concept defining the fact that people travel to long-distance countries to 
receive medical treatment and that they are also vacationists. Health tourism has 
reached a volume of $100 billion dollars in the world, reaching a point that whets 
all countries' appetites (Aydın et al., 2011). In this sense, health tourism did not 
stop at the point of thermal tourism or spa tourism but also covered medical 
applications, in other words, medical treatments (İbiş, Sinan, 2009).   

2. Health Tourism 

Health tourism is defined as going to another place to receive the health services 
that do not exist or regarded as insufficient in the place of residence, while 
remaining in the destination to benefit from the natural or artificial opportunities 
for a specific period of time and returning back home (Lee and Spisto, 2007, p.1; 
Sarwar et al., 2012, p.2; Baukute, 2012, p.6; Tshibalo, 2011, p.126; Vajirakachorn, 
2004, p.8, Jeevan, 2011). Although the equivalent of the trips made to overseas 
with treatment purposes in the literature is still a matter of discussion, medical 
trip (Huat, 2006a, Fedorov et al., 2009, Cormany and Baloglu, 2011, Crozier and 
Baylis, 2010), medical refugees (Milstein and Smith, 2006), external patients 
(Jones and Keith, 2006), bio-technological pilgrims (Song, 2010) are some of the 
terms used for the definition purposes therein. 

Tourism and health concepts can evoke different things when used together. 
However, health tourism includes the basic attributes of health and tourism 
sectors. Therefore, there are different definitions on the health tourism in the 
literature (Bennett et al., 2004, s.123; Cook, 2008, p.7; Henderson, 2004, p.113; Lee 
ve Spisto, 2007, p.1; Sarwar et al., 2012, p.2; Baukute, 2012, p.6; Tshibalo, 2011, 
p.126; Vajirakachorn, 2004, p.8).  In this regard, it can be stated that health 
tourism covers the common points of medicine and tourism, which are two 
different service sectors. In this context, manifesting as a niche market, medical 
tourism allows the people to make intercontinental trips both with medical and 
touristic purposes (Bookman and Bookman, 2007; Jones and McCullough, 
2007:1077-1080; Medheka, 2013: p.205-207). 

T.R. Ministry of Culture and Tourism defines the health tourism briefly as "the trips 
made with treatment purposes". In other words, health tourism is the type of 
tourism allowing the growth of the health institutions by means of utilizing 
international patient potential along with those requiring physiotherapy and 
rehabilitation (T.R. Ministry of Culture and Tourism, 2011). As the main motivation 
in the health tourism is to purchase the services that will be beneficial for personal 
health, health tourism may manifest in different forms. In this context, health 
tourism can be examined under three topics:  
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 Thermal and spa-wellness tourism, 

 Tourism for elders and handicapped, 

 Medical tourism. 

Goeldner (1989) has highlighted that there are five main components of health 
tourism market (Hall, 2011, p. 6). 

 Sun and fun activities (Entertainment tourism) 

 Healthy activities (main motivation is not health) (Outdoors recreation, 
adventure tourism, sports tourism and wellness tourism) 

 Travels with the health being the primary motive (health tourism) 

 Travels for sauna, massage and other health activities (Spa-wellness 
tourism) 

 Medical treatment (medical tourism) 

Medical Tourism: Van Sliepen (1992) defines the medical tourism as the trips 
made in the spare time with treatment purposes, with the condition of 
accommodation. According to Suad Imran (1995), it is defined as a person going to 
another country due to doctor suggestion or their own discretion for treatment 
and for a short period of time (Harahsheh, 2002, s. 23-24; Demirer, 2010, p. 6). 
Medical tourism or medical travel defines the trips made to other countries with 
medical purposes (Connell, 2006, p. 1094; Garcia Altes, 2005, p. 262; Akdu, 2009, 
p. 35). With reference to the definitions stated above and in the literature, it is 
possible to define the concept of medical tourism as "the travels made by the people 
to the places other than the place of residence in order to regain and/or protect their 
health, on the condition of lasting for minimum 24 hours and maximum 1 year 
without any commercial purposes and by virtue of receiving medical treatment and 
participating in touristic activities based on the treatment period and type"  (Akdu, 
2014, p.9).  

According to Cohen (2006), tourists or visitors are grouped in 5 main categories in 
terms of health tourism market. These are (İçöz, 2009, p. 2261); 

Only tourists: The tourists or visitors that do not benefit from any medical 
services in the country they visit. 

The tourists that are treated on vacation: The tourists who receive medical 
service and treatment during their travels due to injuries or accidents. 

Tourists with vacation and treatment purposes: These tourists do not go to the 
country or region due to specific medical reasons. However, the availability of 
treatment opportunities for some diseases in the visited region is a reason of 
preference. In other words, they are tourists with treatment-on-vacation purposes. 

Vacating patients: These visitors go to a region with treatment purposes, 
however, they also have a vacation in that particular region following their 
recovery. 
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Only patients: The medical tourists in this group go to a region only to be treated 
or undergo surgery. They do not have vacation purposes. 

When the medical tourism concepts are examined, it can be concluded that the 
priority of the medical tourists is medical treatment. In this sense, when the 
classification by Cohen and the definition of medical tourism is compared, it 
becomes more appropriate to classify the audience that can be taken as medical 
tourists as 'patients on vacation', 'only patients' and partially 'tourists with 
vacation and treatment purposes', respectively. The reason for this classification is 
the priority of the two tourist types to have a vacation. 

3. Medical Tourism in the World 

The first and most important attribute of medical tourism is that it is associated 
with tourism (Gonzales et al., 2001, p.1-211) and medicine (Tupasela, 2010, p. 1-
144) and that the developments, changes, audiences; in other words, all the factors 
affecting and being affected by these sectors play an important role in medical 
tourism. Therefore, the subjects affecting the tourism and medicine sector are in 
the lead for medical tourism researches Spasojeviç and Susiç, 2010, p.201-208). 
Technical equipment and advanced medical opportunities in the developed 
countries are means of attraction for individuals from less-developed or 
developing countries with financial ability that sought better treatment options 
(Khafizova, 2011, p. 68; TÜSİAD, 2009, p. 5-6; Yirik, 2015). From this perspective, 
it can be stated that the specific objective of medical tourism is medical services 
(Kruja and Gjyrezi, 2011, p. 77-89). The stay in the country visited with medical 
tourism purposes may be organized for a long or short period of time (Suchdev et 
al., 2007, p.317-320; Fukahori et al., 2011, p.168-173). 

The studies determined that around 750.000 American citizens traveled to 
different countries for treatment (Keckley and Underwood, 2008).  Keckley (2008) 
estimated that this number would reach a value around 3 or 5 million USD by 2010 
(Keckley and Underwood, 2008, Keckley and Eselius, 2009). Considering these 
values, it is observed that USA citizen tourists correspond to around 10% of the 
people traveling with health purposes (Ehrbeck et al., 2008), hence it can be 
concluded that the number of people traveling with health purposes is around 30-
50 million. Along with number of tourists, another parameter that allows the 
evaluation of the medical tourism sector size is the material size of the sector. For 
instance, this value is estimated to be 60 billion USD for 2008 (MacReady, 2007, 
Crone, 2008, Keckley and Underwood, 2008). 

The increase in the medical tourism activity has facilitated the efforts of countries 
that want to take a share from this market. In this sense, low price in particular has 
been an important element of competition. Table 1 includes an inter-country price 
comparison for several operations. 
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Table 1: Comparison of the Treatment Fees between the Countries (USD) 
Operation 

 
Country 

USA Turkey Thailand Germany Singapore India England Switzerland 

Heart-Bypass 
(CABG) 

129.750 
11.375-
15.000 

11.000 17.335 
30.000-
33.000 

8.666 27.770 44.596 

Cardiac Valve 
Change 

58.250 16.950 10.000 - 12.500 11.750 25.000 47.794 

Hip Prosthesis 45.000 10.750 
11.000-
14.000 

11.644 10.725 7.883 15.840 19.899 

Knee Prosthesis 40.000 11.200 10.500 11.781 9.350 7.833 20.600 20.432 

Bone Marrow 
Transplantation 

300.000 
40.000-
70.000 

50.000-
60.000 

250.000 250.000 40.000 250.000 200.000 

Liposuction 9.000 3.333 1.200 4.376 3.000 2.500 4.950 7.551 

Spine Fusion 62.000 7.125 7.000 
13.500-
15.000 

9.000 12.000 32.400 30.915 

The changes in the patient activity between the countries started with a big project 
called "Europe 1992" in 1990s and the attempts to remove the barriers preventing 
the free circulation of goods and services (Demirer, 2010, p. 21). Health service 
procurement in European countries is of top quality, but very expensive. Society 
expectations are at the highest level. The European societies are getting older, 
which causes the increase in their need for health services. Therefore, Europe 
became a candidate for receiving cheap health services from abroad (Health 
Tourism Association and Turkish Health Foundation, p. 18). 

For instance:  Being very advanced in health department, Germany stands out with 
complicated surgery and other advanced health services (Ministry of Health, 2010, 
p. 32). Located at the center of Europe, Germany attracts the attention of 59.000 
medical tourists from 163 countries every year (hospitalscout.com) England is 
among the countries that send patients with mostly medical tourism purposes. The 
health insurance institution in England is called NHS (National Health Service), 
which assigns very long waiting periods for many examination, observations or 
surgeries. The patients who are not willing to wait, have started to receive these 
services in private hospitals on their own expense or seek alternatives for these 
services. According to current figures, 50.000 individuals in England purchase 
medical services abroad. Almost 400 medical institutions and corporations from 
various countries of the world introduce themselves in the English market and try 
to attract patients. Most of them are state-supported introduction projects (Akdu, 
2009; 51; Özsoy, 2007). 

The important region in the world for medical tourism is Asia continent. The 
region attracts 1.3 million medical tourists per year and the scope of medical 
tourism extended surprisingly with the countries such as Thailand, Singapore, 
India and South Korea.  Thailand leads the medical tourism destinations in Asia 
that dominates the market. Medical tourism activities in Thailand had started with 
gender change operations in 1970s and the focus later shifted to aesthetic surgery 
(BAKA, 2011, p. 9; Connel, 2006, p. 1095; MugombaandC.Danell, 2007, p. 4; 
Connell, 2010, p. 61). 

Following a strategic perspective in medical tourism via the collaboration of the 
political authorities and private sector, India has announced that it will allocate 6.5 
million USD as resources to develop the medical tourism in the following years. 
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With this amount of resources to be spent by the Ministry of Tourism, hospitals 
with appropriate budgets will be built, as well as hotels to reinforce the 
accommodation opportunities of the patient relatives. (TÜSİAD, 2009: 9, Connel, 
2006: 1095, BAKA, 2011: 10). However, Indian government has recently started a 
program called "medical visa", also known as "M-Visa", for medical tourists.  Again, 
a standardization has been procured in the prices of health services offered by the 
government (AMA, 2007, p. 6, Akdu, 2009, p. 46).  

Another medical tourism destination preferred by the Europeans is South Africa. 
Despite the fact that it is not in competition with other medical tourism regions of 
the world in terms of medical treatment costs, the world-class treatment quality 
attracts the attention of the tourists  (Tengilimoğlu et al., 2013, s.114-115). For 
instance, some developments are in progress for medical tourism with the slogan 
'Medical Safari: Feelings on medical tourism are not always positive', with the 
purpose of attracting medical tourists (Kulkarni, 2008, p.16). Despite having 
unreliable reputation and lacking JCI accreditation, it attracts more tourists 
compared to other less developed countries (Mozambique 32%; Lesotho 28%; 
Botsvana, 13%; Svaziland, 12%) 

4. Medical Tourism in Turkey 

As in world tourism, medical tourism is one of the most discussed topics in Turkish 
tourism recently. Despite both possessing hospitals and doctors providing world-
class service and providing many alternatives in terms of tourism values, Turkey's 
share from health tourism is next to none. Compared to other countries in the 
world, 200.000 visitors for health tourism and specifically for medical tourism, 
100.000* visitors visit Turkey per year. The countries that send patients to Turkey 
can be examined in four sections (Akdu, 2009, p. 39; Genç, 2007, p. 97; Aydın et al., 
2011, p. 30): 

 Countries that host a large Turkish population within due to various 
reasons (Germany, the Netherlands, Belgium, etc.) 

 Developing countries that strive in terms of service due to the lack of 
infrastructure and doctors (Balkan countries, Turkish Republics in the 
Middle Asia) 

 Countries where health services are expensive and where are patients who 
demand services not covered by insurances (USA, Germany)  

 Countries with long waiting periods due to the imbalance in supply-demand 
(England, the Netherlands and Canada) 

The low surgery prices in Turkey and hospitals providing hospitality services are 
important factors for the medical tourists to visit Turkey. It is known that costs of 
many surgeries are cheaper compared to the countries of the target audience and 
the rival countries. For instance: While a by-pass surgery in America costs 
$130.000, it costs around $30.000-$45.000 in Europe and $10.000-$15.000 in 
Turkey. A face-lifting operation costs around $18.000 in USA and $12.000 in 

                                                        

 The numbers were presented in the 5th International Health Tourism Congress. 
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Europe, while it costs $4000 in Turkey; root canal operation costs around $1.000 
in USA and $400 in Europe, whereas it costs around $150 in Turkey. The situation 
is alike for eye operations, which is another similar market for Turkey. For 
instance, while one must pay around $4.000 in USA and $2500 in Europe for a lasik 
surgery, this operation costs around $1500 in Turkey (Akdu, 2009; İçöz, 2009; 
Khafizova, 2011; TÜSİAD, 2009).Being cheaper than the European countries is not 
the only reason for choosing Turkey. For instance, one of the reasons people 
choose Turkey for in vitro fertilization is that the first-try success ratio of Turkey is 
higher than European countries. Foreign patients coming from Middle Eastern 
countries or Eastern Europe choose Turkey for cancer treatment along with in 
vitro fertilization. One of the devices used in only five countries in Europe is 
available in Turkey, which has had significant progression on cancer researches 
and treatment. In this way, foreign patients obtain the opportunity to receive 
treatment with world-class services offered without queuing and have a vacation. 

5. Service Quality 

Bitner, Bom and Mohir (1994) defined service quality as the general impression of 
the consumers regarding the deficiency or superiority of an organization. While 
other researchers (for instance Cronin and Taylor, 1994; Taylor and Cronin, 1994) 
see the service quality as a type of attitude that represents a general evaluation in 
long-term; Parasuraman, Zeithaml and Berry (1985, p. 48) define service quality as 
'a function of the quality dimensions as well as the differences between the 
expectations and performance' (Fen and Lian. 2007, p. 61). In short, service quality 
can be defined as the difference or gap between the customer perception and 
service expectations. Due to its multidimensional nature, it is very hard to 
determine the service quality. An increase in the service quality requires an 
increase in the qualities of several dimensions. Many opinions were raised in terms 
of service quality dimensions.  

Table 2: Opinions of Service Quality Dimensions 
Authors Suggested Service Quality Dimensions 

Saser, Olsen, 
Wyckof 

Quality of the materials used in production 
Physical atmosphere of the service and technical opportunities such 
as tools and devices 
Attitude and behavior of the personnel providing the service 

Lehtinen and 
Lehtinen 

Physical Quality 
Interaction Quality 
Company Quality 

Grönroos 
Technical Quality 
Functional Quality 
Corporation Image 

Parasuraman, 
Zeithaml and Berry 

Reliability 
Enthusiasm 
Talent 
Availability 
Kindness 

Communication 
Credibility 
Safety 
Understanding the Customer 
Material Values 

Sources: Mehmet Emin Merter (2006) Narrator: Kekeç, (2008) 

Lehtinen and Lehtinen (1991) defined three dimensions regarding the service 
quality, being Physical Quality (both product and support), Interaction Quality 
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(Interaction between the customer and service provider) and Company Quality 
(Corporation Image).  Grönroos noted that the service quality has three functions, 
being 'Technical Quality', 'Functional Quality' and ‘İmage’.  According to Grönroos, 
technical quality is the output obtained by the customer from the service provided. 
Parasuraman, Zeithaml and Berry (1985) subsumed the service quality under ten 
dimensions: Reliability, Sensitivity, Talent, Accessibility, Kindness, Communication, 
Credibility, Understanding the Customer and Material Values. Service quality 
dimensions and service quality measurement model defined by Parasuraman 
Zeithaml and Berry forms the basic model for this research. Parasuraman et al. 
approached the concept of service quality with a wider perspective and developed 
the Servqual measurement method to measure it. According to this scale, the 
service quality is defined as the 'measurement of difference between the desires or 
expectations and perceptions' (Dilşeker, 2011, p. 23; Doğan, 2010, p. 38; Torun, 
2009, p. 53).  

6. Aim and Importance of the Research 

This study aims to measure the expected and perceived service quality of the 
foreign patients who received treatment in Turkey within the scope of medial 
tourism and accordingly, to determine the level of perceived service quality in 
medical tourism. In this sense, determining the variables associated with the 
expected and perceived service quality of the patients who received health 
services within the scope of medial tourism, the patients' perception on the 
perceived health service, patients' socio-demographic characteristics and the 
effects of these characteristics on their expectations and perceptions and the 
effects of perceived service quality on customer satisfaction and loyalty forms the 
foundation of the research. The fact that the studies analyzing the perceptions, 
expectations and perspectives of the patients that participate in the medical 
tourism activities are limited and that the general tendencies of the stakeholders 
are ascertained exhibits the importance of this research. 

7. Scope of the Research 

In 2012, a total number of 59.473 visitors, 5847 of whom being in public hospitals 
and 53986 of whom in private hospitals, visited Turkey with medical tourism 
purposes (Ministry of Health (a), 2012, p. 6). Accordingly, the foreign patients who 
received treatment in the public and private hospitals in operation in Turkey were 
included in the research.  

8. Model of the Research 

Many studies in service quality literature (Yang and Tsai, 2007; Boulding, Kalra, 
Staelin, Zeithaml, 1993; Zeithaml, Berry, Parasuraman, 1996) note that high-
quality service perception and high service satisfaction has great influence on the 
intention in repeated preference. According to Zeithaml et al. (1996), the customer 
loyalty increases in line with the increase in the service quality of a business. In 
this regard, the Servqual scale, which was developed by Parasuraman, Zeithalm 
and Berry in 1998 with  validity and reliability being recognized by many 
scientists, was used to measure the service quality. 
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Results of many researches indicate that service quality does not have a direct 
influence on customer loyalty and customer satisfaction, but has a mediating 
influence between the service quality and customer loyalty (Moutinho, Albayrak 
and Caber, 2011;  Rodgers et al., 2005; Cronin et al., 2000). According to Zeithaml 
et al. (1996), the customer loyalty increases and the tendency to switch business, 
price sensitivity and complaining behavior decreases as the service quality of a 
business increases. It can be stated in the light of this information that service 
quality influences customer satisfaction which also affects customer loyalty. In 
other words, customer satisfaction plays a mediating role between the five 
dimensions of perceived service quality and customer loyalty. This study conducts 
a relational analysis of perceived service quality, customer satisfaction and 
customer loyalty variables set out in the research model. The main model of the 
research is exhibited in Figure 1. 

Figure 1: Model of the Research 

 

 

 

 

 

 

9. Research Population and Sample Preference 

The patients receiving treatment in Turkey within the scope of medical tourism 
forms the population of the research. In this sense, the health tourism patients who 
came to Turkey in 2012 are shown in Table 3.1. 

Table 3: The Number of Health Tourism Patients Based on the Hospital Type (2012) 
Hospital Type Number of Patients 

Public 5487 
Private 53986 
Total 59473 

Sources: Ministry of Health (2012 (d)) ‘Health Tourism Activity Report 2012’ 
http://www.saglikturizmi.gov.tr/duyuru/22-saglik-turizmi-daire-baskanligi-2012-

faaliyet-raporu.html 

As observed in Table 3, the patients and their relatives who come to Turkey for 
medical tourism mostly prefer private hospitals. Due to some reasons such as the 
reluctance of private institutions for data sharing, details like arrival date, 
departure date, treatment period etc. of the incoming medical tourism patients not 
being available beforehand, the difficulties in distinguishing the medical tourism 
patients and patients within the scope of tourist health, the population size, the 
material and time limitation of the application and the difficulty to convince the 
patients in treatment and their relative to fill the questionnaire, the method of 
convenience sampling, which is a random sampling method, was used. This 
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method aims to take the individuals into account from whom the information and 
data that has the easiest collectability of the scope of the example.  

A scan of the literature creates the expectation that the researches utilizing 
structural equation model and linear factor analysis are to fulfill two fundamental 
benchmarks on sample size and number of variables. The researches has exhibited 
two fundamental criterion, being the collection of at least 150-200 data for sample 
size and/or the number of questions in the scales should be 5 to 10 times more 
than the number of questions in the scales (Brown, 2006, p. 412-413; Chen et al., 
2008; Dursun and Kocagöz, 2010; Çetinkaya and Şimşek, 2008, p. 8 narrator: 
Sezerel, 2013, p. 80). However, Gorsuch (1983) has noted that 5 individuals and at 
least 200 samples per statement would suffice, while Streiner (1994) noted that 10 
individuals and at least 10 samples per statement would be sufficient (Çepni: 
2010). It can be stated that the data obtained from here (n=223) fulfill the 
qualifications stated above. 

10. Findings and Comments 

10.1. Descriptive Statistics on Participants 

The distributions that include the age, gender, education status, residence country, 
type of application to the hospital, patient and companion information are located 
in the following sections of the research. As the patients or their relatives do not 
want to share information on their income levels, the question on the income level 
was removed from the analysis. Table 4 indicates the information that include the 
genders, ages and education status of the participants. 

Table 4: Ages, Genders and Educational Statuses of the Participants 
Attribute f (n=223) % 

Gender 
Male 144 64,6 

Female 79 35,4 

Age 

18-28 51 22,9 
29-39 71 31,8 
40-50 59 26,5 
51-60 23 10,3 

61 and above 19 8,5 

Educational 
Status 

Secondary Education (High 
School) and below) 

20 9,0 

Associate Degree 71 31,8 
Bachelor's Degree 80 35,9 

Post-Graduate  23 10,3 
Other 29 13,0 

Table 4 displays that 64,6% (144 individuals) of 223 participants are male and 
35,4% (79 individuals) are female. The age characteristics indicate that 29-39 age 
bracket includes the most participants by 31,8% (71 individuals) and 61+ age 
bracket includes the least number of participants by 8,5% (19 individuals). An 
observation on the education status of the participants exhibit that participants 
with a bachelor degree form the highest number of participants by 35,9% (80 
individuals), while the participants with post-graduate education level form the 
lowest number of participants 10,3% (23 individuals). 29 participants marked the 
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option "Other", which is considered to be due to the differences between the 
education system between the countries. 

Table 5: Distribution of the Participants Based on Countries 

Country f % 

Germany 57 25,6 
Russia 31 13,9 

The Netherlands 20 9,0 
France 17 7,6 

Belgium 11 4,9 
Azerbaijan 8 3,6 

Ukraine 7 3,1 
Iraq 7 3,1 

Kazakhstan 2 ,9 
Other 63 28,3 
 Total 223 100,0 

Table 5 indicates the distribution of the participants based on the countries they 
come from. The order of countries presented in the table was determined based on 
the order of countries in Health Tourism Activity Report 2012 prepared by T.R. 
Ministry of Health and no changes were made in the ordering. The table exhibits 
that Germany has the most number of participants by 25,6% (57 individuals), 
followed by Russia (31 individuals) and the Netherlands (20 individuals). 

Table 6: Distribution of the Participants Based on Being Patients or Companions 
Participant f % 

Patient 192 86,1 

Companion 31 13,9 

Total 223 100,0 

It can be observed from the Table 6 that a vast majority of the participant by 86,1% 
(192 individuals) are patients who come to hospital within the scope of medial 
tourism and 13,9% of them (31 individuals) are companions who come along with 
the patient. 

Table 7: Distribution of the Participants Based on the Type of Application 
Type of Application f % 
Personal application 161 72,2 

Application via insurance company 47 21,1 
Application via travel agencies and/or tour operators 14 6,3 

Other 1 ,4 
Total 223 100,0 

Table 7 displays the application and admittance of the respondents to the hospital 
to which they came within the scope of medial tourism. The table indicates that a 
vast majority of the participants by 72% (161 individuals) has applied personally, 
followed by the applications via insurance company (47 individuals), applications 
via travel agencies and/or tour operators (14 individuals) and other (1 individual). 

10.2. Exploratory Factor Analysis 

Before the exploratory factor analysis, the Kaiser-Meyer Olkin (KMO) test was 
applied to the perception theorems in order to test the suitability of the sample 



448          Akdu, U. & Gülmez, M. (2017). Determining the Service Quality in Medical Tourism via 
Structural Equation Model 

 

size to be factorized, which revealed a KMO value of 0.938. According to Sharma 
(1996), KMO value being between 0,80 and 0,90 is interpreted as 'Very Good' and 
0,90 and above is interpreted as 'Perfect' (Kalaycı, 2008; 322). Therefore, it can be 
stated that the scale is suitable for factorization. 

Table 8 includes converted component analysis. Factor analysis have been carried 
out on the converted components via Varimax rotation. As suggested by Hair et al. 
(1998), the variables whose factor loading are above 0,50 were collected and 
factor components were created. After the first factor analysis, 4 questions with 
cyclical loads (reliability 5, sensitivity 10, assurance 15 and empathy 19) were 
removed from the scale and the results in the table were obtained. 

Table 8: Findings of the Converted Components Analysis on Perception Theorems 

Question Theorems 

Components 

1 2 3 4 5 

Reliability8perception ,865         
Reliability7perception ,828         

Reliability6perception ,810         

Reliability9perception ,768         

PA2perception   ,817       

PA3perception   ,769       
PA1perception   ,741       

PA4perception   ,709       

Sensitivity12perception     ,757     

Sensitivity13perception     ,744     

Sensitivity11perception     ,663     
Sensitivity14perception     ,636     

Empathy21perception       ,822   

Empathy22perception       ,820   

Empathy20perception       ,698   

Assurance18perception         ,825 
Assurance17perception         ,731 

Assurance16perception         ,606 

Table 8 yields the results that a total of 18 questions were collected under 5 
factors, excluding those eliminated from the scale. Accordingly, the 1st Factor was 
named as 'Reliability', 2nd Factor as 'Physical Assets', 3rd Factor as 'Sensitivity', 
4th Factor as 'Empathy' and 5th Factor as 'Assurance'. The scale explains 84,491% 
of the total variance. As a result of the KMO analysis made for satisfaction and 
loyalty scale, KMO value has been found out to be ,900. The factor analysis on the 
scale has resulted with the elimination of 1 question (satisfaction 6) falling under 
another factor. A total of 9 questions has been collected under 2 factors. The scale 
explains 83,363% of the total variance. 

10.3. Confirmatory Factor Analysis (CFA) 

The chi-squared statistic -χ ², Comparative Fit Index (CFI), Tucker-Lewis Index and 
the Root Mean Square Error of Approximation (RMSEA) are sufficient to assess the 
general fit finesse of the model (Perryer, 2009: 247). The post-analysis 
examination of the conformance values of the model indicated that, while the Chi-
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squared/Degree of Freedom (X²/SD) should be around 2:1-3:1, some researches 
note that 5 or a lower value may be sufficient for the acceptance of a model 
(Çetintürk, 2010, p. 80). Although Normed Fit Index (NFI) value is between 0 and 
1, Bentler and Bonnet (1980) noted that the value should be bigger than 0,90 in 
order for a better fit (Hooper et al. 2008, s. 55).  CFI and TLI values being under 
0,95 and RMSEA value being under 0,60 indicate that model has a high degree of 
fitness, Browne and Cudeck (1993) and Hair, Black, Babin, Anderson, and Tatham 
(2006) note that values below 0,90 are acceptable for CFI and TLI and below 0,80 
are acceptable as RMSEA values (Perryer, 2009, p. 248; Hooper et al., 2008, p. 23-
55). 

The fit index results of the model indicates the following: CMIN/DF (χ²:df):2,108 
(253,006/120), P: 0,000, TLI: 0,958, NFI: 0,940, CFI:0,967 and RMSEA:0,071. In 
conclusion, these fit indexes have revealed that model has a good fit. Relevant 
results are displayed in Table 9. 

Table 9: Fit Indices of the Confirmatory Factor Analysis on the Servqual Scale 
X²  DF RMSEA  CFI  TLI NFI  P  CMIN/DF 

253,006 120 0,071 0,967 0,958 0,940 0,000 2,108 

The study continues with the confirmatory factor analysis on the customer 
satisfaction and loyalty scale. The fit index results of the model of Satisfaction and 
Loyalty scales yield the following: CMIN/DF (χ²:df):2,021 (44,451/22), P: 0,003, 
TLI: 0,984, GFI:0,959, NFI: 0,981, CFI:0,990 and RMSEA:0,068. In conclusion, these 
fit indexes have revealed that model has a good fit. Relevant results are displayed 
in Table 10. 

Table 10:  Fit Indices of the Confirmatory Factor Analysis on the Satisfaction and Loyalty 
Scale 

X² (CMIN) DF RMSEA  CFI  NFI  GFI P  CMIN/DF 
44,451 22 0,068 0,990 0,981 0,959 0,003 2,021 

10.4. Reliability Analyses 

Alpha Model (Cronbach Alpha Coefficient) was used to test the reliability of the 
scale. Relevant results are provided in Tables 11 and 12. 

Table 11: Results of the Reliability Analysis on the Servqual Scale 
Entire 
Scale 

Perception 
Scale 

Physical 
Attributes 

Reliability Sensitivity Assurance Empathy 

α n α n α n α n α n α n α n 
.967 40 .963 18 .912 4 .931 4 .936 4 .901 3 .926 3 

 
Table 12: Results of the Reliability Analysis on the Satisfaction and Loyalty Scale 

Entire Scale Satisfaction Factor Loyalty Factor 
α n α n α n 

.958 9 .933 5 .955 4 

10.5. Structural Equation Model Test on the Research Model 

The utilization of the structural equity model is a statistical technique used to test 
the models which include causal relations and correlations  between observed and 
unobserved variables, being a multivariate method formed by the merging of 
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analyses such as variance, covariance analyses, factor analysis and multiple 
regression with the purpose of estimating the dependence relations (Dursun ve 
Kocagöz, 2010, p. 3).  

Table 13: Observed and Unobserved Variables of the Research 
Unobserved 
Variables 

Observed Variables 

Perceived 
Service 
Quality 

Physical 
Attributes 

(PA1) The hospital from which you receive services possess modern devices and 
equipment. 
(PA2) The employees of the hospital from which you receive services are well-
dressed and clean-looking. 
(PA3) The physical environments of the hospital from which you receive services 
(rooms, corridors, WC etc.) are aesthetical and clean. 
(PA4) The additional service environments of the hospital from which you 
receive services (cafeteria, waiting hall, etc.) are complete and useful. 

Reliability 

(Rl6) Diagnoses are made correctly and appropriate treatments are applied in the 
hospital where you get service. 
(Rl7) The hospital from which you receive services fulfills the procedures 
regarding the treatment period as it has committed. 
(Rl8) The medical responses of the doctors and nurses are appropriate and 
reliable in the hospital where you get service. 
(Rl9) Doctors in the hospital where you get service provide sufficient and 
understandable information to the patients about the diseases and the treatment 
method. 

Sensitivity 

(S11) The employees are willing and voluntary in helping the patients in the 
hospital where you get service. 
(S12) The patient wishes are responded as quickly as possible in the hospital 
where you get service. 
(S13) The suggestions and complaints of the patients and their relatives are 
considered in the hospital where you get service. 
(S14) The behavior of the doctors and nurses in the hospital where you get 
service are always kind and invokes trust in the patient. 

Assurance 

(Asr16) The hospital from which you receive services always prioritizes patient 
benefits. 
(Asr17) The hospital from which you receive services assures you in terms of 
being careful in terms of the factors that may harm the patients (tool sterilization, 
bed cleaning, etc.). 
(Asr18) In the hospital from which you receive services the private information 
of the patients regarding their diseases are not shared with other without the 
patients' consent. 

Empathy 

(Em20) The employees of the hospital from which you receive services shares 
their feelings when patientsand their relatives have problems and make efforts to 
help. 
(Em21) The employees of the hospital from which you receive services are 
sensitive against the special wishes and needs of the patients. 
(Em22) Same level of attention and sensitivity is shown to all patients in the 
hospital where you get service. 

Customer 
Satisfaction 

(C1) I am very satisfied with the quality of the service provided in general.  
(C2) The service I have received from the hospital has completely fulfilled my expectations.  
(C3) I am very satisfied with the behavior of the personnel in duty in the hospital apart from the 
doctors and nurses. 
(C4) The service I have received is worth for the money I have paid. 
(C5) Compared to the previous hospitals you received service from, this hospital provides a 
more-quality service. 

Customer 
Loyalty 

(L7) I will tell positive things to other people about the hospital. 
(L8) I will safely recommend this hospital to those who want my suggestion. 
(L9) I can safely send my family and friends to this hospital. 
(L10) I will prioritize this hospital in my preference if I need treatment in the future. 

While it is very similar to the regression analysis, SEM is an analysis that models 
the interactions and is capable of coping with non-linear occasions. It is also a very 



Journal of Current Researches on Social Sciences, 2017, 7 (2), 437-462.  451 

 

strong statistical technique that allows correlation between independent variables, 
incorporates the measurement errors into the model, considers the measurement 
errors with correlation between and exhibits and tests the relations between 
multiple independent and dependent latent variables, each of which has been 
measured with multiple observed variables. While many multivariate statistical 
methods possess explanatory attributes, SEM has a confirmatory structure 
(Çetintürk, 2010, p. 64). 

The most common method used in the structural equation modeling literature to 
assess whether the data supports the model is the two-stage method. In the first 
phase during analyses,  the measurement model is tested and whether the 
measurements in the structures of the model measures the relevant structures 
correctly is examined; the second phase examines the structural models. Because if 
the researcher does not have a correct measurement or the statements that s/he 
has assumed to measure the structures do not measure the structure sufficiently, it 
will not make sense to analyze the structural model (Dursun and Kocagöz, 2010: 
3). 

The model of the research is based on the relation between the perceived service 
quality dimensions and customer satisfaction and loyalty. While drawing the 
research model path diagram, 6 questions were eliminated as a result of the 
previous factor analysis. In this context, the unobserved variables and observed 
variables of the research are located in Table 13 below. 

As a result of the analysis made after including variables stated above, the 3 
questions (C2, C5 and L7) were removed from the analysis and path diagram was 
redrawn. For model that has a positive relation between the perceived service 
quality and customer loyalty variables,fit index was firstly examined in order to 
test the model hypotheses. In this context, the fit index results of model 1 yields 
the following values: CMIN/DF (χ²:df): 2,509 (100,356/40), P: 0,000, TLI: 0,963, 
NFI: 0,956, CFI:0,973 and RMSEA:0,082. Among these values, all the values apart 
from the RMSEA value have a good fit. In order to get the best fit for the model, a 
modification was made between e2 and 24. The results are provided in Figure 2. 
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Figure 2: Model 1-Structural Equation Model, Direct Mediating Non-Impact Analysis 
Results 

 
X²  DF RMSEA  CFI  TLI NFI  P  CMIN/DF 

100,356 40 0,082 0,973 0,963 0,956 0,000 2,509 
 

Figure Hata! Belgede belirtilen stilde metne rastlanmadı.: Model 2 - Structural Equation 
Model, Direct Mediating Non-Impact Analysis Results 

 

 

 

 

 

 

 

 

 

 

 

X²  DF RMSEA  CFI  TLI NFI  P  CMIN/DF 
91,311 39 0,078 0,977 0,967 0,960 0,000 2,341 

The modification made for the best results yield the following change in the fit 
index of model 2: CMIN/DF (χ²:df): 2,341 (91,311/39), P: 0,000, TLI: 0,967, NFI: 
0,960, CFI:0,977 and RMSEA:0,078. Among these values, RMSEA value has an 
acceptable fit while the other values have a very good fit.  

The values indicated in Figure 3 display the standardized regression results. 
Considering the magnitude of influence on the standardized loads, the values 
lower than .10 has lower magnitude; values above .30 have moderate magnitude 
and the values above .50 point out the high level magnitude (Çakmak, 2013, p. 58). 
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The examination of the model exhibits that there is a high level relation (0,82) 
between the perceived value variable and customer satisfaction variable and also a 
high level relation (0,78) between the satisfaction and loyalty variables. When the 
direct influence (non-mediating influence) between the perceived service quality 
and loyalty variables is considered, it is observed that the relation between these 
two variables is almost equal to zero. 

Next step of the analysis has examined the type of changes on the fit index of the 
model and relation between the variables by means of removing the direct 
influence in order to re-test the model. The results on Model 3 are displayed in 
Figure 4 below.  

Figure 4: Model 3 - Structural Equation Model Mediating Influencing Analysis Results 

X² DF RMSEA  CFI  TLI NFI  P  CMIN/DF 
100,855 41 0,081 0,973 0,964 0,956 0,000 2,460 

The fit index results of model 3 yields the following values: CMIN/DF (χ²:df): 2,460 
(100,855/41), P: 0,000, TLI: 0,964, NFI: 0,956, CFI:0,973 and RMSEA:0,082. Among 
these values, all the values apart from the RMSEA value have a good fit. In order to 
get the best fit for the model, a modification was made between e2 and 24, similar 
to the modification in direct, non-mediating analysis. The results on Model 4 are 
provided in Figure 5. 
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Figure 5: Model 4 - Structural Equation Model Mediating Influencing Analysis Results 

X² DF RMSEA  CFI  TLI NFI  P  CMIN/DF 
91,678 40 0,076 0,977 0,968 0,960 0,000 2,292 

The examination of analysis results presents that, with the removal of direct effect, 
the change MIN/DF (χ²:df): 2,292 (91,678/40), P: 0,000, TLI: 0,968, NFI: 0,960, 
CFI:0,977 and RMSEA:0,076 occurs and model has been improved. Meanwhile, it is 
observed that the relation between the satisfaction variable and loyalty variable 
has also increased (0,83). Therefore, evaluating all these results together, it can be 
stated that the satisfaction variable has a mediating effect between the perceived 
service quality and loyalty variables. This result is line with the research by 
Zeithalm et al. (1996), the developers of the scale) and with the literature 
(Moutinho, Albayrak and Caber, 2011; Rodgers et al., 2005; Cronin et al., 2000). 
Structural equation model results reveal that the dimensions of physical attributes 
(0,80), reliability (0,70), sensibility (0,90), assurance (0,85) and empathy (0,84) 
influence the perceived service quality positively and customer satisfaction 
positively affects the customer satisfaction (0,83). 

11. Conclusion 

Factors such as the developments in the worldwide health services, increasing 
health service prices, developments in communication and transportation 
opportunities, long waiting lists in developed countries in particular and the desire 
to have a vacation along with the treatment have caused people to shift towards 
different countries in their pursuit of health. These travels has also contributed 
significantly to the development of the medical tourism type that has been 
approached within the scope of health tourism. The countries and health service 
providers are considering taking more important role or increasing their shares of 
medical tourism as it has a high international demand, makes important 
contributions to tourism incomes and hence the country economy, shortens the 
treatment period for patients, decreases the treatment period and presents 
alternatives of choosing type of treatment or doctors. Therefore, in order to 
develop this specific type of tourism certain countries and interested health 
providers aremaking great efforts to improve their health systems in particular.. 
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Customer satisfaction underlies these improvement efforts and procuring the 
customer satisfaction is surely in line with the quality of the service provided. 
Thus, this study focused on the service quality in medical tourism and investigated 
the effect of perceived service quality on the customer satisfaction and customer 
loyalty. 

The structural equation model analysis that has been carried out within the scope 
of this research has revealed that all the dimensions of the perceived service 
quality (physical attributes, reliability, sensitivity, assurance and empathy) 
influence the perceived service quality and that customer satisfaction variable has 
a mediating role in increasing the customer satisfaction. In other words, 
perception of higher service quality will result with higher customer satisfaction, 
hence the loyalty of the satisfied customer towards the business will increase. This 
result is in line with the research by Zeithalm et al. (1996), the developers of the 
scale) and with the literature (Moutinho, Albayrak and Caber, 2011; Rodgers et al., 
2005; Cronin et al., 2000). Meanwhile, many researches that have examined the 
relation between the service quality and customer satisfaction  (Bitner, 1990; 
Bolton and Drew, 1991; Williams and Calnon, 1991; Cronin and Taylor, 1992; 
Oliver, 1993; Taylor and Baker, 1994; Varinli, 1999; Lassar et al., 2000; Caruana, 
2002, Kayral, 2012 and Yunus et al., 2013) argue that there is a positive relation 
between customer satisfaction and service quality and that the increase in the 
offered service quality will also increase the customer satisfaction. Meanwhile, the 
research by Saleeby in 2008 revealed a positive relation between the service 
quality and customer loyalty. However, many researches (Kheng et al., 2010; 
Caruana, 2002; Butcher, 2001, Ehigie, 2006; Lam and Burtan, 2006) revealed that 
there is a mediating effect of customer satisfaction between service quality and 
customer loyalty. 

 

References 

Airey, D. ve Bennett, M. (Perada, M.), ‘Service Quality in Overseas Education: The 
Experience of Overseas Students’ Journal of Hospitality, Leisure, Sport and 
Tourism Education 6(2), 2007, pp.55 – 67.  

Akdu A.S. ‘Sağlık Turizmi Kapsamında Medikal Turizm ve Türkiye’deki 
Uygulamalar Üzerine Bir Araştırma; İstanbul ve Ankara Örneği’ 
Yayımlanmamış Yüksek Lisans Tezi, Gazi Üniversitesi, Eğitim Bilimleri 
Enstitüsü, Turizm İşletmeciliği Eğitimi Ana Bilim Dalı, Ankara, 2009. 

Akdu, U. (2014). ‘Medikal Turizmde Hizmet Kalitesi, Müşteri Memnuniyeti Ve 
Muşteri Sadakatinin Değerlendirilmesi’ Doktora Tezi, Akdeniz 
Üniversitesi, Sosyal Bilimler Enstitüsü, Turizm İşletmeciliği ve Otelcilik 
Ana Bilim Dalı, Antalya 

AMA (The American Medical Association), ‘Report B: Medical Travel Outside the 
U.S. , OMSS Governing Council Report’, June 2007. (http://www.ama-
assn.org/ama1/pub/upload/mm/21/a07rep-b.pdf), [Erişim Tarihi: 
05/02/2011]. 

http://www.ama-assn.org/ama1/pub/upload/mm/21/a07rep-b.pdf
http://www.ama-assn.org/ama1/pub/upload/mm/21/a07rep-b.pdf


456          Akdu, U. & Gülmez, M. (2017). Determining the Service Quality in Medical Tourism via 
Structural Equation Model 

 

Anderson, E., Fornell, C. & Rust, R.T. ‘Customer Satisfaction, Productivity and 
Profitability: Differences Between Goods and Services’, Marketing 
Science,16 (2): 1997, pp. 125-45. 

Armstrong, G. ve Kotler, P. ‘Marketing’, International Edition, Prentice Hall, 2003. 

Aydın, D., Aypek, N., Aktepe, C., Şahbaz, R. P. ve Arslan, S. ‘Türkiye’de Medikal 
Turizmin Geleceği’(2011), Gazi Üniversitesi Ticaret ve Turizm Eğitim 
Fakültesi ile Sağlık Bakanlığı Temel Sağlık Hizmetleri Genel Müdürlüğü 
Sağlık Turizmi Koordinatörlüğü Medikal Turizm Raporu, Mart 2011, 
Ankara. 

Aytaç, M. ve Öngen, B. ‘Doğrulayıcı Faktör Analizi ile Yeni Çevresel Paradigma 
Ölçeğinin Yapı Geçerliliğinin İncelenmesi’ İstatistikçiler Dergisi 5, pp.14-
22, 2012. 

BAKA, ‘Sağlık Turizmi, Sektör Raporu’ Batı Akdeniz Kalkınma Ajansı, Antalya, 
2011. 

Barutçu S. ‘Perakendecilik Sektöründe Teknolojik Değişim: E-Perakendecilik, E-
Mağaza Bağlılığı ve E-Mağaza Bağlılığını Etkileyen Faktörler’. Süleyman 
Demirel Üniversitesi İ.İ.B.F. Dergisi, 2008, (1), pp. 317-334. 

Baukute G., "Medical Tourism: The Analysis Of Positive Aspects Of Establishing 
Medical Tourism Sector In Lithuania", Doktora Tezi, Central European 
University Department Of Public Policy, Budapeşte, 2012 

Bennett M., King B. ve Milner L., "The Health Resort Sector In Australia: A 
Positioning Study.", Journal Of Vacation Marketing, Cilt. 10, Sayi. 2, (2004), 
122-137. 

Bitner, M. J. ‘Evaluating Service Encounters: The Effects of Physical Surroundings 
and Employee Responses’, Journal of Marketing, 1990, 54 (April), pp. 69-
82. 

Bolton, R. N. and James H. D., ‘A Longitudinal Analysis of the Impact of Service 
Changes on Customer Attitudes’, Journal of Marketing, 1991(January), 55, 
pp. 1-9 

Bookman M. Z. ve Bookman, K. R., Medical Tourism In Developing Countries, 
Palgrave Macmillan, New York, 2007. 

Boulding W.; Kalra A..;Staelin R. ve Zeithaml A. ‘A Dynamic Process Model Of 
Service Quality: From Expectations To Behavioral Intentions’ , Journal of 
Marketing Research, 1993, 30(1), pp. 7-27. 

Butcher, K., ‘Evaluative and Relational Influences On Service Loyalty’, International 
Journal of Service Industry Management, 2001, 12(4), pp. 310-327. 

Bolton, R. N. and James H. D., ‘A Longitudinal Analysis of the Impact of Service 
Changes on Customer Attitudes’, Journal of Marketing, 1991(January), 55, 
pp. 1-9. 



Journal of Current Researches on Social Sciences, 2017, 7 (2), 437-462.  457 

 

Caruana, A. ‘Service Loyalty, The Effects of Service Quality and The Mediating Role 
of Customer Satisfaction’, European Journal of Marketing, 2002, 36(7/8), 
pp. 811-828. 

Connell, J. ‘Medical Tourism’ CABI (Stylus Pub Llc) Publishing, 29 Mar 2010. 

Connel, J. ‘Medical tourism: Sea, Sun, Sand and Surgery’,  Tourism Management, 
2006, 27 pp. 1093–1100. 

Cook, P. S., ‘What is Health and Medical Tourism’, In  The Annual Conference of 
Australian Sociological Association, 2 to 5 December, The University of 
Melbourne, Victoria, 2008. 

Cormany D. ve Baloglu, S. "Medical Travel Facilitator Websites: An Exploratory 
Study Of Web Page Contents And Services Offered To The Prospective 
Medical Tourist", Tourism Management, Cilt. 32, Sayi. 4, (2011), 709-716. 

Crone R. K. "Flat Medicine? Exploring Trends in the Globalization of Health Care", 
Academic Medicine, Cilt. 83, (2008), 117-121. 

Cronin, J. J.; Brady M. K., ve Hult, G. T. M. ‘Assessing The Effects of Quality, Value 
and Customer Satisfaction on Consumer Behavioral Intentions in Sendee 
Environments’, Journal of Retailing, 2000, 76(2), pp. 193-218. 

Cronin, J.J., Taylor, S.A., ‘Measuring Service Quality: A Reexamination And 
Extension’, Journal of Marketing, 1992, 56, pp. 55-68. 

Crozier G. K. D. ve Baylis, F., "The ethical physician encounters international 
medical travel" Journal of Medical Ethics, Cilt. 36, (2010), 297-301. 

Çakmak, Z., ‘Sekizinci Sınıf Öğrencilerinin İstatistik Konusundaki Matematiksel Dil 
Becerilerine İlişkin Değişkenlerin Yapısal Eşitlik Modeli ile İncelenmesi’ 
Yayımlanmamış Yüksek Lisans Tezi, Erzincan Üniversitesi, Fen Bilimleri 
Enstitüsü, İlköğretim A.B.D. Erzincan, 2013. 

Çepni, Z. ‘Yapısal Eşitlik Modellemesi’ (Sunum, Mersin 2010) 
http://yunus.hacettepe.edu.tr/~cepni/mersinsemsunu.ppt [Erişim Tarihi: 
05/01/2014] 2010. 

Çetintürk, G. ‘Yalın Üretimin Strese Etkisinin Yapısal Eşitlik Modeli İle İncelenmesi’ 
Yayımlanmamış Yüksek Lisans Tezi, Dumlupınar Üniversitesi, Sosyal 
Bilimler Enstitüsü, İşletme A.B.D., Kütahya, 2010 

Demirer, E. Ö. ‘Türkiye’de Medikal Turizm ve Geliştirilmesi; Örnek Bir Araştırma’ 
Yayımlanmamış Yüksek Lisans Tezi, Balıkesir Üniversitesi, Sosyal bilimler 
Enstitüsü, Turizm  İşletmeciliği ve Otelcilik ABD. Balıkesir, 2010. 

Dilşeker, F., ‘Devlet ve Vakıf Üniversitelerinde Hizmet Kalitesi, Öğrenci 
Memnuniyeti, İmaj, Sadakat ve Tavsiye Etme Arasındaki İlişkinin 
İncelenmesi’, Yüksek Lisans Tezi, Uşak Üniversitesi, Sosyal Bilimler 
Enstitüsü, Uşak, 2011. 

Doğan, İ. C. 'Algılanan Hizmet Kalitesinin Tatmin ve Tercih Üzerine Etkisinin 
Yapısal Eşitlik Modeli ile İncelenmesi’, Yayımlanmamış Yüksek Lisans Tezi, 
Niğde Üniversitesi, Sosyal Bilimler Enstitüsü, İşletme ABD, Niğde, 2010. 



458          Akdu, U. & Gülmez, M. (2017). Determining the Service Quality in Medical Tourism via 
Structural Equation Model 

 

Dursun, Y. ve Kocagöz, E., ‘Yapısal Eşitlik Modellemesi ve Regresyon: 
Karşılaştırmalı Bir Analiz’ Erciyes Üniversitesi İktisadi ve İdari Bilimler 
Fakültesi Dergisi, 2010, Sayı: 35, pp. 1-17,. 

Ehigie, B. O., ‘Correlates of customer loyalty to their bank: a case study in Nigeria’, 
International Journal of Bank Marketing, 2006, 24(7), pp. 494-508. 

Ehrbeck T., Guevara C. ve Mango P. D., "Mapping the Market for Medical Travel", 
The McKinseyQuarterly[Online], (2008), Eri§im Tarihi: 06.07.2013. 

Fedorov G., Tata S., Raveslooy B., Dhakal G., Kanosue Y. ve Roncarati M., Medical 
Travel in Asia and the Pacific: challenges and opportunities, UN ESCAP, 
Bangkok, 2009. 

Fen, Y. S. ve Lian K. M.,‘Service Qualıty And Customer Satisfaction: Antecedents Of 
Customer’s Re-Patronage Intentions’ Sunway Academic Journal 2007, 4. 

Forgione, D.A., & Smith, P. C. ‘Medical tourism and its impact on the US health care 
system’, Journal of Health Care Finance, 2007, 34 (1), pp. 27-35. 

Fukahori H., Baba Y., Hioki F., Monkong S., Intarasombat P. ve Malathum P., 
"Healthcare Services For Japanese Elderly Long-Staying In Thailand From 
The Perspective Of The Patient And Healthcare Providers: A Survey Study", 
Archives Of Gerontology And Geriatrics, Cilt. 53, Sayi. 2, (2011), 168-173. 

Garcia-Altes, A. ‘The Development of Health Tourism Service’, Annals of Tourism 
Research, 2005, Vol. 32, No. 1, pp. 262–266. 

Genç, U., ‘Türkiye’de Sağlık Turizmi’ Çerçeve dergisi; ‘Sağlıkta “Sağlıklı Bir 
Dönüşüm’, 2007, Cilt 15, Sayı: 43, 96-97, 
(http://www.musiad.org.tr/F/Root/burcu2014/Araştırmalar%20Yayın/P
df/Çerçeve/Cerceve_Dergisi_Sayi_43.pdf), 2007, [Erişim Tarihi: 20. O6. 
2012]. 

Gonzales A., Brenzel L. ve Sancho J., "Health Tourism And Related Services: 
Caribbean Development And International Trade", Final Report, (2001). 

Gülmez, M. ve Kitapcı, O. ‘Hastanelerde Hasta Tatmin Düzeylerinin Ölçümü, 
Karşılaştırmalı İki Hastane Örneği’ Cumhuriyet Üniversitesi Yayınları, No: 
109, Sivas, 2008. 

Hall, C.M. ‘Health and Medical Tourism: A Kill or Cure For Global Public Health?’ 
Tourism Review, 2011, Vol. 66 No. 1/2, pp. 4-15. 

Harahsheh, S. S. ‘Curative Tourism in Jordan an Potential Development’, Thesis for 
the Fulfillment of MA in European Tourism Management (ETM), 
Bournemouth University, United Kingdom, August, 2002. 

Henderson J. C., (2004), "Healthcare Tourism In Southeast Asia", Tourism Review 
International, Cilt. 7, 111-122 

Hooper, D., Coughlan, J. and Mullen, M.R., ‘Structural Equation Modelling: 
Guidelines for Determining Model Fit’ The Electronic Journal of Business 
Research Methods, 2008, Volume 6 Issue 1, pp. 53 – 60. 



Journal of Current Researches on Social Sciences, 2017, 7 (2), 437-462.  459 

 

Huat J. Y. C., "Medical Tourism/Medical Travel (part one)", SMA News, Sayi. 38, 
(2006a), 17-21. 

İbiş, S. ‘Türkiye’de Medikal Turizm’ (2009), 
http://www.turizmhaberleri.com/koseyazisi.asp?ID=1135 [Erişim Tarihi: 
05/06/2012] 

İçöz, O., ‘Sağlık Turizmi Kapsamında Medikal (Tıbbi) Turizm ve Türkiye’nin 
Olanakları’, İzmir, Yaşar Üniversitesi Yayınları, 2009, C: IV, No: 14. 

Jones J.W ve Mc Cullough L.B., "What to do when Patient’s international Medical 
Care Goes South", Journal of Vascular Surgery, Cilt. 46, Sayi. 5, (2007), 
1075-1080. 

Kalaycı, Ş. ‘SPSS Uygulamalı Çok Değişkenli İstatistik Teknikleri’ 3.Baskı, Asil Yayın 
Dağıtım, Ankara, 2008. 

Kayral, İ.H., ‘Sağlık İşletmelerinde Algılanan Hizmet Kalitesi ve Ankara’da Hastane 
Türlerine Göre Bir Araştırma’ Doktora Tezi, Gazi Üniversitesi, Sosyal 
Bilimler Enstitüsü, İşletme A.B.D., Ankara, 2012. 

Keckley P. H. ve Underwood H. R., "Medical Tourism: Consumers in Search of 
Value", Washington: Deloitte Center for Health Solutions, (2008). 

Keckley P. H. ve Eselius L. L., "Survey of Health Care Consumers: Key Findings, 
Strategic Implications", Washington: Deloitte Center for Health Solutions, 
(2009). 

Kekeç, B. ‘Hizmet Kalitesi Ölçümünde Servqual Ölçeği ve Otelcilik Sektöründe Bir 
Uygulama’, Yayımlanmamış Yüksek Lisans Tezi, Marmara Üniversitesi 
Sosyal Bilimler Enstitüsü, İşletme Anabilim Dalı, Üretim Yönetimi ve 
Pazarlama Bilim Dalı, İstanbul, 2008. 

Khafizova, L., ‘Medikal Turizmin Gelişmesinde Seyahat İşletmelerinin Önemi ve 
Türkiye’deki Durum’, Yayımlanmamış Yüksek Lisans Tezi, İstanbul 
Üniversitesi, Sosyal Bilimler Enstitüsü, Turizm İşletmeciliği Anabilim Dalı, 
İstanbul, 2011.  

Kheng, L. L., Mahamad, O., Ramayah, T., Mosahab, R., ‘The Impact of Service Quality 
on Customer Loyalty: A Study of Banks in Penang, Malaysia’ International 
Journal of Marketing Studies, 2010 (November), Vol. 2, No. 2 

Kruja D. ve Gjyrezi A., "The special interest tourism development and the small 
regions", Turizm, Cilt. 15, Sayi. 2, (2011), 77-89 

Kulkarni M. B. , Submitted Master of Pharmacy in Pharmaceutical Chemistry, 
Karnataka, India, (2010) 
(http://14.139.159.4:8080/jspui/bitstream/123456789/3519/1/Kulkarn
i%20maheshkumar%20b.pdf ) [Erişim Tarihi: 22/12/2012]. 

Lam, R., and Burton, S., ‘SME banking loyalty (and disloyalty): a qualitative study in 
Hong Kong’, International Journal of Bank Marketing, 2006, 24(1), pp. 37-
52. 



460          Akdu, U. & Gülmez, M. (2017). Determining the Service Quality in Medical Tourism via 
Structural Equation Model 

 

Lassar, W.M., Manolis, C. and Winsor, R.D. ‘Service Quality Perspectives and 
Satisfaction in Private Banking’, Journal of Service Marketing, 2000, 14(3), 
pp. 244-271. 

Leahy, A.L. ‘Medical Tourism: The Impact Of Travel To Foreign Countries For 
Healthcare’ The Surgeon, 2008 (October), Volume 6, Issue 5, pp. 260-261. 

Lee C.G. ‘Health Care and Tourism: Evidence from Singapore’, Tourism 
Management, 2010, 31, pp. 486–488. 

Lunt N., Carrera, P., ‘ Medical Tourism: Assessing The Evidence On Treatment 
Abroad’ Maturitas, 2010 May, 66 (1), pp. 27-32. 

MacReady N., "Developing countries court medical tourists", The Lancet, Cilt. 369, 
(2007), 1849-1850. 

Merter, M. E. ‘Toplam Kalite Yönetimi’, 1. Basım, Atlas Yayın Dağıtım, Ankara, 2006. 

Milstein A. ve Smith M., "America's New Refugees — Seeking Affordable Surgery 
Offshore", New England Journal of Medicine, Cilt. 355, (2006), 1637-1640. 

Moutinho, L., Albayrak, T.  And Caber, M. ‘How Far Does Overall Service Quality Of 
A Destination Affect Customers Post‐Purchase Behaviours?’ International 
Journal Of Tourism Research, Published Online İn Wiley Online Library 
(Wileyonlinelibrary.Com) Doı: 10.1002/Jtr.856, 2011. 

Mugomba, C. and Caballero-Danell, S. ‘Medical Tourism, and its Entrepreneurial 
Opportunities - A Conceptual Framework for Entry into the Industry’, 
Tourism and Hospitality Management Master Thesis No. 2006: 9, January 
2007, School of Business, Economics and Law, Göteborg University  
(2007). 
https://gupea.ub.gu.se/dspace/bitstream/2077/4671/1/2006_91.pdf 
[Erişim Tarihi: 22/12/2013]. 

Oliver, R.L., ‘A Conceptual Model of Service Quality and Service Satisfaction’, 
Advances in Services Marketing and Management Research and Practice, 
JAI Press, Greenwich, 1993, Vol. 2, pp. 65–68. 

Özsoy, Eda (2007). Türk Girişimci İngiliz Pazarından Nasıl Pay Alır? Turizmde Bu 
Sabah,   http://www.turob.com/NewsDetail.aspx?newsId=5522 [Erişim 
Tarihi: 04/02/2011] 

Parasuraman, A., Valarie A. Zeithaml and Leonard L. Berry, “A Conceptual Model of 
Service Quality and Its Implications for Future Research”, Journal of 
Marketing, 1985, Vol.49, pp. 41-50,  

Perryer, C. ‘Construct validation of the customer orientation (organizational 
climate) scale in a public sector service organizatio’  submitted to Public 
Administration and Management: An Interactive Journal, 14 (2), 2009. 
SPAEF veri tabanı erişimi: http://www.spaef.com/file.php?id=1113, 
[Erişim Tarihi: 03/01/2014] 

Rodgers, W.; Negash S. and Suk K. ‘The moderating effect of on-line experience on 
the antecedents and consequences of on-line satisfaction. Psychology & 
Marketing, 2005, 22(4), pp. 313–331. 

http://www.spaef.com/file.php?id=1113


Journal of Current Researches on Social Sciences, 2017, 7 (2), 437-462.  461 

 

Sağlık Turizmi Derneği ve Türkiye Sağlık Vakfı, Dünyada ve Türkiye’de Sağlık 
Turizmi-2010, Durum Tespit Raporu ve Çözüm Önerileri, (2010) Erişim: ( 
http://www.ozelhastaneler.org.tr/images/Documents/sanal%20k%C3%
BCt%C3%BCphane/D%C3%9CNYA%E2%80%99%20DA%20VE%20T%C
3%9CRK%C4%B0YE%E2%80%99%20DE%20SA%C4%9ELIK%20TUR%
C4%B0ZM%C4%B0-2010.pdf ) Erişim Tarihi: Aralık 2013. 

Saleeby, J. E., ‘Examining the Relationship Between Service Quality and Customer 
Loyalty in Lebanese Restaurants’, Unpublished PhD Dissertation, 
Northcentral University, Graduate Faculty of the School of Business and 
Technology Management, Arizona, 2008. 

Sarwar A., Manaf, N. & Omar, A. (2012), "Medical Tourist’s Perception In Selecting 
Their Destination: A Global Perspective", Iranian Journal Of Public Health, 
41(8), 1-7 

Sezerel, H., ‘Örgüt Kültürü Boyutlarının Farklılıkların Yönetimi Algılarına Etkisi: Bir 
Otel Zincirinde Araştırma’ Yayımlanmamış Doktora Tezi, Anadolu 
Üniversitesi, Sosyal Bilimler Enstitüsü, İşletme A.B.D. Eskişehir, 2013. 

Spasojevic M. ve Susie V., (2011). “Development Perspectives Of New Destinations 
In Medical Tourism” International Journal Of Business, Management And 
Social sciences, Cilt. 2, Sayi. 3, 9-13. 

Song P., "Biotech Pilgrims and the Transnational Quest for Stem Cell Cures", 
Medical Anthropology: Cross-Cultural Studies in Health and Illness, Cilt. 
29, Sayi. 4, (2010), 384402. 

Suchdev P., Ahrens K., Click E., Macklin L., Evangelista D. ve Graham E., "A Model 
For Sustainable Short-Term International Medical Trips", Ambulatory 
Pediatrics, Cilt. 7, Sayi. 4, (2007), 317-320. 

Taylor, S.A. and Baker, TL., ‘An Assessment of the Relationship Between Service 
Quality and Customer Satisfaction in the Formation of Consumers’ 
Purchase Intentions, Journal of Retailing, 1994, 70 (2), pp. 163-178. 

T.C. Sağlık Bakanlığı (2012 (d)) ‘Sağlık Turizmi 2012 Faaliyet Raporu’ 
http://www.saglikturizmi.gov.tr/duyuru/22-saglik-turizmi-daire-
baskanligi-2012-faaliyet- raporu.html 

T.C. Sağlık Bakanlığı, ‘Türkiye Medikal Turizm Değerlendirme Raporu’ T.C. Sağlık 
Bakanlığı, Sağlık Hizmetleri Genel Müdürlüğü, Sağlık Turizmi Daire 
Başkanlığı, Ankara, 2012 (a). 

T.C. Turizm Bakanlığı, ‘Türkiye Medikal Turizm Değerlendirme Raporu’. T.C. Sağlık 
Bakanlığı, Sağlık Hizmetleri Genel Müdürlüğü, Sağlık Turizmi Daire 
Başkanlığı, Ankara 
(2013)http://www.saglikturizmi.org.tr/yonetim/templates/addons/ckfin
der/userfiles/TMTD _2013_raporu.pdf ), [Erişim Tarihi: 04/02/2011]. 

T.C. Sağlık Bakanlığı, ‘Medikal Turizm Araştırması’ T.C. Sağlık Bakanlığı, Temel 
Sağlık Hizmetleri Genel Müdürlüğü, Ankara, 2010. 



462          Akdu, U. & Gülmez, M. (2017). Determining the Service Quality in Medical Tourism via 
Structural Equation Model 

 

Tengilimoğlu D. ve diğ. ‘ Sağlık Turizmi’, Edt.Tengilimoğlu, Siyasal Kitabevi, Ankara, 
2013. 

Torun E. ‘Dr. Sami Ulus Çocuk Hastalıkları Hastanesinde Beklenen ve Algılanan 
Hizmet Kalitesinin Servqual Ölçeği ile Değerlendirilmesi’, Abant İzzet 
Baysal Üniversitesi, Sağlık Bilimleri Enstitüsü, Halk Sağlığı Programı, Bolu, 
2009. 

Tshibalo A. E. (2011), "Strategy For The Sustainable Development Of Thermal 
Springs: A Case Study For Sagole In Limpopo Province", Doktora Tezi, 
University Of South Africa, Department Of Environmental Management, 
Pretoria, 2011 

TÜSİAD,  Türkiye İçin Yeni Bir Fırsat Penceresi, Tıp Turizmi’ Türk Sanayicileri ve 
İşadamları Derneği, Görüş Belgesi, İstanbul, 2009. 

Varinli, İ., ilkay S. and Erdem O., ‘Patient Perceptions about Service Quality of a 
Hospital in Turkey’, in Advances in Marketing: Theory, Practice and 
Education, Joyce A. Young, Robert D. Green, and Faye W. Gilbert, Eds. , 
Society for Marketing Advances, Terre Haute, IN, 1999, ss.249-253. 

Vajirakachorn T., "Implementation Of An Affective Health Tourism Development 
Plan For Thailand", Unpublished MSc Tezi, University Of Wisconsin-Stout, 
Department Of Hospitality and Tourism, Menomonie, 2004. 

Williams, S.J. And Calnan, M., ‘Convergence and Divergence: Assessing Criteria of 
Consumer Satisfaction Across General Practice’, Dental and Hospital Care 
Setting, Social Science and Medicine, 1991, 33 (6), pp.707–716. 

Yang H., Tsai F., ‘General E-S-QUAL scales applied to web site satisfaction and 
loyaty model’, Communications of the IIMA, 2007, 7(2), pp. 115-126. 

Yirik Ş., Ekici R., Baltacı F., “Türkiye ve Dünyada Sağlık Turizmi (Medikal Turizmi)”, 
Detay Yayıncılık, Ankara 2015. 

Yunus, N.M., Latiff, D.S.A., Din, C.D., Ma’on, S.N., Patient Satisfaction with Access to 1 
Malaysia Clinic’ Procedia - Social and Behavioral Sciences 2013, 91, pp. 
395 – 402. 

Zeithaml, V. A., Berry, L. L., and Parasuraman, A. ‘The Behavioral Consequences of 
Service Quality’, Journal of Marketing, 1996, 60(2), pp. 31–47. 

 

 

 
 

Strategic Research Academy © 

© Copyright of Journal of Current Researches on Social Science is the property of 
Strategic Research Academy and its content may not be copied or emailed to 
multiple sites or posted to a listserv without the copyright holder's express written 
permission. However, users may print, download, or email articles for individual 
use. 


