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The contribution of the services sector to the Indian GDP has increased from 43.7 per cent to 51.2 
per cent between 1990-91 and 1998-99 (RBI annual report 1998-99). This growth of the service 
industry can be attributed to changing lifestyles, changing industrial economies and changing 
technology. And in spite of the pressure of political, legal, economic, social, technological and 
competitive forces on this sector, it has grown at an exponential rate. The service sector touches a 
wide gamut of activities, namely, health, education, welfare, communications, travel, banking,  
professional services, insurance, advertising, credit rating, information technology and so on. 
Business and employment opportunities promise to be in plenty in the private sector. 
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INTRODUCTION 
 

Challenges for the Health Care Sector  
 
The Indian health care sector with its highly fragmented 
hospital and health care systems, suffers from a skewed 
distribution of hospitals. In Maharashtra, there are 3115 
hospitals; Kerala has 2040, whereas Himachal Pradesh has 
only 57 hospitals. This is primarily due to the difference in the 
extent of private sector participation in the health care sector. 
Ninety per cent hospitals are owned by private sectors in states 
like Andhra Pradesh, Maharashtra, Gujarat, Kerala and Tamil 
Nadu. The demand–supply gap for health care delivery is very 
large in India. In terms of number of hospital beds, India has 
less than one third of the WHO norm. According to the 
Mckinsey’s Report of 2002, India has 1.5 beds per 1000 
persons while China, Brazil and Thailand have an average of 
4.3 beds for the same number of persons. The report of the 
World Health Organization (WHO) states that India needs to 
add 80,000 hospital beds each year to meet the demands of its 
population of which 40,000 beds must be added by the private 
sector. 
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Need for the Research 
 
The consumers in health care industries are highly aware of 
the facilities at the various hospitals at the nearby cities. Their 
expectations are also growing at a faster rate. Due to 
globalization and liberalization, the competition in health care 
industry is also growing day by day. Hence, the health care 
management should analyze the needs of their customers 
consistently. They formulate the marketing strategies which 
are appropriate to their customer segment. They should enrich 
their marketing orientation in a continuous manner. The 
corporate hospitals are following these aspects very carefully 
and capture the market share also. The analysis on the 
marketing orientation and implementation of marketing 
strategies by corporate hospitals and their impact on the 
attitude of patients towards hospitals is the need of the era. 
Hence, the present study has made an attempt to analyze this 
aspect. Health care centres need to go beyond a medical view 
and embrace a holistic social approach to health care. Accurate 
diagnosis and treatment are no longer enough; patients need 
performance in all services they receive (Angelopoulou, et al., 
1998)1. Performance makes consumers return to same provider 
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and spread more favourable word-of-mouth recommendations  
(Youseef, 1996)2. Consequently, in order to guide health care 
service providers towards better resource allocation while 
maximizing their profits, researchers are trying to identify 
priorities and preferences of patients among various health 
care quality attributes across different states, along different 
medical settings and for different type of consumers. 
  
Statement of the Problem 
 
Many writers (Barer, 19823, Feldman et al., 19944 and 
Mosialos, 1991)5 pointed out that it is difficult to measure the 
end-product of health care services. In most industries, 
customers can compare product performance and features, 
including price, with those of competing products / services. 
But patients do not have readily available measures to 
compare the quality of life that they have after treatment nor 
the relationship between price and quality for a given 
physician or course of treatment. Most health care 
organizations are multi-product or multi service, offering a 
range of services (Baron and Harris, 1995)6. According to 
Yucelt (1994)7, the medical cost is often of secondary 
importance in life-threatening and urgent situations. However, 
Betta et al., (1990)8, reported that the consumerism has been 
slowly entering into the medical health service industry. 
Hence, the health care units are trying to provide maximum 
patients satisfaction. But the changes in patients’ expectations 
are growing and changing due to the development in medical 
fields. The marketing strategies of the hospitals are playing an 
important role in this aspect. The success of the hospitals rests 
on not only better service quality but also on the appropriate 
marketing strategies (Yezdi and Shirley, 2002;9 Godiwalla, 
1983)10. Hence the  important problems faced by the hospitals 
in the competitive world are at two dimensions namely patient 
satisfaction and the marketing strategies of the hospitals. 
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Research Gap Analysis 
  
Even though there are so many studies related to the service  
quality  in health care  units, the satisfaction of the patients in 
health care industries, comparative study on private  and 
public  hospitals, quality management in health care industry 
and marketing programmes in health care industry, there is 
only a few studies related to  the linkage between  the 
marketing  aspect of hospital services and the satisfaction of 
their patients especially in the Indian  health care  industry. 
Hence the present study has made an attempt to fulfill the 
research gap. 
  
In order to fulfill the research gap, the researcher has proposed 
a research model for the present study. It is given in Figure 
1.1. 
 

 
 

Figure 1.1. Proposed Research Model 
 
On the basis of the proposed  research model,  the objectives 
of the study has been designed. 
 
Objectives of the Study 
  
The objectives of the present study are confined to 
 
(i) To reveal the profile of the patients in the hospitals; 
(ii) To analyze their perception  on service  quality and 

services  offered  by the hospitals; 
(iii) To analyze the marketing orientation of the hospitals; 
(iv) To examine the impact of marketing orientation of the 

hospitals on the perception of the patients on the 
hospitals. 

(v) To evaluate the marketing strategies adopted by the 
hospitals; 

(vi) To analyze the impact of marketing strategies on the 
overall attitude towards the hospitals; and   

(vii) To identify the suitable suggestions to the hospital 
management. 

 

Research Design 
 

The research design details the procedures necessary for 
obtaining the information needed to structure or solve  
research problems (Thomas, 1996)11. The research design 
consists of the types of information needed, the form of 
research design, measurement and scaling procedures, 
construct development, data collection, sampling procedure 
and plan of data analysis (Kitaeff, 1994)12. The descriptive 
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research design has been followed in the present study since 
the study has its own predetermined objectives and 
methodology to be followed to fulfill the objectives. Apart 
from this, the present study explains the attitude of the patients 
towards the health care services and also the perception of the 
staff on the marketing orientation and the strategies adopted by 
the health care units. 
 

Population of the Study 
 

The number of polyclinics in Madurai is the population of the 
present study.  The distribution of hospitals (polyclinics) in 
Madurai is presented in Table 1.1 
 

Table  1.1. Number of Polyclinics in Madurai During 2008-09 
 

Sl.No. Nature of Ownership 
Number of 
Hospitals 

Percentage 
to the Total 

1. Trust 46 24.73 
2. Limited Company 50 26.88 
3. Partnership 42 22.58 
4. Proprietorship 48 25.81 
 Total 186 100.00 

         Source: District Collectorate, Madurai, Tamilnadu. 
 

In Madurai, there are 186 polyclinics.  Out of the 186 poly 
clinics, 26.88 per cent of the polyclinics are run by limited 
companies.  It is followed by proprietorship and trust which 
constitute 25.81 and 24.73 per cent to the total respectively.  
The remaining 22.58 per cent of the polyclinics are run by 
partnership concerns. 
 

Sampling Procedure of the Study 
 

The sampling procedure followed in the present study is multi-
stage random sampling since the samples are selected at three 
different stages. At the initial stage, all the186 hospitals have 
been included for the present study. Hence it is a census study. 
At the second stage, the patients are selected as the sample of 
the part of present study. In total, three patients are selected 
from each hospital purposively for the study. Hence it is the 
purposive sampling at this stage. The total sample size of 
patients came to 558. Since the response rate on the interview 
schedule is 55.37 per cent to the total of 558, the number of 
sampled patients came to 309. At the third stage, two doctors 
and two staff (nurses and administrative staff) have been taken 
as sample from each hospital. These doctors and staff are 
selected at random. The sampled doctors and staff are 744 
(372+372). Since the response rate from the doctors and staff 
are 32.53 and 72.04 per cent to its respectively, the total 
sampled staff (doctors and staff) came to 389. At this stage, it 
is related to random sampling. Hence, the applied sampling 
procedure of the study is multi-stage sampling (Tripathi, 
2005)13. 
 

Construct Development 
 

Since the present study is completely based on primary data, 
the data have been collected through the structured and pre-
structured interview schedule. There are two separate  
interview schedules have been  prepared; one is for the 
patients and another is meant  for doctors and staff.  The 
schedule for patients consist of four important parts. The first 

                                                 
13. Tripathi, P.C. (2005), A Text  Book of Research  

Methodology  in Social Sciences,  Sultan Chand & Sons, 
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part covers the profile of the patients whereas the second part  
includes the perception of the patients on service quality of 
hospitals. The third part consists of the perception of the 
patients on important services in hospitals whereas the fourth 
part includes the patients overall attitude towards hospitals. 
The interview schedule for doctors and staff consists of three 
important parts. The first part explain the profile of the health 
care organization. The second part covers the staff view on the 
marketing orientation of the hospitals whereas the third part 
consists of the perception of the staff on the implementation of 
marketing strategies by the hospitals. A proper care was taken 
to include the variables related to service quality, services 
offered by hospitals, overall attitude towards hospitals, 
marketing orientation and market strategies. A pre test was 
conducted among 30 patients and 30 staff (including doctors 
and staff) in hospitals. Based on the result of pre-test, certain 
modifications, alterations and deletions have been carried out. 
The final draft of the interview schedule has been used for the 
data collection. 
 

Collection of Data 
 

The data from patients and staff have been collected with the 
help of two separate interview schedules. Out of 558 patients 
from the 186 hospitals, the responded patients are only 309 
patients within a period of three months of time. At the same 
time, out of the 372 doctors and the 372 staff (nurses and 
administrative staff) in the 186 hospitals, the fully responded 
doctors and staff are 121 and 268 respectively. Hence, 309 
patients and 389 staff have been included for the study. 
 

Limitations of the Study 
 

The present study is subjected with the following limitations. 
 

1. The present study is confined to Madurai only. Hence the 
result of the study may not be generalized. 

2. No scientific sampling procedure has been followed to 
select the samples especially the patients, doctors and staff 
in health care units since there is no proper details of 
population related to the above said three variables. 

3. The mean score on the variables related to marketing 
orientation and implementation of marketing strategy in 
hospitals among the doctors and staff are treated as the 
marketing orientation and marketing strategies in hospitals. 

4. Since the corporate hospitals in Madurai is very limited, 
the present study treats all the polyclinics in Madurai as the 
corporate hospitals. 

5. On the basis of the number of beds in hospitals, the 
hospitals are classified into big and small hospitals. 

6. All the descriptive variables related to service quality, 
services offered by hospitals, marketing orientation and 
marketing strategies are measured by Likert point scale. 

7. The impact analysis is carried out on an assumption of 
linear relationship between dependent and independent 
variables and  

8. The perception on service quality and overall attitude 
towards hospitals regarding particular hospital are 
computed by the mean score of the above said aspects 
among the number of patients in that hospital. 

 

Summary of Findings 
 

The important nativity among the patients is urban. The 
dominant age groups among the patients are 51 to 60 years and 

333                                                     International Journal of Development Research, Vol. 4, Issue, 2, pp. 331-342, February, 2014 



above 60 years. The most important age group among the 
urban and the rural patients are 51 to 60 years. The important 
gender among the urban and rural patients is male. The 
important level of education among the patients is under 
graduation and school level. The most important levels of 
education among the urban and the rural patients are under 
graduation and school level respectively. The dominant 
occupations of the patients are private employment and 
business. The most important occupations among the urban 
and the rural patients are private employment and agriculture 
respectively. The dominant marital status among the urban and 
the rural patients are married. The important personal incomes 
per month among the patients are Rs.20,001 to 30,000 and 
Rs.10,000 to 20,000. The most important personal income 
among the urban and the rural patients is Rs.20,001 to 30,000. 
The important nature of family among the patients is nuclear 
family system. The dominant family sizes among the urban 
and the rural patients are 3 to 4 and 5 to 6 respectively. The 
important number of earning members per family among the 
respondents is one. The number of earning members per 
family is higher among the urban respondents than among the 
rural respondents. 
 
The dominant family incomes per month among the patients 
are Rs.24,001 to 36,000 and Rs.36,001 to 48,000. The most 
important family income among the urban and the rural 
patients is Rs.24,001 to 36,000. The level of sociability among 
the urban patients has been identified as higher than that of the 
rural patients. The level of media exposure is found higher 
among the urban patients than among the rural patients. 
Regarding the innovativeness, the important level among the 
patients is moderate level. The level of innovativeness among 
the urban patients is found higher than among the rural 
patients. The personality trait score is higher among the urban 
patients than among the rural patients. The service quality of 
hospitals has been measured with the help of twenty five 
variables. The highly perceived service quality variables 
among the urban patients are all services under one roof, 
service to the expectations of patients and water and basic 
facilities. Among the rural patients, these are reliability of 
service, handling of queries and all services under one roof. 
Regarding the perception on service quality variables among 
the urban and the rural patients significant difference has been 
noticed in the perception on knowledgeable staff, well 
equipped operation theatre, handling of queries, cleanliness of 
the hospitals, reliability of service, service to the expectations 
of patients, neatly dressed staff, physician co-operation, 
prompt service and delivering service to the patients. 
 
The important service quality factors identified by the factor 
analysis are empathy, responsiveness, reliability, assurance 
and tangibles. The highly perceived service quality factors 
among the urban patients are reliability and tangibles whereas 
among the rural patients, these are also reliability and 
tangibles. But the rate of perception on these service quality 
factors is identified as higher among the rural patients. 
Regarding the perception on service quality factors among the 
urban and the rural patients significant difference has been 
noticed in the case of responsiveness, reliability, assurance and 
tangibles. The significantly associating important profile 
variables with the perception on the service quality factors are 
age, personal income, family income and personality traits of 
the patients. The important discriminant service quality factors  

among the urban and rural patients are reliability and 
responsiveness whereas these two are higher among the rural 
patients than the urban patients. The important scores on the 
overall perception on the service quality in hospitals among 
the patients are moderate and high. The most important level 
of overall perception on the service quality factors among the 
rural patients is lesser whereas among the urban patients, it is 
higher. The perception of the patients on the important aspects 
in hospitals has been examined with the help of their 
perception on physician behaviour, supporting staff behaviour 
and atmospherics. The highly perceived variables in physician 
behaviour among the urban patients are diagnostic way and 
professionalism whereas among the rural patients, these are 
understanding needs of the patients and personal care. 
Regarding the perception on variables in physician behaviour, 
the significant difference among the urban and the rural 
patients have been noticed in all the nine variables included 
for the analysis. The included nine variables in physician 
behaviour explain it to a reliable extent. The important 
summarized score on physician behaviour among the patients 
indicates only at lesser level. The most important level of 
perception on physician behaviour among the urban patients is 
poor whereas among the rural patients, it is higher. 
 
The perception of the patients on the supporting staff behavior 
has been measured with the help of nine variables. The highly 
perceived variables among the urban patients are 
communication and regularity in attending the patients 
whereas among the rural patients, these are regularity in 
attending the patient and caring. Regarding the perception on 
the variables related to the supporting staff, the significant 
differences among the urban and the rural patients has been 
noticed in the case of caring, regularity in attending the 
patient, handling of queries and personal care. The included 
nine variables in supporting staff behaviour explain it to a 
reliable extent. The important level of perception on 
supporting staff behaviour among the patients is poor. The 
important level of perception among the urban patients is very 
poor whereas among the rural patients it is poor. The urban 
patients are rating the supporting staff behaviour poorly than 
the rural patients. 
 
The perception of the patients on the atmospherics has been 
measured with the help of ten variables. The highly perceived 
variables among the urban patients are parking facility and 
canteen facility whereas among the rural patients, these are 
sanitary facility and parking facility. Regarding the perception 
on the variables among the urban and the rural patients’ 
significant difference has been noticed in the case of all the ten 
variables. The ten variables related to atmospherics explain it 
to a reliable extent. The important level of overall perception 
on atmospherics among the patients is high. The most 
important level of overall perception on atmospherics among 
the urban patients is poor where as among the rural patients, it 
is high. The rural patients are rating the atmospherics highly 
than the urban patients. The significantly associating important 
profile variables with the perception on important aspects in 
hospitals are age, level of education, personal income, family 
income and personality trait score of the patients. The 
important discriminant aspects among the urban and the rural 
patients are perception on overall service quality and 
supporting staff whereas these are perceived highly among the 
rural patients. 
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The overall attitude towards hospitals among the patients has 
been measured with the help of nine variables. The highly 
perceived variables among the urban patients are service of 
experts, and diagnosis whereas among the rural patients, these 
are service of experts and in-patient service. Regarding the 
perception on the variables related to overall hospital service 
among the urban and the rural patients significant difference 
has been noticed in the case of out-patient care, in–patient 
care, reliability in service, response on the appeal of patients 
and follow-up actions. The included nine variables in the 
overall attitude towards hospital service explain it to a reliable 
extent. The level of overall attitude towards hospital service 
among the patients is high. The most important level of overall 
attitude among the urban patients is poor whereas among the 
rural patients, it is higher. The significantly and positively 
influencing perceptions on various aspects in hospitals on their 
overall attitude among the urban patients are overall service 
quality and physician behaviour. Among the rural patients, 
these variables are overall service quality, physician 
behaviour, supporting staff and atmospherics. The analysis of 
pooled data reveals that the significantly and positively 
influencing aspects in hospitals on the overall attitude towards 
hospitals among the patients are overall service quality, 
physician behaviour and supporting staff. 
 
Maximum number of hospitals is having 60 and less than 60 
beds and these are named as small hospitals. The hospitals 
which have beds above 60 are treated as big hospitals. The 
important ownerships in hospitals are limited company, 
proprietorship and trust. The most important nature of 
ownership in big hospital is trust whereas in small hospitals, it 
is proprietorship.  The important numbers of departments in 
hospitals are 7 to 8 and 5 to 6. The most important number of 
departments in big hospitals is above 10 whereas among the 
small hospitals, it is 7 to 8. The number of departments in the 
big hospitals is higher than that of in the small hospitals. The 
important numbers of doctors per hospitals is 16 to 20 and 10 
to 15 doctors which include the visiting and residential 
doctors. The most important number of doctors per big 
hospital is above 25 whereas in the small hospitals, it is 16 to 
20 doctors. The number of doctors per hospital is found higher 
in the big hospitals than in the small hospitals. 
 
The important numbers of nurses per hospital are less than 20 
and 20 to 25. The most important number of nurses per big 
hospital is 35 to 40 whereas in the small hospital, it is less than 
20 nurses. The number of nurses per hospital is identified as 
higher in the big hospitals than that of in the small hospitals. 
The important numbers of administrative staff per hospital are 
less than 10 and 16 to 20. The most important number of 
administrative staff per big hospital is above 25 whereas in the 
small hospital, it is less than 10. The number of administrative 
staff per hospital is found higher in the big hospitals than that 
of in the small hospitals. The important years of establishment 
among the hospitals are 11 to 15 years and 16 to 20 years. The 
most important years of establishment among the big hospitals 
are 11 to 15 years. Among the small hospitals, it is also 11 to 
15 years. But, in total, the years of establishment of small 
hospitals are greater than the years of establishment of the big 
hospitals. The important numbers of patients attended per day 
per hospital in the present study are 151 to 200 and 100 to 150 
patients. The most important number of patients attended per 
day in the big hospitals is above 250 whereas in the small 

hospitals, it is 100 to 150 patients.  The patients’ turnover per 
day is higher in the big hospitals than that of in the small 
hospitals. The total number of administrative staff and doctors 
responded to the interview schedule are 268 and 121 
respectively. At the same time, the total number of staff 
including administrative staff and doctors responded to the 
interview schedule in the big and the small hospitals are 113 
and 276 respectively. The administrative staff includes the 
nurses and staff at the hospitals. The product mix orientation 
in hospitals has been measured with the help of eleven 
variables. The highly perceived variables among the doctors 
are check-up and treatment whereas among the staff, these two 
are delivery of service and service support. Regarding the 
perception on the variables related to the product mix 
orientation in hospitals, the significant differences among the 
doctors and staff have been noticed in the case of their views 
on service support, diagnosis, follow-up, check-up, 
communications, systems at the hospitals and good will. 
 
The included eleven variables in Product Mix Orientation 
(PMO) explain it to a reliable extent. The important levels of 
product mix orientation in the hospitals are high and poor. The 
most important level of the PMO in the big hospitals is very 
high whereas in the small hospitals, it is high. The price mix 
orientation in hospitals has been measured with the help of 
seven variables. The highly viewed variables among the 
doctors are segmentation pricing and discriminatory pricing 
whereas among the staff, these are listed pricing and 
competitive pricing. Regarding the view on the 
implementation of price mix variables, the significant 
differences, among the doctors and staff have been noticed in 
the case of listed pricing, discriminatory pricing, cost plus 
pricing, segmentation pricing and competitive pricing. The 
included seven variables in price mix orientation explain it to a 
reliable extent. The level of price orientation is identified as 
higher in the big hospitals than in the small hospitals. The 
important levels of price mix orientation in hospitals are high 
and poor. The most important level of price mix orientation in 
the big hospitals is high whereas in the small hospitals, it is 
poor. 
  
The place mix orientation in hospitals has been measured with 
the help of seven variables. The highly viewed variables 
among the doctors are various branches and market coverage 
whereas among the staff, these two are market coverage and 
logistics. Regarding the views on the variables related to place 
mix orientation in hospitals, the significant differences among 
the doctors and staff have been noticed in the case of market 
coverage, logistics, channel motivation, channel members, 
location of the hospital and focus on various market 
segmentation. The included seven variables in place mix 
orientation in hospitals explain it to a reliable extent. The 
important levels of place mix orientation in hospitals are high 
and low. The most important level of place mix orientation in 
the big hospitals is high. It is also high in the small hospitals, it 
is also high. But the place mix orientation in the big hospitals 
is higher than that of in the small hospitals. The promotion 
mix orientation in hospitals has been measured with the help 
of seven variables. The highly perceived variables among the 
doctors are media and current patients whereas among the 
staff, these are current patients and promotional budget. 
Regarding the view on the variables related to promotional 
mix orientation, the significant differences among the doctors 
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and staff have been noticed in the case of advertising, personal 
selling, promotional budget and current patients. The included 
seven variables in promotion mix orientation in the hospitals 
explain it to a reliable extent. The important levels of 
promotional mix orientation in hospitals are high and very 
high. The most important level in the big and the small 
hospitals is high. But the level of promotion mix orientation in 
the big hospitals is higher than that of in the small hospitals. 
The people mix orientation in hospitals has been measured 
with the help of six variables. The highly viewed variables 
among the doctors are customers and opinion leaders whereas 
among the staff, these are insurance companies and customers. 
Regarding the view on the implementation of people mix 
orientation, the significant differences among the doctors and 
staff have been identified in the case of customers, employees, 
celebrities, opinion leader and insurance companies. 
  
The included six variables in the people mix orientation 
explain it to a reliable extent. The important levels of 
implementation of people mix orientation in the hospitals are 
poor and moderate. The most important level in the big and 
the small hospitals are high and poor respectively. The process 
mix orientation in hospitals has been measured with the help 
of nine variables. The highly viewed variables among the 
doctors are mechanism and technology whereas among the 
staff, these are technology and mechanism. Regarding the 
view on implementation of process mix orientation, the 
significant differences among the two groups of respondents 
have been identified in the cases of transparency, procedures, 
consistency, accuracy, speedy and systematic. The variables 
included in process mix orientation explain it to a reliable 
extent. The important levels of process mix orientation in the 
hospitals are poor and high. The most important level in the 
big hospitals is high whereas in the small hospitals, it is poor. 
The rate of implementation of process mix orientation in the 
big hospitals is higher than that of in the small hospitals. The 
physical evidence mix orientation on hospitals has been 
measured with the help of five variables. The highly viewed 
variables among the doctors are medical equipments and 
infrastructure whereas among the staff, these are infrastructure 
and tangible objects. Regarding the view on the 
implementation of physical evidence mix, the significant 
differences among the doctors and staff has been noticed in the 
cases of tangible objects, buildings, and furniture. 
  
The included five variables in physical evidence explain the 
physical evidence mix orientation in hospitals to a reliable 
extent. The important level of physical evidence mix 
orientation in the big and the small hospitals is high. But the 
rate of implementation of physical evidence mix variables is 
higher in the big hospitals than that of in the small hospitals. 
The level of marketing orientation in hospitals has been 
computed by the weighted average score of each mix 
orientation in hospitals. The important levels of marketing mix 
orientation in hospitals are poor and high. The most important 
level in the big hospitals is high whereas in the small hospitals, 
it is poor. The rate of implementation of marketing mix 
orientation in the big hospitals is higher than that of in the 
small hospitals. Significant differences among the big and the 
small hospitals have been identified in the implementation of 
product, price, place, promotion, people and process mix. The 
higher discriminant power is seen in the case of product mix 
and promotion mix orientation. The important discriminant 

marketing mix orientations among the two groups of hospitals 
are promotion and process mix orientation which are higher in 
the big hospitals compared to the small hospitals. The highly 
viewed service quality factors in the big hospitals are 
tangibility and reliability whereas in the small hospitals, these 
are reliability and assurance. Regarding the service quality 
factors, significant differences between the big and the small 
hospitals has been noticed in empathy, responsiveness, 
reliability, assurance and tangibility. The highly viewed 
aspects in big hospitals are the attitude towards physician 
behaviour and the overall attitude whereas in the small 
hospitals, these are attitude towards physician behaviour and 
atmospherics. Regarding the various aspects in hospitals, 
significant differences between the two groups of hospitals has 
been identified in the cases of physician behaviour, supportive 
staff behavior, atmospherics and overall attitude. The 
significantly associating important profile variables with the 
perception on various marketing mix orientation are number of 
patients attended per day, nature of ownership, number of 
administrative staff in hospitals and the number of 
departments in the hospitals. The discriminant validity is seen 
among the perception on the implementation of various 
marketing mixes in the hospitals. 
  
The significantly and positively influencing marketing mix 
orientation on the perceptions on the overall service quality in 
the big hospitals are product, promotion and people mix 
orientation. In the case of the small hospitals, these are 
product, price, people, process and physical evidence mix 
orientation. The analysis of pooled data reveals that 
significantly and positively influencing marketing mix 
orientation on the perceptions on the overall service quality in 
the hospitals are product, price, people and physical evidence. 
The significantly and positively influencing marketing mix 
orientation on the overall perceptions on the hospitals is its 
product, promotion, people and process mix orientation. In the 
case of the big hospitals, these variables are product, place, 
promotion, people and process whereas in the case of the small 
hospitals, these are product, price, promotion, people, and 
physical evidence. 
 
The marketing strategies adopted by the hospitals have been 
analyzed with the help six important measures namely medical 
specialization, financial accommodation, health packages, 
customer analysis, competitor analysis and promotional 
measures. The highly viewed variables in medical 
specialization among the doctors are the existence of 
departments of cardiology and urology whereas among the 
staff these, are the existence of the departments of neurology 
and nephrology. Regarding the view on the implementation of 
medical specialization, significant differences among the 
doctors and staff have been noticed in the cases of the 
existence of surgery, gynaecology, neurology, nephrology, 
urology, and cardiology. The included eleven variables in 
medical specialization explain it to a reliable extent. The 
important rates of implementation of medical specialization 
among the hospitals are poor and high. The most important 
level of implementation in the big hospitals is high whereas in 
the small hospitals, it is poor. The rate of implementation of 
market specialization in the big hospitals is higher than that of 
in the small hospitals. The rate of implementation of financial 
accommodation is examined with the help of eight variables. 
The highly viewed variables in it among the doctors are 
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insurance schemes and concession for regular customers 
whereas among the staff, these are company tie-up and group 
insurance schemes. Regarding the view on implementation of 
financial accommodation, significant differences among the 
doctors and the staff have been identified in the case of credit 
card acceptance, yearly medical schemes, group insurance 
schemes, company tie-up, discriminatory billing and 
segmentation treatment. The included eight variables in the 
implementation of financial accommodation explain it to a 
reliable extent. The important levels of implementation of 
financial accommodation in hospitals are high and poor. The 
most important level in the big and the small hospitals is high. 
The rate of implementation of financial accommodation in the 
big hospitals is higher than that of in the small hospitals. The 
implementation of health packages in hospitals have been 
measured with the help of seven variables. The highly viewed 
variables among the doctors are the implementation of 
executive health check-up and comprehensive health check-
up. Among the staff, these two are implementation of group 
health package and pregnancy health package. Regarding the 
view on the implementation of variables in health packages, 
significant differences among the doctors and the staff have 
been noticed in the case of implementation of comprehensive 
and executive health check up, group health package and 
family health package. 
  
The seven variables included in health packages explain it to a 
reliable extent. The important levels of implementation of 
health packages in hospitals are high and very high. The most 
important level of implementation of health packages in the 
big and the small hospitals is high. In total, the rate of 
implementation of health packages in the big hospitals is 
higher than that of in the small hospitals. The rate of 
implementation of customer analysis in hospitals has been 
examined with the help of eight variables. The highly viewed 
variables by the doctors are maintaining customers’ data and 
periodical estimation of number of customers per month. 
Among the staff, these two variables are also the same. 
Regarding the view on the implementation of variables in 
customer analysis, significant differences among the doctors 
and staff have been identified in the case of periodical analysis 
on customers satisfaction, research and development cell for 
customer analysis, analysis on service utilization, occupancy 
rate in hospitals beds, estimate the customers needs and 
market segmentation analysis. 
  
The included eight variables in customer analysis explain the 
implementation of customer analysis in hospitals to a reliable 
extent. The important levels of implementation of customer 
analysis in hospitals are high and very high. The most 
important levels in the big and the small hospitals are very 
high and high respectively. The rate of implementation of 
competitor analysis has been measured with the help of nine 
variables. The highly viewed variables among the doctors are 
estimation of threats given by competitors and market 
coverage analysis whereas among the staff, these are market 
coverage analysis and market share analysis. Regarding the 
implementation of variables related to competitor analysis, 
significant differences among the doctors and staff have been 
noticed in the case of estimation of strengths and weaknesses 
of competitors, estimation of threats given by competitors and 
market share analysis. The included nine variables in 
competitor analysis have explained it to a reliable extent. The 

important levels of competitor analysis in hospitals are poor 
and very poor. The most important level in the big and the 
small hospitals is poor. But the rate of implementation of 
competitor analysis is somewhat higher in the big hospitals 
than that of in the small hospitals. The rates of implementation 
of promotional measures have been examined with the help of 
seven variables. The highly viewed promotional measures by 
the doctors are quality consciousness and positive words-of-
mouth whereas by the staff, these two are special teams at 
hospitals and health camps at various places. Regarding the 
view on the implementation of promotional measures, 
significant differences among the doctors and the staff have 
been noticed in the case of positive words-of-mouth, 
advertisement, opinion leaders, company tie-ups, health camps 
at various places and quality consciousness. The included 
seven variables in promotional measures explain it to a reliable 
extent. The important levels of implementation of promotional 
measures in hospitals are high and very high. The important 
level of implementation at the big and the small hospitals are 
very high and high respectively. The rate of implementation of 
promotional measures in the big hospitals is higher than that of 
in the small hospitals. 
 
Significant differences among the big and the small hospitals 
have been noticed in the case of implementation of medical 
specialization, financial accommodation, health packages, 
customer analysis and promotional measures. Higher 
discriminant powers are seen in the case of customer analysis 
and medical specialization. The important discriminant 
marketing strategies among the two groups of hospitals are 
medical specialization and customer analysis which are higher 
in the big hospitals than those of in the small hospitals. The 
significantly associating profile variables with the view on the 
implementation of marketing strategies in hospitals are 
number of administrative staff, number of nurses and number 
of departments in hospitals. The inter correlation between 
various marketing strategy variables indicates its discriminant 
validity. 
 
The significantly and positively influencing variables in 
marketing strategies, on the overall service quality at the big 
hospitals are medical specialization, financial accommodation, 
customer analysis and promotional measures. In the small 
hospitals, these variables are financial accommodation, 
customer analysis and promotional measures. The analysis of 
pooled data also reveals the same result. The significantly and 
positively influencing variables in marketing strategy on the 
overall attitude towards hospitals are medical specialization, 
financial accommodation, customer analysis, competitor 
analysis, and promotional measures. In the case of the big 
hospitals, these variables are medical specialization, financial 
accommodation, customer analysis, competitor analysis and 
promotional measures whereas in the case of small hospitals, 
these variables are financial accommodation, health packages, 
customer analysis and promotional measures. 
 

Concluding Remarks 
  

The present study concludes that the perception on the service 
quality of hospitals is higher among the rural patients than 
among the urban patients. The perception on the physician 
behaviour, supporting staff and atmospherics in hospitals are 
also seen as higher among the rural patients than among the 
urban patients. It might be due to the expectation of the rural 
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patients which may be lesser than the expectation of the urban 
patients. The significantly influencing aspects in hospitals on 
the overall attitude towards the hospitals are the attitude of the 
patients on the overall service quality, physician behaviour and 
supporting staff behaviour. 
  
The marketing orientation in the big hospitals is identified as 
higher than that of in the small hospitals. The significantly 
influencing marketing mix orientation of the hospitals on the 
overall perception on service quality of hospitals is their 
product, price, people and physical evidence orientation. The 
important discriminant marketing orientation among the big 
and the small hospitals are promotion and process mix. The 
implementations of marketing strategies to attract more 
patients are higher in the big hospitals than those of in the 
small hospitals. The important discriminant marketing 
strategies among the big and the small hospitals are medical 
specialization and customer analysis which are higher in the 
big hospitals than those of in the small hospitals. The 
significantly influencing marketing strategies on the overall 
attitude towards the hospitals among the patients are their 
medical specialization, financial accommodation, customer 
analysis, competitors’ analysis and promotional measures. The 
study finally concludes that the health care services are 
different on the basis of their sizes. The hospitals which 
understand the needs of the customers from different segments 
very well are performing in a better manner. Hence, the 
hospitals are advised to do customers and competitors analysis 
initially and then formulate appropriate marketing strategies to 
succeed in the market. 
 

Suggestions of the Study 
 
Based on the findings of the study, the following suggestions 
are given. The survey on patients’ satisfaction is highly needed 
to measure both the patients’ expectations and perceptions on 
service and service quality. There should be a system at the 
hospitals which would collect the relevant data and analyze the 
data for appropriate policy implications in future. It should not 
be a time-bound process; it should be a continuous one.  For 
that purpose, the hospital should establish data bank. The 
hospital managements are advised to deliver their services at 
par with the international standard. For that purpose, they have 
to implement the Total Quality Management Programmes at 
their hospitals. The TQM should include the responsibility 
management, service management, policy and strategy, 
operating instructions, personnel training, risk management, 
measurement and audit and tender evaluation. 
 
Doctors on their part need to realize that quality in health care 
delivery should have measurable goals such as, the shortest 
possible waiting time for services, use of only the best quality 
drugs, 100 per cent sterilization of equipments, sanitary and 
secured hospital environment that aids healing, educating 
patients about their ailments and prompt referrals of cases to 
more capable specialists instead of keeping patients for ego 
purpose or pecuniary benefits. Doctors in private practice 
should embrace group practices, which will utilize resources 
better than sole proprietorships. Regular meeting of employees 
of private clinics for participative decision–making would 
boost staff motivation, and elicit quality service from every 
employee. The association of hospitals should expedite actions 
on proposed continuous medical training for private 
practitioners. Such programme should include management 

courses that go beyond book-keeping, to management 
philosophies like Total Quality Management (TQM) and 
Management By Objective (MBO) that focus on excellence in 
work performance. The hospitals are recommended ISO 
9001:2000 certification in area of customer focus. Experiences 
of organizations holding the ISO 9001:2000 certificate, proved 
that implementation of quality improvement model will lead to 
a continuous improvement, reduction in expense, and proper 
allocation of resources. Furthermore, utilization of the model 
will prevent repeated activities and take into account the 
enhancement of customer satisfaction. Since the perception on 
service quality and services offered by the hospitals among the 
urban and rural patients are different, the hospital authorities 
should concentrate on this matter. They should design the 
services mixes according to the needs of the patients from the 
rural and the urban areas since their level of expectations are 
different.  The rural patients may be related to the economy 
segment, whereas the urban patients may be related to the 
quality-seeking segment.  So that, the appropriate marketing 
strategies should be designed by the hospital authority to 
satisfy the two groups of segments. 
 
An analysis of the findings clearly shows that empathy, 
reliability and responsiveness are the critical dimensions in the 
service quality of hospitals.  The resource allocation decisions 
should be re-evaluated in the light of expectations of the 
patients.  The improving service quality requires planning and 
co-ordination.  Most of all, it requires the total commitment of 
managers, doctors and staff. The 5 Ds of outcome measures 
should be properly analyzed by the hospital management 
which are the critical factors for the success of any health care 
organization.  These are: (i) Death: Physician-specific 
monitoring of mortality rates (ii) Disease: Control of chronic 
illness (iii) Disability: Patient’s ability to function and 
contribute to society (functional status) (iv) Discomfort: 
Control of pain, which interferes with health status and (v) 
Dissatisfaction: Consumer’s evaluation of the process of 
health care delivery. The small hospitals are not performing up 
to the level of the big hospitals because of the nature of 
ownership and lack of resources that lead so the physicians 
and nurses are not able to provide more efficient services.  
They might be very productive but less efficient.  Low level of 
efficiency has a positive correlation with the low quality of 
services on the treatment.  The low professional income of the 
staff, the lack of management skills and the heavy work load, 
lead to insufficient professional control over the health care 
staff and processes.  Hence, the small hospital management 
should think about their enlargement.  If not possible by their 
own capital, they may go for some mergers and 
amalgamations of hospitals to perform well. 
 
The health care organizations can use Malcolm Baldrige 
National Quality Award Criteria (MBNQA) as self-assessment 
tool to evaluate and to improve the quality of the hospitals. 
The MBNQA as self-assessment tool help the hospitals to lay 
the road map for world-class performance.  The management 
and staff support is essential for the successful implementation 
of the MBNQA criteria in the hospitals. The social 
responsibilities of the hospitals are addressed through free 
medical camps, diseases eradication programmes, and 
treatment at concession rates.  The hospitals should run on the 
basis of “highly reasonable ethical practice”.  If there is high 
cost of medical care with advanced technology and medicines, 
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the hospitals are advised to initiate the programmes like 
medical insurance to safeguard their governance and social 
responsibility. Health care process management has to be 
implemented in all hospitals in order to improve their quality 
of service.  It includes the establishment of standard operating 
procedures for emergency, laboratory, routine admissions, and 
registrations.  Feed back to improve health care processes is an 
important feature. Patient feedback should be obtained on 
services offered, technology / equipment used and treatment 
aspects of care. Doctors’ inputs, latest information from 
medical journals and management inputs should be used for 
improving care processes.  Support processes like pharmacy, 
central sterilization, diet and nutrition, and the like should be 
very well streamlined with other processes.  Safety and 
security processes should be standardized. 
 
Human resource development is to be effectively established 
in hospitals with the help of training, continuous learning and 
professional development activities. Work systems and 
procedures for recruitment (both internal and external sources) 
and career progression should be done in better spirit.  
Customers, co-workers and senior colleagues’ feedback 
constitute an important component of performance appraisal, 
which has to be done once in every six months.  The staff 
orientation, training-general skills and special skills, 
continuous medical education and continuous professional 
development programmes are the major efforts in training and 
skill development.  Staff counseling and support programmes 
are a part of staff development in addition to training and 
career growth in order to establish better internal service 
quality in hospitals. The hospitals should establish the Hospital 
Information System (HIS) in order to provide sufficient data to 
evaluate the performance of the hospitals.  Measurement 
analysis and knowledge management of medical care 
procedures and outcomes should be given primary importance. 
Mortality and morbidity data analysis along with medical 
records, department records and summary of results should be 
maintained. 
 
Scope for Future Study 
 
The present study is a base for future research.  The future 
possible researches are given below.  The service quality in 
private and public hospitals may be compared in future.  The 
expectation and perception of the patients on particular group 
of hospitals may be focused in future.  The perception of the 
patients on primary health centres may be analyzed separately.  
The attitude of the patients towards physician behaviour or 
supportive staff behaviour or the atmospherics may be 
examined separately at different hospitals. The marketing 
strategies of the hospitals and their performance may be 
discussed by the future studies.  The rate of implementation of 
various quality programmes and its consequences in the 
hospitals may be studied in near future.  The impact of 
advertisement in the health care industry may be discussed in 
future.  A study on the organizational climate and the service 
quality of hospitals may be focused by future studies. 
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