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ABSTRACT

Obijectives:This study aims to determine the word-of-mouttstrants related to physician choice and to investg
relationships between the constructs and satisfactMethod: A questionnaire consisted of three parts was
conducted on people (n=1193) living in the provingk Eskisehir, Turkey. The first part containedtesa
statements related to word-of-mouth messages ablobsing a physician. A traditional approach to lsca
development was utilized. Items in the second\pare concerned with satisfaction as the dependatidhle. The
final part included demographic variabldResults: The results of confirmatory factor analysis (Ck&yealed four
valid WOM constructs (communication skill, expertiseputation and success, and institutional fties) and
structural equation model (SEM) indicate that thesastructs have both directly and indirectly effen patient
satisfaction. The results also showed that instinal facility mediated relationship between remagnhfactors and
satisfaction.Conclusions: The relationships between physicians and patibatge an indirect effect on potential
patients. By understanding sources of patientds&attion and dissatisfaction, physicians can depelppropriate
relationship strategies to minimize the adversectsf of negative word-of-mouth on costs, qualitgd patient
turnover. The results of the current study pro\ddggestions for better health care management ander insight
into the challenges of improving patient satisfawti

Keywords: Buzz marketing, Health marketing, Marketing-stimeth word-of-mouth, Word of mouth, Word-of-
mouth marketing.

INTRODUCTION

Word-of-mouth (WOM) is considered to be one of thest powerful forces in the marketplace and espgcia
valuable to service providers [1]. Arndt [2, 3] tefd WOM as “oral, person-to-person communicatietwieen a
receiver and a communicator whom the receiver perseas noncommercial”. The interactivity, speed kck of
commercial bias of WOM make it a very effective smuof information about prospective consumer abmic
particularly with regard to services for which pueghase experience may be limited [3]. Lessig aaudk 4] found
that when seeking information about physicianssoomers are particularly interested in consultinmiop leaders
or other individuals they believe have expertis¢hia area [5]. WOM is particularly important wheendces are
complex or are perceived as high risk.[6] Thus, W@dnmunication is pertinent for many health camises,
however, it is complex and difficult to evaluate.[From Lim and Chung’'s perspective, WOM is parthcly
important in health care service marketing duehto lieterogeneity of health care service quality, htgher risks
associated with health care, and the intangiblareatf health care services.[7] In order to make libst possible
decision, consumers use WOM referrals for reasseran confirmation that they are making the rigatidion in
terms of their health care service decisions. Raffefower the risks related to health care sesvj8¢ Many people
rely on recommendations for physicians from expeée family members and friends [9]. Roughly fout of
every ten new patients say information from a fgmikember, friend, relative, neighbor or co-workethe reason
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they chose a new physician. Similar research chwig by UK HealthCare found that experience-bad&aM
marketing was responsible for one out of every fuaw patients [10].

Patients’ WOM is becoming increasingly important fmspitals and treatment providers [8]. Moreowar,Harris
[11] mentions, in many health care services, p&ibave an important role in gaining optimum heatthe services
by taking an active and informed role in treatmaetisions and switching physicians if care is uskattory [8].

Many scholars have stated that in health care tiagkepersonal sources of information, specificspM, have a
more decisive effect on consumption (e.g., purchdsesions) than do commercial sources of inforomati
specifically advertising [5]. Although an extensibedy of literature is available, empirical WOM easch on
choices and satisfaction related to physicians lagalth care services is limited. Thus, taking iatwount the
research gap within the literature on health careises, this research aims to identify the possiWlOM constructs
that influence satisfaction with physicians in tealth care area.

CONTEXT: WOM DIMENSIONS

Communication skill

In previous research, a linkage between the comration skills of a physician and consultation aratment
satisfaction is shown [12] [13]. Some scholars atpdly demonstrate the importance of physiciansiroonication
skills. High quality physicians’ communication d&ilsuch as listening, coaching, questioning, arpla@nxing [14]
have been naturally linked to other WOM construgtsrough good communication, a physician gets tovkithe
patient’'s problems and creates a therapeutic oalstiip [13]. Current models of the physician-patieationship,
such as ‘relationship-centered care’, include affex emotion as central components [15]. Commitipicauring
medical visits can be evaluated as an important We@struct. Moreover, communication is an integral
component of the process and outcomes of physictame [12]. The patients’ feelings of trust andirmacy are
important during the communication process and wteison. Good physician-patient communicationssaxiated
with a higher level of patient satisfaction and ptiance [13]. For this reason, the quality andrfdly structure of
communication between physicians and patients hamportant effect on satisfaction. Therefore, camination
skills can be considered as an exogenous and aortiamp factor that leads to satisfaction. Therefthere are
relationships between communication skills and otieastructs. This leads to the following hypotlsese

H1: Communication skills are positively associangth physician expertise.
H2: Communication skills are positively associangth reputation and the medical success of physgia

Reputation and success

The reputation and the medical success of physictam cause current patients to disseminate pestiOM
messages. Health care consumers are able to adgfgrmation from more knowledgeable consumers abloe
reputation and success of physicians. A persorgaitagion is linked to both satisfaction and tru6]] A
physician’s reputation has a role in how patiertis grust in their medical service providers. “Mealirelationships
are often initiated on the basis of recommendatioh$amily and friends, so trust initially may beaded on
reputation” [17]. In addition, the role of a phyisig’'s reputation correlates with trust and satiséecamong patients
[18]. In most cases, many experienced health canswmers express their opinions about successfidigans.
With respect to the factors that determine WOM @alth care services, it has often been suggestedhére is a
relationship between reputation and medical sucoéss physician and the institutional facility. Bason these
theoretical propositions, the following researcpdtyesis is proposed:

H3: Reputation and medical success of physicigosstively associated with the institutional fagili

Expertise

Expertise means that a source has the knowledgerierce, or skill about a specific subject [19]this research,
expertise indicates the medical knowledge and tghiti successfully diagnose and treat patientstheamore,
expertise plays a vital role in a patient’s satistm after consultation based on the notion tlaner patients
frequently consider the physician’s expertise leweterms of the success of the treatment. Majasitypatients
prefer physicians with excellent medical skills [28@imilarly, in research conducted by Peleg et @1] the
majority of participants consider the professiolealel of the physician to be very important. Theref many of
consumers tend to express their beliefs to frienglatives and family members. For this reason e&peed and
former patients convey messages about their experse the medical success, and the expert statibeof
physicians. On these grounds, in order to exantiaaélationship between expertise and institutidacilities and
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their effect on satisfaction, the following hypaotles are developed:

H4: Expertise of physician is positively associatéth the institutional facility.
H5: Expertise of physician is positively associangth satisfaction.

Institutional facility

Institutional facilities have an indirect effect drealth care communications. Tangible dimensioril{fies,

equipment, and appearance of the staff) are impbdianensions of the SERVQUAL scale and have aecefbn

the satisfaction of consumers. After consultatipatients evaluate their physician’'s performanceetbasn the
WOM they received and their overall satisfactiamthis study, it is proposed that as a mediatahefother three
WOM constructs, institutional facility affects ssftiction. Based on this proposition, it is alsoiévedd that the
equipment of a medical institution is related ttisfaction. Based on this approach, the followingdthesis is
developed:

H6: The construct of institutional facility is ptisely associated with satisfaction.
Overall, in order to explain the relationships agpdhe research constructs, the following concepinadlel is
developed. Figure 1 displays the constructs and ilationships hypothesized in this research.

Expertise

H,

Communication Institutional
Facility

H, H;

Reputation and
Success

Fig 1: The Conceptual model

Satisfaction

MATERIALS AND METHODS

Survey instrument developmentThe questionnaire developed for this study corgistiethree parts. The first
section contained sixteen statements related td-wbmouth messages about choosing a physiciathidrsection,
a traditional approach to scale development wdizedi, following the steps proposed by Churchil]2Following
the scale development procedures outlined by Neavell Goldsmith [23], the initial pool of items hyhesized to
be indicators of the four dimensions were evaludtedontent validity. The scale resulted from anbination of
exploratory qualitative focus group interviews, ewiew of the word-of-mouth literature, and a pretgsidy. In
addition to information derived from the focus gosu statements for the first section of the questire were
adapted from previous research [24] and were dedigacording to the types and applications of W@tagies.
A five-point Likert-type anchored scale (“5” Veryportant, “1” Not Important) was used for the setteWOM
statements about physicians. The reliabilitiegtierfour scales ranged from 0.66-0.88.

Items in the second section were concerned witisfaation as the dependent variable. Three satisfaitems
were adapted from Torrext al. [16] The satisfaction items were: (1) | aerywsatisfied with advice provided by
experienced people; (2) If | had to do again, | Wlathoose same advice; (3) The experience with dvjsars has
been satisfactory. The participants were askeddicate their level of agreement with these thtems on five-
point Likert-type anchored scale (“5” Strongly Agre“l” Strongly Disagree). The reliability of thédwree
satisfaction scale was 0.92. The final sectionudetl demographic variables.

Ethical approval: The questionnaire regarding this study was apprduwedResearch Ethics Board of Anadolu
University (permission number 26701) in Turkey.

Sample: The sample consisted of people living in the progirof Eskisehir, Turkey. A self-administrated and
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researcher-aided questionnaire was distributedvieive trained surveyors. The venues of the reseasrh public
areas of private and public hospitals, homes, lessiivenues, and the streets. Due to the importarntsensitivity
of the issue, surveyors first briefly explained tlesearch purpose, and then gave the questionrtairesling
participants. Assistance was provided to resposdenio needed further explanations in filling oute th
questionnaire. In cases of refusal, the surveyoasked the individual and approached another catlidrhe
explanation and administration of the questionni&iok approximately fifteen minutes. In total, 16f0estionnaires
were distributed, and 1193 were returned for acese rate of 72.3%.

RESULTS

Characteristics of sample: Of the eligible 1193 respondents, 49.3% were malé 30.7% were female. The
respondents ranged in age from 18 years to 69 .yRagpondents’ ages were grouped as 25 and untlée4y 26
to 35 (29.8%), 36 to 45 (16.8%), 46 to 55 (12.3&6) over 55 (7.1 %). University students (24%),lioutficials
(12.6%), other occupations such as unemployed, diaramd teacher (12.4%), housekeepers (11.7%), deor
(10.6%), and tradesmen (8.8%) constituted the ritgjof participants. The monthly household inconhewed a
wide distribution. The respondents’ average monthomes were grouped as USD $500 or less (35%)1-$5
$1000 (33.2%), and more than $1000 (19.8%). Witjare to educational level, 53.9% held some typendfersity
degree, 24.4% graduated from high school, and 16&&cless than a high school degree. Lastly, & ¢6th042
individuals (87.3%) reported that they received W@#¥ice from others about their choice of and erpees with
physicians.

Assessment of constructsPrior to exploratory factor analysis (EFA) and ¢onftory factor analysis (CFA), both
univariate and multivariate non-normality were ekxasad. Univariate normality was examined based awsless
and kurtosis. The most extreme values among alv#tiables were 4.27 for kurtosis and -1.94 forvakess for
only one variable. As suggested by Curran, WestEindh [25], kurtosis should be less than 7.0 akelvmess
should be less than 2.0 [26]. EFA using orthogoogtion (varimax) was chosen for factor analysis. the WOM
variables, the Kaiser-Meyer Olkin (KMO) was 0.98glicating that the sample was adequate for factalyais [27].
The BTS was 3176.53 (p<.001), indicating that tlgpdthesis variance and covariance matrix of vagiglads an
identity matrix were rejected, and therefore, faetoalysis was appropriate.

Table 1: Constructs and items of WOM.

Constructs 3 Mean +sd t a
Communication skill (COMMU)

Physician’s communication style with patients 0.78 452 0.72 24.34

Being informative about the disease 0.75 4.57 0.64 23.58 0.88
Communication established by the physician to ustdad patien 0.84 4.44 0.7€ 22.8% '
Listening and understanding patients 0.82 4.55 0.68 21.13

Easy communication with physician 0.78 4.46 0.73 21.46
Expertise (EXPER)

Physician's expertise and knowledge 0.80 472 0.53 22.89 0.85
Physician's knowledge and ability to diagnose 0.85 4.71 0.53 8.88 '
Physician's ability to suggest treatment 0.81 4.73 0.51 22.55
Reputation and success (REPSU)

Recognition of the physician in the field 0.79 4.18 0.91 21.38
Success of the physician in the field 0.70 4.43 0.76 17.08| 0.72
The number of people treated by the physician 0.62 3.56 1.13 26.96
Physician’s experience in the profession 0.62 4.46 0.77 24.29
Institutional facilities (INSFA)

Institution of the physician 0.73 3.47 1.17 26.81
Analysis and diagnosis facilities of the physicsanstitution 0.60 4.42 0.73 19.81] 0.66
Equipment status of the physician’s institution 0.69 4.33 0.80 18.51

The number of people receiving services from thephal 0.62 3.51 1.11 26.17

Fit statistics: X(142) = 1274.33, p < 0.001, CFl = 0.96, IFI = Q.8&I = 0.96, NNFI=0.96, RMSEA = 0.082, SRMR.055, GFI = 0.90,
AGFI = 0.86

The analysis yielded a four factor solution accmgfor 63% of the variance related to WOM. Theeaigalue
cutoff (equal or greater than 1.0) suggested a flector solution. The four factors were titled: ¢gmmunication,
(2) expertise, (3) reputation and success, anéh@tifutional facility (Table 1). All four factormet the minimum
factor loading criterion (equal to or greater ti0ah).
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Table 2 displays the means, standard deviationscarmélation coefficients. The bivariate relatioipshrevealed
that all of the variables significantly correlat@29-0.52). Construct-based scales were genebgtedmming the
relevant items. By running descriptive statistiosgan and standard deviation were found for the dactor.
According to the descriptive statistics, the camsttof expertise had a higher mean score (4.72)peoed to the
remaining three constructs.

The sixteen items selected in the EFA were usdualilol a confirmatory factor analysis model (CFA)iath was
conducted to examine the reliability and validifytbe measurement model. As shown in table 1, thesquare
value is significant, which is usually the caserfesearch utilizing a large sample [28]. Becausestdimple size used
in this study was large (%46,: 1274.33), the value of chi-square was statidicagnificant (p<0.001). Therefore,
many researchers rely on the goodness-of-fit (GR§,comparative fit index (CFl), the incrementairfdex (IFI),
the non-normed fit index (NNFI), the standardizedtrmean square residual (SRMR), and the root nsgaare
error of approximation (RMSEA) [29] [30]. All thesgatistics were within the acceptable rangesgatittig good fit
to the data. Table 1 presents the values of fitssitzs. The GFI was 0.90, equal to the 0.90 recenuted [31].
Moreover, the adjusted goodness of fit index (AGK#s 0.86, which is slightly low, but acceptabl8][ZFI and
NNFI indicate how much better the hypothesized rhiittecompared to the base model. Any value grethtzn 0.9
in CFl and NNFI indexes indicate an acceptableviih the data [32]. In this study, CFI (0.96) antNN (0.96)
exceeded the preferred level of 0.90. SRMR and RM&teasure the poorness of fit.[33] SRMR and RMSEA
should be below the cut-off value 0.08 or 0.10 [34]the measurement model, the RMSEA value of D.\08s
close the cut-of point and well below 0.10. In aiddi, the SRMR value (0.055) was also below 0.08.

Table 2: Correlation matrix and descriptive statisics.

Constructs 1 2 3 4
COMMU 1.00

EXPER 0.40*| 1.00

REPSU 0.32*| 0.38* 1.00
INSFA 0.36* | 0.29*| 0.52*| 1.00
Mean 451 4.72 4.16 3.93
+sd 0.58 0.46 0.66 0.69
*p<0.01

One of the most critical elements in generatingdiatent validity of the items in a survey is capically defining
the domains of the constructs [35]. The conteniditgl of the items and constructs was establishedugh the
adoption of validated instruments by previous sadj36]. In order to examine construct validityliaeility
coefficients and the percentage of variance wamaed. As also reported in table 1, three of the freliability
coefficients exceeded the 0.70 cut-off value a®menended by Nunnally [37]. As a result, the peragetof
variance explained by the items for these threestcocts was greater than 50%. Sanzo et al. [38hel@fa factor
loading exceeding 0.5 as evidence of convergeiditsal As shown in table 1, the factor loadings evgreater than
0.6 and statistically significant which indicatezeptable item convergence on the intended constkasuggested
by Meehl [30], in CFA models, most of the loadirgfsould be 0.60 or above, indicating that each nreasu
accounting for a consistent portion of the varian€e¢he underlying latent variable.[29] Child [3S8{ates that a
factor loading value of 0.50 and above is considlageod, whereas 0.45 is fair and 0.32 and belowoiar.
Discriminant validity is the degree to which mea&suof different constructs are unique enough tdisenguished
from other constructs [40]. As shown in Table 2 tlorrelation coefficient values were significantdaanged from
0.29 to 0.52, with no correlations exceeding tH#Qor greater critrion [41]. Overall, many of tfiestatistics,
validity, and reliability evidence suggested thefamnation of the proposed CFA model.

Structural model evaluation: Structural equation modeling (SEM) was conductedtdst the hypothesized
relationships among constructs using Lisrel 8.8 Ppath coefficients and model fit indexes of tlypdthesized
structural model are shown in Figure 2. The fithe structural model is satisfactory. The modeinfitices exceed
their respective common acceptance levels, indigatihat the model fit the data well. The chi-squeatue is
significant ()(2(146):1528.82, p<0.001), which is usually the case &search using large sample sizes. All of the
remaining overall goodness of fit indices for thedal are consistent with the recommended levet mean square
error of approximation (RMSEA) = 0.089, non-nornfiégdndex (NNFI) = 0.95, goodness of fit index (GHE 0.88,
comparative fit index (CFI) = 0.95, incrementalifidex (IFI) = 0.95, adjusted goodness of fit ind&GFI) = 0.85,

and standardized root mean square residual (SRMR)86. Overall, the fit indices suggest thatriedel fits the
data well.
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The structural model displays the relationshipsveen the constructs of WOM and satisfaction behgfigure 2).
Except the H5 hypothesi$%£-0.01; t=-0.41; p>0.05), all of the standardizegfticients in the structural model
were significant (p<0.001). H1 and H2 were supmbri®y positive and significant path coefficients rfro
communication [COMMU] to expertise [EXPERB%£0.54; t=17.96; p<0.001) and communication [COMMU]
reputation and success [REPSPB$0.48; t=14.57; p<0.001). H3 and H4 were suppobtggositive and significant
path coefficients from reputation and success [RHRS institutional facility [INSFA] 3=0.57; t=12.43; p<0.001)
and expertise [EXPER] to institutional facility [8¥A] (3=0.23; t=7.31; p<0.001). Similarly, H6 was also
supported by a positive and significant path coiffit from institutional facility [INSFA] to satiattion [SATIS]
(B=0.24; t=6.53; p<0.001). Therefore, five hypothesdated to WOM and health care satisfaction wapperted.
The results suggest that expertise, reputation saregess, and institutional facilities can be medsabetween
communication and satisfaction, while institutiofatilities also can mediate the relationships leetwexpertise,
reputation and success and satisfaction.

0.48

0.57
(12.43)
(14.57)

| In-1 || In-2 || In-3 | In-4 |

Fit statistics: X*(145) = 1528.82, p < 0.001, CFI=10.95, IF1=0.95, NFI= 0.95, NNFL = 0.95, RMSEA = 0.089,
SRMR =0.086, GFI = 0.88, AGFI = 0.85

Note: Top number is standardized coefficient; t-values in parentheses.

Fig 2: Structural model of WOM.
DISCUSSION AND CONCLUSION

The first goal of the study was to develop a ré#alYOM scale related to physicians. The resultgyested that
WOM constructs could be conceptualized and measwigd four dimensions:  communication, expertise,
reputation and success, and institutional facilltye second goal of this study was to examine ¢fiahility and
validity of the scale. The CFA results revealed @ilhfour WOM constructs had acceptable reliapiind validity
evidence. The third goal of this study was to exsnthe relationships between the four WOM dimerssiand
satisfaction. The results of hypothesized modeiciied that five of six proposed hypotheses weppgred. The
results suggested that the mediating construcexpértise, reputation and success, and institutifaedities had
significant relationships. Research findings fronis tstudy and from previous studies also indicat wwhen
choosing physician services, consumers use WONMrad$e

The findings in this research demonstrate the itapaoe of four WOM constructs and their relationship patients’
feelings of satisfaction. First, an overall pogtivelationship between WOM communication produced b
experienced patients and new patients’ satisfaetitina physician is identified. This finding cobmrates previous
research [1] suggesting that experienced consucaeraffect new consumers that are looking for serproviders.
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Secondly, the study provides empirical evidencd tha association between physicians and theirtthezire
institution’s equipment is critical for creatingelngs of satisfaction.

In conclusion, this study proposed a new scaledhatbe used to measure WOM about physicians. &héts also
indicate that, in general, there are meaningfudti@hships between WOM construct (communicatiorpeetise,
institutional facility, and reputation and successid the desirable outcome of satisfaction. Thiseaech has
significant implications for improving health caveganizations and public and private hospitals.

Acknowledgement
The authors would like to thank Dr. David P. Hedldar all his help, from recommendations to prasdding.

Funding: This research received a support of researchniivee projects (Pr. N: 1505S392) from Anadolu
University Scientific Research Projects.

REFERENCES

[1] Ferguson RJ, Paulin M, Leiriao E. Loyalty and pwesitword-of-mouth: patients and hospital personasl
advocates of a customer-centric health care orgaaiz Health Mark Q. 2007; 23(3): 59-77.

[2] Arndt J. Role of product-related conversationshim diffusion of a new product. J Mark Res. 1967;-295.

[3] East R, Hammond K, Wright M. The relative inciderafepositive and negative word of mouth: A multi-
category study. Int J Res Mark. 2007; 24(2): 17818

[4] Lessig VP, Park CW. Promotional perspectives ofrmfce group influence: Advertising implications. J
Advertising. 1978; 7(2): 41-47.

[5] Gelb B, Johnson M. Word-of-mouth communication: §#iand consequences. Mark Health Serv. 1995;:15(3)
54-58.

[6] Sweeney JC, Soutar GN, Mazzarol T. Factors inflienword of mouth effectiveness: receiver perspesti
Eur J Mark. 2008; 42(3/4): 344-364.

[7]1Lim BC, Chung CM. The impact of word-of-mouth commization on attribute evaluation. J Bus Res. 2011;
64(1): 18-23.

[8] Dobele A, Lindgreen A. Exploring the nature of \&lim the word-of-mouth referral equation for healtre. J
Mark Manage. 2011; 27(3-4): 269-290.

[9] Hoerger TJ, Howard LZ. Search behavior and chofcghgsician in the market for prenatal care. MedeCa
1995; 33(4): 332-349.

[10] Gombeski Jr W, Britt J, Wray T, et al. Spread therdv Word of mouth is a powerful, but often undéneal,
marketing strategy---here's how to harness it. Mégklth Serv. 2011; 31(1): 22-25.

[L1]Harris KM. How Do Patients Choose Physicians? Bwee from a National Survey of Enrollees in
EmploymeniRelated Health Plans. Health Serv Res. 2003; 38(2):732.

[12]Haskard-Zolnierek KB. Communication about patieatnpin primary care: Development of the Physician—
Patient Communication about Pain scale (PCAP)eRaEduc Couns. 2012; 86(1): 33-40.

[13]Verlinde E, De Laender N, De Maesschalck S, eTlag social gradient in doctor-patient communication J
Equity Health. 2012; 11(1): 1-14.

[14]Alexander JA, Hearld LR, Mittler JN, et al. Patigphysician role relationships and patient activagmnong
individuals with chronic illness. Health Serv R2812; 47(3pt1):1201-1223.

[15]Buetow S, Jutel A, Hoare K. Shrinking social spatehe doctor-modern patient relationship: A reviefv
forces for, and implications of, homologisationti®at Educ Couns. 2009; 74(1): 97-103.

[16]Torres E, Vasquez-Parraga AZ, Barra C. The patpatient loyalty and the role of doctor reputatibtealth
Mark Q. 2009; 26(3): 183-97.

[17]Mechanic D, Meyer S. Concepts of trust among ptigith serious illness. Soc Sci Med. 2000; 51657-
668.

[18]Suki NM. Assessing patient satisfaction, trust, ootment, loyalty and doctors' reputation towardstdo
services. Pak J Med Sci. 2011; 27(5): 1207-1210.

[19]Tsai M-T, Chin C-W, Chen C-C. The effect of trustibf and salesperson's expertise on consumegistiot to
purchase nutraceuticals: Applying the theory ofoeed action. Soc Behav Personal. 2010; 38(2)2873-
[20]Ahmad F, Gupta H, Rawlins J, et al. Preferenceggéarder of family physician among Canadian European
descent and South-Asian immigrant women. Fam P2802; 19(2): 146-153.

197



Metin Argan Int J Med Res Health Sci. 2016; 5(1)191-198

[21]Peleg R, Magaziner L, Tamar F. How do family dogtohoose their own family doctor? Health. 2011;):3(2
123-127.

[22] Churchill IJr GA. A paradigm for developing betteeasures of marketing constructs. J Mark Res. 1849:3.
[23]Newell SJ, Goldsmith RE. The development of a stalmeasure perceived corporate credibility. J Res.
2001; 52(3): 235-247.

[24]Duhan DF, Johnson SD, Wilcox JB, et al. Influenoesconsumer use of word-of-mouth recommendation
sources. J Acad Market Sci. 1997; 25(4): 283-295.

[25]Curran PJ, West SG, Finch JF. The robustness bfstatistics to nonnormality and specification erim
confirmatory factor analysis. Psychol Methods. 1998): 16-29.

[26]Kline R. Principles and Practice of Structural BipraModeling. New York, NY: Guilford; 1998.

[27]Kaiser HF. An index of factorial simplicity. Psyanetrika. 1974; 39(1): 31-36.

[28]Bagozzi RP, Yi Y. On the evaluation of structurqliation models. J Acad Market Sci. 1988; 16(1)944-
[29]Longo M, Mura M. A multidimensional measure of epy®es' intangibles: A managerial implementation of
the tool. Manag Res News. 30(8): 548-569.

[30]Meehl PE. Why summaries of research on psycholbthiearies are often uninterpretable. Psychol RE80;
66(1): 195-244.

[31]Joreskog K, Sérbom D. LISREL 8.20 and PRELIS 2@&ihjputer program]. Chicago: Scientific Software; Inc
1998.

[32]Hu L, Bentler PM. Cutoff criteria for fit indexes icovariance structure analysis: Conventional iGaiteersus
new alternatives. Struct Equ Modeling. 1999; 6{1%5.

[33]Lee J, Graefe AR, Burns RC. Examining the antedsdeindestination loyalty in a forest setting. Le#s Sci.
2007; 29(5): 463-81.

[34]Browne M, Cudeck R. Alternative ways of assessingdet fit. InK. A. Bollen & JS Long (Eds.), Testing
structural equation models (pp. 136-162): NewbwagkPCA: Sage, 1993.

[35]Churchill G. Marketing Research: Methodological Rdations. Fort Worth, TX: Dryden. Consumer reacion
to sport-event sponsorship; 1995:73.

[36]Cowton CJ. The use of secondary data in businegssetsearch. J Bus Ethics. 1998; 17(4): 423-434.
[37]Nunnally J. Psychometric Theory (2nd ed.). New Ydvk cGrow-Hill; 1978. 2nd ed.

[38]Sanzo MaJ, Santos MalL, Vazquez R, et al. The efféanarket orientation on buyer—seller relationship
satisfaction. Ind Market Manag. 2003;32 (4): 32534

[39] Child D. The essentials of factor analysis. A&C &a2006.

[40]Li Y, Liu Y, Zhao Y. The role of market and entrepeurship orientation and internal control in theavn
product development activities of Chinese firmsl Market Manag. 2006; 35(3): 336-347.

[41]Hair J, Anderson RE, Tatham R. Black. WC. Multiegse&i Data Analysis. New Jersey: Prentice-Hall
International Inc; 1998.

198



