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TE Il KAANAMATAZ
TMH MA

EKAOSEON &BIBAIOGHKH!
MepiAnyn:

H avdAuon xopto@uAakiou eival éva xpriolpgo epyoAeio dloiknon¢ mou pmopei va
BonBroel Toug d10IKOUVTEC TO VOGOKOUEIO aTNV OVATITUEN VEWV GTPATNYIKWY 0pyAvwang.
Ol TpoUMOBETEIC YIO TNV EQAPUOYN TNG OVAALCGNG XAPTOPUAOKIOU OE VOOGOKOMEIOKA
16p0POTO  ONUIOLPYOUVTOL QMO TO OUVEXWC EVAAANNCCOOPEVO TEPIBAANOV  IOTPIKNC
mepiBoAPNC KOl TOUC TEPIMAOKOUC OIOIKNTIKOUC OKOTOUC OMOTEAECUOTIKOTNTAC KOl
amodotikeTnTac. AUuT n  epyacio  mopoucialel  pla  €QAPMOYN]  TNG  avaAuong
XOPTOQUAGKiOL 0TnV OAn dladikacia oTpatnylkn¢ dloiknong ot1o [avemaTNUIaKO
Noookopeio tov Mdoaotpixt (cuvtopoypagia ota oAAavOIKG: AZM). H epyaoia, &v
ouvTopia, EMIKEVIpWVETAL otn 00N TNG avaAuong XOopTo@uAakiou, Tn duvatotnta
€PAPHOYNC TNE OVAALCNC OTOV TOUED TNC IOTPIKNG TEPIBAAPNC Kal oTa d1d@opa POVTEAX
XapTo@uAaKiov. Me Baon TNV umMdpxovoa OXETIKA PIBAIOypa@ia Kal Ta XOPAKTNPICTIKA
TOU OIEPELVOUEVOL  TEPIBAANOVTOG, €va  MOVIEAO XapTo@UAakiou yio 10 AZM
avantOooETal Kal EQapuoleTal.

To POVTEAO XOPTOQUAOKIOU €@apUOlETal WOTE VO OVOADCEL TNV EAKUOTIKOTNTO
NG Oayopdc Kol TI¢ OUVOTOTNTEC TOU VOOOKOUEIOU O€ OXEON HE TNV TAPOXH TPIWV
opBomedIkwy ULTNPECIwWY: TNV enéupacn yovdtou, Tnv emnéufacn yo@ol Kol TNV
apBpookonnon. H olyKpIon TwV OTMOTEAECUATWY YIO TIC TPEIC LTNPETiEC deixvel 6Tl Ol
UTNPECIEC EMEPPAONC YOVATOU KOl yo@OU €ival TIO €AKUCTIKEC yla TO VOOOKOUEIO, o€
olyKplon Pe TNV apBpookdnnan.

Ta anoteAéopata €ival 1dlaitepa XpACIMA yio TNV GVTANGN CUPTEPACHATWY
OXETIKWV UE TO TAEOVEKTAUOTA KOI TOUC TEPIOPIOUOVE TNC AVAALONC XAPTOPUANKIOL €

éva dnuoaC1o VOOOKOpEIo.

1. Eloaywyn:

Moapadoaoiokd, ta dnuocia VOoOKouEia TN Eupmmng emixopnyolvtav Kal d101KoOvTay,
KOTd KOPIo AGYO, amd KUBEPVNTIKA 13PUMATA. TO OVTIKEIPJEVO TOU KEPSOUG MTOV OTIAVIA
MEPOC TWV EVAIOQEPOVTIWY TOUC. Agv UTIAPXE AGYOC, YIO TOUC OPYOVIOUOUG 0ouToUC, VO

OLVOYWVIOTOOV yla  €MIXOPNYAOEIC KAl va avomtOEouv €va  AEMTOMEPEC AOYIOTIKO



TANPOQOPIOKO c0OTNUA, 0@o0 TO KOOTOC dev- LmNpP&e MOTE BEpa MPOBANUATIOUOU.
Qo01600, 0 OVTIKEIMEVIKOC OKOTOC TWV KUBEPVNOEWV va €AEYXOUV TO OAIKA €€0da yia
I0TPIKN TEPIBAAPN Kal va BeATIOO0LY TNV OMOSOTIKOTNTO OTNV KOTAVOUN TOPWV,
EMEQEPE PEYANEC peTAppLOpioEIC otV 1aTPIKA TEPIBaAPN. Q¢ amoTéAeopa, ol pEBodOL
EMIXOPNYNONC VOOOKOUEIWY TpoTomoIntnkav a1iobntd Kal tTo peyefog Twv KUBEPVNTIKWY
EMIXOPNYNOEWY O 13PUUATO 1OTPIKNAG TIEPIBOAYNG TiEpIOPIioTNKE. AUTO, dnuioLpyNnaE pia
a&loonUEiwTn 0IKOVOUIKN Tiean yio TOAAG dnuACIa VOOOKOUEIa, 10iw¢ OTaV N E0WTEPIKN
TOUuC Oopn O€vV UMOPECE va TPOCOPHUOCTEI pe TIC véeC mpokARoel (Kemenade, 1997;
Waters and Hussey, 2004; ).

O 0T1OX0¢ TNG MEiWONC TOU KOOTOUG O OULVOLOOHPOG WE TNV yhApavon Tou
TANBUOPOU, TIC aLEaVOUEVEC TPOCOOKIEC TOU KOTAVOAWTH, KAl pia avéavopevn miotn
OTOV  PNXOVIOPO 0yopdc €XOouv KOTAOTAGEL QvayKoio TNV Xpnon TPONyHEVWY
ouoTNUATWY OXedI0oPo0 ToU AauPBAvouv UTIOYN TOUC TOCO TO E0WTEPIKO OGO Kal TO
€EWTEPIKO TEPIBAANOV TOU VoooKopeiou. Ma autd 10 Adyo, Ol TIPOOCEYYioEI( TOU
oTPATNYIKOU HAVOT{UEVT TIOU €QOPUOLOVTOL GTOV dNUOCI0 TOMEN, EAKUOUV KOl TOUG
pavotlep TwV VOoooKouEeiwy. MapdAa autd, TOAAG dnuocia voooKoueia auveyiouv va
EUTIOTELOVTOL TO TOPASOCIOKA TPOTUTIA OXESIONOMOU TOU €0TIAJOUV HOVO  OTOUC
E0WTEPIKOUC TapayovTteq Oloiknong. Av Kal outég ol péBodol amodeixTnkav va egival
AlyOTEPO EANOTIKEC OTNV ULUTOOTAPIEN TOU PAvAT{PEVT O€ éva OULVOUIKO TEPIBAAAOV
ayopac, n EAAEIPN EMAPKWV OTOIXEIWV KOl TMPOOSEVTIKNAC OKEYNG MAVAT{UEVT GuLXVA
mpoBaAouv eumodia oTnV TPOMOmoinon touc. Ta OnUOCIO VOOOKOUEID HE QVETOPKNA
OouoTAPOTO  OXESIOOUOL  PTIOPOUV  TEAIKA va  AVTIMETWTIoOOUV TpofAfuata  otnv
OIKOVOUIKA} TOUG €midoon TPAYHATOTOIOVTIAC TEPITTA €£€000. Me tnv avéavouevn
QUTOVOMIO TWV VOOOKOMEIWY Kal TN duvaTtdTNTa OUTOXPNUOTOSATNONC TOUG, N LIOBETNON
TWV OTPOTNYIK®V TEXVIKQOV PAVOT{UEVT and dnuocia Voookoueia dgixvel va oxeTidetal
dueoa pe tnv emiBinor toug (Dunkan et al., 1998; )

To oTpaTNyIKO HAVAT{UEVT UTIOPED VO TapEXel pia @IA0coQia WAVOTIUEVT TwV
OpPYavIoU®V TAPOXNE 10TPIKNC TEPIBaAPNG. Mmopei va Tpoc@épel Eva TAaicIo epyaaiag
ylo pla omodoTIKN AEITOUPYIO TwWV 0PYOVIOU®WY OUTWV PBOCIOUEVO OTIC dUVATOTNTEG
opydvwaonc. Ot BacikEG OpXEC TOU OTPATNYIKOD PAVOTUEVT TPOEPXOVTAL AT TNV 10€a OTI

€vag OpyavIoPOG TIPEMEL OCUVEXEID VO TIOPOKOAOUBED TIC TOCEI( OTO EOWTEPIKO Kal



€€WTEPIKO TEPIBAAAOV TOU YIO VO UTOPED va avanTuxBei pe €vav OMOTEAECUATIKO KOl
amnodotikd tpoémo (Dunkan et al., 1998). Auti n dmoyn d&ivel otouq pavatlep TNV
EUKOIPia va avTIOPACTOUV EYKAIPO KOl OTOTEAEGUOTIKA € OAAAYEC TTIOU OVTIMETWTI{OLV Ol
opyaviopoi TouC. H u106£TNaN OTPATNYIKWV TEXVIKWV PAVOT{UEVT WOTOCO0, €V UTOPolv
va eyyunfolv tnv PBpoxumpobeoun emTUXio otnv Asitoupyia €vog opyaviopol. To
OTPATNYIKO HOAVOT{UEVT EXEl UAKPOTIPOBECUO TPOCAVATOAIOMO. ZuvhBw( omalITEiTal
KATOI10G XPOVOC TPIV TO OTPOTNYIKO PAVOTIPEVT YiveEl HEPOG TNE OIOIKNTIKNAG KOUATOUPAC
KOl 0dnynoel oTig emBupuntéc BEATIOOEIC. Mo ToV 010 AOYO0, TO OTPOTNYIKO PAVATIUEVT
dev umopei and poévo Tou va TPoa@EpEl Abon o€ TPOBAAUOTO TOU OXETI(ovVTal PE TNV
KoBnuepivr Aettovpyia Kal dev pmopei va €ival n amdvinon yia opyoaviopol¢ Tou
avTIPeTwTidouy MPAPBANUa emBiwon. ZKOMOC TOU €ival TPWTOPXIKA Va avadei&el mTuxXEC
Tou mBavov va gival onuavTIKEC yia TNV 0pyavwaon oto PEAAOV Kol va dl00@aAicel TNV
HOKPOTIpOOeaun emIBiwan Tou opyaviouo.

Ol J10IKNTEC VOOOKOUEIWV OTpéQovTal, OAO KOl TIO OUXVA, OF TEXVIKEC
oTPATNYIKOU PAVOT{UEVT TIOL XPNOIMOTOIOUVTAL KOTG KOPOV OTnV 0pyavwon Kal
AEITOLPYIO TOPAYWYIKOV POVAdWY. AUTO dev TPOKOAE EKMTANEN, O@OL Ol OTOXOl MIOG
€TaIpEiog yla peiwan KOOTOUG, aLENON KEPAWV Kal OIKOVOUIKN OTaBepdTNTO YivovTal
ONUAVTIKA KOl Y10 TOUC QOPEIC TTOU aaXoAolVTal PE TNV TOPOXA I0TPIKAG TEPIBaAYNC.
Mio omd TIC TEXVIKEC TIOL XPNOIYOTIOIOUY HEYAAEC €TaIPEiE Kal Tou ol pavatlep
VOOOKOUEIWY €Xouv 1dn ULIOBETACEL yla va KOTNYOPIOTIOIOOUY TI¢ UTINPECIEC TOL
TPOCPEPOLV TO VOOOKOWEIO Kal va Kabopioouvv €va BEATIOTO ouVALOCHUOG UTINPECIWV,
eival n avaivon xaptoguiakiov (Walker and Rosco, 1998). H s@appoyr tng avaAvong
XOPTOQUAQKIOU 0€ VOGOKOUEIaKOUC opyaviopolg atig H.M.A. €xel avagepBei ouxva amo
Vv OekoeTia tou 1980 (Bare and Bess, 1990; Craig, 2001; Drain and Godkin, 1996;
Hamilton and Zuckerman, 1998; McCain, 1987; Meeks et al., 1999; Walker and Rosco,
1988; Zallocco et al., 1984). Ztnv Eupwnn, wotoco, Aiyn mpocoxn €xel amodobei ot
pEBOdO auTh).

H mapoboa gpyacia mapouaidlel Yo EQopuoyn ¢ avaAuong xapToQuAakiou, og
éva  yvnol0 EUPWTATKO VOOOKOUEIOKO opyavioud. Eidikdtepa, e&etalovtal ol
IB10ITEPOTNTEC TNC aAVAALONG XOPTOQUAOKIOU KOl N €@appoyr Tng otn dladikaoia

oTPATNYIKOO Pavatlpevt oTo AKadnuaikd Noookopegio Tov Maaatpixt atnv OAAavdia.



Ma va emitevyxBei auTOC 0 TOXOC, XPNOIPOTOIEITAL PO TOCOTIKA EPELVNTIKY TPOCEYYION.
ZUYKEKPIPEVD, HE TN XPron AOYIOTIKOV d€00UEVWY OIOBETIPNWY OMO TOUC EAEYKTEC TOU
VOOOKOUEIOU, KOI TWV OMOTEAECUATWVY MIaC €peuvag avapeoa oToug epyalduEVOUg TOU
VOOOKOUEioV, avantOxOnke Kal oavoAlBnke €évac mivakac xopto@uAokiov (portfolio
matrix).

Ztnv epyacio  meplypagetal n  pebodoloyia NG avdAvong XapPTOQUAAKIoL, N
AEITOUPYIKOTNTO TOU MOVTEAOU XOPTOQUAOKIOU Kal N diadikacio cUAAOYNG dEGOUEVWV.
21N OLVEXELD TOPOoLaIAdovTal To KUPIWE amoTEAETUATO TNG £PELVAC KO N EpUNVEIa TOUC
KOBWC KOl TO CUUTEPACUATO OXETIKA PE TG TTAEOVEKTAMATA KAl TOUC TEPIOPITUOUE TNC

avaAvong XapToQUAAKIOU.

2. To mAaiclo gpyaciag Tng avaAuong xapToQuAakiou

Ol 0pol  XOPTOQUAGKIO Kol avaAvon XoPTOQUAOKIOU €xouv xpnolyomolinBei e
JIOQOPETIKO VONUO avAdAoya HE TO OVTIKEIPIEVO TOU TOUED EQOPUOYNC TOUC. ZTOV TOPEN
NG ETAIPIKAG XPNMUOTOOOTNGNG, N AVOAUCN XAPTOQUAAKIOL €gival pia avaAuon Twv
OUVOLOOPEVWY EMEVOVUCEWV TIOU EAEYXOVTAL OMO HIa opydvwaon. O okomog TnNg €ival va
avamto&el plo anodekTh emévdLON Kal Pio oTpatnyikn dlaxeipiong Kivouvou ded0pEVOL
TOU XOPTOQUAOKIOUL €mévduong TN¢ opyaviopol. TNV ekmaideuvon, n  avdAuvon
XOPTOQUAQKIOU, TOU TEPIYPAPEL OTOPIKG EMITEDYHOTA PABNONG, £XEl O1AQOPOUC OTOXOUC
guuTEPIAOUBOVOPEVOL TNV EMIKUPWAN TPONYOUUEVNG EUTEIPIOC, €PELVA, GUVEXOHEVN
EMOAYYEAPATIKN avanTtuén Kol mioTomoinon IKavotAtwyv. O 0po¢ XOPTOQUAAKIO
XPNOIUOTIOIEITOI GTNV TOAITIKA YIO VO TEPIYPAPEL TO KUPBEPVNTIKO YpaPEio N TIC VOOVEC
KATOI0L LUTOLPYOU.

21O OTPOTNYIKO PAVOTIMEVT Kal POPKETIVYK, TO OTOIO €ival TO OVTIKEIUEVO QUTAG
NG epyaciag, €va XaPTOPUAGKIO TOPOULCIAlel pia gLAAOY NdN LTAPXOVIWV N
MEAAOVTIKQOV TPOTOVIWV (CUHPTEPIANUBOAVOUEVWV UTINPECIOV KOl TPOYPAPHUATWY), TOU
TPOCPEPOVTAL ATIO EVOV 0pYOVIOUO. H avaAuan Tou XpnolUeEl wg pyaieio Tagvounang
AUTWV TWV TIPOTOVTWV 0€ KOTNYOPiEC PATI{OUEVEC OE E0WTEPIKA KOl EEWTEPIKA KPITAPIN
(Bare and Bess, 1990; Walker and Rosco, 1988). To kdfe mpoiov emIAEyeTal PACEL TNC

OIKOVOUIKNAC TOUL TOPOUCIOCNG KOl OPYOVWTIKAG TOU OXETIKOTNTAC. 'Eva  povtélo



KOBOPIoPoU Omo@AcEWY KATNYOoPIOTOIEl Ta TMPOTOVTA Kal divel TNV duVOTOTNTO GTOUC
dI0IKNTEC €VOC VOooKopegiov va kKaBopidouv HPEANOVTIKEC oTtpatnyikéc. H avdAuon
XOPTOQUACKIOL Baaciletal oTIC MAPOKATW KOPIEC LTTOOETEIS. AEXETAL OTI EVOC 0PYAVIOUOC
gival pia doun oamd Povadeq Kal n KABe povdda Asitoupyei cOP@WVA PE TO TIOAITIKO,
OIKOVOMIKO, OnNUOYPO@IKO, TEXVOAOYIKO KOl KOWWVIKO TEPIBAAov. Kdbe povada
UTIOKELTAL 0€ OAAAYEC KOl EAEYXOUG OVEEAPTNTA OTIO AAAEC MOVAdEC TOL Oopyavicuol. H
dloiknon otnpiletal otn ANYN CUYKEKPIYEVWY OMOQACEWV OXETIKA PE KABE povada Kal
Ox1 0TNV AQUN 0PYOVWTIK®V OTOQACEWV TIOU a@POPOLV TIC POVAdEC w¢ alvolo. H Béan
TOU 0pPYyaVIOPOU OTO £EWTEPIKO TEPIBAAAOVY, dEV OVTOVAKAG OVOYKOOTIKA Kl TN 6€0n Twv
ATOMIK®WV MOVAOWVY TOU TOV OTMOTEAOVV, OAAG n 6éon aut) eEoptdTal omo TO
XOPOKTINPIOTIKA TOU opyavigpol wg oOvoAo (Bess, 1990).

H avaivon xopto@ulokiou amoteleital and mévie PBoaoikd BrAuata (Zallocco,
1984; Rosco, 1988):
a) Opilopog Mpoiévtog, 0 Omoiog OTOXEVEL OTO va avayvVWPIoEl Kal va Tpoadlopicel ta
TPOIOGVTA TOU WTOPOUV VO GCUMTEPIANE@BOUV oTnv avdAuon Xapto@ulokiov. Otav n
avaAuon a@opd HIO PEYOAN TOIKIAIO TPOIOVTWY, €ival avaykaio mpwta va yivel
opadomoinon Twv TPOIOVIWV, Pdon TNC 1B1AITEPOTNTAC TOULE, KOl KATOTIV vd
dnuiovpynBei n TEAIKA AioTa dIOKPITWV TTPOTOVTWV.
B) Emidoyn kpitnpiwv yia tnv agloAdynon twv mpoidvIwy TOU X0PTOPUAOKIoU. AUTO i0wC
va €ival To To onuavtike Brjua atnv avaAauvon Xapto@uAokiou. Av n a&loAoynon twv
Kpitnpiwv dev eival KAatdAAnAn, ot pavatlep umopei va odnynbolv oe AavBaouéva
OUUTEPACUATO KOI VA KOTAAREOUY GTNV EMIAOYA OVOTIOTEAECUOTIKIG OTPATNYIKAC,
y) AvdAuvon tou TeEPIBAAAOVTOC OTO OMOI0 TO VOOOKOUEIO Aeltoupyei. AvaAuon Ttou
€€WTEPIKOU TEPIBAAAOVTOC ONA. TV €EWTEPIKWY TAPAYOVTIWY (T.X. OVIAYWVIOTIKEC
TACEIC, TEXVOAOYIKEC aAAAYEC, €mMimeda {NTNONC KOl OIKOVOUIKEG aANAYEGQ) OTIWC EMiONC
KOl avaAuon tn¢ B€ong Tov mPOoTdvVToC Mou MEPIAAUPAVETAL OTO XOPTOQPUAAKIO OE OXEON
PE TO MEPIBAAAOY QUTO.
d) Emhoyn Kot AEITOUPYIKOTNTO €VOC WOVIEAOUL XOPTOQUAGKIOU. ZTnv €peuva yla éva
KOTAAANAO HOVTEAO XOPTOQUAQKiOU, ypoa@eia cUUBOUAWY, dIOQNUICTIKEC ETAIPEIEC KOl
TAVETIOTAMIO aVETTUEQV JIAPOPEC OVOAUTIKEG TTPOCEYYioEIC BACIOUEVEC TNV QIAOCOPIN

TOU £QAPUOCHEVOL PAVATIPEVT KOI OTO XOPAKTNPIOTIKA TOU EEWTEPIKOV TEPIBAAAOVTOC.



H mpoetolpacia Tou TPOIOVTOC XOPTOPUAGKIOU O éva opyavioud pmopei va Baaciletal
OTNV TPOCOPHOYI €VOG UTIAPXOVTOG OVAAUTIKOU POVTEAOU 1 TNV OVATITUEN €VOC vEoL. Ta
BOCIKA JOVTEAD XOPTOQPUAOKIOU KOl Ol TEPLYPUPES TOUC TAPOLCIALOVTal OTOV Tivaka 1.

€) AvANTOEN MEANOVTIKWV OTPATNYIKWY € OXEON PE TNV KATAVOUN TOPWV, TNV amdKInaon
EMMAEOV TTIOPWV, TNV TPOWONCN VEWVY TPOTOVTWVY Kal TNV TOAITIKI TIHWV. ZTAX0C Eival va
Xpnoigomoinboly Ta  AMOTEAECHUOTO  XOPTOQUAOKIOU yia  va  avontOEoupe  €va
IKAVOTIOINTIKO KEIPEVO-03NYO YIO TNV AN OTOQACEWY PAVATIUEVT.

‘Exovtag ava@épel Ta KOPIO XOPOKTNPIOTIKA TWV POVIEAWV XAPTOQUAOKIOU GTOV
Tivaka 1, KOl Ye 0TOXO0 TNV AMAOTNTA OAAG Kal TNV OMOTEAECHUOTIKOTNTA, EMIAEXTNKE TO
GE multifactor matrix (GE moAvmapaywvTiKO¢ Tivakog) ¢ avaAuTiKd TAaicolo epyaaiog
ge outAv TNV €peuva. To povtéAo multifactor matrix mopéxel PIo CLOTNUOTIKNA
TPOCEYYION OTNV amoTiUNoN TWV LTAPXOVIWV KAl UEANOVTIK®WY TPOIOVIWY, LTNPECIWV,
TPOYPOUMATWY, TUNMATWYV 1 GAAWV  OTPATNYIKOV EMIXEIPNOIOKWY HOVAdWY  TOU
amoteAolV TO OPYOVWTIKO XAPTOQUAAKIO. Ta TPOIOVTO XAPTOQPUAAKIOU OTOTILOOVTOL
AapBavovtag umoyn TI¢ dUVOTOTNTEC TOU VOCOKOMEIOU KOl TNV EAKUCTIKOTNTA TNE ayopdc
gTnNV TOPOXN €VOC CLYKEKPIUEVOU TIPOTOVTOC. MEoa g€ auTéQ TIC OVO YEVIKEC OIOOTATEIC,
EMIAEYOVTAL KOl OVOADOVTOL OPKETA OULYKEKPIUEVO KpITrpla emidoon. Ot agiec Twv
Kpltnpiwv vmoAoyilovtal Kol PETPIOVTOL OVAAOYO HE TNV OGTOLdAIOTNTO ylO TO KABE
QVTIKEIYEVO OTO TPOTOV XOPTOQUAOKIOU. ZOP@WVO PE AUTEC TIC O&ieC, eKTIoLVTAL TA
OUVOAIKA OKOp TV dUVATOTATWY TOU VOOOKOUEIOL Kal TNG EAKLOTIKOTNTAC TNC ayopdq
TOU A@OPOUV €VO CGUYKEKPIUEVO TIPOIOV XOPTOQPUAOKIOU. Ta TPOIOVIO XOPTOQUAGKIOU
10Te Tmpoodiopidovtal o €va  TMAEypa  Tou  ovopdletar  multifactor  matrix
(moAuTapayWVTIKOC Tivakag)(BA. eikova 1).

O agovag y TOU matrix AVTITPOOWTEVEL TO CUVOAIKO OKOp OGOV OQOpa TIC
duVaTATNTEC TOU VOOOKOMEIOU Kal 0 d&ovag X O€ixVel TO GUVOAIKO agkKop 6aov a@opd TNV
EAKLOTIKOTNTA TN¢ ayopdc. O kdabe agovog xwpiletal oe tpio ioa emimeda. Ma TIC
dUVATOTNTEC VOOOKOMEIOL Ta emimeda eival: vPnAd, PETPIO KOl XAUNAO, KOl ylo TNV
EAKUOTIKOTNTA TNC ayopag: duvato, PETPIO Kal adbvapo. O guvduoouOC TWV EMMESWV
TV 0&OVWV KOTAANYEL O €WIA JIOQPOPETIKA KEAIG, Ta omoia xapaktnpiouv éva

OUYKEKPIUEVO €TiMedO SUVOTOTATWV OPYOVIOUOU KOl €AKUOTIKOTNTAC ayopdc. ‘Exovrag



dWOEL TO CUVOAIKA OKOp, €va TPOTOV TOToBEeTEITOI 0 éva KEAT TOU TivaKka Kat n 6€an Tou
APECWC UTTOOEIKVUEL PIO OTPATNYIKN MAVATUEVT.

Ta mpoiévia otn {wvn TWV IO €UVOIKWV KEAIQV (Ta TPio KEAIG OTNV EMAVW
aploTepd ywvia tou mivaka otnv €1KOva 1) gival EAKUOTIKOI UTOYR@IoL yia avamtuén. H
OTPOTNYIKN MOVAT{UEVT TOU OXETICETOl PE OUTA TO TPOTOVTIO CUXVA ovoupdletal cost
leadership, n omoia umodnAwvel TUTOTOINGN TOUL OKOAOUBEiTal OTMO pio av&non oTIg
TOCoOTNTEC TOL TapExovtal. Otav ta mpoidvta Tonobetolvtal otnv PETPIa {wvn (oTov
mivaka 1, To Tpia KEAIG 0TOV OlOyWVIO GEova) Ol KOTAAANAEC OTPOTNYIKEC HAVOTIUEVT
gival eite ouvtipnon i ouykoudr. Ta mpoidvta Ba mpémel va dlagopomnololvtal omno
TAPOMPOIN TTPOTOVTA Kal N YOVOSIKATNTO Toug Ba mpeEmel va mapéxeTal (TovileTal;;) Yéoa
anmod To XAPOKTINPIOTIKA TPOIOVIWY, UTNPECIWV, KTIpiwv, Ola@AuIong, €Ueaviong N
€IKOVAC TOU 10pVPOTOC. Ta MPoTdvTa ov oXeTidovtal pe TNV mo advvaun {wvn (ta Tpia
KEAMG oTnV KATW de€1d ywviao Tou Tivaka otnv €lKova 1) amaitodv TNV €0Tioon TWv
pavatlep ylo va amo@aciocouv €av Ba avamtugouv i 6o TEPUOTICOLV TNV TAPOXH TOU
mpOoTdvTo¢. ATMO OUTAV TNV Aamoyn, ol TPoomdbele Twv pavatlep Oa Empeme va
EMIKEVIPWVOVTAL OTOV va Bpouv pio povadikn B€on ayopdc yia KABe mpoiov wate va
BeATiwBei n yevikA tou 6€on (Zallocco et al., 1984).

Ma va epoppootei T0 povteAo multifactor matrix (MOAUTIOPAYOVTIKAG Ttivakac),
gival avaykaio va yivel n umoBeon 0TI N EAKUOTIKOTNTO TNC OyOopA¢ KOl 01 dUVATOTNTEC
TOU VOOOKOUEIOL €ival avayvwpioipeg Kol Umopoly va KaBoplatoly, €iTe MTOCOOTIKA, €iTe
To10TIKG. OTaV GUYKPIveTal pia opdda P TOIKIAG TIPOTOVTA (T.X. YAIEUTIKA KOl TAOOTIKA
XEIPOLPYIKN), TPETEL VA aVAYVWPICTOUV T KOIWVA XAPOKTNPIOTIKA TwV TPOTOVIWY YIa VO
EMIAEXTOLV KOl VO T€BOUV 0€ AelToupyia ta KpItrpla anotiunong. H avdAuon umopei va
yivel og d1d@opa emimeda TOU OPyaAVIOUOU, OTO TO TUAUOTO PECA GE €vav OPYOVIOUO
MEXPL KAl OE GUYKEKPIPEVD TIPOTOVTO PECO OE €vav Opyaviopo. QoT000, N AVATITUEN TWV
MEAAOVTIKWV OTPATNYIKWY HOVOT{UEVT MTOPED va YiVEL TIO OTOTEAECUOTIKA OTAV
avaAuBouv atopika mpoiovta (Zallocco et al., 1984).

To povtéAo (MoAumapayovTikog mivakac) multifactor matrix epg@avidetal va gival
1IO10ITEPWC KATAAANAO yla TNV OVAALGN €VOC VOGOKOMEIOKOU XAPTOQUAOKIOU KAIVIKQOV
UTINPECIWOV N TPOYPAUMATWY, KABWE EMIoNC Kal yla TNV OMOTIUNON VEWV EVKAIPIOV OE

€vav VOOOKOUEIOKO opyaviouo. To JOVTEAO ETITPEMEL TNV XPON TOAAATIAQV KPITNPiwY



amoTiunong, TMPOCUPUOCHEVWY OTIC MOVASIKEC AVAYKEC TOU OPYyavVIOUOU KOl aTnyv ayopd
IOTPIKAC TEPIBOAYNC. Q¢ omoTéAeoUa, UTOPEL va dnuioupynbei pla MEPIEKTIKI EIKOVA
TWV OUYKEKPIUEVWY OI0IKNTIKOV TPORANUATWY. QOTOC0, N EQOPUOYN TOU HOVIEAOU
pmopei va  €ival PJOAAOV €UOAWTN Of OXEon ME TNV €MAoyn Kpitnpiov. Ma va
ano@euxbouv TETOIEC TACEIC, TA KPITAPIN TTOU EVIOXVOUV TIPOKABOPITPEVEC OmoPATElS, Ba
ETIPETE VO OMOKAEIOTOUV, OKOMO KL OV €ival onuovTIKE. Ta o evdlagépovta EpWTHUOTA
OXETIKA PE TNV EQAPUOYN TOU YOVTEAOL (TOAUTIAPAYOVTIKOE Tivakag) multifactor matrix
PTIOPOLV VO GLVOYIGTOUV WC:
Ma¢va avayvwploTodyv OXETIKA KPITAPIA OMOTiUNong;
- Mg va teBoly oe AslTovpyio auTA Ta KPITAPIQ;
- Mo va petpndei n oNUAVTIKOTNTO TWV KPITNPIWV;
Mg va peTpnBoLv o1 a&ieg Twv Kpitnpiwv 0tav umoAoyilovtal To GUVOAIKA OKOp;
Ol omavinoel; o€ OUTA TO €PWTIAMATA amoitolv pia o Babo¢ avaiuon Ttou
opyaviopol  OTOU  TO  HOVIEAO  XOPTOQUAOKIOU  avOMTOOCETOl KAl TV
XOPOKTNPIOTIKOV TWV CUYKEKPIUEVWV TPOIOVTWV TIOU EUTAEKOVTOL OTO HOVTEAO.
Mpémel va AneBei umdYn 1600 10 €EWTEPIKO OGO Kal TO E0WTEPIKO TEPIBAAAOV TOU

opyaviouoo.

3. Epeuvntiko mepiBdAiov

Ma va e&etaotei n epapupoyn evog poviédouv multifactor matrix oe éva dnudaio
VOOOKOWEI0, TO TAVETIOTNUIOKO VOOOKOUEIO ToU MAaaTpIxT (GOVTUNGN OTO OAAAVOIKA:
AZM) xpnolgoToleital w¢ €PELVNTIKO TEPIBAANOV. ZTO POAO TOU TAVEMIOTNUIOKOU
VOOOKOWEIOU TePIAaUBAVETAL N TPOWBNON 1aTPIKNC TEPIBaAUNG KabBw¢ emiong Kat n
eknaidevon kal €pevva. To AZM TOPEXEL OUCIOOTIKA OAEC TIC IOTPIKEG E18IKOTNTEC/
UTIOEIBIKOTNTEG KOl YEVIKOTEPO £va TMANPEC QACUO VOOOKOUEIOKNG TEPIBAAPNG aTOUC
acBeveic TnC meploxng Touv MAaoTPIXT. TO VOOOKOMEIO TapPEXEl KOpu@Aia 10TPIKN

nepiBoaAdn, mponypEVEC KAIVIKEC UTINPETIEC, €EEIDIKELUEVA JIOYVWOTIKA UnxavAhuata Kol



Bepaneiec. Emopévwg, n KOALYN MANBUoPOL 0To AZM EMEKTEIVETOI TEPAITEPW OTIO TNV
neploxn Tou MdaaaotpIxT.

H d10iknTikr dour) Tou AZM mepIAauBdavel T0 OIOIKNTIKO GUPPOVAIO Kal Ta
UTOoUOTAMATA O10ikNoNg TWV 1aTPIKWV povadwyv (TCU). Mia @opd 1o Xpdvo, TO
JI0IKNTIKO GLUPBOVAIO apouaIalel yia TePIANYNn Tou OPAUOTOC, TOU OXEdIAYPAMMATOC,
KOl TWV VOOOKOMEIOKWY oTOXwv. Ol 10TPIKEG dPAOTNPIOTNTEC PECa OE KABE povada
npoypaupatidovtal kKal mpoidmoAoyiovial COUEWVO PE OUTAV TNV TEpiIAnyn. H
dlaxeipiar) Toug analtei T guvaivesn Kai Twv 600, TOU 1I0TPIKOU EI10IKOU TTOL JIEVBUVEL TIC
I0TPIKEC dPAOTNPIOTNTEG OTN MOvAda, KOl TNV non-medical €KTEAECTIKI] HOVAdA TOU
ovopaZeTal avamAnpwIAC d1EubuvTC.

H xpnuoatodotnan tn¢ epovtidag acbeviv mou 1o AZM TOpPEXEL, TPOEPXETAIL OTO
TIC G0QAAIOTIKEG ETAIPEIEC CUPQWVO PE TNV KUPBEPVNTIKA vopobeaia, kabwg emiong Kal
ano 1o oAAavdIkd Ymoupyeio Maideiag, Tou MoAimiopol Katl TG EMOTAUNG 0€ Hopoen
MIOC OCUMTANPWHOTIKAG KUBEPVNTIKAC €mixopriynonc. Ol ao@AAIOTIKEC GUVEICQOPEC
KOAOTITOUV TIC dATIAVEG TNC QPOVTIdAC VW N KUPBEPVNTIKN €MIXOPRyNaon mpoopiletal va
KOAOWEL TO KOGTOC TNG LTTOBOUNAC, TOU TPOCWTIKOU Kal Tou €E0MAITHOD ToU amaitolvTal
yla va diatnpnbei n Aesitoupyio Tou voookopegiou. MepikéC amd TIC puBpicElg
Xpnuotoddtnong PETaED Tou AZM Kal TwV ACQAAICTIK®OV ETAIPEIWV YivovTal cOP@wva
ME €Va VEO XPNUOTOOOTIKO cLOTNUA LYEIOVOMIKNC TEPIBAAYNG, TO OMOio XPNOIPOTOIEL
TOUC ouvduaopoug ddyvwanc-Bepaneiag (clviunon ota oAavdikd: DBC). Kabe DBC
KOB0pilel TO MOKETO TWV 1ATPIKWY OPACTNPIOTATWY TIOU OTAITOVVTAL YIO TNV TEPIBaAYN
Tou acBevr). MNa kaBes DBC, umapxel Yo TOTIKA cup@wvnBeioa Tiur mou MePIAApPBAVEL
TI¢ OAMAVEC VOOOKOMEIWY Kal TNV apoiPr) tou 1atpol. H elcaywyn Tou cuotiuato¢ DBC
dev eival akopa mANpnG. Mo Tov mpoimoAoyiopo Touv 2003, ol A0QOAICTIKEC ETAIPEIEC KAl
TO VOOOKOMEIO €X0UV KAVEL NON TIC CUPPWVIEC OXETIKA PE 17 GUYKEKPIPEVEC O1OOIKATIEC
Kol emepPacelg, ol onoieg £xouvv 0dnynoel o€ nepinov 100 DBC (AZM, 2002).

Aut ™ otiyu, 10 AZM é€xel 715 KpePRATIO CGUMPTEPIAAUBAVOUEVWY TWV
KPERATIOV NuePralag @povtidac. Ymdpxouv 22 AeitoupyolvTa XElpoupyeia, ENTa and ta
OToi0 XPNOIUOTIOIOUVTAL YIO TN XEIPOUPYIKN €MEUPACN NUEPOC. ZE€ MIO €TROIN Baon,
nepinmou 22000 aobevei¢ eloayovtal ( pe péon mapapovr) 9 nuepwv) Kat mepinov 345000

aoBevei¢ eEumnpeTolVTAL OTN POVAdD EEWTEPIKWV laTPEiwv. O €TATI0¢ TPOUTOAOYITHAC



TOU VOOoOKopeiou gival mepimou 250 ekatouplpla VPO TwV OMOIWY 15% TPOEPKETAL OO
T0 Ymoupyeio Maideiag, TMoAiTiopov Kot Emiotiung kat 1o umdAoimo  85%
Xxpnuotodoteital and Toug dNUOCIouE Kal 1IIWTIKOUC ac@aAloTe. Me mavw and 4000
LTAAARAOLC, TO AZM eival 0 PeyaAlTEPOG £pY0dOTNG OTNV TEPIOXN TOU MAACTPIXT Kal
¢va amo ta peyaAltepa voookopeia oTig Katw Xwpeg (Oaipay, 1998).

To AZM Aertoupyei oto mepIBAAAOV TNE OLEAVOUEVNG OIKOVOUIKNC TiEONC Kal
Tou au&avopevou avtaywviopou. Mpooeata, To Ymoupyeio Maideiag, MoATiopol Kai
Emotiung twv Kdtw Xwpwv, €Xel LIOBETACEL PIo TOMTIKA TNC PEIWONC TNC KPOTIKAG
damdvng yla TO  dnuOCIa  voooKopeio. EmOpévwe, Ol TPEXOUOTEC  OIOIKNTIKEC
npoTepaldTNTE TOU AZM mepIAaUPBAVOLY TOV KABOPIOPO TwV OTPATNYIKWY YId Vva
EMITOXOLV TNV OTOOOTIKOTEPN KOl QATMOTEAECUOATIKOTEPN OMAdOCN TWV VOCOKOUEIWV.
MoapdAAnAa pe o {NTNUO peiwang damavwy, N dloiknan touv AZM €pXETal OVTIMETWN
KOl PE TNV OULVEXWC METOBOAAOUEVN ayopd. AUTO oupPaivel €mewdr), n 0AAAVOIKA
KuBépvnan, Kabw¢ emiong Kol GAANeg KuBepvnoelg Tn¢ E.E., eykpivouv Kal evBappuvouy
TOV QVIAywVIOPG OTOV TOPEN TNG ULYEIOVOPIKAC TEPIBaAPNG. Q¢ amotéAeopa, TO
TEPIOCOTEPA OANOVOIKA VOCOKOWEID TOU TomoBeToUvTal KOVTA 0T0 AZM Kal Ta KOVTIVA
VOOOKOWEIO O0TO YEITOVIKO BEAylo kal tn [eppavia, €xouvv uvloBeTAoel TIC pEBOOOUC
HAPKETIVYK TIPOKEIPEVOL VO OMOKTNOEl TO PEYOAUTEPO PEPOC TNC ayOopdC YEoa aTnv omnoia
avtaywvidovtal. Emiong, o apBuog I0IWTIK®Y 10TPIKOV KEVIPWVY TIOU TIOPEXOLV UTNPETIEC
TAPOMOIEC PE AUTEC TIOU TIOPEXOVTAL OTO T0 AZM ouveEXWC auEAavetal. AuTd Ta 10TPIKA
KEVTPO €ival ouvnBw ISI0WTIKEC KEPOOOKOTIKEC OPYOVWOEIC TIOU AEITOUPYOUV HE €va
EMiMeEdo LYNAAC aMOJOTIKOTNTAG OEDOPEVOL TNG TPOCTAOEIAC TOUG YIO OIKOVOUIKA
emiBiwon. Katd cuvEnela, n XxpnuUaTooIKOVOUIKN anddoaon Tou AZM anelAeital.

AauBdavovtag umdPn avTEC TIC TIEPIOTACEIC, N OVAAUGT XOPTOQUACKIOU pTopEi va
xpnoigomnoinbei and tn 610iknan VOCOKOUEIWY yio va TPoadlopicel TIg SUVAMEIC Kal TIC
aduvapie¢ Twv OpOCTNPIOTATWY TOUC Kal yia va avamtO&el TIC OTPATNYIKEC yio MId

avTaywVIoTIKN B€an mpoddou.
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4. H e@appoyr Tou JOVTEAOU XOPTOPUAOKIOU

H e@apuoyn tou povtédouv multifactor matrix yia to AZM nepiéAafe ta akdlovba
BAuaTta:
1) EmIAoyr T®V LTINPECI®V IOV avoaADovTal.
2) EmAoyl Twv KOTAAANAWY JEIKTWV EAKLOTIKOTNTOG OYyopdc Kol duvaToTHTWY
VOOOKOUEIOU.
3) MpoadiopIoPOg TV PEBOSWV UTTIOAOYIGHOU YIO TIC TIMEC TWV KPITNPiwy.
4) Mpoacdloplopoc TV S100IKACIOV YIO TNV 0EI0AOYNON TWV KPITNPIWV KAl UTINPETIWV.
Ol vunnpeaoieg mov cuppeTéxouv otn multifactor avdAvon XapTo@uAakiov pumopolv
va €ival umnpecie¢ mou mopéxovtal amd OINQOPETIKA TUAUOTA €VOC VOOOKOUEIOL N
pTOPOLV va €ival unnpecieg evog eviaiov TPAMOTOC. EVOAAAKTIKA, pmopolv va eival
dpaOTNPIOTNTEC MECO OE Ml CUYKEKPIPEVN UTMNPEdia mou éva Tunua mapéxel. H
multifactor avdAuon xapto@uAakiov pmopei va evdlagepbei Kat yia Toug d00, LTNPETIEC
TOU TO VOOOKOMEIO TapEXEL NN KOl UTINPETIEC, TIC OTOIEC TO VOOOKOMEIO OVAMEVEL va
Tap€xel 010 MEAAOV. ALt n eveligia tn¢ multifactor avaAuvong XapTOQUAAKiwWV
TPOCPEPEL MIa  eLKaIpio va KaBoplotei éva TEPIEKTIKO XAPTOQUAAKIO TPOIOVTIWY
o0P@WVa PE TIC SI0IKNTIKEG OMAITHTEL.
H peAETN MOU avo@QEPETAL €3 EVOIOQPEPETAL VIO TNV OEIOAGYNON TWV UTINPECIOV
Tou Topéxovtal auTAV TNV mepiodo amd €va Omoé T VOOOKOopelokd TCU’s 10
ovopalopevo BZe IV. O okomog eival va gpeuvnbei N avtaywvioTIKOTNTO aUTAG TN
povadag aTnv TapoXn TNG 10TPIKAG TEpiBoAYNC. Ma va emAexBolv o1 umnpeaieg, Tpia
KOpla ¢ntAupata AR@onkav uvméyn: n Ol060IUOTNTO OTOIXEIWY, N OXETIKOTNTA Kal
d€CUELON TIPOCWTIKOU YIO TO EPELVNTIKO BEPa. KaBopiletal apyIKA yio TOIEC LUTINPETIEC
UTAPXOoUV €VUKOAD dlaBéTipa OTOIXEI Kal Tola amd OouTEC MTOPEi €VOEXOUEVWE va
aneiAnBei amd TI¢ dpaOTNPIOTNTEC TWV OVIOYWVIOTWVY. XTI OLVEXEID, {nTeitol n
OULVEPYOTia TOU 1ATPIKOU TPOCWTIKOU TOU TOPEXEL AUTEC TIG UTNPETiEC. KaTd ouvénela,
TpeEl opBomedikeC umnpeciec¢ BZe IV emiAéyovtal w¢ TPOIOVTA XAPTOQPUAOKIWV:

XEIPOUPYIKN EMEPBATN YOVATWVY, N XEIPOLPYIKN EMEPPACT YOPWV Kal n apBpooKonnan.



A@oU emIAexBo0OV 01 LTNPETIEC, TO EMOPEVO PO OTN EQOPHOYr TOU HOVIEAOL
multifactor matrix eivail va emiAextei éva glvolo Kpitnpiwv agloAoynonc. Ta Kpitripla
amoteAolVTal OMO TOUC OIAPOPOUC OEIKTEC EAKLOTIKOTNTAC aYyOopdAC Kol SUVATOTATWY
VOOOKOMEIOU OXETIKWV ME TNV TOPOXA UTNPECIV. Ocov a@opd TNV EAKUOTIKOTNTA
ayopag, 0 OpyOVIOUOG TPEMEL va €EETACEL TOUG TOPAYOVTEG TTOL Ba EBPIOKE €mIBLUNTOUC
(N 6a emBupoLoe va ano@Uyel) TNV ayopd LTNPESIOY. AUTOI Ol TOPAYOVTEG UTTOPOLVY va
dlaipeboly 0€ TEVTE ONMPOVTIKEG KATNYOPIEC: XAPOKINPIOTIKA ayopdg, OVIOYWVIOTIKN
€VT00N, OIKOVOUIKOI  mapAyovteg, TEXVOAOYiO, KOl  KOIVWVIKO-TEPIBAANOVTIKOI
napdyovteC. Opoing, avagopikd Pe TIC SUVATOTNTEC VOOOKOUEIOU, N 0pydvwan TMPEMEL va
€€eTAOEl TOUC TMOPAYOVTEC TIOU CULVOEOVTAL PE TNV TOPOXH EMITUXWV (I QAVETITUXWV)
UTNPECIOV. AUTOI PUTIOPOUV VO TEPIAGBOUY TOUC TTOPAYOVTEG TTIOU AVAKOUV OTIC AKOAOUBOEC
KOTNYyopieC: moloTNTa MPOYPAMMATOC, KEVIPIKOTNTA GTNV ATOCTOAN, OMOTEAECUATIKOTNTO
ayopag, O1a@opoToinan, OpYyoVWTIKEG dEEIOTNTEC KOl OIKOVOUIKOI mapdyovieC. 'Evag
KatdAoyo¢ mifavwv KPITNPIWV yia TNV €AKUOTIKOTNTO ayopdc Kol TIC OUVAUELC
VOOOKOMEIOU TapouaIdeTal aTov Tivaka 2.

Ma v avdntuén evog multifactor matrix, dev xpeldletal va emAEXTOOV OAa Ta
Kpitiptla. O KOPLo¢ OKOMOG €ival va amopovwBolv ekeiva Ta KPITHpLa, Ta onoia Ymopolv
VO TPOadI0picouy KOAUTEPA TNV EAKLOTIKOTNTOC ayopag Kal TI dUVAUEIC VOOOKOUEIOU.
O KATAAOYOG TwV KPITNPiwv a&loAdynong UTOopEl MEPAITEPW VO PUBMIOTEl COPPWVO PE
TOUG OTOXOUC TNG OVAALONC XOPTOQUAaKiou. Emeldr n kabigpwon Twv OoEI0AOYIK®WY
KpItnpiwv ameikovidel Tn onuacia KAbe XapakInPIoTIKOO OTNV MPOyuaTomoinon Twv
OTOXWV Kal TNC 0MOGTOAAC TOU VOOOKOWEIOU, 01 OIEVBUVTEC KO Ol OIKOVOUIKOI EAEYKTEQ
TPEMEL AUETO VA CUUUETEXOLV OTN OladIKacoia MIAOYNG. EMIMAEOV, TPEMEL va EEETAOTEI N
d10Be0IUOTNTO TWV OTOIXEIWV yla KaBe kpitplo. Ot deikteg mou amaitovy nAdn Ta
dloBéaipa atolxeio MPOTIMIOVTAL aMd EKEIVOUC Y1 TOUC OTIOIOUG N GUAAOYN OEQOUEVWV
eival d0akoAn 1 advvatn. Emopévwg, £va ox€d10 TwV OTOIXEIWY TOU amalTolVTal VIO TNV
a&lohoynon kdabe kpitnpiov pmopei va Pondroel n diadikagio emIAoyrC. Me Baon auTég
TI( EKTIUNOEI KAl OE MIO OLZNATNON ME T VOOOKOPEIOKN Oloiknan, kaBopifovtal ta
KpITnpla yia TNV  €@apuyoyry tou multifactor matrix oto AZM. Ta KpIThpla
nepIAapPBdavouy TEOOEPIC OEIKTEC TNC EAKLOTIKOTNTAC ayopag: pPuOPOC avamTuEnc,

mEPIOPIO KEPOOLC, HEYEBOC ayopag Kal TMOAITIKN OmMolnNUIOCEWY, Kol AGAAOUC TECTEPIC



dEiKTEC TWV dUVATOTATWY VOOOKOUEIOU: XPNOIMOTOINoN TNE MOPAYWYIKNG IKAVOTNTAC,

TOC0OTO ATMOJOTIKAOTNTOC, OI0OECIUOTNTA TOU EMAYYEAUOTIKOD TPOCWTIKOD KOl OXETIKN

TOIOTNTA TWV TPOTOVTWV.

Mo va vmoAoyioel TIC TIMEC TWV KPITNPiwv yio KGBe opbomedikn vmnpeaia mou

EMIAEYETAL Y10 TNV OVAALON XOPTOQUAOKIWY, epapudlovTal ol akoAovbol opiouoi:

m O PuBpog avantuéne  yivetal amodektd OTI €ival n péon moooaTiaio aAAayr) 0Tov
OYKO TWV UTNPECIOV TOU TAPEXOVTOL KATA Tn JIAPKEIN TwV TPONYOUHEVWV TPIOV
€TWV. YToAoyiletal w¢:

AN (AR2/ARI)+(AR3/AR2) tnno.
2

onmou AR1, AR2 kal AR3 dnAwvouv 10 0POC TWV EICAYWYWY 0TO VOOOKOUEIO OXETIKA HE

TNV K&Be opBomedikn umnpeaia oto €tog 2001, 2002 kot 2003 avtioTolxa.

B To meplbwplo KEPAOUC AVTIMPOCWTEVETAL AMO TO TMEPIBWPIO KEPOOUE HIac dedopEVNC
0pBOMEDIKNC LTTNPETIAC, T.X. OTO TNV APAIPES TWV PETARANTWV KOOTWY avA povada
VCu and 10 €106dnpa ava povada PU. H a&ia Twv Kpitnpiwv vmoAoyiletal w¢:

(2)  Contribution margine =Py - VCU

H oio tou PU umoAoyiletal w¢ OUVOAIKO TOCO OVA HOVAdO TOU TANPWVETAL OTO
VOOOKOMEio evw Veu mepAapBdver TI¢ damaveg LAIKOU Kol €pyaciog ava povada mou
TIOIKIAAOUV PE TNV TTOCOTNTA UTINPECIOV TTOL TOPAdOONKAV.

[ To péyebog ayopd¢ opiletal w¢ TO TOCOOTO MIa¢ 1d1aitepng opBOTEDIKNAC
UTNPECiag mMov TopPadideTal and TO VOGOKOUEIO GUYKPIVOUEVO HE TN YEVIKI TooOTNTa
auTA¢ TNC uTNpeaiag mov mapadideTal atnv mePLoxn. Ma va vmoAoylotei n a&ia autol
TOU Kpltnpiov, Ta otolxeia amodoxng yio 1o 2003 otnv meplox Tou MdAaotpixt
XPNO1UOTIOI00VTAL WG EENC:

(3) Marketsize = P hogd'd x y00%
Mrégion

omov Q hospital €ival n €TAol0 MOoOTNTA 1810iTEPWV OPBOTESIKWV UTINPECIWY TIOU

Tap€XOVTal anmd TO VOOOKOMEIO Kal Q region €ival N GUVOAIKN E€TMO10 TOGOTNTO AUTAC TNG

UTNPECIag OV TOPEXETAL GTNV TIEPIOXN.

m H moMukn amolnUIwoEwy aVTITPOOWTEVETAI OMd TO TOCOOTO TNC TIMNAC MIOG

dedopévne UTINPECIiag VOOOKOMEIWY TOUL KOAUTITETAL OMO TOUC O0Beveiq, TIQ
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ao0QOAIOTIKEC eTaIpEieq N TNV KuBEpvnon. H aia autod Tou Kpitnpiov pmopei va
Kupaveei and 0 w¢ 100%.

m H xpnowonoinon ¢ TMOPOYWYIKAC I1KAVOTNTOG €ival 0 BoaBuoc otov omoio o
€EOMAIONOC, O XWPOC 1 1N €pyacia XpnoIPOTOIOUVTOL KOTA TNV TApPOXn HIOC
umnpeciag. O TOTMOC TOU EQPOPUOLETOL YIO VO HETPNOEL TN XPnoldomoinon tng
TAPAYWYIKNC IKavATNTaC ivat:

(4)  Capacity utilization - A x 100%

Imax

Omou Tav OVOQEPETOL OTIC MECEC WPEC AElTOLPYiag plag opBOMEdIKAG UTNPETiag Tov

napadideTal avd nuéPa Kal Tuay €ival 01 YEYIOTEC WPEC AEITOLPYIOG TNG LUTINPETINC oV

TO VOOOKOUEIO pTOpei €0AOya va OTnpiéel pe TO va XPNOIPOTOINCEL TA PEAMOTIKA

TPOYPAUHOTO EPyOaiog KOt EEOMAIGUOL QUTAV TNV TEPindoO.

m To mM0000TO OMOdOTIKOTNTAC KaBOPIZeTal PE pia oUYKPIoN PETOED TWV GUVTEAECTWV
amopaiTNTWV va Tapadwoouy WIa UTINPETIa KOl PIo¢ TPOKABOPIoPEVNG TTOGOTNTOC
ouvteAeotwv. T va  petpnBei 10  eminedo amodoTiKOTNTAG, 1N Ola@opd
amodoTIKOTNTAC XpNalpoTnoleital w¢ deiktng. O akdAouvBog TOTOC EQapUOlETal:

m (5) Efficiency variance = (Hs —Hav)x UCor

onou 10 Hs gival n mpokabBopiopévn d1apkela piag dedopévng opBomedIKnG Asttoupyiag,

Hav eivat n péan d1dpkela autng g Asitoupyiog kKot UCok avag@épetal ota KOOTN

povadag xpnaoiyomnoinong touv dwuaTiov eméuBaacng.

B H J100e01udtNTa TOU EMOYYEAUATIKOD TPOCWTIKOU givar o apibpog 1atpwv,
VOOOKOUWY N TEXVIKOV TOU TOPEXOUV Mia dedopévn umnpecia. Ta otolxeia mou
amoITouvTal yio va agloAoyrnjoouy tnv aéia avtol TOu KPITNPiou €ival 0 GUVOAIKOC
aptbpdg €181KwY d1aBECINWY OTO VOOOKOUEIO OXETIKA HPE TNV TAPOXH 0POOMESIKWV
UTINPECIWV 0€ KABE KOTNyopia TPOCWTIKOU.

B H OYETIKA TOIOTNTO TWV TPOIOVIWV Eival N YEVIKN TOIOTNTA MIOG UTNPECIiaG Tou
TapEXETAL OMO TO VOOOKOUEIO KOl 1 GUMBOAN TN¢ 0T dLVOTOTNTA TOU VOGOKOMEIOL
VO avtoywvioTei otnv ayopd. Ma va petpndei autd To KPITAPIO, TO MOCOOTO TWV

AMOTEAECUOTIKG Bepanevpévav acbevwy avd vnpeaia kaBopiletal wg eENC:

(6)  Relative product quality = ~*“*"' x 100%

‘annual
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omov 10 )oyypi €ival 0 GUVOAIKOC €TI0 apIBUOC aaBevv avd opBomedikr LTNPETia
Kal 1o {)Fpoihiteival o To10¢ apIBUOC 0oBeV@VY TIou BepamedTNKAY HE EMITUYIa.

To TeEAKO PAua OTN €QPAPMOYN TOU HOVTEAOU XOPTOQUAOKIOU OmaItel MIa
dtadikacio va otabuioel Ta kpitipla cOPQWvA Pe TNV avdloyn onuocia toug. Aev gival
OAO TO KPITAPIO TIOU TEPIAAUPBAVOUY TNV EAKLOTIKOTNTA Oyopa¢ Kal TIC duvaTOTNTEC
voookopeiov  €€ioou onuaviika yia TV TEAIK  a&loAOynon Twv  TPOIOVIWY
XapTOQUAGKiov. Ta KpITAPIa HE TNV LYNAGTEPN oOnuacio TPEMEL va  OOKAGOUV
IOXLPOTEPN EMIOPACN OTO TEAIKO AMOTEAECHA KO TO AVTIOTPOPO.

o va umoAoyloTei n avdAoyn onuacia, n avaAvon XapTo@UAOKIou amaitei ouvrBwg
gl ouvevteu&n e évav dlevbuvtr) mou a&lohoyei TN onuacia kKaBe KpiTnpiou
AauBdvovtag uvmoyn Toug OTOXOUC TOU OpPYyavIoPOU. AUTH n €pyacia, €viouTolC,
€QaPUOLEl PIla TIIO OULVBETN TPOCEyyion otnv O&loAGynan omoudaldTnTac Kpitnpiwv.
ApXIKA, AapBdavoupe umoyn tnv Aamoyn Twv atOP®V PE TO JIAQPOPETIKO EMOAYYEAUOTIKO
uTOPaBpo (O10IKNTIKG KOl I0TPIKO TPOCWTIKA) amd To JIOQOPETIKA emineda dloiknang.
Aeltepov, Bewpolpe pia mpoogyylon taglvounong avti tng ouvvnBiopévng d10dIkaaiag
EKTIMNONC YIO VO TPOKOAECOUME €VOIOQPEPOV OTOV EPWTWHMEVO. Ta GTOPA  TOU
OUMMETEXOLY 0TNV a&loAoynan KoAolvtal va olaveigouv 100 Babuol¢ PETOEL Twv
KpItnpiov agloAdynaong oXETIKWY JE TNV EAKUOTIKOTNTA ayopdq Kot GAAoug 100 Babuoig
METOED TWV KPITNPIWV OXETIKOV ME TIC OUVOTOTNTEC VOOOKOMEIOL CUPPWVO HE TN
onuacio mouv ameédwoav o€ autd T Kpitipla (BA. mapdptnua A). To GNUAVTIKOTEPO
KPITAPI0O o0& KABe o€t AauPdvel 10 PEYOAUTEPO PAPOC KOl TO AIYOTEPO GCNUAVTIKO
AapPavel To xaunAotepo Bapoc.

EKTOC amdé tnv avaioyn onuadio twv Kpitnpiwv, eival €miong anapaitnto va
eKTIUNBED KABE umnpesia oTnV avAAuon XOPTOQUAOKIOU CUP@WVO PE TN CNUACIO TOUC
0T0 VOoooOKopeio. Moapduola pe TIC TPONYOUUEVEC QVAAUCEI( XOPTOQPUAOKIOU TOU
avaeepBnKav atn AoyoTeXvia, XpNOIUOTOINBNKE Pio KAigaKa mou Kudaivetal and moAl
AVEAKUOTIKO w¢ TMOAD €AKUOTIKO. EvtoUTolg, e avtiBeon pe GANEC PEAETEC, N KAipoKa
EKTIUNONC KupaiveTal amoe -3 péxpt +3 (avti Twv cuvnBiopyévwy 0 €w¢ 5) yia va

KOTaOTAOEL TN dladikaagia eKTiunong peaAlotikotepn (BA. mapaptnua A).
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4. Zulhoyr) 6€d0opEVWV

Mo va ouAAexBolv TOa OTOIXEiD yIO TIC TIWEC TWV KPITNPIWV, TPOYypOUUOTIOTNKOV
OUVOVTAOEIC PE TOUC OIKOVOMIKOUC EAEYKTEC TOU AZM. OTw¢ ota meploagdtepa dnuodaia
VOoOKopeia, n dlaBeoyotnta otolxeiwv ATav Atyootr). H Bdon dedopévwv oto AZM
oXedIALETal YIa va IKAVOTOIRCEl TPWTIOTA TIG AVAYKEC TWV EEWTEPIKWY IOPUHUATWY (TL.X.
€PELVOC) KOl Ol OVOAUTIKEC TANPOQOPIEC ylo TO OTOIXEid OAMAVAV  Kal OGAAX
XOPAKTNPIOTIKA TNC dladIKaaiag mapaywync eival mePIOPIoUEVEC.

Mo va ouAAexBoUv Ta OTOIXEID OXETIKA PE TN OTABUION TV KPITNPiwv Kal tnv
EKTIUNON TWV UTNPECIOV VOOOKOMEIOU, avamtlxOnke €va  epwInuaToAdylo. Tpia
{ntApata AREBnKav umoYn Katd ) JIAPKEIN TNG TTPOETOIUATING TOU EPWTNUOTOAOYIOU.
AgdopEVOL  OTI Ol EPWTWHEVOL NATAV  UTMAAANAOL VOOOKOUEIOU ME  OIOQOPETIKO
EMOYYEAUATIKO UTIOROBPO, TO KPITAPIO TIOU XpNoldomolndnkav yia va meplypd@ouy tnv
EAKLOTIKOTNTA ayopdc Kol T Ouvatdtnte( VOOOKopeiou dev Tou¢ nNTav €€ioou
oNUOVTIKG. Emopévwg, 0 KoBoplopog Tng opoAoyiog oulntnbnke WPE TO 10TPIKO
TPOCWTIKO TPIV ATO TNV £PELVA KL TEPIANPONKE 0TO £PWTNUATOAOYIO Yia va BERAINTEL
TN CUYKPICIMOTNTO TWV OMOVINoEwy. EKTO¢ amo auto, n d10Tinwon Twv £pwINoEWV
oulNTNBNKE PE EUTIEIPOYVWHOVEG KOl TOUC TIOAVOUC EPWTWHEVOUG YIO VO HEIWOEL TIG
TPOKOTEIANUMPEVEC aTMOVIACEIC. ARQONKe €miong umoyn, 0 TEPIOPICPEVOC XPOVOG TOU
TPOCWMIKOU TOU VOOoOKOoWEiov. Mo autdv Tov AGYO, TO EPWTNMATOAGYIO €YIVE OGO TO
duvaTtov mo g0VTOPO KOl anaitnoe Katd péaov 6po 10 AEMTA Y10 va CUUTANPWOEI.

Ma 1 S10vour] ToU EPWTNUOTOAOYIOU KOTAOKELAOTNKE MIO IOTOOEAISN, OTNV
oToi0 Ol EPWTWHEVOL LTERAAAV TIC OMAVTACELG TOLG. Mia Bdaon dedopévwy NG Microsoft
Access guvdEBnKe Pe TNV 10TOCEAISN yia va CUAAEEEL AUTOUATA KO VO TAPOUCIACEL TIG
vnoPAnbeioec amavifoelc. To link ylo T0 €pWTNUATOAOYIO OTNV I0TOCEAIdO OTAAONKE
oTouC evayopévoug péow e-mail. To e-mail mepiAaufave emion¢ 1o OTOXO TOUL
€PWTNUATOAOYiOL, Wia gUVTOMN TEPIYPAPH TNC OVAAUCNC XAPTOQUAOKIOU Kal TIC 0dnyieg
0TOUC EPWTWHEVOUG. AAUBAVOVTOC UTIOYN TNV NAEKTPOVIKI PEBOJO yia TN dlavour Tou
EPWTNUOTOAOYioU, éva LPYNAOGTEPO TTOCOCTO ATAVTNGNG OVOUEVOTAV O’ OTI O€ TEPIMTWAN

gpeuvag Tayxuvdpopeiov.
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Ma va emAexBei 1o deiypa, xpnowdomoinBnkav ot d1euBUVOEI NAEKTPOVIKOU
TOXUOPOUEIOV OAWV TV LTOAAAAWYV Tou AZM. Ot UTIGAANAOL JIOIPEBNKAY OE TEVTE
EMOYYEAMATIKEG KOTNyopieq:  opBomedikoi, maBOAOYOl, VOOOKOMEG, OIELOULVTEG, Kal
OIKOVOUIKOi €AEYKTEC. ATO KABe emayyeAUATIKA KoaTnyopia €MIAEXTNKOV TEVTIE ATOMA

TUXai0. ZUVOAIKA, OTAABNKAV 25 €pwTNUATOAOYIN. TO TOCOCTO amavinang ntav 56 %.

5. AnoteAégpata

Ta oToIXEiO OXETIKA PE TIC TIMEC TWV KpITnpiwv mapoucidlovtal otov mivaka 3. Ta
amoTeAéCUOTO OTOV Tivako Ogixvouv OTI O OXE€on Me TO pPubpod avamtuéng Kal
neplbwpiov  KEPOOUC, N XEIPOUPYIKA EMEUPBOCN YOVATWV ep@avidetal va  egival
EAKUOTIKOTEPN aTO TIG AAAEG dUO OPBOTIEDIKEG UTINPETIEC, EVW OE OXEOn WE To WEyeBog
ayopag, N XEIPOUPYIKN emMEPBaan yopwy €ival n anodoTikdtepn. Eav An@boulv umdyn o
PLUOPOC OVATTUENG KOl N OXETIKN TOIOTNTO TPOIOVTOG, N apBPOooKOTNON A£ITOupyEi
KOAUTEPO OMO TN XEIPOUPYIKA EMEPPOCN YOVATWV Kal yoQwv, OAAG €ival Alyotepo
€EAKUOTIKI) OTOV  OVOAUOVTIOL N XPNOIMOTOINGN TOPOYWYIKAC IKOVOTNTOG KOl Ol
d10BECIUOTNTA TPOCWTIKOU. AVOQOPIKA MPE TNV TMOAMTIKA anolnpiacewy n agloAdynaon
TWV LTNPECIWY Eival 100d0vVapn, de60Uévou OTI GAOL TOUC KOAOTTOVTOLI TARPWC OTO TIC
A0@OAIOTIKEC ETAIPEIEC.

Ta oTolXEia MOV GUAAEYOVTOL OTIO TO EPWTNUOTOAOYIO TOU JIAVEPETAL PETAED TV
UTOAANAWY TOL VOOOKOWEIOU, cuvoyilovtal 0Tov Tivaka 4. ZUVOAIKA, Ol EPWTWHEVOL
ouvdéouv TNV uPnAotepn aio pe To TEPIBWPIO KEPSOUC KOl TO PuBPO avATTUENC WG
OEIKTEC TNC EAKLOTIKOTNTOC AYyOPAC KAl YE TN OXETIKN TOIOTNTA TWV TPOTOVIWY WG dEiKTN
Twv OULVOTOTATWY VoooKopeiov. Ocov a@opd TN Onuocia LTNPECIWY, N TOPOXN
XEIPOUPYIKAC EMEPPBOONC YOVATWY KOl 10Xiwv ep@avieTal va gival onuavtiKOTePn 0TOUC
EPWTWHEVOLC OO TNV TAPOXH apBPOTKOTNONG.

lMa va vmoAoyIoTOUV TO GUVOAIKA amMOTEAECUOTO yla KABE umnpecia, Ta oTolxEia
otov mivaka 3 katl 4 guvdvadovtal pe Tov akoAoubo tpomo. MNa Kabe vmnpeaia, N TN
KGBe kpitnpiov eival otabuiopévn (moAAamAdcia) amd T PEon TA&IvOunon Tou
KplTnpiov Kot tn péon eKTiunon tng unnpeciac. Mapadeiypatog XApv, yia va otaduioel

v aio tou puBUoL avdmTuEng yio TN XEIPOUPYIKN EMEUBOCN YOVATWY, O PUBUOC
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avATTUENC TNE XEIPOLPYIKNG EMEPPBaanC yovaTtwy (90,7%) TOAAATAACIALETOL PE TN PEDN
Tagivopnon Tou pubuol avamtuéng (25.571) kal TN PEON EKTIUNON TN XEIPOUPYIKIC
enéuPBaong yovatwv (2.615), n omoia odnyei otn otabuiopévn aia 60,70. Opoiwg
umoAoyidovtal Kal ol UTIOAOITEC OTabuIouéve agie¢ Twv Kplitnpiwv. To TOCO TWV
OTOOUIOUEVWY TIHWY OAWV TWV KPITNPIWV OXETIKA WE TNV EAKUOTIKOTNTA Oyopdg TNng
TMaPOXNAC MIag umnpeciag diveEl TO CUVOAIKO OTOTEAECUA EKEIVNC TNC uTNPEciag 6oov
a@opA TNV EAKUCTIKOTNTA 0yopd¢. OUoiwe, T0 OGO TWV CTABUICHEVWY TIHWY OAWV TWV
KPITNPIWV OXETIKA WE TIC SLVATOTNTEC VOGOKOUEIOL TN TTOPOXNG MO LTNPETiag divel To
OUVOAIKO OMOTEAECHA €KEIVNC TNC UTINPETIAC 600V aPopPa TI¢ dUVATOTNTEC VOCOKOUEIOU.
Metd and autrjv tnv dladikaoio eKTipnong, vmoAoyilovtal T GUVOAIKA ATMOTEAEéCUATO
ylo KaBe pio and TIg TpElg opBomedikeéC umnpeciec. Ta amoteAéouata mapouatalovTal
otov mivaka 5.

O mivakag 5 mpoteivel Ta UYNAOTEPO GUVOAIKA QATIOTEAECUOTO Yo TN XEIPOUPYIKN
enéupacon yovatwy am' OTL yia TN XEIPOUPYIKN EMEURACT YOQPWV KOl apBPOCKOTNGNC Kal
600V a@opa Ta d00, TNV EAKLOTIKOTNTA Oyopdc Kol TI¢ SUVAMEIC vOoooKopegiov. Edv n
XEIPOLPYIKN €EMEUPOACN YOQWV Kal apBpooKOmnang ouykpibolv, n mpwTn €xel éva
VYPNAGTEPO GUVOAIKO ATIOTEAECUO OXETIKA PE TNV EAKUOTIKOTNTO Ayopag Kol N TEAELTAIN
Vo KaTa@EPVEL €va LYPNAOGTEPO GOUVOAIKO OTOTEAECUO OXETIKA HE TIC OUVAMEIS
VOOOKOEIOU.

Ta OUVOAIKA amoTeAéopata omd Tov mivaka 5 xpnoigomololvtal yio  vo
TPOETOIPNACOUY TO XapTOQ@UAGKIO multifactor matrix. To matrix mapouclddeTal oTnV
elkova 2. O opifdévtiog d&ovag Tou Mmatrix TAPOUCIALEl TNV EAKLOTIKOTNTA Oyopdc Kal 0
KGBeTO¢ d&ovag mapoualddlel TI¢ dUVOTOTNTEC VOOOKOUEIOU OXETIKA HPE TNV TOPOXH MIOC
OULYKEKPIPEVNC uTinpeaiag. Kdabe d&ovag €xel 6Vo anueia mepikomng mou Kabopilouvv Ta
OXETIKA  €mimedo  OUVOTOTATWV VOookopegiou  (adlvatog, pECOG,  1OXLPOC)  Kal
EAKLOTIKOTNTAC 0Oyopdc (xapnAog, péoog, uywnAog). To péyebo¢ TOu  KUKAOU
AVTIMTPOCWTEVEL TO €100dNUO TIOL TOPAyETOl OnMO KABe vumnpecia. To péyebog
€10001MOTOC UTTOAOYIZETAL UE TOV TTOAAATIAQCIOOUO TWV ETACIWV amodoxwv To 2003 Kal
NC TIUNG avd mapadobeioa povada (BA. mivaka 3). To ypdenua tou multifactor matrix
oxedlddetal pe €va  OKOTEWVO Xpwua 0Tn  XaunAotepn Oe€ld  meploxr, OMOL N

EAKLOTIKOTNTO ayopdq Kal ol SuvaToOTNTEG VOCOKOUEIoU gival xapunAéc. H euvoikr {wvn
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oxedldletal pe eva eAa@pL xpwuo. Kotd oUVETELD, 01 S10QOPEC OTO ypA@NUa UTopoLV
gniong va xpnaotgomoinBolv yia va yivel gUykpion PETA&d TV TPIOV UTNPECIWV.

Omw¢ Qaivetal atnv €IKOVA 2, N XEIPOLPYIKN EMEUPACN YOVATWY PPIOKETOI OTO
OXETIKA EULVOIKOTEPO KOTTOPO TOU matrix TOU XOPOKTNPI{ETOl PE TNV 10XLPOTEPN
dUVATOTNTO VOOOKOMEIOL KOl TNV LPNAGTEPN EAKLOTIKOTNTA ayopdq. EmimAgov, autr n
UTNPETia, OTWC UTOJEIKVUETOI OMO TO MEyeBo¢ TOu KOKAOL NG, €ival n o6ebTepn
HEYOADTEPN ULTNPECio pe TOpPAyovTa TO €1000NUa 0€ OUYKPION ME T XEIPOUPYIKN
eEMéUBaocn yoewv Kal apbpookomnong. Kal and TIC TPEIC LTNPECIEC, TO LYNAOTEPO
€l00dnua mapdyetol and TN XEIPOLPYIKN EmEUBacn yo@wv. YmoAloyiletal va eival
nepinou SIMAGOIO amd TO €100dNPA TNC XEIPOLPYIKAC eMEpPacng yovatwy. Evtoutolg,
€VavTl TNC XEIPOUPYIKNAG EMEUPATNC YOVATWY, N XEIPOUPYIKA EMEUBAAN yoQwV PpiokeTal
g€ pia o advvatn wvn TOU EKTIMATAL PE PETN EAKUOTIKOTNTO Oyopdc Kal adUVOTEC
duvaTOTNTEC Voookoueiou. H tpitn opBomedikn vnnpeaia ,apBpookdnnan, AauBavel Tig
XOUNAGTEPEC OXETIKEC TA&IVOUNOEIC. BpiokeTal ato mio adlvato KOTTopo Tou multifactor
matrix Kol TopAyel TO €1000NUO TOUL €ival TEPITOU TEVTE QOPEC XOUNAOTEPO QMO TO
€1000NUO TIOU GUVOEETAIL PE TN XEIPOLPYIKN EMEPPATN YOQWV KOl U0 QOPEC XAUNAOTEPO

amo auTO TNE XEIPOUPYIKNAC EMEPPRACNC YOVATWV.

6. Epunveia Twv anoteAeopdTWV

Ta amoTEAECUOTO XOPTOPUAGKIOU LTOVOOUV OTI N TOpPoXN TN¢ apbpookomnang eival
AlYyOTEPO €EAKUOTIKA yia T0 AZM and TNV mapoxn XEIPOUPYIKNC EMEUPBOCNC YOVATWY Kal
yo@wv. Mpénetl va Bewpnbei evtouTolg 4TI n avdAuon XapTOQUAOKIOU TIOU TTOPOLCIALETal
€00, MEPIAAMPBAVEL POVO TPEIG TOTOUG UTINPECIOV OMO TNV €UPEia CEIPd LTNPETIWV TOU
napéxetal and 10 AZM. EnMopévwe, Ta CUPTIEPATUOTA TIPETEL VO EPUNVELOOLY POVO OF
YEVIKEC YPOAUUEG. Z€ TEPIMTWON TOU TEPICCOTEPEC UTINPETIEC TUUTEPIAUPBAVOVTAL OTNV
avdAvaon, n duvaTOTNTO AUTWV TWV CUPTIEPOCMATWV MTOPED va oAAGEEL, dnAadn n
XEIPOLPYIKN EMEUPACN YOVATWY KOl YOQWV VO EUQAVIOTED AlyOTEPO EVLVOIKI OMO AAAEG
UTNPEcieq mou mapaxdnkav and To AZM Kal n apBpookomnon va TPOKOYEL cav

EVEPYETIKOTEPN 0 OUYKPION PE AANEC OPACTNPIOTNTEG TOU VOOOKOUEIOU.
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H ouykpitikfy Ta&lvounon Twv TPIOV LUTNPECIOV Kal N 8éan Tou¢ ato multifactor
matrix d€ixvouv TI( OTPATNYIKEG Yo TN OlaXEIpIon VOOOKOMEIOU. AUTEC Ol OTPOTNYIKEC
MTIOPOULV VO KaBOPIoTOOV w¢ £ENC.

Ma ™ XEIPoLpPYIKN eMEUPBacn yovdtwy, Tou BPIioKETAl OTO EVVOIKOTEPO KUTTOPO
TOU matrix, n JIOIKNTIKI OTpaATNYyIK MTMopei va oplotei wq cost leadership. To
VOOOKOMEIO TPETEL VO OTOXEVOEL VA ATIOKOUICEL €va TAEOVEKTNHUO OTNV Ayopd HE TNV
TapoXN auTAC TNE UTNPECIAg PE XAUNAOTEPO KOOTOC aMO TOUG OVTIOYWVIOTEC. H peiwan
damavav MPEMEL va BaCIOTE aTNV apxn TnN¢ olkovopiag KAipakag. Mapadeiypatog xapv,
éva dwpaTio yia emepPdoelc Ba pmopoloe va xpnotyomolnBei pévo yia Ti¢ d1adIKaTiEC
YOVATWV o€ PEPEC eMEUPBONG YOVATWY. AUTO UTOPEL va PEIOCEL TIG dAMAVEC TIOU €ival
amopaiTNTEG yla TNV TPOETOIPATiO TOU dwWpOTiou eméupacng o€ TEPIMTWON TOU €vag
JIOQOPETIKOC TUTOC AEITOupyiag €eKTEAEiTal. AAAN OTPATNYIKA PeEiwong odomavwv
TEPIAAUBAVEL TNV OTOJOTIKN d10iKNaN Kol TNV €QOPHUOYH TNG OIKOVOUIK®WC OMOJOTIKAC
I0TPIKAC TEXVOAOYIQC.

H d1oiknaon voookopegiov pmopei emiong va oxedlaael Pia av&naon oTi¢ EMEVAUTEIC
OXETIKA PE TN XEIPOLPYIKN EMEPBAON YOVATWY TPOKEIPEVOL va EMITELXOEL N EMEKTAON TNG
KOl vo EMITOXEL TNV Kuplopxia o€ autiv tnv ayopd. Edikotepa, 1o AZM mpéEnel va
oxedldoel pa avbénaon atnv xpnuUoTodoTNan Yyl £PEUVA Kal OTIC KUPIEG dATIAVEC yia TN
BeAtiwon TeEXVOAOyiag PE OKOMO VO KATOKTAOEL €va EMOPKEC EMIMEDD I1OTPIKNAC
Texvoloyiac. To voookopeio Ba pmopoloe €miong va LIOBETAOEL TO PN TAPAdOCIAKA
OXEd10 EMEKTOONG CUUTEPIAOUBAVOUEVOL TNV TPOC TA TIOW 1 TPOC TO WTPOG KABETN
OAOKANpwaon. Eav pla otpatnyikn tng omicbiag KABETNC emEKTOONG Yivel amodeKTr, Ol
dpaoTNPIOTNTEG Tou AZM pmopolv va avgnbolv Katd prKo¢ TG dlavourng Tou
€EOMAIOMOU  yOVOTO-XEIPOUPYIKWY  EMEPPRACEWY TPOC TOUC TPOUNBEVTEC TETOIOU
e€onAlopol. ‘Eva mapddelypya yio pio omioBia KAOeTtn emEKTOON TMEPIAAUPBAVEL dIa
OULYKEVTPWON TWV ONUOVTIKOTEPWV TPOUNBEIWV YIO XEIPOUPYIKEC EMEPPATEI] YOVATWVY
péoa atn 6our Tou AZM. EVAANOKTIKG, N EUTPOCBIa KABETN OAOKANPWAN TPOTEIVEL OTI
T0 AZM Tmpémel va KateuBuvBei mpo¢ tnv mapoxn @povtida¢ tou acbevolc mou eival
OXETIKN WYE TN XEIPOUPYIKN eMéPPaan yovatwv. Mmopei va gival emikepdég yia 10 AZM va
eMeVOLOEl 0 €va KEVTPO XEIPOUPYIKWV EMEUPATEWY YOVATWY TOU UTIOOTNPIZETOL OMO

TOAUKAIVIKEG Kal €0 KEVTPO aMOKOTACTAONG. TETOIEC KABETEC OAOKANPWOEIC UTOPOUV
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VO PEIWOOLY TIC daTAVEC TWV TPOUNBEIOV KAl UTOPOoLV va BEATIOGOUY TNV 0AOKARPWAN
NG d1adikaaoiog mapaywync. Katd ouvémeld, ol yevikEG dOMAVEG PPOVTIONE UTopPoLY Vo
HEIWBOUV, 01 OMOie¢ UTOPOUV OTN GUVEXEID VO EVIOXUOOUVY TNV AVTAYWVIOTIKN 0on tng
TWV XEIPOUPYIKWV EMEUPRATEWY YOVATWY 0TO AZM.

ZUYKPIVOUEVN HE TN XEIPOLPYIKN €MEUPAON YOVATWY, N XEIPOUPYIKN EMEUPBAON
yoQwv Bpioketal o€ pia o advvatn {wvn oto portfolio matrix mou xoapaktnpiletal and
TIC adlvaTteC OLVOTATNTEC VOOOKOUEIOL KOl TN Peoaia EAKUCTIKOTNTO ayopdc. Mapd
OUYKPITIKG Oucopevr) B€an, mpénel va An@bei vmoyn 6T auth n uTnpedia EemQEPEl
HEYOALTEPO KEPDN KOI OTO TNV XEIPOUPYIKN EMEPBOON YOvATwY Kol TNC apOPOTKATNONC.
Enopévwg, ta mibavd o@éAn yia to AZM Tng mOpoXNG NG XEIPOUPYIKAC EMEUPATNG
YOQWV O€V PTOPOULV va ayvondolv. AauBavovtag umoyn TNV OIKOVOMIKI EMWEEAEIN TN
XEIPOUPYIKAC EMEUPAONC YOPWV KOl TNG OXETIKA TIo adlvatng 8€ong ¢, n dlaxeipion
Tou AZM Tmpémel va OXEJIAOEL TNV KOTAVOUN TPOCOETWY TOPWV TPOKEIUEVOL VO
avantuxbolv o1 duvatoTNTEC VOOOKOUEIOL O OXEon We TNV TmaApoxn TNC Kal va
METATOTICEL TNV UTINPETIa g€ pla €uvoiKOTEPN {wvn. H onuacia autrg TNg oTPATNYIKIC
OUOXETICETOI €MioNg PE TO YEYOVOG OTI TO SnUOYPAPIKO OXEGIO TN MEPIOXNC OTOU TO
AZM Aertoupyei, aANGZeEL. Ot NAIKIWUEVOL ALEAVOVTOL CUVEXWC YEYOVAE TIOU LTIOVOEL OTI
plo av&avopevn amaitnon yia TN XEIPOUPYIKN EMEUBOACN YOQWV MPTOPEL VO avauéveTal.
Enopévwg, n oloiknan tov AZM mpémnel va eival oe 8€an va TPoBAEPEL TIC OANOYEC O€
EI0AYWYEC TIOU ATIONTEITAL KOl Vo puBUIicEl EMAPKWE TNV IKAVOTNTO TOU VOOOKOUEIOU OF
OXEQN PE TNV MOPOXA XEIPOULPYIKNC EMEUBATNE YOPWV.

Mia GAAN SI10IKNTIKN OTPATNYIKI KOTOAANAN yilo TNV TOPOXH XEIPOUPYIKIC
enéuBaong yopwv oto AZM, eival n dagopomnoinon. H otpatnyikr dia@opomnoinang
TEPIAAUBAVEL TNV TPOTOTOINGN TWV XOPAKTNPICTIKWY TNE LTNPETiac Ye tnv mpdbeon va
KOTOOTABEL OUCIOOTIKA S1AQOPETIKI, ] TOUAAXIOTOV va YiVEl QVTIANTTH WG OI0QOPETIKN
amo TOUC KOTAVOAWTEC, CUYKPIVOPEVN HE TNV 0100 UTINPETIa TOU TAPEXETOL OMO TOUG
aVTaywVIOTEG. AUTO TIPOTEIVEL OTI OE OXEON ME TN XEIPOUPYIKN EMEPPACN YOQWV, N
dlaxeipion Tov AZM mpémneEl va e0TIAOEL 0 {NTHPOTA POPKETIVYK. H umnpeaia pmopei va
dlopopomoinBei amd ekeive¢ TOU TMOPAXONKAV QMO TOULC OVTOYWVIOTEC HE TNV
UTOYPAMMION TOU EMIMESOU TOIOTNTAC, TNC OATMOTEAECHATIKOTNTOC TNC QPOVTIdAC, TNG

€0KOANC mpooPoong OTIC ULMNPECIEC KAl TNE @AUNG TWV 0TPWV. Z0V aKAdNUATKO
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VOOOKOWEio, To AZM £xel Kablepwael PePaiwg pia ELVOTKN @RUN Kol Pia IKOVA PETOED
TOU TANBUOPOU OTNV TEPIOXN, EISIKOTEPA WC TPOC TNV EQPAPUOYN TNC TIO TPOCPATNC
I0TPIKAC TEXVOAOyiag. Emopévwe, TO VOOOKOUEIO UTopei va xpnoigomolnoel autd Ta
TTAEOVEKTAMOTA Y0 va KEPOIOEL TIC VEX TUAMOTO TNE ayopdg 0TNV XEIPOLPYIKN EMEURAON
YO@®V KOl yla Vo TOAAOTAAC1d0El TO TIBavO KEPSOE TOU GUVEETAI E TNV TTOPOXN TOU.
Omnw¢ mpoteivetal and to multifactor matrix, n apbpookdnnon Ppioketal oto IO
adlvoTo KOTTOPO GOUYKPIVOUEVN HE TNV XEIPOUPYIKN EMEPRACN YOVATWY KOl YOQ®V.
EmmAéov, mopdyel 1O XOMNAOTEPO €106dnua.  Aappdvovia¢ umoyn outd Ta
anoteAéapata, n dloiknaon tov AZM mpEMel va eEETATEL TPOTEKTIKA TIC EMEVOVTEIC TIOU
gival OXETIKEC PE AUTAV TNV UTNPETia. EAv yivoTav Pia €TIAOYK, N KOTOVOUT] TwV TOPWV
OTn XEIPOUPYIKA €MEUPBOCN YOVATWV KOl yoQWV B0 ATAV €EUEPYETIKOTEPN yla TO
VOOOKopeio amo TI¢ emevdloel; o€ apbpookomnon. H otpatnyikr mou pmopei va
vloBetnbei oe oxéon pe TNV OpPBPOOKOTNON €ival pio oTPATNYIKN €oTiaong. Mia
OTPATNYIKN €0Tiaonc mepIAaPPBAvEL TIC peBOOOLE TPOTdIOPIoPOD PEIWTNE KOGTOUE Kal TIC
Béoelc ayopdc Omou TPEMEL va €0TIONOTOOV OTIC TPOCTIABEIEC MAPKETIVYK. Mapadeiypatog
Xaptv, €av n apbpookoTmnaon yovatou su@avidetal va gival egapuoyr apbpookomnong Je
NV VYNAGTEPN EAKLOTIKOTNTO OyOpPAC, TOTE TO VOOOKOWUEIO TIPEMEL va €0TIACEL TNV
AVATTUEN MIOC OTOTEAECHOTIKAG Kal OmMOdOTIKNAC d1adikaagiag apBpoakannang yovatwy
Kol tng mpowdnong tou. MNa va PBpeBolv TéTolEg BEoelg ayopdg eviolTolg, Ba eival

AmOPAITNTO TO AMOTEAETUATA OO TNV EPELVA AYOPAC.

7. Zuumepdopata

To AZM w¢ pn KEPOOOTKOTIKOC 0PYAVIOPOG TOU CUOXETILETAL €Miong TOAD pE TNV €pguva
KOl TNV ekmaidevan, €xel d14@opa CUYKEKPIUEVO XAPAKTINPIOTIKA. TO VOOOKOUEIO
dtadpapatiel évav onUAvVTIKO pPOAO0 OTNV TEIPAUOTIKA/BACIKN KAIVIKE €peuva Kabwg
eMioNg Kol 0TNV €KMaideuon Kol TNV KOTAPTION TWV I0TPIKWY omoudactwv. Katd
OLVETIELD, TO AZM OTPEPETAIL MPWTIOTO GTOUC N KEPAOOTKOTIKOUC OI0IKNTIKOUG OTOXOUC.
Evtoutolg, n ayopd Kal o avtaywviopog diadpapatifouv Tov OA0 KOl TEPIOCOTEPO
ONUOVTIKG pOA0 oTO TePIBAAAOY Omou To AZM Aeitoupyei. Adyw OoUTWV TV

OUYKEKPIMEVWV  XOPOKTNPIOTIKOV  YVWPIOMATWY, 1 €QOoppoyr  TN¢  OovAAuong
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XOPTOQUACGKiIWY 0To AZM, TIOL AVOQEPETOL OE QUTA TNV €pyacia, eu@avileTal va gival
ONUOVTIKN yio TN d10iKnan Tou VOOOKOWEiou, aAAd gival Baciopévn atnv TPomomnoinon
TOU UTIAPXOVTOC MOVTEAOL XAPTOPUACKIOU.

Katd 1t O1dpkelo  tNC  €QOppoyng TNnN¢ ovaAuong  XapTOQUACKIOU,
QVTIYETWTII{OVTOl TECOEPI ONUOVTIKOI TEPIOPIOHOIL yla TNV EQPAPUOYN TOU HOVTEAOU
Xapto@uAakiov oto AZM. Kat' apxdc, n BiBAloypagia mou ava@EPEl EQAPUOYEC TWV
HOVTEAWV XOPTOQUAOKIOU 0€ 0pyaviopolC 1OTPIKNAG TEPIBaAYNG €ival meplopiopévn Kal
auTO KLPIWC TEPIYPAPEL TO ATOTEAECUOTO OTIO TNV UYEIOVOMIKI TepiBaAPn oTic HIMA. Ot
EQAPUOYEC TNC avAALONC XOPTOQPUANKIOU O€ EVPWTATKOUC VOGOKOUEIOKOUE 0PYyavIGUOoUC
Agimouv. AUTOC 0 TIEPIOPICUOC EUTODILEL TN CLYKPITIKA OVAALON TWV ATIOTEAETUATWY.

EKTO¢ autoU, AOYW TWV EAAEITOV TANPOQOPIWY Yia TI¢ dOmAveG 0To AZM Ogv
gupmepIAapBavovtal OAeC ol 0pBOTEDIKEC UTINPECIEC OTNV QVAAUGN XOPTOQUAMKIOU.
AUTO LTTOVOEL OTI 01 GNUAVTIKEC UTINPETIEC Yo TOV TPoadloplopd Béang Tou AZM otnv
ayopd, Ogv EUTAEKOVTOL OTNV OVAAUCN XOPTOQUAOKIOU. ETMOpEVWE, TO ATMOTEAECUOTO
MTIOPOUV va epUNVELBOUV POVO OE YEVIKEC YPAMMES KAl va AMOKAEIETAL N avanTtuén piag
YEVIKNC OTPATNYIKAC YIa TNV 0pBomedikn umnpeaia.

AKOpa Kt av n dloBeciydtnta Twv oTolxeiwv An@Bei umoyn, n cuAloyn Twv
OTOIXEIWV OXETIKA ME TIC TIMEC TWV KPITNPiwv ep@aviletal akopa w¢ €vag oLVOETOC
010X0¢. O1 mMAnpo@opie¢ damavwyv ato AZM dev gival EOKOAX TPOCITEC YIO VAV EPELVNTH
Kol n oladikagio tn¢ andkInaong e sivar paAAov xpovopopa. EmimAéov, to AZM dev
dloTnpeil TIG €KTEVEIC TMANPOQOPiEC yia 10 €€wTePIKO mMePIBAAAOY (T.X. n moocdTNTa
UTINPECIWV TIOU TTAPEXOVTAIL TNV TEPIOXN). Katd cuvénela, yia va d1euBivel TNV avaiuon
XOPTOQUAQKIOL, amaITeiTal N GUAAOYH TWV TPOCBETWY OToIXEIWV €W amd TO VOOOKOpEio,
n omoio KaBuoTtepei mMEPAITEPW TNV avaAuan.

‘Evo¢ akOuO TEPIOPITPOC yia TNV €QOPUOYN TOU WOVTEAOU XOPTOQUAAKIOU OTO
AZM a@opd TNV KOTOOKEUN KOl TN dlOVOPR TOU €PWTNUATOAOYIOU OXETIKA HE TIG
dl001IKOOieC 0TABUIONC KPITNPIWV KAl EKTIUNGNG LTINPECIWY. TO EPWTNMATOAOYIO TIPEMEL
va gival 600 10 duvaTdv TIO KOTOVONTO €AV OlOVEPETOL METOED TWV OTOMWV ME
OlOQOPETIKO  EMOYYEAUOTIKO uTOBaBpo  (T.X. dlEvBUVTEC, VOoOoKOpeEC). Evtoutolg,

AauBavovtag UTOYN TO TOAUACXOAO TIPOYPAUMA TWV EPWTWHEVWY, TIPETEL EMIONC VA €ival
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apKeTd ouvonTikd. H mpoomdbela va KataoTabei T0 EpWTNUOTOAOYIO GUVTOPO WTIOPEL VO

HEIDTEL TN CAPAVEIA TOU.

O1 mpooTabeleg VO UTIEPVIKNBOOV aUTOI OI TEEPIOPICHOI PTOPOLV Va BEATIOCOLY TNV
€EQOPUOY TNC avaAuong XapTo@UAOKIOU Kol Pmopolv va au&noouv tnv 10X0 Twv
OUUTEPACUATWY TNC.

H epapuoyn tng avaiuong XapToQuUAAKiou Tou TapoudidleTal o auTh TNV epyaaia
TPOTEIVEL P1a AVAYKN Y10 TNV TEPAITEPW EPELVA OE TPEIG ONHUOAVTIKEC TIEPIOXEC:
 H avaluon XapToQUAOKIWV TPEMEL VO TPOTOTOINOEl gUP@WvA PE TIC 1OI0UOPQIES

K0oB’evd¢ opyaviopol. Aapfavovtag umoyn TNV TEPIOPICPEVN EQAPUOYR  TNG

avdAuong XapTOQUAOKIOU OTIC MPN KEPOOOKOTIKEC OPYOVWOEL ONMw¢ To AZM,

TMEPAITEPW EPELVA Eival amapaitnTn yio va KabiepwBolv Ta KATAAANAQ KPITHPLa yia

€va oKadNUATKO VOOOKOWEIO TTOU AEITOUPYEL OE Eva OVTOYWVIOTIKO TEPIBAANOY.

e H peAlovTIKA €peuva gival emiong anapaitnTn yia vo KabopIioTei N KOTOOKELN €VOC
naykoapiov portfolio matrix mouv va mapouaidlel TNV TaEIvOUNon TWV UTNPECIWY OE
OXETIKOUC KOBWC €MioNg KAl 0€ AMOAUTOUC OpPoUC. TETOIO £PELVO TIPETEL EIOIKOTEPQ
VO €0TIA0EL OTO TWC va KaBoplotoly Ta anueia d1dkpiong Twv KeAlWv tou portfolio
matrix Kot TPOTO OVTIKEIYEVIKO aVEEAPTNTA OTIO TNV EMIAOYT] UTINPETIAOV.

e H 10x0¢ kat n alomiotia TN avaAuong XAapToQUAOKiou TpPEMEL va eEETOOTOUV
TPOKEIYEVOL VO TIPOCSIOPIOTEL N oxéon WETagd Tou Oxediou XAPTOPUAAKIOU Kal TN
EYKUPOTNTAG TWV ATMOTEAECPATWV XAPTOPUAGKIOU. H €peuva mou oTpEPETal O€ AUTO
10 {ATnua, pmopei va Pondrosl va kabiepwBei n alomiotia TG avaAvong
XOPTOQUAQKIOU YI0 TOUG OIEVOVVTEC VOTOKOMEIOU KO TO 10TPIKO TTPOCWTIKO.

Zov TEAIKN oOnueiwon mpEMEl va ava@epbei OTI n  avaAluon XopPTOQUAOKIOU
npoopiletal yia va BonBnael, 0x1 Vo avVTIKOTOOTHOEL, EKTEAEOTIKEG Kpioel(. H avdAuon
XOPTOQUAQKIOU TOPEXEL OMAA TOULC MNXAVIOUOUG TIOL MTOPOUV va BonBrnoouv Toug
d10IKNTEC va  avantOEouv TIC CULOTNUOTIKEG JIOJIKACIEC YyIO TIC ULTNPECieC Tou ol
opyaviopoi tou¢ mapéxouv. Agv OMOTEAED TOV OIKOVOUIKO KivOUVO OXETIKO WE TIC
EVEPYEIEC OlELBUVTWY Kol dev Bewpei OAOULC TOUC EO0WTEPIKOUC Kal E€EWTEPIKOUC
TEPIBAANOVTIKOUC  TOPAYOVIEC OUCIACTIKOUG OTNV  aVAmTuén  HIOG  HWEAANOVTIKNG
oTpatnyikng. E10IKOTEPA, N avaAucn XopToQUAOKiou dev KoBopilel €Gv o1 oTpOTNYIKOI

oTOXO0l €ival OUUEWVOL PE TOUC OIKOVOMIKOUG OTOXOUC. Ol €AAXIOTEC OAAAYEC OTa
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Kpitpla a&loAdynaong pmopolv va odnyroouv oTn dIAQOPETIKN Ta&Ivounan UTNPETI®Y
KOl 0TO QVAAUTIKG GUPTIEPACHOTO.

Eav o1 d1evBuvTéC voooKopeiwv €E0IKEIWBOOY pE TNV €vvold TNG OVAAUGNC
XOPTOQUAQKiIOUL, PTOpPOLV va paBouv va pubuilouv Kol va TPocapuolouy Ta HOVIEAX
TPOYPAUMATIOPOD XAPTOQUAAKIOU yio va €EUTNPETAOOLYV TOUC CUYKEKPIUEVOUG GTOXOUG
KOl TIC avAyKeC TwV I10pUPATWY TouC. Mapadeiypatog Xdplv, o1 Un KEPOOOKOTIKOI
opyavicouoi Ba mapaueivouy TPWTIOTA OTO KOIVWVIKA {NTAMOTA OXETIKA PE TNV TOPOXN
UYEIOVOUIKNAG TEPIBaAYNC. Katd ouvémela, av Kal Ta OTMOTEAECUOTO XOPTOQUAAKIOU,
pTmopoUV va UTovVooUV TNV OvAykn yla €va VOOOKOMEIO va TepuaTioel tnv mopoxn
dEQOUEVWV UTINPECIWY, N dlAXEIPION TOU VOOOKOUEIOU UTopEi va eMIAEEEL va GuVEXiTEl va
TapEXEL TNV LTINPECia EMEIN €ival OMOPAITNTO yIO TNV KOIVWVia Kol EMEDN UTOPEL va
owaoel N va BeEATIOOEL TN {wr TWV 00BEVDV.

Otav pilo dnudécio opyavwan ULYEIOVOUIKAC TEPIBaAPNC AauPBavetal uvmoyn, ta
AMOTEAECUATO TNE AVAALGNE XOPTOQPUAOKIOU PEPOVWUEVD OEV PTOPOUV VO BewpnBoly w¢
KpitApta ANUNG ano@doewv. MpENel HOAAOV va XpNoIYeELOOLY w¢ pia €vdelgn yia n
MEAAOVTIKN OTPATNYIKA, OGAAG e€apTdtal amo TN O10iKnaon TEAIKA VO OTOQOCioEl OXETIKA
HE TNV €QOPHPOYN TOUC. AAAD KOIVWVIKA KPITAPIO OMWG N dIKA10G0VN, Ol KOIVWVIKEC
OVOYKEG, KOl N KOWVWVIKN €unuepia, €vOEXETAL VO OVIOAAGCOOUV TO CUPTEPACHOTA,

Baciopéva aTNV avAALGN XOPTOQUAOKIOU.
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Mapdaptnua A. The English wording of the questions/ To epwtnUATOAOYI0 TNV AyYAIKN
yAQooao

Ql. Thefollowing is a list offour characteristics ofa hospital service that indicate the potential market
attractiveness ofproviding that service. According toyou, what is the level ofimportance ofthese hospital
characteristicsfor the overall performance ofAZM?

Please, distribute 100 points among thefour characteristics in order to reflect the relative importance that
you assign to them.

Growth rate
(the annual percentage change in the volume ofa service provided)

Profit
(the excess ofrevenues over costs with regards to a service unit) _

Size ofthe market
(the average number ofpatients per year who need a given hospital service) _

Reimbursement policy
(the extend ofinsurance coverage ofa given hospital service)

Q2. Bellow, there are anotherfive characteristics ofa hospital service that can be used to analyze the
hospital strengths in providing that service. According to you, what is the level of importance of these
hospital characteristicsfor the overall performance ofAZM?

Please, distribute 100 points among thefour characteristics in order to reflect the relative importance that
you assign to them.

Capacity utilization
(the degree to which equipment, space or labour is used when providing a service)

Efficiency
(the inputs necessary to deliver a service compared to a standard input quantity).

Availability ofprofessional staff
(the availability o fphysicians, nurses or technicians trained to provide a service)

Relative product quality
(the overall quality ofa services compared to other hospital services)

Thefollowing questions concernyour evaluation ofthree orthopaedic servicesfor the overall performance
ofAZM. Please remember that we are interested inyour personal opinion.

Q3. According toyou, what is the level ofimportance ofknee surgeryfor AZM?

(-v (v O «y O o O 0) O @ U (v
extremely low very low low moderate high very high extremelyhigh
importance importance importance importance importance importance importance

Q4. Inyour opinion, what is the level ofimportance ofhip surgeryfor AZM?

(1 p <2 O 1y O o O %» O @ P
extremely low very low low moderate igh very high extremelyhigh
importance importance importance importance importance importance importance

Q5. Inyour opinion, what is the level ofimportance ofarthroscopyfor AZM?

3 P (2 O o O o O 0) O @ O @ P
extremely low- very low low moderate high very high extremelyhigh
importance importance importance importance importance importance importance
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Mivakag 1. Basic portfolio models/ Baoikd povtéAa XapToQuUAGKiou

Model name

PLC matrix

(Proposed by Steven Hillestad
and Eric Berkowitz in the 1980%)

BCG matrix

(First applied by the Boston
Consulting Group in the 1970's)

GE multifactor matrix

(First developed by General
Electric in the 1970%)

WDG matrix

Forfurther details:
1 see Walker and Rosko, 1988.

Description

Applies the product-life-cycle (PLC) concept (introduction-
growth-maturity-decline) to develop a classification matrix. The
products are position on the matrix regarding both, product
stage within the organization and at the market place. The
product position determines one ofthefollowing strategies: go-
for-it, differentiate, necessitate, maintain, harvest or drop.'

Named after the Boston Consulting Group (BCG). It involves
rating products according to their market share and market
growth rate. Theproducts are then plotted on a two dimensional
matrix. Based on its position on the matrix the products are
classified into one of the following groups: cash cows, stars,
dogs and question marks. The classification of the product
determines the management strategy.2

Named after General Electric (GE) where it was first applied.
The model is conceptually similar to BCG. matrix, but
somewhat more complex. A two dimensional portfolio matrix is
created to classify the products. The dimensions include market
attractiveness and organizational strength in offering the
products, represented by multiple factors. The product position
on the matrix determines the management strategies.3

Represents the products on asterisk-like equidistant axes in the
form of afootprint with regards tofour ratios: indicators for
supply and demand to represent the competitive environment,
and indicators of resource leakage and resource assistance to
accountfor the social effect ofa given activity. Theform ofthe
footprint determines the management strategy.4

2see Hamilton and Zuckerman, 1986; Walker and Rosko, 1988.

3see Zallocco etal,, 1984.
*see Drain and Godkin, 1996.
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Mivakag 2. List of possible criteria/ Aiota miBavav d€IKTOV

Market Attractiveness

Size of industry (the number of clients who
need the service)

Vulnerability (the historical volatility of the prices
of inputs used in production of service)

Capital intensity (the magnitude of new capital
expenditures required to enter the industry)

Availability of personnel (the number of specially
trained personnel required to provide the service)

Prestige (how the service affects the image of the
hospital with relevant constituents i.e. physicians,
patients, governing board)

Congruence with corporate mission (the extent to
which the service adds to or detracts from the
accomplishment of department goals)

Governmental regulations (the restrictiveness of and
the cost of compliance with government regulations)

Price sensitivity (the likely impact of price changes
to demand)

Technical problems (the complexity of the equipment
or procedures required to provide the service)

Potential for lawsuits (the risk for the hospital in case of
a service failure )

Reimbursement policy (the depth and the extent of
insurance coverage for the service as well as implications
of the payment policies of the third parties)

Life span of technology (the maturity of the
technological equipment)

Economies of scale (the concept that the average unit
cost of a service can be reduced by increasing the output
|rate)

Legal (statutes and regulations that would prohibit or
limit the provision of the service, 0 or 1)

Social (how controversial the project is to the
organization’s important interest groups, 0 or 1)

Environmental policy (the conformity of the project
with various environmental standards, as well as the
impact on the neighborhood and/or service area, 0 or 1)

Growth rate (the average of the percentage changes in
the volume of services provided during the past three
years)

Profit (the excess of revenues over expenses)

Hospital Strengths

Market share (the ability ofthe capture a significant
market share in the industry segment under
consideration)

Professional staff (the availability and relative quality
of professional staffe.g. nurses, technicians, necessary
for operation of the service)

Physician staff (the availability and relative quality of
managerial staff necessary for operation of the service)

Managerial staff (the availability and relative quality
of managerial staff necessary for operation of the
service)

Accessibility to the market (the degree to which
various market segments relevant to the service are
geographically, socially and financially accessible to
the hospital)

Ability to acquire funding (the availability of funding
for the service from both internal and external sources)

Strength of competitors (the relative generation of
lawsuits) strength of competitors in the hospital’s
market area)

Easy of entry (barriers to market entry by the hospital,
including potential legal, financial and political
roadblocks)

Location of facilities (the relative location of facilities
available to the service)

Newness of facilities (the relative age of facilities
available to the service)

Relative product quality (the overall quality of
current services delivered by the hospital’s ability to
compete for patients, physicians, professional and
managerial staffand other organization’s hospital
resources)

Capacity Utilization (the degree to which equipment,
space or labour is used when providing a service)

Efficiency (the inputs necessary to deliver a service

compared to a standard input quantity)
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Mivakag 3. Estimation of the values of the criteria/ YTOAOYIOUOG TIHGOV TWV dEIKTWV

28 g = & ap

Criteria and Indicators
Service growth rate:
Admission rate in 2001
Admission rate in 2002

Admission rate in 2003

Average change in the admission rate

Profit size:

Material costs per unit
Labour costs per unit
Fee paid to the hospital
Contribution margin
Market share:
Annualprovision by AZM
Annual provision in the region
Percentprovided by AZM
Reimbursement policy:
Percentpaid bypatients:
Percentpaid by thirdparty:
Capacity utilization:
Average operation hoursper day

Maximum operations hoursper day
Utilization level

Efficiency rate:

Average operation hours per unit
Standard operation hoursper unit
Unit cost ofusing an operating room
Efficiency variance
Availability o fprofessional staff:
Number ofphysicians
Number ofother specialists
Total number o fspecialists
Relative product quality:
Annual delivered treatments
Annual successful treatments
Percent successful treatments:

Knee surgery

178
151
146
90.7%

(reduction)

€6332
€1077
€9090
€1681

146
1084
11.87%

0%
100%

7.20

8.00
90%

2.70
3.00
€1058
€317

146
144
98.63%

Hip surgery

355
337
349
99.2%

(reduction)

€5554

€973
€7570
€1043

349
1113
23.87%

0%
100%

7.20

8.00
90%

2.40
2.50
€1058
€106

349
338
96.85%

Arthroscopy

548
552
550
100%

(constancy)

€281
€442
€1000
€277

550
2172
19.49%

0%
100%

3.06

5.00
61%

0.45

1.00

€301
€166

550
547
99.45%
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Mivakag 4. Results of the weighting and rating procedures/ AmoteAéopata Omo TIG
dladikaaieg a&loAGynong Kot KOTAaTagng

Criteria ranking

Services
Market attractiveness Hospital strengths rating
5 o 5 S

= E S E > -8 a > >
IS &) g @ [ > = = OCJD — (=3
= N @ 2 >0 3] =e vy g o 8
S 2 o 2. ©R & 2 S 3 = 2
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Sid.Dev. 12.005 10.218 10.418 18.838 16571 9.638 10.570 11.249 1.758 1.843 1.166

Mivakag 5: The total scores of market attractiveness and hospital strengths/ Ta guvoAiKa
AMOTEAETHOTO TNC EAKUOTIKOTNTOC OYOPAC Kal SLUVANEWY VOGOKOUEIOU

Knee surgery Hip surgery Arthroscopy
Market attractiveness
Growth rate 60.65 68.29 57.05
Profit size 111781.18 71398.43 15714.79
Market share 7.78 16.11 10.90
Reimbursement policy 64.44 66.34 54.98
Total score: 111914.05 71549.16 15837.72
Hospital strengths:
Capacity utilization 61.46 63.27 35.54
Efficiency rate 21106.85 7265.63 9429.75
Availability ofspecialists 296.20 304.92 151.62
Relative product quality 72.42 73.20 62.30
Total score: 21536.93 7707.03 9679.21
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Eikéva 1. The multifactor matrix
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Eikéva 2. Multifactor portfolio matrix for three orthopedic services in AZM/ To
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Summary

Portfolio analysis is becoming a really useful and necessary management tool for the
hospital administrators in order to adopt the strategic management in health care
organizations. The need for the portfolio analysis application in hospitals is generated
by the continuously changing environment of the health care sector as well as the
management orientation to effectiveness and efficiency. This study examines the
portfolio analysis as a part of the overall strategic management process in the
University Hospital Maastricht (AZM).

Chapter 1 describes the nature of strategic management as well as the process
of its implementation. The chapter also focuses on the external and internal
environmental analysis of the health care organizations.

Chapter 2 presents a definition of portfolio analysis, its characteristics and the
process of application. The chapter analyses the applicability of portfolio analysis in
the health care sector and present several portfolio models suitable for hospital
management. Several models of portfolio analysis are outlined and discussed.

Next, chapter 3 presents a short overview of the University Hospital
Maastricht and analyses the methodology used to the application of the portfolio
analysis in the AZM. The steps followed to operationalise the portfolio model for the
AZM, are subsequently presented.

In chapter 4 the results of the data analysis is presented and the multifactor
matrix is illustrated. In this chapter, the values of the criteria are calculated and the
results of the questionnaire that had been distributed among the employees of AZM
are analyzed. Finally, the hospital services included in the study, are located on the
multifactor matrix.

The last chapter of the thesis, chapter 5, outlines the implications of the
portfolio analysis and discusses the future strategies that can be defined for the
management of the AZM. The chapter concludes by outlining the limitations of the

study and recommendations for further research.



Contents

IO AU CTION ittt b b ettt nnen e ene s 5
Chapter 1
Strategie management of health care organizations...........ccccviiiiiiieiniincce e 7
L1 INErOAUCTION . ..ciiiicicese s 7
1.2 The nature of strategiCc MaNageMEeNT.......cooviiiiiriiee e 7
1.2.1 What is strategic management?..........ccoocereeeeneneseneee e 8
1.2.2 Benefits, advantages and disadvantages of strategic
MANAGEMENT. ..ttt sb e sr e b e sbe e e e e 8
1.2.3  LeVels Of Strategy....ccocoereiiierireeeees e 9
1.3 StrategiC Management PrOCESS. ..o e rereeeeiesie e eee e see e eeseeseee e seeseeenes 10
1.3.1 Organizational SEttiNg......ccccceviieiieeiieiicre e u
1.3.2  Situational analysis..........cccooiiiiiiiiiise e 12
1.3.3  Strategy formulation.......c.cccooiiiiiicii 13
1.3.4 Strategy implementation...........ccooceveiieiiiinee e 13
1.3.5  StrategiC CONTIOl. ..o 14
1.4 Understanding and analyzing the external environment.............cc.cooevenenn. 15
1.4.1 The goal of external environmental analysis........cc.cccccvevrvenene, 15
1.4.2 The process of external environmental analysis.........c.cc.ccooeunee. 16
1.43 The limitations of external environmental analysis.................. 18
1.5 Internal environmental analysSiS........ccccooviiiiiiiieie e 18
15.1 Nature of organizational strengths and weaknesses................... 19
1.5.2 Process to assess the strengths and weaknesses.........cc.ccccceveneee 20
1.5.3 Limitations ofinternal analysis..........ccccooiiiiiiiiiiniicisiee 22
1.6 CONCIUSTON ..ottt 22
Chapter 2
POrtfOlio @NAIYSIS....uiiiiiiecc e ettt e e e e sreesreenreenreeas 23
2.1 INTFOTUCTION ..ot 23
2.2 What is portfolio analySis?.........coiiiiiiiie e 23
2.3 Overview ofportfolio analysiS.......ccoviiiiiiiiiiee e 24
2.4 Portfolio analysis MOdelS.......coi e 26
2.4.1 Product life CYCle MatriX.......ccovviiiiiiiiiiic e 27
2.4.2 Boston consulting group MatriX......cccceeeereeieesessnsseesnessiesses e 29
2.4.3 MUIITACTOr MATIIX..eiiiiiiieiieceeeeee e 32
2.4.4 The WDG MOEL......cciiiiiiieieeseeeee e 36
2.5 CONCIUSTON ....ciiiitie et 38



Chapter 3

Application of portfolio analysis IN AZM ..o 40
KT8 1 g4 o o [ 1o 1 T o RS 40
3.2 The University Hospital Maastricht...........ccoooeiiiiincniicccee e 40
3.3 Operationalization ofthe portfolio model..........ccooo e 44
3.3.1. SeleCtion 0T SEIVICES. .....cccciviiriireieeee e 44
3.3.2 Selection of criteria for evaluation............cccooveviiinicnieie e, 45
3.3.3 Defining the weighting and rating proCedures..........c.ccocevvevrcvnnene 48
3.3.4 Estimation ofthe values ofthe criteria.........ccocvovvieiiniiiee 49
3.4 Collection ofdata.........cccoevuee. 52
3.4.1 Collection of data regarding the values of the criteria................. 52
3.4.2 Preparation ofthe questionnaire regarding the rating
QL (0T oT=To {1 = TS 52
3.4.3 Selection ofthe sample involved in the rating procedure........... 53
KR 0] o] [11] o o 1SS 54
Chapter 4
Data analySiS FESUILS......iiiiiii i e e s sre e st e e sreesneesneesneenneas 55
o A g oo 1U o3 A o PSSR 55
4.2 Estimation of the values ofthe criteria related to market attractiveness.... 55
4.3 Estimation ofthe values ofthe criteria related to hospital strengths........... 59
4.4 Results ofthe rating ProCeAUIE.....ccvi e 63
4.5 Calculation 0fthe total SCOTES......coviiiiie e 65
4.6 The MUItITaCtOr MAtriX.....c.ooo i 66
4.7 Interpretation 0Fthe reSUITS......ccoi i 67
Chapter 5
DiSCUSSION aNd CONCIUSTONS....ccuiiuiiiiiiiie ettt st sre e e e e neeene e 69
5.1 Define future strategies for the AZM ... 69
5.2 The limitations 0Tthe StUAY.......cocoieiiiiiie e 72
5.3 Recommendations for future reSearch.........ccooeoeiviieeeni s 74
5.4 FINAL WOTAS ..ottt ettt seeeneenes 74
=Y (T =] oSSR 75
AN o] 0 1= 0 Lo o] - SRS 77



Introduction

The objectives of cost reduction, the changing demographic pattern and the increased
reliance on a market mechanism have placed a great pressure on the public hospitals
to develop more sophisticated planning systems. However, many hospitals continue to
rely on traditional forms of planning focused on the internal factors of administration.
These approaches have proven to be less flexible support systems for hospital
management in a dynamic market. Furthermore, the health care sector, public and
private, is facing enormous pressures to reduce costs, assume economic risk, improve
quality and deal with fundamental reforms. Given these pressures, hospitals can easily
loose the global perspective of the strategies necessary to achieve a long-term success.
Therefore, the methods of strategic planning in hospitals are now increasingly applied
to achieve more efficient and effective management.

Traditionally, the public health care organizations are considered to be
governmental institutions. There is insufficient information about their costs and they
do not have to compete for funding because all their expenses are covered by the
government. As a result, these organizations are not concerned with profit but also
efficiency is rarely considered. Given the present government objectives, however, to
contain the health care expenditure, these organizations are facing external financial
pressures. Simultaneously, their internal financial and administrative structure is
unable to meet these challenges. The need for these organizations to adopt strategic
planning approaches becomes highly relevant.

In view of that, the hospital administrators are more often concerned with the
application of strategic approaches to be able to face the financial pressures.
Therefore, the strategic management approaches applied in the business sector are
becoming attractive for the hospital managers.

The study presented in this thesis, is related to the application of strategic
management approaches in the public health care sector. In particular, the study
examines the portfolio analysis and its application within the strategic management
process of the Academic Hospital Maastricht in the Netherlands. The study outlines a
procedure for the application of portfolio analysis as a strategic management process
and its implementation in a public hospital setting.

The purpose of this study is to investigate how the portfolio analysis can be

applied to the Academic Hospital Maastricht (AZM), how it can be used by the



hospital administrators in order to define future strategies for the hospital and what
should be the focus of the future studies of portfolio analysis in the AZM. The
purpose of the study is closely concerned with the fact that the AZM is a non-profit
organization and possesses specific characteristics of an academic hospital.

In order to achieve the main aim of this study, the following objectives are
defined:

a) Which portfolio models are already applied to hospital settings?

b) Which model is most suitable for the AZM regarding the priorities of the
hospital management?

c) How can a portfolio model be operationalized considering the specific features
ofthe AZM?

d) How can the hospital administrators define future strategies based on the
results of the portfolio analysis and regarding to the overall goals of the
hospital?

e) What difficulties can be experienced during the portfolio analysis and how the
hospital management can overcome these difficulties?

The study applies a quantitative research approach. This approach requires the
collection and analysis of quantitative data for the application of the portfolio analysis
in the AZM. The collection of the data is based on questionnaires. The group of
respondents consists of medical and management employees of the AZM. In addition
to this, interviews with the financial personnel of the hospital are conducted. The
analysis of the data collected is performed using Microsoft Excel spreadsheets.

Following this introduction, this thesis contains five chapters. The first chapter
examines the nature of strategic management and its implementation process. The
chapter focuses on the external and internal analyses of a health care organization.
The second chapter presents an overview of portfolio analysis and the portfolio
models. Chapter three outlines the study setting and describes the phases of the
operationalization of the portfolio model. In chapter four, the results of portfolio
approach are presented. Finally, chapter five is concerned with the interpretation of
the results and the definition of future strategies for the AZM. It concludes by

outlining the limitations of the study and recommendations for future research.



Chapter 1. Strategic management of health care organizations

1.1 Introduction
Nowadays, many changes are taking place in the health care institutions (aging of the
population, market reforms, reduced public funding) that affect their internal and
external environment. The greatest challenge for these institutions is to identify and
plan these changes. For a successful response to this challenge, hospital administrators
are adopting strategic management in their organizations. Strategic management
provides a philosophy of health care management. Based on the organization
strengths, it provides a framework for an efficient operation of the health care
organizations. Strategic management allows the hospital administrators to consider
various variables of the internal and external environment of their organizations. This
aspect gives the managers the opportunity to respond to the changes that presently
face their organizations. Therefore, strategic management is becoming a widely
spread tool for health care management.

This chapter discusses the nature of strategic management as well as the
process of its implementation. Next, the analyses of the external and internal

environment, as part of strategic management, are presented.

1.2 The nature of strategic management
To understand the concept of strategic management, first it would be useful to define
the terms strategy and strategic planning. These two terms are very closely related to
strategic management. Strategy is “a pattern in a stream of decisions positioning an
organization within its environment and resulting in the behavior of the organization”
(Dunkan,1998). Strategy has been also described as a future-oriented plan that
provides managers with decision-making guidelines. Strategic planning is “the set of
process used in an organization to understand the strategic situation and develop
decision-making guidelines (the strategy) for the organization” (Dunkan,1998).
Considering these definitions, it is clear that the result of the strategic planning is a
strategy and strategic management encompasses the process of strategic planning.

To describe the nature of strategic management, it is necessary to look at its
benefits, advantages and disadvantages, as well as at its stages and levels of strategy.

These characteristics of strategic management are described below.



1.2.1 What is strategic management?

Strategic management is based on the belief that organizations should continuously
monitor the internal and external environmental trends so that future changes can be
made in an effective and efficient fashion. Strategic management is defined as “an
externally oriented philosophy of making an organization that links the strategic
planning to oriental decision making” (Dunkan,1998). Strategic management
“attempts to achieve a productive and creative fit between the organization’s external
environment and its internal situation” (Dunkan,1998).

Adopting strategic management will not guaranty the success or even the
survival of an organization. As a philosophy of management, however, it provides a
logical way to think about the organization, the environment and their changes.
Furthermore, it takes years before a successful strategic management can become a
part of the management policy of a hospital. Thus, it cannot be used as a short-term
solution for the organization’s weaknesses. The strategic management adoption in a
health care organization should have a long-term orientation. The aim of strategic

management is to identify issues that will be important in the future.

1.2.2 Benefits, advantages and weaknesses
The adoption and further development of strategic management provides many
benefits to health care organizations. First, a successfully adoption of strategic
management can improve the long-term financial performance of a hospital. Second,
the practice of strategic management ties the organization together within a common
purpose and goals. It offers to the organization the ability to develop a clear self-
concept, specific goals and consistent decision-making. Strategic management
requires the communication of all managers in a hospital at vertical and horizontal
levels. The third benefit of adopting the strategic management is that the overall
coordination of the organization can be rapidly improved. Finally, strategic
management encourages progress and reduces the conservatism within a hospital in
order to face the continuously changing environment.
The major abilities of the strategic management can be summarized as

(Finlay,2000):

a) the ability to understand competitive behavior in a continuously changing

system of competitors, customers and resources;



b) the ability to predict the results of a strategic move regarding the competitive
environment;

c) the ability to predict risk and return with a sufficient accuracy to dedicate
resources in new uses even though the benefits will be deferred,;

d) the ability to act in time and effectively.

Strategic management has three major weaknesses that the hospital
administrators should consider in order to manage their organizations strategically.
The first weakness is that it takes long time for an organization to start managed
strategically. Strategic management is a long-term philosophy that cannot be
immediately efficient and completed after its adoption in a hospital. Six years is the
period for most of the hospitals that have adopted strategic management before they
registered improvements. This weakness determines strategic management as an
efficient philosophy useful only for those organizations that are long-term oriented
and do not face survival threatens. The second weakness of strategic management is
that it requires the evolvement of the employees at all organization level to be
successful. This means that the philosophy of strategic management has to become a
part ofthe organizational culture. However, changes in the organization culture can be
difficult and can raise barriers for hospital administrators to achieve a successful
adoption of strategic management. The last weakness of strategic management is it
that analyzes the present organizational situation and defines future strategies without
considering that the environment of the organization might change before the future
strategies is implemented. Therefore, in some cases, the strategies might not concern

the real needs of the organization.

1.2.3 Levels of strategy
The strategic management process may be applied at different levels in the
organization. The resulting strategies will differ in scope as well as in purpose as a
manager move from one organizational level to another. The levels are: the corporate
level, the divisional level and the functional level. Each level is providing the “input”
for accomplishing the “outcome” ofthe next higher level (Dunkan,1998).

The corporate level is the broadest level of the strategic management. At the
corporate level, the strategic management process defines the general markets or
business in which the organization operates. It focuses on integrating semi-

independent organizational units into an effective portfolio. A corporate-level strategy



must consider multiple markets as well as diverse products and technologies unique to
each market. At the corporate level, strategic managers determine in which separate
segment the corporation should select to compete. Therefore, at this level there is a
wide range of strategic alternatives (diversification, vertical integration, and
divesture).

Division-level strategic management is concerned with competition in a single
market, with a single product line using technology appropriate for that market.
Therefore, strategic managers are most concerned with a specified set of competitors
within a well-defined market. Strategies at this level are usually limited to the
organization’s current area of operations (market development and product
development).

A functional-level strategy may be developed within the functional
departments of an organization. Functional strategies address two issues. First, they
are intended to integrate the various sub-functional activities. Second, they are
designed to relate the various functional area policies with changes in the functional
area. Development of strategy at this level still involves situational analysis, strategy
formulation, strategic implementation and strategic control. Strategies at the

functional level support higher-level strategies.

1.3 Strategic management process

At that point, it is useful to mention the stages of the strategic management in order to
analyze the levels of the strategy. Four stages of the strategic management can be
identified: situational analysis, strategic formulation, strategic implementation and
strategic control. To strategically manage an organization, a manager should
understand the forces in the current situation; develop from that understanding a
strategy that will move the organization towards the vision for the future; develop the
functional level programs that will accomplish the strategy; and periodically evaluate
the success ofthe strategy and make necessary changes.

Strategic management has been described as a management process with the
objective to enforce the organization strengths in its external environment. To achieve
this aim there are many internal and external factors that have to be considered. A
type of framework must be developed and followed in order to implement a logical
process. Strategic management is most easily understood and applied using a

conceptual model of the process. The model represents a clear and practical approach
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for understanding the external health care environment as well as the organization
itself. In the process of strategic management, hospital administrators are involved in
several strategic management processes, such as: organizational setting, situational
analysis, strategy formulation, strategic implementation and strategic control. These
strategic processes are described as the stages of a successful strategic management

adoption (Dunkan,1998; Zuckerman,1998).

1.3.1 Organizational setting

The external environment of a health care organization strongly influences the
organization and may be referred to as the organizational setting. The organizational
setting involves the broader general environment and the more specific health care
environment or the health care industry. These environments affect each other and
also directly affect the organization.

The general environment is composed of all organizations outside the health
care industry. Such organizations may be government institutions, business
organizations, educational institutions and consumers. The organizations in the
general environment generate technological, political and financial information that
can be used by different economic sectors, including the health care industry.
Therefore, a health care organization that engages strategic management should
analyze the general information being generated in the external environment and
detect the major shifts that are taking place.

The health care environment concerns information generated within the health
care industry. Obviously, this information has a more direct benefit to a health care
organization. Therefore, strategic managers should view the health care environment
with the intention to understand the nature of changes taking place in health
technology, social issues, regulations, political attitudes, economic realities and
competition. The focus on these major change areas can facilitate the identification
and the analysis of health care industry and its environmental issues that will affect a

health care organization in future.



1.3.2 Situational analysis
The situational analysis of a health care organization is accomplished at three stages:

a) external environmental analysis,

b) internal environmental analysis;

c) the development ofthe organization’s purpose, vision, mission and objectives.
These stages are not completely separated and can affect each other. The outcomes of
these stages are the base for the development of a strategy.

External environmental analysis is an analysis that helps the organization to
cross the boundary between itself and the external environment in order to identify
changes that are taking place outside the organization. These changes can present both
opportunities and threats to the organization and may arise from either the general
environment or the health care environment. It is important that health care managers
understand the nature of these opportunities and threats well before they affect the
organization. Hospital administrators should respond to external opportunities and
threats because they represent fundamental issues that can lead to success or failure of
the organization.

The internal environment of a health care organization represents the potential
of the organization. An understanding of the organization’s potential requires an
extensive analysis of the internal functions, operations, structure, resources and skills.
An internal environmental analysis should show the strengths and the weaknesses of
the organization. An understanding of these aspects provides strategies for maximum
advantage of strengths and can help to overcome the weaknesses.

The purpose, vision, mission and objectives of an organization affect the
strategy that an organization adopts. The purpose of the organization is the
fundamental reason because of which the organization exists. Vision is the view of the
future that management believes is the optimum for the organization when it is
accomplishing its purpose. The vision is communicated throughout the organization.
The organization’s mission represents the organization’s understanding of the external
opportunities and threats, the internal strengths and weaknesses, and the organization
purpose and vision. The objectives of a health care organization specify the major
direction of the organization development and link the mission to organizational

action.
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1.3.3 Strategy formulation

Strategy formulation involves two strategic management activities and results in
corporate and division level strategies for the organization. These activities are the
process of developing the purpose, vision, mission and organizational objectives, as
previously mentioned; and the process of developing alternatives, evaluating the
alternatives, choosing a strategy and writing the strategic plan. The purpose, vision,
mission and organizational objectives are included in the strategy formulation as well
as in the situational analysis because they are decision-making activities that set the
broadest direction ofthe organization’s development.

Strategic alternatives represent the major “directions” of action available to the
organization and are more specific than purpose, mission and objectives. The choice
of strategic alternative creates impulse for an organization, which is reinforced as
managers understand, commit and make decisions according to the organization’s

strategy.

1.3.4 Strategic implementation

When the strategy for an organization has been formulated and a strategic plan is
written, functional strategies that support the organizational strategy are developed.
Functional strategies must be developed for the marketing, finance, organizational and
staffing functions. The strategy formulation process directly affects these functional
areas. The functional strategies must be integrated in order to move the organization
toward realizing its mission.

Strategies at the functional level are developed in a manner similar to the
development of the organization’s general strategies (corporate and divisional).
Furthermore, a functional-level manager should understand the situation (functional
environment, functional strengths, functional weaknesses, the purpose, vision, mission
and objectives of the organization) and develop a functional mission, set functional
objectives and develop a functional strategy that is supported by specific functional

programs and budgets.



1.3.5 Strategic control

The last stage of the strategic management process is the strategic control. Strategic

control is an inherent part of situational analysis and strategy formulation. It is often

difficult to distinguish between these three management activities. Generally, control

involves agreeing upon objectives, measuring performance, evaluating performance

against the objectives and taking corrective action. More specifically, control is

defined as a combination of components that act together to ensure that the actual

performance comes as close as possible to the desired performance.

The need for strategic control generates strategic control systems that:

a)
b)

c)

d)

provide a means to coordinate the efforts of everyone in the organization;
motivate managers to achieve the objectives;

provide an early detection system that indicates when the strategic
assumptions are inadequate or when the environmental conditions have
changed;

provide a method for management to correct an ineffective or inefficient

strategy.

The characteristics ofthe strategic control are described as following (Dunkan,1998):

a)

b)

d)

e)

all types of control require information; control will be only as good as the
information on which it is based;

control should be directed at only few critical elements; for any process there
are only three or four results that must occur in order to achieve an effective
process;

control systems should be both flexible and cost-effective; an extensive
application of control can lead to a situation, which may inhibit the real
objectives of control,

control need to be simple and easy to understand; control that is very complex
or difficult to apply is often ignored or applied incorrectly;

control systems should emphasize the exceptions; managers are often unable

to constantly monitor all activities within their areas of responsibility.
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1.4 Understanding and analyzing the external environment
The components of the external environment of a health care organization can be
groups of organizations and individuals that create changes and generate important
information within the environment of an organization. The members of the external
environment may be broadly classified in a variety of ways depending on the strategic
needs of the organization and the analysis of the environment. These groups of
organizations and individuals are:

a) government institutions,

b) business organizations,

c) educational institutions,

d) religious institutions,

e) research organizations and foundations, and

f) individuals and consumers.

The external environment increasingly has become a factor in the success of
the health care organizations. Because the success or failure of a hospital depends on
factors outside the organization, the key to strategic management and furthermore to
effectiveness and efficiency is to understand these factors (Zuckerman,1998). Health
care organizations should focus to both effectiveness and efficiency, but given the
choice, the health care organization should always first choose for effectiveness.
Thus, strategic management should be directed towards positioning the organization
most effectively within its changing environment. Therefore, the external analysis
process attempts to identify, aggregate and interpret environmental issues. It provides
information for the formulation of organizational purpose, vision, mission, objectives

and provides the context for an internal analysis.

1.4.1 The goals of external environment analysis
As it is already mentioned, the purpose of the external environment analysis is to
position the organization in its environment as well as to identify specific
organization’s goals. The specific goals of the environmental analysis can be
formulated as (Dunkan,1998):

a) to classify and order information flows generated by outside organizations;

b) to identify and analyze current important issues that will affect the

organization;
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c) to detect and analyze the weak signals of emerging issues that will affect the
organization;
d) to speculate on the likely future issues that will have significant impact on the
organization;
e) to provide organized information for the development of the organization’s
purpose, vision, mission, objectives, internal analysis and strategy;
f) to promote the growth ofthe strategic thinking throughout the organization.
There are several sources of information in the external organizational
environment. To assure that this information is meaningful to the organization,
hospital managers should identify the sources and classify the information. Once the
information is classified, important issues that will affect the organization may be
identified and evaluated. In some instances, based on little information, hospital
managers aim to identify patterns that suggest emerging issues and that can be
significant for the organization. Such issues may represent significant challenges to
the organization. Their early identification leads to an adequate development of
strategy. This process often stimulates creative thinking concerning the organization’s
processes and development. It is valuable to the organization in the formulation of

guiding vision and the development of mission and strategy.

1.4.2 The process ofexternal environment analysis

There are several approaches to conduct an analysis of the external environment.
Regardless of the approach applied, it appears that there are four fundamental stages
common to all approaches. These four stages include:

a) scanning to identify signals of environmental change,

b) monitoring identified issues,

c) forecasting the future direction ofthe issues, and

d) assessing the organizational implications ofthe issues.

These four steps are required in any environmental analysis and should be
assigned to individuals responsible for the environmental analysis process. Thus, a
special staff, whose primary duty is to understand the issues in the external
environment, may carry out environmental analysis (Dunkan,1998).

Each stage of the analysis of the external organizational environment has its

specific functions and activities.

16



1) Scanning the external environment. The environmental scanning acts as a
“window” to the organizations and generates information within the environment of a
health care organization. Trough this window, managers engaged in environmental
scanning, carry out three activities. In particular, they view external environmental
information, organize external information into several desired categories and identify
issues within each category. The scanning function is a process of moving the lens
across the array of external organizations in search for current and emerging patterns
of information. The scanning process aims to organize, accumulate and evaluate this
information. The organized information is then used for the monitoring function.
2) Monitoring the external environment. The monitoring aims to track down trends,
issues and possible events based on information from the scanning process. The
monitoring process involves four activities:

a) identification ofadditional sources of information;

b) enlargement ofthe environmental database;

c) confirmation of issues;

d) identification ofthe rate of change within each issue.

Thus, the monitoring process investigates the sources and the information
obtained in the scanning process. Its objective is to collect a database around essential
issue. The database is then used to confirm the trends and developments as well as to
determine the rate of change that takes place within the external environment.

3) Forecasting environmental analysis. This stage of the external analysis aims to
extend trends, developments, dilemmas and events that the organization is monitoring.
There are three activities involved at the forecasting function:
a) analysis of time changes of trends, developments, dilemmas or occurrences of
an event;
b) identification of relationships between essential issues and environmental
categories;
c) development of alternative projections.
4) Assessing environmental change. The process of assessment is rarely quantifiable
and therefore, often judgmental. The complexity of the data that is collected is not
always consistent with traditional decision-making methods. Different interpretations
are a result of a variety of factors such as believes, perceptions, and past actions. The
assessment process contains the following general steps:

a) evaluation ofthe significance of the forecasted issue for the organization;
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b) identification of issues that must be considered in the formulation of the
vision, mission, internal analysis and strategic plan.

A typical feature of the assessment process is the identification of issues by

environmental category, the designation of an issue as an opportunity or threat, and

the determination of its probable impact on the organization.

1.4.3 The limitations of external environment analysis

The external environment analysis does not provide guarantees for success. The
process has some practical limitations that the organization should consider.

These limitations include (Johnson, 1999):

a) environmental analysis cannot forecast the fixture;

b) managers cannot see all external trends and changes;

c) timely information is difficult or impossible to obtain;

d) delays to interpret the externals events can outweigh the benefits of the

analysis ofthe external environment;

e) a general inability to respond quickly can offset the advantage of the issues

detected;

f) managers held believes sometimes inhibit them from detecting important

issues in the external environment.

Environmental analysis is never envisioned to predict the future but rather to read
the signals that indicate what the requirements for the organization will be in the
future. Even the most well organized environmental analysis can not predict all future
changes. Discovering information is the key to environmental analysis. But even
when the information is available, it may be difficult to interpret and recognize its real
significance. The greatest limiting factor in external environment analysis is the
preconceived believes of management. In many cases, what managers already believe
about external issues inhibits their ability to accept signals for change. Because of
managers believes, essential signals can be ignored when they do not conform to the

managers’ perceptions.

1.5 Internal environmental analysis
The effective management of an organization requires not only an understanding of
the external forces, but also of the internal organizational strengths and weaknesses. It

is through this process - understanding the opportunities and threats in the external
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environment and relating them to the organization’s internal strengths and weaknesses
- that strategic managers are able to determine the distinctive competencies of the
organization. Distinctive competence consists of the unique activities that the
organization is able to do better than any other organization. Depending on the
environment, distinctive feature may or may not actually result in a competitive
advantage, because other health care providers may offer similar benefits.
Nevertheless, much of the strategic management is a research of distinctive
competence and ways to convert these competencies into unique advantages.

There are several factors that determine the internal strategic strength of a
health care organization. Each of them is subsequently examined in order to outline

the nature and the process of the internal organizational analysis.

1.5.1 Nature of organizational strengths and weaknesses

The question of identifying organizational strengths and weaknesses is a difficult but
essential task for health care managers. The task is difficult because strengths and
weaknesses can be both objective and subjective as well as both absolute and relative.

Some strengths possessed by a health care organization are well-defined given
the objective standards. For example, the existence of one health care organization in
a particular location may provide a strategic strength that cannot be duplicated by any
other organization. An example of objective weakness is a situation when a health
care organization has used more loans for financing its facilities than its competitors;
and furthermore the manager of this organization may not be able to seek additional
money for expansion.

In other instances the strategic strength or weakness may be subjective. An
example of subjective strength is the perception of the hospital manager that the
medical stuffis superior to the staff of other competitors. This organizational strength
may not exist but the feeling of the hospital manager is a subjective strength.
Weaknesses can also be subjective. The vision ofthe management board may be more
conservative than that of other organizations. As a result, the management may be
uncertain when it comes to taking risks.

Sometimes organizational strengths and weaknesses are absolute. An example
of absolute strength is that some health care organizations are recognized worldwide
as leaders (for example in medical education). To illustrate absolute weakness, it is

useful to give an example of many community hospitals that are closed because of
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inadequate reimbursement for service provision, lack of patients due to population
shifts, and the inability to attract and maintain the adequate number of health
professionals. These community hospitals shared common strategic weaknesses. That
was their inability to survive in their competitive environments.

Finally, the strengths and weaknesses may be relative. An example of relative
organizational strength is that one facility may have limited financial resources in
comparison to national averages but considerably more funds than any of its
competitors. The illustration of relative weakness can be present with the following
example. A very famous academic health center may loose a famous surgeon to a
local hospital that is attempting to enter an area such as heart transplants. The health
center may be still very strong in terms of services provided but it has a relative
weakness with regard to the facility because the surgeon is now relocated.

The problem to classify the organizational strengths and weaknesses is the fact
that total agreement on the precise nature of each item is difficult to obtain. However,
the adequate classification is of vital importance for the internal organizational

analysis.

1.5.2 Process to assess the strengths and weaknesses
To determine the internal environment analysis of a health care organization the
strategists should construct an initial list of some potential strengths and weaknesses.
This list should be generated by surveying the six major functional subsystems of a
hospital. These are:

a) clinical;

b) administrative services;

c) marketing;

d) financial;

e) general management;

f) physical facilities.
The purpose of this list is to give the hospital administrators a view of the strengths
and weaknesses of the subsystems that comprise their organization, in order to define
the overall internal situation ofthe organization.

There are various issues that could, and should, be discussed with regard to

each of these subsystems in order to identify their strengths and weaknesses.

Therefore, in each of these areas, the hospital administrators should provide an outline
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of important questions that would normally be asked using the traditional audit

approach. An “audit checklist” of potential strengths and weaknesses should include a

review of four similar factors in each functional subsystem. These are:

a)

b)

d)

Staff. Does the subsystem have an adequate staffin terms ofboth numbers and
qualifications for the organization’s present activities? Can the staffing base
support the organization’s future development? Does the organization have the
managerial expertise needed to coordinate all the functional areas?

Indicators regarding staff, include numbers of employees, estimates of
adequate career paths, leadership depth and succession plans, and ratio of
managers to non-managerial employees.

Information and intelligence. Is the internal information flow relative to
clinical operations, administrative services, finance, marketing and general
management sufficient to support day-today activities? Does the organization
have a system for obtaining strategic information outside the organization?
Indicators regarding these issues, include incidents of recurring needs to
outsource programming services, overtime trends among key personnel
needed to overcome information systems bottlenecks and delays in getting
planned applications operational.

Technical capabilities. Does the organization have the equipment, facilities
and knowledge necessary to accomplish the tasks required in each functional
area?

Indicators regarding technical capabilities, include complaints of space
limitations, inability to decentralize computing because of limited local area
networks.

Synergy. Are the objectives of the functional areas appropriate to accomplish
organizational goals given the organization’s competitive position, resources
and opportunities?

Indicators of synergy include communication of organizational strategies and
goals to functional areas, ability of diverse information systems to interact
with one other.

The audit checklist to define the strengths and weaknesses of an organization

could be a table with two axes. The horizontal axis should present the six subsystems

of the organization (clinical, administrative services, marketing, financial, general

management and physical facilities). At the vertical axis should be given the four
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criteria that indicate the strengths and weaknesses (staff, information and intelligence,

technical capabilities and synergy).

1.5.3 Limitations of internal analysis

Although the traditional approach is useful in developing a list of possible
organizational strengths and weaknesses and it is essential in providing indicators,
some precautions are needed. First, checklists and audits are useful tools to guide the
thinking process, but they are never exhaustive; important issues for individual
organizations and specific circumstances are omitted even in the most comprehensive
audit. Second, strengths and weaknesses cannot be assessed within the framework of a
single function or subsystem. Third, some of the organization’s most important
strengths and weaknesses are not in its financial or marketing expertise but how it
coordinates the various subsystems. Finally, the initial survey in the internal analysis,
is based on general indicators. The goal of the survey is accomplished when a list is
generated of potential strengths and weaknesses that can be investigated in greater

detail and with more demanding measures.

1.6 Conclusion

In this chapter, the nature of strategic management is explored as well as the basic
parameters regarding the effectively adoption of strategic management in a health care
organization. It is important to note that strategic management decisions are largely
judgmental, bur even though, crucial to the success of the organization. Furthermore,
these decisions relate the entire organization to its environment and consider all of the
organization’s functions. They are also providing guidelines for management
decisions at all levels as well as regarding the organization’s missions, service area,
goals, objectives, competitive advantage and outside relationships.

Strategic management is a philosophy. As a philosophy, it includes various
tools that can be applied to develop an effective and efficient strategy to guide the
decision-makers of a health care organization. Certainly, there are increasing
criticisms towards strategic management for the fact that it approaches the
environment with different degrees of uncertainty and can thus, alone cannot exercise

a central control on the strategy developments.
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Chapter 2. Portfolio analysis

2.1 Introduction
Presently, health care institutions are facing management problems related to
changing financing patterns, increased competition, changing demographic patterns
and more knowledgeable and demanding consumers of healthcare services. The
changes in the public and private sectors have resulted in a more competitive market
place where hospitals are at a greater risk regarding cost and volumes. For these
reasons, hospital administrators are turning towards strategic management solutions
that are already used in business firms. This is not surprising since the management
efficiency problems faced by companies and hospitals today are similar. One of the
business solutions that hospital managers have already adopted to categorize services
they offer and determine the implications for resource allocation, is the portfolio
analysis (Rosco0,1988).

The following section presents a definition of portfolio analysis, its
applicability to health care as well as the professionals involved in this analysis. The
next section presents the general hallmarks of portfolio analysis and its process.
Subsequently, the models of portfolio analysis are outlined and discussed. Finally the
limitations of the analysis are presented and suggestions for the applications ofthe

models are made.

2.2 The nature of portfolio analysis

Portfolio analysis has been a part of the private sector management for many years. It
is a management tool that offers to the strategic planners a customized approach to
classify their current or new products into categories based on their market
attractiveness. Thus, the portfolio analysis suggests services/products with high
market attractiveness to which the scarce organization’s resources should be allocated.
Each program is screened based on financial performance and organizational
relevance. A decision-making matrix classifies the hospital programs into an orderly
form. Portfolio analysis is designed to provide collective objectives and future
directions for an organization. It also provides frameworks within which day-to-day
operating decisions can be made intelligently. When the resources are scarce,
portfolio analysis can be the key to keep a strategic plan on course (Rosco,1988;
Bess, 1990).
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Hospitals have many reasons to adopt a portfolio approach such as: multiple
programs and services; multiple publics (consumers, providers, funding organizations
etc.); diverse market demand; important long-term capital investment decisions;
changing industry technology; intensified intra- and inter-industry competition.

In response to the changing environment, many hospitals have attempted to
become competitive stronger by using new health care services and also services not
related to the health care sector. The health units have to examine their services
systematically at the corporate level, in order to ensure their relevance to the corporate
objects. The portfolio analysis improves strategic decision-making and control by
assisting managers to evaluate the potentials lines of activity on an individual basis
(Zallocco,1984).

Before starting the process of portfolio analysis however, the hospital
administrators need to have a clear idea of the goal of their organization and to be
focused in a long-term direction. If the limited resources threaten the survival of their
organization, then it would be useless and inefficient to apply a portfolio analysis
model. It would be preferable to focus on a short-term survival rather on pursuing its
long-term vision. To reach a shared conclusion, regarding the resources that will be
allocated and strategies that will be applied, the organizations key decision-makers
should be involved in the portfolio process. It is necessary however, that the key
decision-makers are prepared to assess individual programs as business units and the
effect each program can have on the financial well-being of the hospital. They must
be comfortable with the philosophical concept of the hospital as a firm and must

accept the view of the clinical programs as business products (Bess, 1990).

2.3 Overview of portfolio analysis
Portfolio analysis is based on five major assumptions, which the users of this
management tool should consider before starting its application (Bess, 1990):
a) An organization is a structure of units.
b) Units are managed in accordance with the political, economic, demographic,
technological and social environment.
c) Units are subject to inspection and changes independently of other units that

comprise the organization.
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d) An organization can be taken in a predetermined direction by specific
decisions about individual units rather than by taking the units forward based
on organizational decisions.

e) An organization’s position in an environment will probably not reflect that of
the individual units comprising the organization.

These assumptions determine the specific characteristics ofthe portfolio approach.

Portfolio analysis is described as (Zallocco,1984):

a) Long term-orientation. It is necessary to determine the planning horizon
before starting the analysis. Three years may be long enough to allow for
strategic developments. Yet, it may be short enough to ensure that the
portfolio analysis is closely linked to the day-to-day marketing program.

b) Integrated approach. In developing a portfolio analysis, all aspects of the
organization are treated simultaneously. This allows for an overall assessment
of the effects of all organization’s aspects and results in a comprehensive plan
for the entire organization.

c) Focus on effectiveness. The primary objective in portfolio analysis is to
determine the most effective programs. Perhaps, there can be details on how to
improve efficiency, but this should not be the primary objective of the
portfolio process.

d) Comprehensive organizational review. Portfolio analysis calls for a complete
review of the organization, its environment, mission, objectives and strategies.
Therefore, it avoids the tendency of adding new activities to already existing
programs, without carefully considering all options.

e) Extensive involvement. All management positions should be involved in the
development and the implementation of portfolio analysis.

f) Intraorganizational communication. Organizational communication must be
adequate enough to allow for completion of the necessary planning tasks in
portfolio analysis.

g) Written document. The result of portfolio analysis is a written document or
management plan, which provides a guide for short-term decision-making.

The portfolio analysis consists of the following steps (Zallocco,1984; Rosco0,1988).
a) Define products. The first step is to clearly identify the products or services for

which the hospital administrators are developing a strategy. Sometimes it is a
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matter of listing them. In other instances, it is necessary to group products
together, based on their specificity.

b) Selection of criteria. The selection of the criteria to be used, is the most
important step of the portfolio process. If the criteria are not adequate, the
managers will end up with strategies that are ineffective and perhaps
damaging.

c) Perform a situation analysis. The situation analysis of the environment where
the hospital operates, includes an analysis of competitive trends, technological
changes, basic consumption and economic changes as well as analysis and
assessment of the relative position of the hospital. The situation analysis also
includes assessment of strengths and weaknesses, attractiveness of existing
programs, available funding.

d) Apply a portfolio model. There are several models of portfolio analysis that
are used to evaluate services and products. The application of portfolio
analysis in the health care sector is illustrated in the subsequent sections.

e) Develop specific tactics for the upcoming periods. This step involves decisions
about allocation of resources to each program, new resources that need to be
acquired, promotion strategies and pricing details. The objective here is to
develop a working document with sufficient details to guide day-to-day

hospital operations.

2.4 Portfolio analysis models
There are several models of portfolio analysis developed by universities and
organizations that are searching for an ideal form to adopt portfolio analysis. The
reason for the variety of different portfolio models is that each institution has an
individual philosophy and needs depending on the environment where it operates.
Although the organizations differ, the structure of some portfolio models has many
similarities since the purpose ofan adoption ofa portfolio model is the same.

Among the variety of the portfolio models, four of them could be considered
as the most general and commonly used in the health care sector. These portfolio
models are: product life cycle matrix, Boston consulting group matrix, multifactor

matrix and WDG matrix.
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2.4.1 Product life cycle matrix

Hillestad and Berkovitz (1984) argue that adequate marketing strategies must be
based on the stage of the product development at the marketplace and in the
organization. Therefore, the authors proposed the application of the product life cycle
(PLC) as bases of the portfolio matrix. The model uses the organization life cycle and
the market life cycle as axes of the portfolio grid. This life cycle framework can help
administrators, planners, community leaders, physicians and other health care
professionals to anticipate and plan for the challenges of the health system integration
(Berber, 1998).

The PLC regarding the market and the organization consist of four stages that
are: introduction, growth, maturity and decline (Rosco,1988). Introduction is the
stage, when the product is first brought to the market. Sales and revenue are likely to
be low because the market is not familiar with the new product/service. Profitability is
low during this period because of high marketing and development costs. Products
that survive the introduction stage proceed to the next stage characterized by a rapid
growth. The absence of a large number of rivals might allow profit to improve during
the stage of growth. However, the revenue generated by an increase in the sales rate
often is used to support this growth. Next stage is the maturity of product. It is
characterized by an intense competition for market share. During this period, profit
decreases and sales growth begins to slow. The last stage is the decline period during
which profits and sales continue to fall. The product may still be profitable because
many competitors may have already exited the market and the need for marketing
may have been reduced. (The PLC matrix is presented in Figure 2.1) Each stage
involves administrators, planners, community leaders, physicians and other health
care providers. According to the position of the service at the organization PLC and
marketplace PLC, the service is located on the PLC matrix.

As shown on figure 2.1 the location of the product at the organization and
marketplace life cycle generates six alternative management strategies: go for it,
differentiate, necessity, maintenance, harvest and drop. Because the terms
differentiate, harvest and drop are self-explanatory, the discussion is restricted to three
strategies that need further explanation. The go-for-it option is best suited to
organizations that introduce a product to a new market. It consists of obtaining a
strong market recognition, which in health care setting is often related to quality.

Accordingly, this option consists of strict quality control activities, as well as large
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promotional expenditures. The necessity strategy is most appropriate when the
marketplace PLC is matured but the organization’s PLC is in an introductory or
growth stage. This strategy consists of finding out an adequate niche for the product
within a segment or market segment for the product. The maintenance strategy is
most suitable when the organization and the marketplace PLC are both in the mature
stage. If the product/service contributes to the organization’s goals, it should be
maintained but not expanded or dropped, because the costs incurred to expand the
market share are likely to exceed the incremental benefits associated with the

increasing growth.

FIGURE 2.1

Product life cycle matrix

Market place life cycle

Introduction Growth Maturity Decline
Decline X X X Drop
O
«
#ﬂ Maturity X X Maintenance Harvest
wo Growth X Differentiate Necessity Harvest
0]
Introduction Go for it Differentiate Necessity Drop

X = Position can not occur

Source: (Rosco, 1988)

Though the PLC model is useful for identifying some strategic alternatives, the
application of this concept in many cases leads the organizations to costly mistakes.
One of the most significant difficulties of using the PLC model is that a substantial
amount of information is required to locate the product in its life cycle. Also the PLC
approach is based on the assumption that the chief goal of the organization is profit,

which is related to growth. In addition to that, most hospitals maintain a non-profit
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status. Finally, the model does not explicitly recognize barriers to entry and exit that

may be important factors in the health care industry (Rosco,1988).

2.4.2 Boston consulting group matrix

Portfolio analysis popularized by the Boston Consulting Group (BCG), has become a
fundamental tool for strategic analysis. The market position of the health care
organization as a whole or its separate programs, can be examined in terms of its
share of the market and the rate of the market growth. The traditional BCG portfolio
analysis matrix graphically portrays differences among the various services (stars,
cash cows, problem children and dogs) in terms of relative market share and market
growth rate. (The BCG matrix is presented in figure 2.2).

Relative market share is defined as the ratio of a strategic service unit (SSU) to
the market share held by the largest rival organization. The relative market share is
illustrated in the horizontal axis of the matrix. The midpoint of the horizontal axis is
usually set at 0.50, which corresponds to a SSU whose market share is halfthat ofthe
leading provider.

Growth rate is usually measured by the changes in level of gross service
revenues, or by population and service utilization growth (e.g. admissions or inpatient
days). Classification as high, medium or low may be determined through the
comparison with national or regional health care growth figures, the prime rate, return
on alternative investments or the stage in the product life cycle.

The stars are high-growth businesses that compete in established markets
where they are relatively strong compared with the competitors. These services
represent the organization’s best long-run opportunity for growth and profitability.
Often they require heavy investments to sustain their growth. Eventually, their growth
will slow down and, assuming they maintain their relative market share, will become
cash cows. The cash cows are low-growth businesses with a relatively high market
share. These are matured, successful businesses with a relatively little need for
investment. They need to be efficiently managed to continue to generate profit that the
organization can use for investing in them. The problem children are businesses with
low market share that operate in growing markets. This suggests that they have
potential, but may require substantial investments in order to expand their market
share at the expense of more powerful competitors. Management should be highly

concern with the problem children. Which ones should they invest in? Which ones
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should they allow to fail or shrink? The last group in the BCG model is the dogs. The
term "dogs" refers to businesses that have relatively low shares in unattractive, low-
growth markets. Dogs may generate enough cash to break-even, but they are rarely, if
ever, worth investing in. These services should consume fewer and fewer of the
organization’s resources. Because of their weak position, the services in this quadrant
are often liquidated or divested or the organization engages in dramatic

retrenchment(Dunkan, 1998).

FIGURE 2.2

Boston consulting group matrix

Relative Market Share

High Low

Stars Problem children

Product Sales
Growth Rate

Cash cows Dogs

Source: (Rosco. 1988)

The BCG matrix provides a framework for allocating resources among different
organization units and allows the managers to compare many organization units at
once. The model determines the programs and services where the hospital
administrators should invest in, the ones they should drop and the ones they should
“milk” by focusing on their efficient delivery. Service line in the upper left
quadrant of the BCG matrix (see figure 2.2) has high market growth and a relatively
high market share. This service is the most attractive for the institution. It should be
provided with additional resources and encouraged to grow (and become cash cow).
The service in the upper right-hand quadrant over time will move into the stars or

dogs quadrant. It is important to nurture the service in order to assure that they most
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likely move to the stars quadrant. The problem-children services have low growth

rates as well as low relative market share and may be targets for contracting strategies.

However, in health care some “dogs” quadrant services may be considered for

stabilization or even expansion because of community needs. The cash-cow services

have achieved high market share but the growth rate has slowed. This service should

generate excess cash that may be used to develop stars and problem-children services.

There are seven important steps to be followed when applying the BCG model

in a health care organization: These are (Huges,1997):

a)
b)

d)

e)

f)

9)

Specify the products or services for which managers are preparing strategy.
Define the classification criteria. Every organization needs to consider its
vision, describing what the organization wants to become in the long-term, and
to set the criteria accordingly.
Assess market attractiveness. Market attractiveness refers to how attractive the
hospital administrators find the market they are competing in with their
products and services. To apply BCG model it is necessary to select few
attributes of market attractiveness and weight them by their importance.
Finally the weighted attributes are allocated in a rating scale and the total score
is calculated.
Assess relative competitive position. There are two steps to be taken, an
assessment of which particular attributes would provide an organization with a
strong competitive position, and an assessment of the relative strengths of
these attributes concerning the competitors. The attributes chosen must be
weighted, by their importance. Finally the attributes weighted are allocated in
a rating scale and a total score is calculated.
Complete the portfolio grid. Each product is placed on the portfolio grid,
based on its total score with respect to market attractiveness and relative
competitive position.
Consider the current positions of products/services. Each product in the
portfolio grid is classified according to its position as a “Star”, “Milk Cow”,
“Problem Children” or “Dog” (see figure 2.2).
The classification of the products suggests management strategies, which can
be grouped in four possible categories:

Build Share: The organization invests to increase the market share of a

product/service (for example turning a problem children into a star).
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(b) Hold: The organization invests just enough to keep the program/service
in its present position.

(c) Harvest: The company reduces the amount of investment in order to
maximize the short-term cash flows and profits from the program/service.
This may have the effect of turning stars into cash cows.

(d) Divest: The company divests itself of the product/service by selling it
out in order to use the resources elsewhere (e g. investing in a more
promising problem children).

Though the BCG model has been successfully used, they’re several problems
that potentially limit its applicability in the health care sector. The first pitfall of the
model concerns the reliance on market share as the most important influence on
marketing strategy. There are many sociopolitical forces to consider before focusing
at the market share. Second the use of only two dimensions in portfolio analysis is
criticized. There are suggestions for a three-dimensional BCG portfolio model where
profitability is added to the market share and the rate of growth to measure the

performance of the organization (Rosco,1988; Bess, 1990).

2.4.3 Multifactor matrix

The General Electric Company suggests a multifactor matrix that overcomes some of
the limitations of the two-factor BCG portfolio matrix (Zallocco,1984). The
multifactor matrix model consists of nine cells based on rankings of organization
strengths and market attractiveness. (The multifactor matrix is presented in figure
2.3). The model provides a system for evaluating clinical departments, existing
programs, new programs or other strategic business units on the dimensions of
organization strengths and market attractiveness. W.ithin these two general
dimensions, several specific performance criteria are weighted by importance and
each service is rated based on the criteria. Finally, services receiving are assigned to a
nine-cell strategic grid based on the weighted ratings. The grid has three zones, each
suggesting particular strategies for the services within the zone. Services in the most
favorable zone may be designed for cost leadership, those in the moderate zone for
differentiation, and those in the weakest zone for possible focus. The multifactor

model is based on five assumptions, which are:
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a) The attractiveness of a service is a function of the attractiveness the market
where it serves and the strength ofthe hospital in serving that market;

b) The factors that contribute to market attractiveness and organizational
strengths are identifiable and can be assessed, either quantitatively or through
expert judgment;

c) The analysis can be done at various operating levels within a hospital, from
clinical department and service levels to specific program within a clinical
department.

d) Even programs as diverse as obstetrics and plastic surgery, may share
important common features that permit comparisons or evaluations along
common criteria;

e) Operations of the hospital will be more effective with individualized

objectives and strategies for the various departments or services.

FIGURE 2.3
Multifactor matrix

Market attractiveness

High Medium Low

Strong

Average

o4, tal strengths

Black = Cost leadership

Grey = Differentiation
White = Focus
Source: (Ronald L. Zallocco,1984)).
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Taken under consideration these assumptions, multifactor matrix model can be

operationalized by a six-step process (Rosco0,1988):

a) Decide what factors the organization desires or would like to avoid in the
services or programs by which it competes.

b) Attach priorities in the form of weights to each of the factors (criteria)
selected. These weights should directly reflect the importance of each program
with regards to the realization of the objectives and the mission of the
organization.

c) Rate each ofthe projects under consideration by using some numerical scale.

d) Calculate a total weighted score for each proposal under consideration. The
total is the weighted score the proposal has received for both the set of market
attractiveness criteria and for the organization strengths.

e) Locate the projects on the multifactor matrix. This step requires determining
cutoff points for low, medium and high scores for both market attractiveness
and organization strengths.

f) Determine strategy. There are three general strategies that can be applied here
which are: cost leadership, differentiation and focus.

The model appears to be particularly well suited for analyzing a hospital’s
portfolio of clinical departments or programs, as well as for evaluating new program
opportunities. However, there are some difficulties in the application of this portfolio
model. The major limitation of the multifactor matrix is in the possible biasing effect
built in, due to the opportunity to tailor criteria for inclusion. The model user should
be careful not to include variables that will reinforce a predetermined decision. The
problematic questions are how to identify the relevant factors, how to relate these
factors to market attractiveness and organization strengths, and how to weighting the
factors. Despite these difficulties, there are three reasons that multifactor matrix is the
most attractive model for hospital planning. First, it permits the use of several criteria
in the process of evaluation of products. Second, the selected criteria can be tailored
to the unique needs of the organization and its market. Finally, the multifactor matrix
model is useful for both, evaluating new programs, as well as for analysis of already
existing programs. Thus, the model is applicable to be used at many stages in the

strategic planning process.
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The model is useful in the development of general as well as specific hospital

strategies. In addition to aiding in the formulation of general strategies, the model

provides information useful in developing more specific decisions, such as:

a)

b)

d)

Allocation of resources- Services in the strongest positions might have their
resources (budgets, labor, service support) expanded, while resources of those

in lesser positions are frozen or contracted;

Focusing of marketing efforts- With clearly defined strategies, promotional,
pricing, distribution and marketing research efforts can be tailored to the needs
of each service. Areas of growth might be targeted for more intensive general

promotion and candidates for satellite facilities;

New service development- The market attractiveness and hospital position
relative to proposed services can be determined to aid go/not go decisions and
in tailoring new services to meet the needs and competitive conditions of the

market;

Research and capital expenditures- The model can help in identifying areas
that deserve expanded research efforts. It can also help administrators

determine which new technology-related equipment to purchase;

Non traditional expansion plans- Strong services are likely candidates for new
ventures and business expansion, such as backward integration into
distribution and supply and forward integration into such areas as urgent care
centers and home health care. Services in weak positions are less likely for this

kind of expansion.

The hospital administrators should also consider the following when applying this

model of portfolio analysis:

a)

b)

c)

The analysis should be repeated periodically. The attractiveness of markets

and the organization strengths in those markets can change;

By analyzing market and organization trends, the future position of programs

can be forecast and plotted on the grid;

The application of the model to competing hospitals can provide useful
insight. The manager can visualize the attractiveness of markets and the

strength of competing hospitals from the competing manager’s perspective.
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This process could provide a glimpse at the likely strategies that competitors
will employ for various programs in the future and is useful input in the

development ofthe hospital’s own strategies.

2.4.4 The WDG matrix
An alternative approach of the portfolio analysis is the WDG model. In the WDG
portfolio model an asterisk-like equidistant axes graphically represent four ratios. The
supply of hospital services in the community and the consumer demand for these
services are the competitive environment. In addition to this, two groups of
sociopolitical forces, resource leakage and resource assistance are also considered.
Resource leakage refers to services and products rendered without payment. Resource
assistance includes donations and services that are freely contributed to support a
hospital (Godkin,1996).

To apply the WDG model, these environmental elements must be
operationalized. This can be done in the following way:

a) Competitive position as a proxy for supply. The inventory figures and
personnel hours cannot quantify the supply of a hospital services to
consumers. The supply should be rather predicated upon the hospital’s
investment in technology and professional skills. However the hospital
industry has peculiarities regarding competition, supply and demand as well as
the entry threats. Therefore a feasible measure of relative competitive position
is to use return on assets (ROA). This measure appears as ROA on the WDG
model.

b) Case mix as a proxy for resource demand. In this regard, data representing
averaged inflation-adjusted expenses per admission and per patient day should
be available. Expenditures per adjusted discharge are noted with EAD on the
WDG model.

c) Uncompensated care burden as a proxy for resource leakage. The
uncompensated care burden incorporates the net effect of all hospital discounts
and allowances for patient, stated as a ratio to total patient revenues. The
measure of resource leakage is noted with UCB on the WDG model.

d) Societal support as a proxy for resource assistance. The Financial support

consideration (FSC) is often used as a representative measure of societal
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support. The FSC can be calculated as the ratio of all consistently reported
financial assistance plus estimated tax benefits to total revenue. This measure

appears as FSC on the WDG model.

FIGURE 24
WDG model
FSC high
ROA
EAD high
3
4
low
high
8 5
7 6
low
low low

source: (Godkin.L,1996)

The points that represent the position of a hospital service at these polar coordinates
are connected to form a “footprint”. Thus, the WDG model constructs a two-
dimensional footprint from the four-dimensional ratio data. The model’s center point,
where the four axes intersect, denotes one year’s sample means for the four ratios
regarding several hospitals. This center point represents the average hospital in a
sample of hospitals. The placement of the center point within the footprint produces a
common unit of comparison for trend and cluster analyses. The completed WDG
model footprint and the center point of that print offer to strategists a view of the
hospital situation situational divergence from the average found in the industry
environment. The position of the footprint suggests strategic implications for the

organization (the WDG approach model presented in figure 2.4).

The ratios themselves suggest that the worst model position would be the one
located in the lower left quadrant containing WDGs 7 and 8. In comparison to the

average sample hospital (center point), a hospital within that quadrant would likely
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have a very low ROA, very high UCB, average to low FSC and average to high EAD.
That quadrant indicates the increased likelihood of financial distress. On the other
hand, input of favorable ratio values (a high ROA, low UCB, moderate to high FSC
and moderate to low EAD) would result in a footprint located in the upper right
quadrant, which contains WDGs 3 and 4. In this concept, the hospital administrators

can define strategies as a result ofthe view ofthe hospital position in its environment

The WDG model has two major limitations, which make it difficult to be
adopted from hospital administrators. First, it requires several data from the hospital
that is applied as well as from the hospitals that comprise the overall health care
market. The collection of this data may be really complicated because small or
medium size hospitals may not have available organized data to define the required
ratios for the model. Second, the model is not flexible because it is able to evaluate
only the position of a hospital within its environment. As a result, hospital
administrators that they develop a portfolio analysis to evaluate departments or
services provided by a hospital are not able to achieve their purpose adopted the
WDG model.

The great advantage of the WDG approach model is its comprehensive nature
and focus on the external environment. Empirically based and intuitively appealing, it
is suitable for the portfolio analysis in strategic analysis that they are focused at the
position of their organization in its external environment. The model is often
classified as the best of quantitative and graphic general planning models available.
There is, however, room for the model refinement and adoption to particular

circumstances.

2.5 Conclusion
Despite the numerous advantages ofthe portfolio models, mentioned in the previous
sections, the portfolio approach has some important limitations. These limitations can

be summarized as following (Rosco0,1988):

a) Portfolio analysis does not discriminate between projects having different
degrees ofrisk.
b) This portfolio analysis does not systematically consider all of the internal and

external environmental factors shaping corporate strategy.
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c) Portfolio analysis does not determine whether strategic goals are consistent
with financial objectives.

d) Minor changes in defining criteria of the portfolio analysis can result in a
different classification of the project.

The strategic planning of a hospital organization is affected by many factors
that should be considered by the administrators. There are also external and internal
environmental elements that influence the managerial decisions. Therefore, the
application of a portfolio analysis model depends on the goals that the organization
determines and the future strategy, it will follow. Based on these considerations the
multifactor matrix and the WDG model appeared to be most suitable for hospital
strategic planning using portfolio analysis. These models take into account a bigger
number of factors than the other two models and offer a possibility for comprehensive

view at the managerial problems.

As a final note it should be mentioned that portfolio analysis is intended to
assist, not to replace, executive judgments. The portfolio analysis provides
mechanisms that can help administrators to develop systematic procedures for
evaluating the multi-attributed programs and services that their organization provides.
If hospital managers become more familiar with the concept of portfolio analysis, they
can learn to adjust the portfolio planning models and customize them to serve the

specific goals and needs of their institutions.

The weakness of portfolio analysis suggests the need for research in at least
two major areas. First research should be conducted to facilitate modification of
portfolio analysis to remove the deficiencies. Second, research is needed to establish

norms (likely to differ by type of hospital) for project criteria.

39



Chapter 3. An application of portfolio analysis

3.1 Introduction

To examine the process of portfolio analysis, a multifactor matrix model was applied
to develop management strategies for the University Hospital Maastricht (AZM). This
model was chosen for the portfolio analysis in the AZM for three major reasons. First,
the multifactor matrix model allows us to use several criteria for the evaluation of the
services of AZM. This means that contrary to other portfolio analysis, various factors
of market attractiveness and hospital strengths such as socio-environmental, financial
and organizational skills factors can be included in the portfolio matrix. Therefore, the
multifactor matrix model considers a broad view of the factors that can influence the
managerial decisions. As a result, a comprehensive view of the managerial problems
can be generated. Second, the model offers flexibility with regards to the data required
for its application. This advantage makes the collection of the data for the
development of a portfolio easier. The third reason for selecting the multifactor matrix
model is its ability to fit the unique needs of a hospital. The model can be tailored to
the unique problems and characteristics of a hospital to determine feasible future
management strategies. As a result of these advantages the multifactor matrix appears
to be most suitable for the application of portfolio analysis in a health care

organization, such as the AZM.

This chapter first presents a short overview of the hospital setting. The
questions that should be answered and the data that should be collected to apply the
multifactor portfolio model are then presented. The methods used to collect those data
are also described. The chapter concludes by an outline of the multifactor matrix that

should be developed.

3.2 The University Hospital Maastricht (AZM)

The AZM is associated with the Maastricht University and maintains close relations
with the Faculty of Medicine and the Faculty of Health Sciences. As a university
hospital, it plays a role in patient care, education and research, all of which are closely

interrelated.

The AZM is active in virtually all medical specialties and sub-specialties, and

provides a complete package of ordinary hospital care to patients in Maastricht and
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the region. In addition to standard patient care, top referral care also forms an
important part of the services provided by the AZM. The provision oftop referral care
is also accompanied by specialized diagnostics and treatments. In addition to this, the
AZM provides advanced clinical care, which requires well-organized interrelated
activities, high quality and generally very expensive facilities. Therefore, the
population coverage of the AZM extends further than the Maastricht region.

The provision of top referral care and advanced clinical care further requires a
close cooperation with the fundamental research at the Faculty of Medicine and an
experimental clinical research within the AZM. Some research institutes that the
AZM is involved are: Cardiovascular Research Institute Maastricht, Nutrition and
Toxicology Research Institute Maastricht, Research Institute for Growth and
Development of Cells, Maastricht Brain and Behavior Institute, Maastricht Health
Research Institute for Prevention and Care and Institute Experimental
Psychopathology.

In addition to care provision and research, the AZM plays an important role in
the educating and training of both medical and health sciences students in the
University of Maastricht. During their training, students work as interns under the
guidance of the medical specialists to acquire clinical experience or under the
guidance of hospital managers to gain experience in hospital planning and control.
This transfer of knowledge is carried out through training programs and courses as
well as on an individual basis (AZM,2001).

The main parts of the management structure of AZM included the
management board and the management departments of the treatment and cure units
(TCU’s). The management board presents an outline of the vision, hospital profile and
the AZM’s objectives for every year. The medical departments’ activity plans are the
basis of the TCU’s annual budget plans. The department head is responsible for
drawing up the department’s medical activity plan and also coordinates the plan with
the associated nursing department. The TCU management supplements the activity
plans of the medical and nursing departments with a policy on the functional
laboratories within the TCU and on business management. The various plans are then
harmonized at TCU level. This is curried out, along with the organizational and
financial interpretation, in a single budget, which conforms to the main outlines, as
well as the financial and organizational framework set out by the management board.

The organization chart of AZM is presented on chart 3.1.
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The funding for the patient care that AZM provides is generated by the
insurance companies in accordance with the government legation, as well as by the
Ministry of Education, Culture and Science in a form of a supplementary government
grant. The insurance contributions cover the costs of care while the government grant
is intended to cover the cost of the infrastructure, staff and equipment needed to
maintain the functioning of the hospital. Some of the arrangements for funding
between AZM and insurance companies are made according to a new health care
financing system, which makes use of so called Diagnosis Treatment Combinations
(DBCs). Each DBC specifies all medical activities required from the moment the
patient first consults the doctor to the final check-up. A DBC includes both outpatient
and inpatient activities. For each DBC, there is a locally agreed charge comprising the
hospital costs and the fee of the medical specialist. The introduction of the DBC
system is still not complete. For the 2003 budget, the insurance companies and the
hospital have already made agreements regarding 17 specific operations and
interventions, which have resulted in approximately 100 DBCs (AZM,2002).

At present, the AZM has 715 beds including day care beds. There are 22
operating theaters, of which seven are used for day surgery. Around 22.000 patients
are admitted to the hospital every year. The average stay is 9 days. The outpatient
departments deal with an average of 345.000 patients annually. The annual budget is
approximately 250 million euros of which 15% comes from the Ministry of
Education, Culture and Science and the rest 85% comes from the public and the
private insurance funds. With over 4.000 employees, the AZM appears to be the
largest employer in the Maastricht region and one of the biggest hospitals in the

Netherlands(Carpay, 1998).
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Chart 3.1 Organization chart of AZM

{Staff Assembly!
[Directorship Patient Care|

[Directorship Clinical Edtication and Training)

[Clinical Epidemiology and MTA|

[Biomedical Technology!

BZe (health care unit) Medical department

BZel Anesthesiology

BZe 11 Dental surgery
Otorhinolaryngology
Ophthalmology
Pediatrics

Obstetric/ gynecology

BZe 1M Cardiology
Pulmonology
Cardiopulmonary surgery

BZe IV Surgery
Orthopedics
Plastic surger>;
Urology
Dermatology

BZeV Internal medicine
Neurology
Neurosurgery
Clinical neurophysiology
Rehabilitation

BZe VI Psychiatry
Medical psychology

BZe VII Transmutable pharmacy/ care
Diagnostic center
Social work

Palliative care
General practitioners
Scientific investigation

(BZe in English is TCU, which means treatment and cure unit)

[Employees Counciil
[Director social control]

[Directorship Finance & Information Technology!

(AZM,2002)
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3.3 Operationalization ofthe portfolio model

To apply a multifactor portfolio model, it is first necessary to operationalize this
model. The process of operationalization includes the selection of services to be
analyzed, selection of criteria to evaluate the services, and identification of rating and
weighting procedures. Before starting the operationalization of the multifactor model
in AZM, it was considered necessary to construct a timetable with the time frames of
each step. Based on this, a logical schedule was followed in order to apply the
multifactor model in AZM within the predetermined time. The timetable that was
used is presented in Appendix A. The steps for the operationalization of the

multifactor model are discussed bellow.

3.3.1 Selection of services

The first step in the construction of a multifactor matrix, is to define the hospital
services that will be involved in the portfolio analysis and for which a management
strategy should be developed. The services can be provided by different hospital
departments or can be services of a single hospital department. Alternatively, they
may be activities of a specific service that a single department provides. Furthermore,
the portfolio analysis can be concerned with both, services that the hospital already
provides and services, which the hospital expects to provide in future. This flexibility
of the portfolio analysis offers an opportunity to define management strategies for
various types of hospital services and to prepare a complete plan for strategic
development. The study reported here, was focused on the services currently provided
by one ofthe hospital departments-BZe IV, namely the orthopedic services.

To select the services, two important limitations of the portfolio analysis were
considered. The first limitation considered was related to data required for the
application of the portfolio model. Apparently, services for which the data are
insufficient or unavailable can not be evaluated in a portfolio analysis. The second
limitation concerned the co-operation of the hospital personnel involved in service
provision (e g. physicians, nurses, technicians). If the medical personnel lack interest
in the portfolio process, its application can become complicated. Even if the personnel
show interest, the limited time that hospital employees are able to dedicate to the
portfolio analysis, and the shortage or absence of certain specialists can threaten the

quality of the portfolio data.
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Thus, the selection of services for portfolio analysis in the AZM was made
under the consideration of these limitations. First, it was determined for which
existing services there were readily available data and it was easy to collect new data.
Second, the co-operation of the medical personnel was requested. As a result, the
activities of orthopedic service of BZe IV were selected as the products of AZM to be
evaluated in the portfolio analysis. In addition to this considering the priorities of the
department, knee surgery, hip surgery and arthroscopy appeared to be the most

suitable activities for the application of the multifactor matrix model to AZM.

3.3.2 Selection of criteria for evaluation
The second step in the operationalization of the multifactor matrix model is to select a
set of criteria for the evaluation of the hospital services. The aim of this step is to
define indicators of market attractiveness and hospital strengths necessary for the
portfolio analysis. Regarding the market attractiveness, the organization should
consider factors that it would find desirable (or would like to avoid) in the service
market. There are five major categories of criteria for market attractiveness that can
be considered. These are:

a) market characteristics;

b) competitive intensity;

c) financial factors;

d) technology;

e) socio-environmental factors.
Each of these categories includes multiple criteria that indicate the market
attractiveness of a hospital services. Regarding the criteria of hospital strengths, the
organization should consider factors associated with successful (or unsuccessful)
service provision. Six major categories of criteria for hospital strength can be
identified:

a) program quality;

b) centrality to mission;

c) market effectiveness;

d) differentiation;

e) organizational skills;

f) financial factors.
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These categories include multiple criteria that indicate whether the hospital show
strengths in proving the services.

In principle, it is not necessary to select all criteria for market attractiveness
and hospital strengths. The aim is to isolate those criteria, which would make
complete profile of the market attractiveness and hospital strengths. The list of the
evaluation criteria can be adjusted according to the objectives of the portfolio
analysis. A list of possible criteria for market attractiveness and hospital strength is
presented on figure 3.1.

Because the establishment of evaluative criteria reflects the importance of
each characteristic in realizing the objectives and mission of the hospital, top
managers and financial stuff should be directly involved in the selection process.
Moreover, the availability of data for each criterion should be considered. Certainly,
criteria that require already available data are preferred than those for which data
collection is difficult or impossible. Therefore, a plan of data required for the
evaluation of each criterion can help the selection process. During the construction of
this plan, it should be determined the method for evaluation of each criterion and the
data that are required for the application of this method. Based on this plan and with
the assistance of the hospital management stuff, the most suitable criteria for
evaluation can be selected. Such criteria would meet the specific needs of each
individual institution, i.e. the hospital, and should serve the development of
appropriate management strategies.

Based on the considerations for selecting criteria described above, an
evaluation of criteria for the application of the multifactor matrix in the AZM was
determined. The criteria included the following indicators of market attractiveness:
growth rate, profit, size of the market and reimbursement policy. For hospital strength
the following criteria were selected: capacity utilization, efficiency, availability of
professional staff and relative product quality. After a discussion with hospital
management, these criteria appeared to be the most suitable for the hospital needs and

data availability in the AZM
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FIGURE 31
Qriteria list

Market Attractiveness

Size of industry (the number of clients who

need the service)

Vulnerability (the historical volatility of the prices

of inputs used in production of sendee)

Capital intensity (the magnitude of new capital
expenditures required to enter the industry)

Availability of personnel (the number of specially

trained personnel required to provide the sendee)

Prestige (how the sendee affects the image of the

hospital with relevant constituents i.e. physicians,

patients, governing board, staff)

Congruence with corporate mission (the extent to which
the sendee adds to or detracts from the accomplishment

of department goals)

Governmental regulations (the restrictiveness of and

the cost of compliance with government regulations)

Price sensitivity (the likely impact of price changes

to demand)

Technical problems (the complexity of the equipment

or procedures required to provide the sendee)

Potential for lawsuits (the riskiness ofthe sendee for
generation of lawsuits)

Reimbursement policy (the depth and the extent of
insurance coverage for the sendee as well as implications

of the payment policies of the third parties)

Life span of technology (the maturity of the

technological equipment)

Economies of scale (the concept that the average unit

cost of a sendee can be reduced by increasing the output rate)
Legal (statutes and regulations that would prohibit or

limit the provision ofthe service, 0 or 1)

Social (how controversial the project is to the organization’s
important interest groups, 0 or 1)

Environmental policy (the conformity of the project with
various environmental standards, as well as the impact on the
organization’s neighborhood and/or sendee area, O or 1)
Growth rate (the average of the percentage changes in the volume
of sendees provided during the past three years)

Profit (the excess of revenues over expenses)

Hospital Strengths

Market share (the ability of the

capture a significant market share in die
industry segment under consideration)
Professional staff (the availability and
relative quality of professional staff e.g.
nurses, technicians, necessary for operation
ofthe service)

Physician staff (the availability and relative
quality of managerial staff necessary for
operation of the sendee)

Managerial staff (the availability and
relative quality of managerial staff necessary
for operation of the service)

Accessibility to the market (the degree to
which various market segments relevant
to the sendee are geographically, socially
and financially accessible to the hospital)
Ability to acquire funding (the availability
of funding for the sendee front both
internal and external sources)

Strength of competitors (the relative
strength of competitors in the

hospital’s market area)

Easy of entry (barriers to market entry by
the hospital, including potential legal,
financial and political roadblocks)
Location of facilities (the relative location
of facilities available to the sendee)
Newness of facilities (the relative age of
facilities available to the service)

Relative product quality (the overall
quality of current senices delivered by

the hospital’s ability to compete for
patients, physicians, professional and
managerial staffand other

hospital resources)

Capacity Utilization (the degree to which
equipment, space or labour is used when
providing a sendee)

Efficiency (the inputs necessary to deliver

a sendee compared to a standard input

quantity)
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3.3.3 Defining the weighting and rating procedures
The third step in the portfolio analysis requires defining the procedure to weight the
criteria and to rate the services that have been selected in the previous steps.

The aim of the weighting procedure is to determine the relative importance of
each criterion. Not all criteria that comprise market attractiveness and hospital
strength are equally important to all employees. Their importance is expected to vary
also among hospitals, but we limited ourselves to the employees ofthe AZM.

The literature suggests several weighting methods of criteria. In the portfolio
analysis one straightforward approach is to weight the criteria according to their
importance to the respondents on a scale from I(very unimportant) to 5 (very
important). It was considered that the major pitfall of this weighting process could be
that the hospital personnel could mark all criteria as “very important”. There were two
major reasons for this expectation. First, to fill the questionnaire as quickly as possible
and second because they would not be asked to trade off between the evaluation
criteria. To avoid these biases, we applied a different weighting procedure. We asked
the respondents to distribute 100 points among the evaluation criteria in accordance to
the importance they attached to these criteria. Based on this weighting procedure, the
importance in each set of criteria (market attractiveness or hospital strengths) would
sum up to 100 with the most important criterion in each set receiving the highest
weight and the least important receiving the lowest importance weight.

After determining the relative importance of the criteria, the next step in the
portfolio analysis is to rate each service selected for the portfolio analysis according to
their importance to the hospital. A scale ranging from very unattractive to highly
attractive was used, similar to previous portfolio analysis reported in the literature.
However, in contrast to other study where the rating scale was represented by
numbers from 1to 5, our rating scale ranged from -3 (extremely low importance) to 3
(extremely high importance). The reason for selecting this rating scale was the
following. On one hand, it was expected that the rating of the services would be more
interesting for the respondents and on the other hand it was expected that the

respondents would be more concentrated when filling the questionnaire.
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3.3.4 Estimation ofthe values ofthe criteria

At this step of portfolio analysis, the values of the criteria that have been selected for
the portfolio analysis should be estimated. For this purpose we first define the
formulas for the calculation of each criterion as well as the data required to calculate
the values of each criterion. It was considered that for some of the criteria, alternative
calculation procedures were possible. The estimation of the values of each criteria set

(market attractiveness or hospital strengths) is described below.

Criteria for market attractiveness

. Growth rate is the average percentage changes in the volume of services
provided during the past three years, as percentages. To evaluate the growth rate of a
service, three alternatives were considered. These were a) the annual visits during the
past three years, b) the annual patient days during the past three years, or c) the annual
admissions during the past three years for each ofthe services evaluated.

For example:

pi =admissions in 2001, p2 - admissions in 2002, p3 = admissions in 2003
The growth rate is given by the following formula:

(62100 (B21p2) 100

6rowth rate =

. Profit is the excess of revenues over expenses. For the calculation of the value
of this criterion alternative options were considered.

The first option involved the net income per unit given by the following
formula:

Net income per unit= Pu- (TICu +TDCu)

The data required for the evaluation of this formula are: the price per unit (Pu), the
total indirect costs per unit (TICu) and the total direct costs per unit. The Pu can be
estimated as a sum of the amount per unit paid by the insurer, amount per unit paid by
the patient and amounts per unit paid by other parties. The methods for the evaluation

of TICu are presented in Appendix B. The data required for the calculation of TDCu
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included: a) the cost of labor per unit, b) the cost of materials per unit and c) other

direct costs per unit.

The second option for the evaluation of the profit involved the contribution

margin per unit, which is given by the formula:

Contribution margin per unit =Pu - TVCu

The data required for the evaluation of the contribution margin per unit are: a) the Pu
calculated the same way as described above and b) the total variable cost per unit

(TVCu) which included cost that vary with the quantity of services delivered.

. Size of the market is the percentage of the delivered treatments of AZM
compared to the overall treatments delivered in the region. To calculate the size of the
market in the AZM, the annual number of patients in the region of Limburg per

service in 2003, was considered.

. Reimbursementpolicy refers to the extend of the insurances coverage for a given
hospital service. The data required to calculate the value of this criterion was already
estimated for the price per unit for the profit criterion. The value of the reimbursement

policy was the percentage ofthe price per unit covered by the insurance companies.

Criteria for hospital strengths

. Capacity utilization is the degree to which equipment, space or labour is used

when providing a service. The formula to measure the capacity utilization is:

Average output
Maximum capacity

N .
Capacity utilization = xI00

The maximum capacity was selected to refer to the effective capacity, i.e. the
highest level of output the hospital can reasonably sustain by using realistic employee
work schedules and the equipment currently in place. There were three alternative

data sets required to calculate this formula. These included: a) the average units
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delivered per day/week/month and the maximum units delivered per day/week/month;
b) the average operation hours per day/week/month and the maximum operation hours
per day/week/month; c) the average labor hours per day/week/month and the

maximum labor hours per day/week/month.

. Efficiency is determined by a comparison between the inputs necessary to
deliver a service compared to a standard input quantity. The efficiency was measured

by the efficiency variance calculated using the following formula:

Inputs that inputs standard
Efficiency variance= should have - actual X unit
been used used price
standard allowed actual standard
materials or labor hours : materials or X unit price
_Jor good output labor hours _ofinputs

The three alternative data sets required to evaluate the efficiency of each
service were: a) average operation hours per unit, standard operation hours per unit
and standard unit cost of using the operating room; b) average labor hours per unit,
standard labor hours per unit and standard unit cost of labor; or c) average machine
hours per unit, standard machine hours per unit and standard unit cost of using a

machine.

. Availability of professional staff is the number of physicians, nurses or
technicians trained to provide a service. The data required to evaluate the value of this
criterion is the number of the personnel in each of these stuff categories that

specialized in providing each ofthe services evaluated in the portfolio analysis.

Relative product quality is the overall quality of a service delivered by the hospital
and how this pattern contributes to the hospital’s ability to compete in its market. To
measure this criterion, the percentage of the effectively cured patients per service was
determined. Thus, for the calculation ofthe value of this criterion, the total number of

patients per service and the number of the successful treatments was required.
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3.4 Collection of data

After the portfolio is operationalized, it is necessary to collect the data required. The
data collection procedure consists of three stages: collection of data about the values
of the criteria, preparation of questionnaire and collection of data regarding the

weighting/rating of the criteria and the services.

3.4.1 Collection of data regarding the values ofthe criteria

To collect the data for the values of the criteria, meetings with the financial controllers
of the AZM were arranged. During these meetings the availability of the data was
discussed. As it was mentioned above alternatives for data required were considered.
Every hospital has its own data basis organized depending on the needs and the
external and internal environment where it provides the health care services. It
appeared that some data required were not available. Therefore, one of the alternative
options was considered.

In principle, the financial controllers of a hospital have very strict and heavy
schedule within a working day. Therefore, to collect the data for the evaluation of the
criteria was decided to prepare a questionnaire in a form of table with the data
required to apply the multifactor model in the AZM. The table is presented in
Appendix C1

3.4.2 Preparation of the questionnaire regarding the rating procedures
To collect the data regarding the weighting of the criteria and rating of the hospital
services a questionnaire was developed. The questionnaire was written in English,
since the researcher and the hospital personnel involved in the portfolio analysis had
good communication skills in English.

The questionnaire consisted of nine entries, categorized into three broad

categories:

e Part 1 contained two questions concerned with the weighting of the criteria.
The first question is related to the criteria of market attractiveness and the
second one to the criteria of hospital strengths.

» Part 2 consisted of three questions about the rating of the hospital services

(one question per service).
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e Part 3 included four questions regarding the socio-demographic characteristics
ofthe respondent.

The questionnaire used for the application of the portfolio model in the AZM is
presented in Appendix C2.

Two difficulties were faced during the preparation of the questionnaire. First,
the respondents were hospital employees with different occupation background. The
information about market attractiveness and hospital strength was not equally
meaningful to them. Therefore, the criteria were described in the questionnaire to
assure the comparability of the responses. Short definitions of the questionnaire
terminology used, were presented in Part 1 of the questionnaire. Moreover, the
definitions were discussed with the medical personnel prior to the survey to adjust
their wording. The second difficulty was to modify the questions in order to avoid
biases. Therefore, the wording of the questions was discussed with experts and

potential respondents.

A very important aspect that was taken into consideration during the
preparation of questionnaire was the limited time that the hospital personnel could
spend to fill in the questionnaire. Therefore, the questionnaire was made as short as
possible. The pretests of the questionnaire showed an average time of ten minutes
necessary to answer all the questions.

For the distribution of the questionnaire a web page was constructed in which
the respondents had the ability to submit their answers. A database was organized in
order to collect and present automatically the submitted answers. The link for this web
page was sent to the respondents via e-mail. The e-mail included also the aim of the
questionnaire, a short introduction of portfolio analysis and instructions in order to fill
out the questionnaire. Using this electronic method for the distribution of the
questionnaire, the disturbance of the respondents during their working time was

avoided.

3.4.3 Selection ofthe sample involved in the weighting and rating procedures

As mentioned above, the questionnaire was sent to employees of the AZM via e-mail.
The e-mail addresses of the respondents were selected from the intranet of AZM
where some data of the employees were available. The answers of the respondents
were collected in a database immediately after their submission The occupation

categories that were involved in the survey were orthopedists, physicians, nurses,
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managers and financial controllers. Totally 25 questionnaires were sent. The

Response rate was 56 %.

3.5 Conclusion

In this chapter, the steps necessary to operationalize the multifactor matrix model for
the AZM were discussed as well as the collection of the data required to develop the
multifactor matrix. This phase appeared to be most crucial for the adequate
application of the portfolio analysis. The steps described in this chapter, involved
various choices. An attempt was made to avoid biases and pitfalls. However, the
purpose was to prepare the development of a feasible multifactor matrix usefully to

define future strategies in the AZM.
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Chapter 4 Data analysis results

4.1 Introduction

After the data necessary for the construction of the multifactor matrix are collected,
the next step in the portfolio analysis is to analyze the data and consequently to
develop the matrix. In this chapter, the values of the criteria are calculated and the
results of the questionnaire that had been distributed among the employees of AZM
are analyzed. Finally, the location of the services on the multifactor matrix is

illustrated.

4.2 Estimation ofthe values ofthe criteria related to market attractiveness

The data regarding the estimation of the values of the criteria are collected by
interviews with the financial controllers as well as with medical and managerial staff
of the AZM. At this step, it is presented the analysis of the results and the calculation
of the values of the criteria and their results. The definitions of the criteria have been
given already in Chapter 3. The process of the calculation of each criterion is

presented bellow:

. Service growth rate. To calculate this criterion, the annual admissions during
2001, 2002 and 2003 for each service are considered. The calculations of the service
growth rate in case of knee surgery, hip surgery and arthroscopy are presented

analytical below:

Table 4.1: Annual admissions ofthe services during last three years

Knee surgery Hip Surgery Arthroscopy
pl 178 355 548
p2 151 337 552
p3 146 349 550

Service growth rate (PA)
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Knee surgery:

pA> 2 /,1)+(p3/P2)x Q0=¢51/178M 146 /15l) %
2 2

Hip surgery:

pA _ (PHRPRYH(P\f) _"37/355)"/337) , %
2 2

Arthroscopy:

PAaU»2//>D)+(~1") (S52/548)+ (i50/5«)
2 2

The results above show that the arthroscopy has the highest growth rate.
Consequently, according to this criterion arthroscopy is the most attractive for the
AZM. This service has 100% growth rate, which means that the same number of
admissions remains relatively constant. In addition, the other two services have
growth rate lower than 100%, which suggests that the admission of patients for these
services is decreasing. Yet, the hip surgery has the second higher growth rate, which
IS 99,2%. The knee surgery is third with 90,7%. The knee surgery, according to its
growth rate during the period considered in this survey, has approximately 10% less
patients every year. Therefore, this service has the lowest market attractiveness for the

AZM with regards to the growth rate.

. Profit. To estimate the profit of each service, as a criterion of market
attractiveness, the indicator contribution margin per unit is calculated. The data are
presented in table 4.2. The procedure for calculation of the contribution margin per

unit of each service is presented below:

Table 4.2 9ata concerning the contribution margin per unit

Knee surgery Hip surgery Arthroscopy
Total Materials €6.332 €5.554 €280,92
variable
direct
costs Labour €1.077 €973 €442,06
Price €9.090 €7.570 €1.000

(assumption)
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Contribution margin = n
Price per delivered unit = Pu
Total variable/direct cost = TVDC

Knee surgery:
n =Pu-TVDC =9.090-7.409= €1.681

Hip surgery:
TI=Pu-TVDC =7.570- 6.527 = €£€1.043

Arthroscopy:
n =Pu- TVDC =1.000 - 722,98 = €277,02

The knee surgery appears to be the service with the highest contribution
margin, €1.681. This fact implies that the knee surgery is the service with the highest
market attractiveness according to the criterion profit. The more generated profit, the
higher is the market attractiveness. The next higher contribution margin is €1.043 and

the last one is the arthroscopy with € 277,02.

. Size of market. Based on the data presented in table 4.3 the calculation of the

value ofthis criterion for the three evaluated services is given as follows:

Table 4.3: Annual patients in 2003 in the region of Limburg

Knee surgery Hip Surgery Arthroscopy
Annual in the AZM 146 349 550
Annual in the
384 413 1.172
hospital of Heerlen
Annual in the
700 700 1.000

hospital of Sittard
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Size of market = M
Annual patients in 2003 in the region = %
Annual patients in 2003 in AZM =v

Knee surgery:

v 146
M =—x100 = ---—-—-- x100 = 11,87%
n 230

Hip surgery:

M = Y% 100 = 2% x 100 = 23.87%
n 462

Arthroscopy:

M =—x100=-" -x 100 = 19,49%
n 2.822

The results of the market size criterion show that the hip surgery (23,87%) has
the highest percentage among the three evaluated services. This means that the AZM
has captured a big part of the market for hip surgery. Thus, with respect to the market
size, this service is considered as the one with the highest market attractiveness than

the knee surgery (11,87%) and arthroscopy (19,49%).

. Reimbursement policy. The criterion reimbursement policy was defined as
the percentage of the price per unit covered by the insurance companies. The higher
the percentage covered by the insurance, the more attractive is the service. The
services evaluated are included in the hospital’s DBCs and their price is fully covered
by the insurance companies. As a result, the values of the reimbursement policy of the
three evaluated services were 100%. This fact has two important implications. From
one point of view, the patients are not paying for the service provided, which suggests
that the demand is not restricted for monetary reasons. From another point of view,
the higher the service coverage by the insurers, the lower is the risk of loosing

revenue, due to inability of the patients to pay.
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4.3 Estimation ofthe values ofthe criteria related to hospital strengths

. Capacity utilization. To calculate the value of this criterion during the

application of the multifactor portfolio model in AZM, the operation hours per an

operating day are considered.

The data for the calculation of the capacity utilization of the three services are given

in table 4.5.

Table 4.5: Actual and standard operation hours per day

Knee surgery

Average operation

7,20
hours per day
Maximum
operations hours 8
per day

Capacity utilization = C
Average operation hours per day = k
Maximum operation hours per day = A

Knee surgery:

= —xI100 =— xI100 =90%
A 8

Hip surgery:

C=—xI0O0=— xI00=90%
A 8

Arthroscopy:

=—xI100=-x100=%
A 5

Hip surgery Arthroscopy
7,20 3,06
8 5

The knee and hip surgery have equal capacity utilization, which is 90%. This

means that the output rate ofthese two services can be increased by 10%. The output

ofthe arthroscopy is 61,20 %.
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. Efficiency. As an indicator of the efficiency were considered the efficiency
variance. The data is presented in table 4.5. The calculations of the values concerning

this criterion are as follows:

Table 4.5: Actual and standard hours per unit

Knee surgery Hip surgery Arthroscopy
Average operation
2,70 2,40 0,45
hours per unit
Standard operation
3 2,50 1
hours per unit
Standard unit cost
ofusing an €1.058 €1.058 €301

operating room

Efficiency variance = E

Average operation hours per unit = @

Standard operation hours per unit = yj

Standard unit cost of using an operation room = k

Knee surgery:
E={y/—y>)xk = (3- 2,7)x1.058 - 0,3x1.058 - €317,40

Hip surgery:
E=(y/-9>)xK =(2,5- 2,4)x 80 =0,1x1.058 = €105,80

Arthroscopy:
E- (y/-<p)xk = (1- 0,45)x301- 0,55x301- €165,55

According to the efficiency criterion, the service that has the lowest efficiency
variance presents the highest hospital strength. The hip surgery that has efficiency
variance of €105,80 presents the highest hospital strength. The knee surgery has
efficiency variance of€317,40 and as a result presents a lower hospital strengths than

the hip surgery and the arthroscopy (€165,55).
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. Availability of professional staff is considered to be the number of available
physicians trained to provide a given service. The data used to calculate this criterion

are given in table 4.7.

Table 4.7 Physicians available to provide a given service
Knee surgery Hip Surgery Arthroscopy
Number of

physicians

The results shows that the availability of physicians trained to provide the
knee and hip surgery are equal. This means that these two services have higher
hospital strengths than the arthroscopy, for which only 3 trained physicians are

available.

. Relative product quality. To measure the relative product quality the
percentage of the effectively cured patients per service are considered. The data for
the calculation of the values of this criterion according the three services are presented

in table 4.8. The calculation procedure is as follows:

Table 4.8: Quality of annual delivered treatments

Knee surgery Hip surgery Arthroscopy
Annual delivered
146 349 550
treatments
Annual successful
144 338 547

treatments

Relative product quality = £
Annual delivered treatments in 2003 =0
Annual succesful delivered treatments in 2003 = e

Knee surgery:

s 144
= > x100 = --—-—-x 100 = 98,63%
3 146
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Hip surgery:

s 338
§=-X 100 = - X100 = 96,85 %
9 349

Arthroscopy:

£ =% 100 =227 100 = 99,45%
9 550

Thus, the service with the highest relative product quality determines the
highest hospital strengths as well. The arthroscopy has relative product quality of
99,45% and it is therefore, the service with the highest hospital strengths. The second
service in this rank-order is the knee surgery with quality rate of 98,63% and finally

the hip surgery with 96,85% quality rate.

The values ofthe criteria for all three services are summarized in Table 4.9.

Table 4.9: Values ofthe criteria

Knee surgery Hip surgery Arthroscopy
Growth rate 90,76% 99,25% 100%
Profit €1.681 €1.043 €277,02
Size of market 11,87% 23,87% 19,49%
Reimbursement
100% 100% 100%
policy
Capacity utilization 90% 90% 61,20%
Efficiency €317,40 €105,80 €165,55
Availability of
5 5 3

professional staff
Relative product

98,63% 96,85% 99,45%

quality
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4.4 Results of the weighting and rating procedure

The data collected by the questionnaire distributed among the hospital employees, are
used to weight the criteria and to rate the evaluated services. The first 8 entries of the
questionnaire are related to the weighting procedure and the following 3 entries are
related to the rating of the criteria. The rating scale at the questionnaire was
determined from -3 to 3. This scale was transformed in order to avoid negative
numbers at the results of the rating procedure and consequently to the multifactor
matrix in a scale from 0-6. To analyze the answers of the questionnaire the mean, the
standard deviation and the median of each entry are calculated. The results of the

weighting and rating procedures are presented below in tables 4.10 and 4.11.

Table 4.10: The results ofthe weighting procedure

Criteria
Market attractiveness Hospital strengths
& k) c > E‘ =
e — > O — -
E . sy 28 §% g2 2 5£58
- T £58 S £ S ._ 23 %
O & a » £ x € O 5 L < o o x o
Mean 25,571 25,429 25,071 24,643 26,115 25,462 22,654 28,077
Std.
12,005 10,218 10,418 18,838 16,571 9,638 10,570 11,249
Dev.
Median 25 26,5 25 22,5 22 26 25 26,5
Missing
0 0 0 0 1 1 1 1
(n)

Table 4.2: The results ofthe rating procedure

Services
Knee surgery Hip surgery Arthroscopy
Mean 2,615 2,692 2,231
Std. Dev. 1,758 1,843 1,166
Median 3 3 3
Missing (n) 1 1 1
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The next step is to calculate the total weights of the weighting and rating

procedures. This is done by multiplying the mean of the criteria by the mean of the

services. During this procedure, the weight of the criteria and the service ratings are

related. For example, to define the total weight of the growth rate of the knee surgery

(66,879), the mean of the growth rate (25,571) is multiplied by the mean of the knee

surgery (2,615) (see table 4.11). The complete results are presented in table 4.12.

Table 4.12: The total weights of the weighting and rating procedures

Criteria

Growth rate

Profit

Size of market

Reimbursement

policy

Capacity utilization

Efficiency

Availability of
professional staff
Relative product

quality

Knee surgery

66,879

66,505

65,571

64,451

68,302

66,592

59,249

73,432

Services

Hip surgery

68,846

68,462

67,500

66,346

70,311

68,550

60,991

75,592

Arthroscopy

57,044

56,725

55,929

54,973

58,257

56,799

50,536

62,633
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4.5 Calculation ofthe total scores

The last calculation step is to relate the results from the calculation of the values of

the criteria with the total weights of the weighting and rating procedures. In order to

achieve this relation of the two evaluations, the values of the criteria and their total

weights are multiplied. For example the value of the growth rate ofthe knee surgery is

90,76% and its total weight is 66,879 (see table 4.12). The market attractiveness ofthe

knee service with regards to its growth rate is: 90,76% * 66,879=60,700

Next, the criteria concerning the market attractiveness of each service are

summed up in order to determine a total score. The same is done with regards to the

hospital strengths to determine a total score of hospital strengths of each service. The

total scores are also presented in table 4.13.

Table 4.13: The total scores of market attractiveness and hospital strengths

Growth rate
Profit
Size of market
Reimbursement policy
MARKET
ATTRACTIVENESS

Capacity utilization
Efficiency
Availability of
professional staff
Relative product
quality
HOSPITAL
STRENGTHS

Knee surgery

60,700
111.795,736
7,783
64,451

111.928,670

61,472

21.136,211

296,243

72,426

21.566,351

Hip surgery

68,327

71.405,385

16,113
66,346

71.556,170

63,280

7.252,621

304,956

73,209

7.694,066

Arthroscopy

57,149
15.714,036
10,900
54,973

15.771,184

35,654
9.403,044

151,607

62,292

9.652,596
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4.6 The multifactor matrix

The results of the final calculation procedure are used to prepare the multifactor
portfolio matrix. The matrix consists of nine cells. The horizontal axis illustrates the
market attractiveness and the vertical axis presents the hospital strengths of the
services. Each axis has two cut-off-points that determine the levels of the hospital
strengths (weak, average, strong) and the market attractiveness (low, medium, high).
The matrix developed in this survey is presented in figure 4.1. The size of the circle
represents the potential revenue generated by each service. The revenue size is
calculated by multiplying the annual admissions in 2003 (see table 4.1) with the price
per unit delivered (see table 4.2). The calculations of the revenues are presented

below:

Rnee surgery:

Annual revenue = p3x Pu = 146x9.090 =€1.327.140

Hip surgery:
Annual revenue = /?3xPu = 349x7.570 =€2.641.930

Arthroscopy:
Annual revenue = p3 x Pu = 550x 1.000 =€550.000
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Figure 4.1: Multifactor portfolio matrix
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4.7 Interpretation ofthe results and conclusion

The results of the multifactor matrix provide possibility to discuss the attractiveness
of the services included in the portfolio analysis. The location of each service in the
multifactor matrix offers the opportunity to understand the overall strengths and
weaknesses of these services. The graphic of the multifactor matrix on figure 4.1, is
designed with dark colour at the lower right area, where the market attractiveness and
hospital strengths are low. Additionally, the favorable zone is designed with light
colour. Thus, the differences in the pattern of the matrix design can be use to make
comparison regarding the attractiveness of knee surgery, hip surgery and arthroscopy

for the AZM
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Based on the results of the portfolio analysis, the knee surgery is located to the
most favorable cell of the matrix characterized with strong hospital strength and high
market attractiveness. Moreover, this service, as indicated by the size of its circle, is
the second largest revenue-producing service in relation to the hip surgery and the
arthroscopy. From all three services, the highest revenue generating service appears to
be the hip surgery. The revenue associated with the hip surgery is estimated to be
approximately double than the revenue of the knee surgery. However, compared to
the knee surgery, the hip surgery is located in a weaker zone rated with medium
market attractiveness and weak hospital strengths. The third service studied in the
portfolio analysis - the arthroscopy, receives the lowest rankings. This service is
located in the weakest cell of the multifactor matrix situated in the lowest-right comer
of the matrix. Thus, the arthroscopy has low market attractiveness and weak hospital
strengths. It is also estimated that the arthroscopy generates the lowest revenue to the
hospital, which approximately is five times lower than the revenue associated with the
hip surgery and two times lower than the revenue associated with the knee surgery.

The explanation of the portfolio results implies that the provision of the
arthroscopy appears to be less beneficial for the AZM, while the provision of knee or
hip surgery is more favorable for the hospital. It should be considered however that
the portfolio analysis presented here, includes only three types of services from the
broad service range provided by the AZM. Therefore, the conclusions should only be
interpreted in relative terms. Thus, the arthroscopy is expected to be less beneficial
compared to the knee and hip surgery, and vise verse - the knee and hip surgery are
expected to be more attractive compared to the arthroscopy. In case more services are
included in the analysis, the strength of these conclusions might well change, i.e the
knee and hip surgery might be less attractive than other services provided by the AZM
and the arthroscopy might appear more beneficial in comparison to other hospital
activities. Nevertheless, the relative rank order between the three services is expected

to remain constant.
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Chapter 5 Discussion and conclusions

5.1 Define future strategies for the AZM

Recently, the Ministry of Education, Culture and Science of the Netherlands, has
adopted a policy of reducing the expenses for the public hospitals. This fact creates
economic pressures on the management board of the AZM. Therefore, the current
management priorities in the AZM include the definition of strategies in order to
achieve more efficient and effective hospital performance. Parallel to the cost
reduction issue, the management of the AZM is also confronted with a changing
market place. The AZM activities are taking place in an environment with a
continuously increasing competitiveness. This is because, the Dutch government, as
well as other EU governments, approve and encourage the competition in the health
care sector. As a results, most Dutch hospitals situated close to AZM and the nearby
hospitals in the neighboring Belgium and Germany, have adopted marketing methods
in order to capture bigger part of the market within which they are competing. In
addition to this, the number of outpatient and inpatient medical centers that provide
services similar to these of the AZM, is increasing. These medical centers are mostly
private for-profit organizations operating with a high efficiency level in order to
assure their economic survival. As a result, the financial performance of the AZM
(even though a specialized not-for-profit organization) is threatened.

Given the circumstances under which the AZM operates, the multifactor
matrix can be used by the hospital management in order to identify the weaknesses of
the hospital and to face the external threats for a more competitive position. The
strategies that are generated from the multifactor matrix with regards to knee surgery,
hip surgery and arthroscopy for the evaluated services, are presented below:

. For the knee surgery, which is located in the most favorable cell of the matrix,
the strategy that can be defined is the cost leadership. This strategy is designed to gain
an advantage over competitors by producing this service at a lower cost than the
competitors. The cost reduction should be based on the principle economy of scale
regarding the provision of knee surgery. For example, an operation table could be
used only for knee operations in a knee operation day. This will reduce the costs
necessary for the preparation of the operation room in case a different type of
operation is provided. Other cost reduction strategy includes efficient marketing and

administration, application of cost-effective medical technology.
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The hospital management might also consider an increase in the investments
regarding this service in order to enable the expansion of the service provision and to
achieve dominance at this market. As suggested by the portfolio results, the knee
surgery offers the relatively most attractive investment opportunities. The AZM
should also consider an increase in the research and capital expenditures on
technology improvement regarding the knee surgery in order to assure adequate
innovation level. Furthermore, the knee surgery appears to be relatively the most
preferable candidate for a satellite facility, such as a rehabilitation equipment center
within the AZM.

The AZM could also adopt non-traditional expansion plans with regards to the

knee surgery. These plans include strategies of backward or forward vertical
integration. According to the backward vertical integration, the AZM should grow
along the channel of distribution of the equipment for the knee surgery, toward its
suppliers. An example for a backward vertical integration involves an interaction of
the major suppliers of knee surgery products, within the AZM’s structure.
Alternatively, the forward vertical integration suggests that the AZM should grow
toward the patient care related to the knee surgery. Based on this, it might be
beneficial for the AZM to invest for example in a knee surgery center, which would
be supported by a policlinics (pre-operation care) and a rehabilitation (post-operation)
center. Such vertical integration can reduce the costs and enhance the hospital’s
competitive position. Cost reductions may occur through lower supply costs and
better integration of the elements of production. This investment would take into
account the economy of scale related to the provision of the knee surgery and
furthermore would generate higher profit for the AZM.
. Compared to knee surgery, the hip surgery is located in a weaker zone on the
portfolio matrix characterized by weak hospital strengths and medium market
attractiveness. Despite the location, it should be considered that this service generates
the highest revenue for the AZM when compared to both knee surgery and
arthroscopy. Therefore, the potential benefits for the AZM of providing hip surgery
cannot be ignored. Given the financial attractiveness of the hip surgery and its weak
position accordant to the portfolio matrix, the following implication for the AZM can
be outlined.

First and foremost, the management of the AZM might consider the allocation

of additional resources in order to enforce the hospital strengths and to promote the
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shift of the service to a more favorable zone. This strategy is based also on the fact
that the demographic pattern of the Limburg region where the AZM operates, is
changing. The number of the old residents in this area is continuously increasing and
the share of the young persons is declining. Based on this, an increased demand for
hip surgery can be expected. Thus, the management ofthe AZM should try to forecast
the possible increase in the demand for the hip surgery and to adjust adequately its
capacity.

Another strategy that can be defined for the hip surgery is the differentiation. This
strategy includes modification of the service with the intention that it differs or it is at
least perceived as different by the consumers, compared to the services of the
competitors. In this regard, the management of AZM should focus on marketing
efforts. The service might be different by emphasizing the level of quality, the
effectiveness of care, the ease access to services, the possible convenience and the
physicians’ reputation. The AZM as an academic hospital has certainly established a
favorable reputation and image among the population in the region. The services
provided are highly specialized and often luck good substitutes in the region. With
regards to hip surgery, however, marketing efforts might be significant given the
existence of (potential) competitors. These efforts can be focused on the
differentiation of hip surgery based on the favorable image and the high quality that
an academic hospital offers. Moreover, the AZM can further promote its image by
projecting its affiliation with the faculty of medicine of the Maastricht University and
by marketing the application of the latest (even though expensive) technology. These
strategies may well help the AZM management to capture a bigger part of the market
and to multiply the potential profit associated with the hip surgery.

. As illustrated in the multifactor matrix, the arthroscopy is located at the most
weak cell and it is generating the lowest revenue compared to knee and hip surgery.
Therefore, the management board of the AZM should cautiously consider any
investments related to this service. If a choice should be made, allocation of resources
to the knee and hip surgery would be more beneficial for the hospital than investments
in the arthroscopy. The strategy that can be adopted with regards to the arthroscopy is
a focus strategy. A focus strategy determines a well-defined “niche” in the total
market for the given service where the marketing efforts of the hospital should be
focused. In this regard, the AZM should define an effective and efficient arthroscopy

procedure, and should focus the efforts regarding arthroscopy, on the provision of this
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activity. For example, if the knee arthroscopy appears to be the most attractive
arthroscopy application, then the hospital should try to focus the medical efforts to
this activity. To determine this issue however, results from market research will be

necessary.

5.2 The limitations of the study

« The AZM as a not-for-profit organization that is also closely related to research
and education, has various specific characteristics. The hospital plays an important
role in the experimental/fundamental clinical research as well as in education and
training of medical students. As a result, the AZM is primarily focused on not-for-
profit management objectives. However, the market and competition play increasingly
important role in the environment where the AZM is competing. This requires from
the AZM to reconsider the current management policy and to include new commercial
terms. Due to these specific features, the application of the portfolio analysis to the
AZM reported here, was based to the modification of existing portfolio analysis
process to the special hospital features. During the application of the portfolio analysis
to the AZM four major limitations were encountered: The first limitation of this study
is related to the limited literature about the application of portfolio analysis in health
care organizations. The portfolio research in hospital settings is particularly limited.
Despite that fact, the literature reports numerous applications of the portfolio analysis
to commercial activities, which have been enrich the literature review provided in this
thesis. Yet, these studies do not account for the specificities of the health care sectors
and provide limited base for conclusions.

. The weak cost information system in the AZM presents the second limitation.
Because of this, the availability of the data was one of the primary criteria in order to
define which services would be involved in the portfolio process. Only services with
the readily available data were selected for the analysis and other relevant services
where data were lacking, were excluded. This may imply that services important for
the positioning of the AZM at the market place and relevant for the priorities of the
management board, were not involved in the portfolio analysis. This most probably
has affected the system ranking in absolute terms.

. Even though the availability of data was considered when selecting services
and the evaluation criteria, the collection of data regarding the values of these criteria

appeared difficult. Since the data were not readily accessible, it was necessary to
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arranged appointments with the appropriate personnel - health professionals,
managers and financial controllers, well in advance to fit in their busy schedule.
Therefore, the data collection procedure took longer time period than expected.
Furthermore, during the data collection process, some data required for the application
of the portfolio analysis appeared to be unavailable in the AZM (e g. the market
share). This required collection of additional data outside the AZM. As a
consequence, the phase on data analysis was further delayed and questions about the
comparability of the data were raised. Given the importance of the values of the
criteria for the ranking of the service, these weaknesses of the hospital information
system represents perhaps the most important limitation ofthe study.

. The forth limitation concerns the construction and distribution of the
guestionnaire with regards to the weighting and rating procedures. The questionnaire
should be as understandable and shorter as possible because it was distributed among
individuals with different professional background (e g. managers, medical doctors)
and busy time-schedule. The attempt to make the questionnaire shorter may have
reduced its clarity, especially for non-mangers and the little-time that respondents
could spend on the questionnaire may have caused biases especially with regards to
the answers of the last questions.

Attempts to overcome these limitations may improve the portfolio analysis and
may increase the predictive validity of the conclusions. Furthermore, comparison with
preliminary (theoretical) expectation and result of alternative analysis aimed to
measure the same construct can establish the theoretical and convergent validity of the
study. In addition to this, the replication of the portfolio analysis to the same group of
services and with the AZM setting but by a different research group can help to
establish the reliability of the analytical method, and particularly the probability of

replicating the results reported here.
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5.3 Recommendations for future research

The limitations of this study suggest a need for further research in several major areas:
» First, the portfolio analysis should be modified in accordance with the specificities
of individual setting. Given the limited application of portfolio analysis to non-profit
organizations such as the AZM, further research is necessary to establish criteria that
suit the nature of an academic hospital that functions in a competing environment.

» Second, future research is necessary to determine the construction of an universal
portfolio matrix that shows the ranking of the services in relative as well as in
absolute terms. Such research should in particular focus on how to determine the cut-
off points for the cells of the portfolio matrices in an objective manner independent of
the service selection.

e Third, the validity and the reliability of the portfolio analysis should be tested in
order to identify the relation between the portfolio design and the legitimacy of the
portfolio results. Research focused on this issue, can help to establish credibility of the

portfolio analysis for hospital managers and medical personnel.

5.4. The final words

Despite the conclusions provided by the portfolio analysis, the hospital organizations,
especially those not concerned with profit and financed by the state, will remain
primarily concerned with the social issues related to health care provision. Thus,
although the portfolio results may imply the need for a hospital to terminate the
provision of a given services, the hospital management might choose to continue to
provide the service because it is necessary for the society and because it can save or
improve the patient’s life. Therefore, when a public health care organization is
concerned, the results of the portfolio analysis cannot be considered as decision-
making criteria in isolation. They should rather serve as an indication for future
strategy, but it is up to the management finally to decide how far to consider their
application. Other social criteria such as equity, social needs, and social welfare,

might often swap the conclusions based on portfolio analysis.
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APPENDIX A

Timetable for applying the multifactor matrix in AZM
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Phase 1 : Operationalization of the Portfolio model

Phase 2

Phase 4: Data analysis Phase 3

Phase 5

Num

o

10.

Activity

Selection of services

Define criteria for evaluation

Define data weighting

Define data rating

Calculation of the total weights

Preparation of data collection

Data collection

Locate services at the matrix

Discussion
and
Conclusions

Report

Necessary Information

1) What services bze4 offers?

2) What are the priorities of bze4 regarding
the provision of services?

3) Is information available for all services?
1) Growth rate

2) Profit

3) Size of the market

4) Reimbursement Policy

5) Capacity utilization

6) Efficiency

7) Availability of professional staff

8) Relative product quality

1) Who is responsible

to weight the data?

2) Howweighting can be done?

3) Which criteria to use for the weighting?

1) Who is responsible

to rate the data?

2) Howrating can be done?

3) Which criteria to use for the rating of the
services?

1) How the total weights of Bze4 services
can be calculated?
1) Isthe data available?
2) Where can | find the data?
3) How can | collect the data?
Appointments and discussions with the
hospital managers and medical personnel.

1) How can | plot the data to the grid?

2) How can | establish the cutoffpoints?

.3) Where can | find the total revenue from

each service?
4) How can | illustrate the revenues at the
matrix?

1) How to define future strategies to Bze4?

Preparation ofthe report

Time period

2-23
December
3 weeks

2 January-
15 January
2 weeks

15 January-
15 February
4 weeks

15 February-
15 March
4 weeks

15-30 March
2 weeks

1-20 April
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APPENDIX B

Calculation of profit and unit cost
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Profitability is the ability of a company to provide investors with a particular
rate of return on their investment. The profit of the provided services/products can be
calculated if the total revenues and the total costs are already known. The revenues
increase the owner’s interest (equity) in the business while expenses decrease the
owner’s interest. Together these items define the fundamental meaning of profit,
which can be simply defined simply as the excess of revenues over costs (profit= total

revenue- total costs).

The term total revenue (TR) can be expressed as the total revenues from all
services provided by the healthcare institutions. Total revenue is usually a function of
the price of a specific service (adjusted for the discount) multiplied by the quantity of
services provided at that price.

The term cost in accounting theory has a very precise definition. It is the value
assigned to an asset on the balance sheet. It becomes an expense when it is used in the
provision of services and appears in the income statement of investor-owned
organizations. Cost information must be flexible. It is usually used by specific
decision-making groups. Cost information is used for the preparation of budgetary
cost variance reports for department managers, cost reports for third-party payers and
forecasted project cost reports for planning agencies.

Two major categories of costs classified by trace ability are (Boles, 1998): (1)
direct costs and (2) indirect costs. A direct cost is specifically traceable to a given cost
objective (product or service). For example, the salaries and supplies are often
classified as direct costs of a department because they are directly related to the
provision of services by that department. Indirect costs cannot be traced to a given
cost objective without resorting to some arbitrary method of assignment. For example
depreciation, employee benefits and costs of other departments would be classified as
indirect costs.

Cost is also classified by the degree of variability in relation to output. Two
major categories of costs that are classified according to their relationship to output
can be identified (Boles, 1998). (1) variable costs and (2) fixed costs. Variable costs
change as output or volume changes in a constant, proportional manner. For example,
if total costs associated with a certain procedure increase by 10 percent when the
volume increases by 10 percent, these costs would be classified as variable costs.

Patient care supplies are examples of pure variable costs since they increase in
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proportion to number of patients served. Fixed costs are those costs that do not vary
with the volume. They are a function of time, not of the output. A good example of a
fixed cost would be professional staff or supportive personnel who are paid on a
salary base.

The unit cost is a calculation of the cost of an individual unit provided or
produced by a department or an organization. Cost and unit cost calculations are very
important in management accounting for several reasons, particularly when setting
selling prices, valuing stocks, or determining income. In the development of a flexible
budget, the hospital administrator should use the concept of a standard unit cost.
Basically, a standard unit cost represents what a procedure or service of a unit should
cost. It is a detailed estimate of the amount of resources required to provide a specific
procedure, test or service in accordance to quality standards and in an efficient
manner. Standard unit cost provides a basis for measuring management performance
by permitting a comparison between the actual costs per unit incurred and the
standard costs per unit planned by the managers.

The actual full costs per unit mean the total cost of providing one unit of
activity. The simplest way to determine the full cost per unit (UC) is to apply the
basic averaging technique (Blommaert,1995): total costs (TC) divided by level of
activity (Q) or UC=TC/Q (Q= level of output). Another way to take the full cost per
unit is to sum the total direct costper unit (TDCu) and the total indirect costper unit
(TICu). The direct costs per unit are costs that can be directly related to the production
of one good or the delivery of one service. They can be easily determined from
purchase invoices. There are offen direct costs, such as material costs, costs of labour,
import duties, transport costs, or insurance costs. The direct costs can easily be
allocated to individual products/services. Indirect costs per unit are however, more
difficult to analyze. The calculation is often time-consuming and depends on the
management needs.

The three basic groups of methods for the allocation of indirect cost to a unit

are presented below (Boles, 1998):

1) Methods related to output. The most common representative ofthis group is the
method based on the quantity of output. The easiest way to assign indirect costs to
outputs is by dividing the indirect costs by the quantity of outputs or services

produced. However, assigning equal amounts of indirect costs to each output is, not
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always accurate. The only situation when the averaging method can be adequate is the

case of homogeneous outputs with respect to their resource requirements.

Example: What is the unit cost of homogeneous hospital products if the production
volume is 50.000 units and the indirect costs are 800.000 Euro and the direct costs are
5 Euro per product. Solution: With a production volume of 50.000 units the direct
costs per unit are 800.000/50.000=16 Euro. The total costs per unit are the total direct
and indirect costs per unit: 5+16= 21 Euro per unit.

2) Methods related to inputs. This group of allocation methods is often represented by
the surcharge method. The surcharge method is more adequate for the calculation of
the unit cost than the output based method ifthe output is heterogeneous. The essence
ofthe surcharge method is that the total indirect costs are expressed as a percentage of
the direct costs, the labour requirements or the materials, used in that period. The
indirect costs can be incorporated into the unit cost by the means ofa single surcharge
percentage (singular surcharge method). In order to determine the unit cost more

accurately, several surcharge percentages can be used (plural surcharge method).

Example: Total directs cost ofdrugs for coming year=1.100.000 Euro

Total indirect cost of pharmacy=2.200.000 Euro

If it is known that the direct costs are a suitable base for the allocation of the
indirect costs the surcharge percentage can be calculated as following: Surcharge
percentage = 2.200.000/1.100.000=200 percent
So whatever the direct drug’s costs are, they should be tripled (direct cost per unit +
200% ofthe direct costs per unit) in order to calculate the full unit costs.

3) Process related methods (Sundem,1987). The two most common representatives of
these allocation methods are the Activity Based Costing (ABC) method and the Cost
Center method.

In the ABC method, the indirect costs are allocated to activities because these
activities, rather than the volume of product being processed, are viewed as the
drivers behind the cost. Cost drivers affect cost behavior in hospitals. Each cost driver
may influence costs by itself as well as in combination with other cost drivers. Cost
drivers may include any of the following factors: case mix, patient utilization
preferences, population demographics, socioeconomic characteristics, patient volume,

input prices, input efficiency, resource utilization patterns, fixed costs and other
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descriptors of physician and medical practice patterns. An example of the ABC is
presented below (Andrade, 1999):

ABC model

RESOURCE ACTIVITY COST DRIVER PRODUCT

Direct labour

Cutting machine Processing time
Processing.

Raw material
Supervising time
Indirect labour -y Supervising B <
Unit size

Vehicle----------- -)» Transportation

The second representative ofthe process related allocation methods is the Cost
Center method. A cost center collects all costs, which are incurred in performing a
certain function. A department is a recognizable organization unit, whereas a cost
center is a unit created for unit cost calculation and cost control. The essence of the
cost center method is that direct costs are accounted directly to the cost objectives (the
cost center), while indirect costs are allocated in two steps. For defining the indirect
costs, the managers must establish which department has incurred the costs. If it is an
auxiliary department, it costs must in turn to be allocated to the department for which
it provides services and so on until all indirect costs have been accounted to main cost
centers. Because of the direct contact that these departments have with the cost
objectives, the indirect costs can finally be allocated to products.

Concluding, the process related methods are the most suitable methods to
apply for cost allocation in hospital units. These methods can give possibility to
calculate cost per unit because of their precise cost allocation mechanisms. Based on
the process related methods the indirect costs are allocated to the units where they
really generated. The hospital administrators can use the process related method to
calculate profits of each unit in a precise manner and to estimate the exact total profit
of their hospitals. Therefore, the process related methods are considered to be more
advantageous than the output and the input related methods. If the two representative
methods of the process related methods are compared the ABC method, appears to be
more preferable when setting prices and when calculating profits of a hospital unit.

The ABC method however needs very well developed hospital information. The
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absence of such system should first be overcome before a hospital starts to apply the

ABC method as an allocation mechanism.
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Appendix C.I

Questionnaire regarding the required data to evaluate the values ofthe criteria

Criterion Data Knee surgery  Hip surgery  Arthroscopy

Growth Rate

1. Annual visits in 2001
Annual visits in 2002
Annual visits in 2003

or

2. Annual patient days in 2001
Annual patient days in 2002
Annual patient days in 2003

or

3. Annual admissions in 2001
Annual admissions in 2002
Annual admissions in 2003

Profit

1. Amount per unit paid by the insurer
Amount per unit paid by the patient
Amount per unit paid by other parties

2. Total indirect cost per unit

Total direct cost per unit
Cost of labor per unit
Cost of materials per unit
Other direct costs
or
Total variable cost per unit

Size of market

1. Annual patients in 2003 in the region
2. Annual patients in 2003 in the AZM
Reimbursement policy
1. Amount per unit paid by the insurer
Amount per unit paid by the patient

Amount per unit paid by other parties

Criterion Data Knee surgery  Hip surgery  Arthroscopy
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Capacity Utilization

or

or

Efficiency

or/and

or/and

Average units delivered per day
Maximum units delivered per day

Average operation hours per day
Maximum operation hours per
day

Average labor hours per day
Maximum labor hours per day

Average operation hours per unit

Standard operation hours per unit
Standard unit cost ofusing an
oper. room

Average labor hours per unit
Standard labor hours per unit
Standard unit cost of labor

Average machine hours per unit

Standard machine hours per unit

Standard unit cost of using a
machine

Availability of professional staff

1

or

or

Number of physicians trained
providing
this service

Number of nurses trained
providing this service

Number of technicians trained
providing this service



Criterion Data Knee surgery Hip surgery  Arthroscopy
Relative product quality

Annual delivered treatments in
1 2003

Annual successful delivered
treatments
2. in 2003

Appendix C.2 The questionnaire used for the weighting and rating procedures

Subject: Research invitation: Portfolio Analysis

Dear Mr./ Mrs.

My name is Apostolis Tsiachristas; | am a health care management student and currently writing my
final thesis about portfolio analysis and its application to AZM. The research is supported by the
Department of Health Care Organization, Policy and Economics of University Maastricht as well as the
management of BZE4 unit of Academic Hospital Maastricht.

Portfolio Analysis is a strategic management tool, which offers to hospital administrators a customized
approach to classify their current services into categories based on their market attractiveness and
hospital strengths. The aim of this research is to apply a portfolio analysis model and to define future
management strategies for the Academic Hospital Maastricht.

In order to collect data regarding the importance of the criteria and services that are involved in the
portfolio process, | designed a questionnaire. | would like to ask you 10 to 15 minutes ofyour time to
fill out the questionnaire. The questionnaire consists of nine entries, categorized into three broad
categories.

The participation will be completely confidential and highly important for the project.
To fill in the questionnaire follow the link below:

http ://www_beoz .unimaas.nl/Enquete/AZM/questionnaire.asp
For further questions please send mail to:  a.tsiachristas@beoz.unimaas.nl
Thank you kindly for your cooperation!

Apostolis Tsiachristas
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Questionnaire

The aim of this questionnaire is to collect data for the development of portfolio analysis with regards to
orthopedic services provided by AZM. The model for portfolio analysis will be applied to define future

management strategies.

This survey is a part ofa university project and has pure academic goals.
The information we ask for cannot be associated with your personality.

The participation will be completely confidential and will be highly important for the project.

Part 1.
The first questions concern the strategic evaluation of orthopedic services with regards to market
attractiveness and hospital strengths. Please note that we are interested in your personal opinion.

Q1. The following is a list of four characteristics of a hospital service that indicate the potential market
attractiveness of providing that service. According to you, what is the level of importance of these
hospital characteristics for the overall performance of AZM?

Please, distribute 100 points among the four characteristics in order to reflect the relative importance
that you assign to them.

Growth rate
(the annual percentage change in the volume of a service provided)

Profit
(the excess of revenues over costs with regards to a service unit)

Size of the market
(the average number of patients per year who need a given hospital service)

Reimbursement policy
(the extend of insurance coverage ofa given hospital service)

Q2. Bellow, there are another five characteristics of a hospital service that can be used to analyze the
hospital strengths in providing that service. According to you, what is the level of importance of these
hospital characteristics for the overall performance of AZM?

Please, distribute 100 points among the four characteristics in order to reflect the relative importance
that you assign to them.

Capacity utilization
(the degree to which equipment, space or labour is used when providing a service)

Efficiency
(the inputs necessary to deliver a service compared to a standard input quantity).

Availability of professional staff
(the availability of physicians, nurses or technicians trained to provide a service)

Relative product quality
(the overall quality of a services compared to other hospital services)
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Parti.
The following questions concern your evaluation of three orthopedic services for the overall
performance of AZM. Please remember that we are interested in your personal opinion.

Q3. According to you, what is the level of importance ofknee surgery for AZM?

-3 O (-2) o (-Ho (0) 0 (1) 0 (2) 0
extremely low very low low moderate high very high extremely high
importance importance importance importance importance importance

Please explain why:

Q4. In your opinion, what is the level of importance of hip surgery for AZM?

-3 O (-2 O (-DO ©0) O ﬁ) O (2 o
extremely low very low low moderate igh
importance importance importance importance importance importance

Please explain why:

Q5. In your opinion, what is the level of importance of arthroscopy for AZM?

very high extremely high

-3) O (-2) O (-Ho 0 O %) O (2 O
extremely low very low low moderate igh very high extremely high
importance importance importance importance importance importance

Please explain why:

Part 3.

At the end, there are some questions concerning your socio-demographic status. The information we
require would not be related to your identity. The data is necessary in order to analyze the results of the
survey.

Q6. What is your age? years

Q7. What is your gender? O male O female

Q8. Which of the following categories best describes your current position in AZM?

o . O . P
orthopedist physician nurse manager financial
controller
Q9. How many years are you working on your current position? years

This is the end of the questionnaire.
Thank you very much for your participation
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Collecting data gained by questionnaires

Atthis step the table bellow is filled with the data thatis available by the questionnaires
The collection is made foreach questionnaire separately

The questionnaire consists of 9 questions The fisrt 2 questions consist of Aentries each
The plotofdata atthis table is giving autom atically the results at the following tables

the criteria weighting and activities rating.

As a resultthere

The size ofthis table can change, depending on the number of questionnaires orthe number of questions.

QUESTIQNNAIRE 1
El E2

E9 E10
50 30 15 5 70 10 10
QUESTIONNAIRES
El E2 E3 E4 Efi BB E7 EB Eo E10
20 30 35 15 40 15 15 30
QUESTIONNAIRE 3
El E2 E3 E4 E5 E6 E7 EB Eo E10
40 30 15 15 40 30 30 30 4 4
QUESTIONNAIRE 4
E E2 E3 E4 E5 E6 E7 E8 Eo E10
40 20 35 15 20 20 30 30 2 4
QUESTIONNAIRE 5
E E2 E3 E4 E5 E6 E7 E8 E9 EIO
25 25 25 25 15 20 5 gl 3 3
QUESTIONNAIRES
E1 E2 E3 E4 E5 EB E7 EO E9 EIO
30 10 10 50 20 30 30 20 ) 4
QUESTIONNAIRE 7
El E2 E3 E4 E5 E6 £7 EO E9 ElO
25 20 30 25 20 20 40 20 4 4
QUESTIONNAIRE 8
El E2 E3 E4 E5 EB E7 E8 E9 ElO
2 5 5 0 2 5 0 0 5 0 0 5 0 3 3
UESTO N IPe E3 E4 ES5 ES £7 EO 9 £lo
10 30 40 20 20 30 30 20 4 5
QUESTIONNAIRE 10
El E2 E3 E4 65 £6 E8 E9 E10
28 28 22 22 24 28,5 IS 285
. )
QUESTIONNAHAE E3 E4 Efi EB E7 EB o €0
8 a 8 75 245 275 245 265 0 0
QUESIIQNNARE 12 N
E1 E3 E4 E5 E6 E7 Ee E9 EIO
10 20 40 30 1 1
QUESTIONNAIRE 13
El E2 E3 E4 ES E6 E? EB E9 ElO
23 31 23 23 24 27 25 24 -1 -1
E2 E3 E4 ES E6 E7 EO E10
2 24 2Q 24 22 26
£l E5 E6 E9 E10
E9 E10
QUESTIONNAIRE 11
El E2 E4 ES E7 E8 E9 E10
E4 E5 E7 E0 E9 E10
QUESTIONNAIRE.A
El E2 E9 EIO
QUESTIONNAIRE 2Q
El E2 E3 E7 Es8 E9 EIO
£1 E2 E3 E4 E5 E6 E7 £ E9 E10
QUESTIONNAIRE 22
El E3 E7 E8 E9 EIO
QUESTIONNAIRE 23
£l E2 E3 E4 ES E6 E7 E8 E9 E10
QUESTIONNAIRE 24
El E2 E3 E7 ES E9 ElO
QUESTIONNAIRE 25
E1 E3 E4 E7 E9 ElO
Mean 25571 25.429 | 25.071 24.643  26.115 25462 22554 28,077 2615 2.692
Sid. Dev.  12.005 10.218 | 10418 18.838 18571 9538 10570 1.758 1.843
Median 25.000  26.500 | 25.000 22500  22CO0  26.000 25000 26,500 3.000 3.000
Mteelng 0 (N) 1(N) 1(N) 1(N)

are 15 entries totally

Ell E12 E13
44 M
Ell E12 E13
38 M
El1 E12 E13
3 33 F
Ell E12 E13
2 36 M
Ell El2 E13
3 M
Ell E12 E13
4 54 M
En E12 E13
1 40 F
Ell E12 E13
3 Jo M
E11 E12 E13
3 40 E
Ell El12 £13
40
E11 E12 E13
2 45
E11 E12 E13
1 34
E11 E12 E13
1 40 M
Ell E12
44
Ell E12 E13
Ell 13
Ell 513
El1 513
E11
513
E11 E12 13
El E12 EI3
Ell E12
Ell E12 P
E11 E12
E11 E12
2.231 40.643
1.166 5.746
3.000 40.000
1(N) 0(N)

E14
FC

E14
FC

E14
FC

E14
FC

E14
MG

E14
MG

El4
MG

El4
MG

EU
MG

El4
FC

E14
NS

EU
FC

El14
MG

El14

El14

E1l4

E14

El4

El4

E15
E15

E15

E15
15
E15
1
E15
2
E15
6
E15
2

E15

E16

E15

o(N)
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CRITERIA WEIGHTING

At the following table is analyzed the collected data which defines the score of the importance of each criterion.
In this case, the two first questions {9 entries) are defining the weight of each criterion.

The average ofthe answers/scores for each of these questions is giving the weighting score for every of the
selected criteria.

For example the average of the answers at Entry 1 (E1) of all questionnaires is defining the weighting score of growth rate etc.

Criteria W eighting score
Growth rate 26.571
Profit 25,429
Size of market 25,071
Reimbursement policy 24.643
Capacity utilization 26,115
Efficiency 25,462
Availability of professional staff 22,654
Relative product quality 28fI77

ACTIMTIES RATING

At the following table is analyzed the collected data which defines the score of the importance of each activity of orthopedic service
In this case, three of the questions (Q3-Q5) atthe questionnaire, are defining the rate of each service.

The average of all answers/scores for each of these questions is giving the rating score for every of the
existed service.

For example the average of question's 3 (entry 9) answers of all questionnaires is defining the rating score of "total knee" etc.

Activities Rating score
Total knee 2,615
Total hip 2,692
Arthroscopy 2,231
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TOTALWEIGHTS

The total weights can be calculated, when the average weighting score of each criterion is multiplied with the average
rating score of each activity.

With more details,every cell of the average scores at the criteria weighting board Is multiplied with
every cell of the average rating scores at the activities rating board.

Total knee Total hip Arthroscopy
Growth rate 56,879 68,846 57,044
Profit 65,505 68,462 56,725
Size of the market 65,571 67,500 55,929
Reimbursement policy 64,451 66,346 54,973
Capacity utilization 68,302 70,311 58,257
Efficiency 66,592 68,550 56,799
Availability of professional staff 59,249 60,991 50,536
Ralative product quality 73432 75,592 62,633

94



Required data to apply the multifactor matrix< Inbs> AZT\MM

Criterion Data Knee surgery Hip surgery Arthroscopy
Giowth Rate
1 Annual visits

Annual visits
Annual visits in 2003

or
2. Annual patient days in 2001
Annual patient days in 2002

Annual patient days in 2003
or

3. Annual admissions inz2o001: 1zB 355 540
Annual admissions in 2002 151 337 552
Annual admissions in 2003 146 349 550
Pioflt
1 9.090 .aO Z.5Z20 .0 1.000.00
Amount per unit paid by the insurer 9.090 .CO z.5Z20 .ao 1.000.ao

Amount per unit paid by the patient
AMmount net unit oaid bv other parties

2. Total indirect cost oer unit
Total direct cost per unit o.co o.co 0.00

Cost of labor per unit
Cost of materials per unit

Total variable/direct cost per unit 7.409.00 6.527.00 722,98

Size of maikei

1.230 1.-a62 2.B22
and
2. Annual patients in 2003 in the hospital 1AG 349 550
Relmil>uasement policy
the insurer 9.090 .CO Z.570 .co 1.000.00

Amount per unit paid by other parties

Capacity

1. Average units delivered per day
Maximum units delivered per day

Z .20 zZ .20 3,06
Maximum operation hours per day 0.00 B.CO
Maximum labor hours per day
Efficiency
1. Average operation hours per unit 2.40 Q.45
Standard operation hours per unit 3 2,50 1.0D
sStandaRY URit BB of ushid PR &P8r.roorr 1.058,00 1.058.00 301 .
or/and
Average labor hours per unit
Standard labor hours per unit
Standard unit cost uf tabor
Average machine hours per unit
Standard machine hours per unit
Standard unit cost of using a machine
Availol=illty of piofes&ionol staff
Number of physicians trained providing
this service 5 S 3
Number of nujrses trained providing
this service -
Number of technicians trained providing
this service
ReUitiva pioduct cliiality
1 Annual ifelivered treatments in 200.3 146 349 550
Annual successful delivered treatments
1AA 338 54z

2 in 2003



CRITERIA RESULTS

Every criterion is evaluated by the existin data of the organization or from the environmentthat is operate in

Each criterion has to be evaluated for each activity of orthopedic service.
For example, the growth rate of each activity of orthopedic service is evaluated by the aspects for this criterion that already exist.

The results of the evaluations are presented bellow

Growth rate

Profit

Size of market

Reimbursement policy

Capacity Utilization

Efficiency

Availability of professional staff

Relative product quality

Alternatives

visits
patient days
admissions

cont. margin
net income

units
operation hours
labor hours

operation hours

labor hours
machine hours

Total knee

90/6% |
1 #BIAIPM

2 «IAIPffl
3 90/6%

1.681,00
1 1,681,00

2 9.090,00

if1,87%

100% S

«nagBOMBIi
90,00%

1 #0IAIPE)|
2 90,00%
3 #UIAPE3!

S317,40 |
1 317,40
2 0,00
3' 0,00

500

98,63%

Total Hip

99,25%

SIAIPIQ!

HAIAIP/0!
99/5%

1.043,00
1.043.00

7.570,00

23B7%

100%

9000%
#AIAIP/0!

90,00%
#OIAIP/0!

105 80
105,80
0,00
0,00

500

9805%

Arthroscopy

100,18%
#AIAIP/D!
IWUAIPA!
100,18%

277,02
277,02

1000,00

19,49%

100%

61,20%
#{IAIP/0!
81,20%
#UIAJP/D!

165,55 i
165,55
0,00
000

3,00

99,45%
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TOTAL SCORES

The total scores are calculated, multipling the total weights with the criteria results of each activity.
Furthermore, every cell of the total welhgts board is multiplied with every cell of the criteria results board.
The sum of the total scores of market attractiveness criteria of each activity is defining the market attractiveness of this activity.

The sum of the total scores of hospital strengths criteria of each activity is defining the hospital strength of this activity.

The sizes ofthe circles representing each service atthe multifactor matrix is proportional to the revenue generated by that service

The revenues of each service are presented below of the nexttable

Knee sergery Hip sergery Arthroscopy
Growth rate 60,700 68,327 57,149
Profit 111.796,736 71.405,385 15.714,036
Size of the market 7,783 16,113 10,900
Reimbursement policy 64.461 66346 54973
Market attractiveness 111.920,670 71.556,170 15.771,184
Capacity utilization 61,472 63280 35054
Efficiency 21.136211 7.252.621 9.403.044
Availability of professional staff 296243 304.956 151,607
Relative product quality 72.426 73209 62292
Hospital strenath 21.566,351 7.694,066 9.652,596
Total revenue in 2003: € 1.327.140 «2.641.930 £€550.000
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