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Abstract: This study investigates difference among private hospitals in terms of emotional
intelligence and cultural intelligences of their employees who are dealing with international patients.
Because of the importance of satisfactory results from international patient services, and the best
practices in healthcare services, understanding the effects of emotional intelligence and cultural
intelligence of hospital employees are crucial. In this cross-sectional study, data was collected from
551 participants from seven private hospitals having at least 150-bed capacity in Istanbul and Gebze
region of Turkey. The findings revealed that there was moderately significant difference among
private hospitals in terms of “regulation of emotions” dimension at p =0.024 (p<0.05) level. Overall,
this study is unique in regards to highlighting some differences among private hospitals in terms of

emotional intelligence and cultural intelligence in their services towards international patients.
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1. Introduction

In today’s globalized world, diversity among patient populations as well as healthcare
workforce have been increased (Dreachslin et. al.; 2000; Piacentini et. al., 2019; Seeleman et. al.,
2015). Medical tourists, who are mostly travelling from rich countries, expatriates, and cross-
border “transnational healthcare” were some of the contributing factors in the trends of more
diverse patient population (Connell, 2006; Liu & Chen, 2013; Mainil et. al, 2010; Mainil, 2012;
Ormand, 2015).

Number of people who are traveling to different countries for health reasons has been increasing
because of the quality and availability of care which is offered in affordable prices abroad
(Connell, 2013). Other than that, international patients make their decisions about “destination
hospitals” based on accessibility, credentials and experience of physicians, advertising and
opinions of previous patients posted in social media (Kleefield, 2016). However, as the treatment
process of a patient by itself has a complex and dynamic structure, treatment procedures of
international patients may get more complicated due to communication barriers, “culturalism”,
“emotionally charged caregivers”, “otherness”, and stereotyping (Aronson et. al., 2013; Casey et.
al., 2013; Kingsbury et. al., 2012; Lipsitz, 2012; Mainil, 2012; Priebe et. al., 2011; Taylor,
2005).

Going abroad for health reasons is not a simple travel but it appears to cause a “profound
impact” on emotional status of patients and their relatives (Casey et. al., 2013; Kingsbury et. al.,
2012:364). Furthermore, the whole experience of international patients and what they have gone
through pre- and post-treatment periods and duration of medical treatment make them
“vulnerable” both emotionally and physiologically (Ormond, 2015:4). Even so, it is not rare to
come across utmost satisfactory results from the level of care quality in international patient
services (Turner, 2015).

Despite the satisfaction from quality level of healthcare services, lack of cultural abilities among
healthcare providers take its toll on the medical care which is rendered to international patients
(Turner, 2015). To further complicating issue is that patients from abroad may have different
cultural perception of health than medical service providers have, and this discrepancy needs to
be considered and addressed within cross-cultural management (Mainil, 2012). In parallel, the
importance of cultural awareness, cultural knowledge, intercultural skills, multicultural
exposures, and cultural motivation in effectively working within the multicultural context of
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healthcare services need to be emphasized too (Campinha-Bacote, 2002). To take a step forward,
“further professionalization” and cross-cultural training of healthcare providers were offered as a
remedy for better interacting with patients from different cultures (Mainil, 2012; Turner, 2015).
In the meantime, this would serve to improving the capacity of healthcare organization in
providing safe, patient-centric, evidence-base, and accessible patient care (National Quality
Forum (NQF), 2009).

These above conditions and factors in medical care of international patients from different
cultures require a new skill set which allows healthcare workers efficiently deal with not only the
patients and their caregivers but also among themselves (Clark & Polesello, 2017; Fariselli et.
al., 2008). More elaborately, this entails “deeper, internal individual understanding and skills
set” among healthcare workforce (Clark and Polesello, 2017:337). In that way, it would be
possible for employees, who are in charge of international patient services, to be able to
understand and respond appropriately to the latent needs and expectations originated from
“medical travelers’ more inward-looking” psychological status throughout their experience of

medical journey (Clark and Polesello, 2017; Ormond, 2015).

Based on this determination and understanding, having emotional and cultural intelligence are
promising about creating the skills and accompanying behaviors among healthcare providers so
that this way they can perform better in a challenging and more diverse work environment (Clark
and Polesello, 2017; Fariselli et. al., 2008; Moss, 2004; Sharma, 2018). It was reported that
proactive planning towards “international patient-friendly systems” should help reducing the
“psychological stress” of healthcare staff originating from communicative and cultural issues
with patients from abroad. Eventually, it was emphasized that the lesser the amount of stressor
factors health workforce experience the higher the level of satisfaction of international patients
would be (Endo et. al., 2015).

In that vein, based on a quantitative research among 68 midwives and obstetrician working in a
large urban hospital, it was reported that having high emotional intelligence help work
performance of healthcare staff to be higher, at the same time lessening the stress level being
experienced. Based on the findings of this study, emotional intelligence is found to be

“invaluable asset” for workforce in healthcare organizations (Fariselli et. al, 2008).

Hypothesis 1: H1= There is a significant difference among private hospitals in terms of the

overall score of emotional intelligence (EQ) of the participants.
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In another study, Giileryiiz et. al. (2008) examined the relations among emotional intelligence,
job satisfaction, and organizational commitment among nurses working in a teaching hospital.
According to analysis of the collected 267 questionnaires, job satisfaction was found to have a
mediator effect between emotional intelligence and organizational commitment. While
“regulation of emotions” dimension of emotional intelligence has an indirect effect on
organizational commitment through job satisfaction, emotional intelligence has direct effects on
organizational commitment with its two dimensions of “self-emotional appraisal” and “use of

emotion”.

Hypothesis 2: H2= There is a significant difference among private hospitals in terms of the
dimensions of emotional intelligence of the participants, namely, evaluating own emotions,

evaluating the emotions of others, using emotions of the self and, regulation of emotions.

In the study of McCallin & Bamford (2007), the researchers looked into effect of emotional
intelligence on the effectiveness of interdisciplinary work environment of healthcare
organizations. Total of 44 health professional from seven different disciplines in two teaching
hospital were interviewed for 80 hours. As the nature of their jobs require, team members had to
work together continuously so that they were able to come up and catch up with the necessities.
Among other things, the findings of this study suggested that while personality differences affect
teamwork dearly, emotional intelligence as “the affective domain of interdisciplinary practice” is
overlooked a lot when compared to technical knowhow and expertise. For that reason, self-
awareness, self-management, social awareness, and social skills components of emotional
intelligence were positioned at the center of effective teamwork as well as better outcomes of

medical care.

On the other hand, there are different studies regarding to cultural competency and cultural
intelligence in the literature (e.g. Aslan & Kizir, 2019; Capell et. al., 2007; Chen et. al., 2012;
Nafei, 2013). In the descriptive study by Nafei (2013), total of 280 physicians, nurses,
administrative staff, and auditors working in 600 bed hospital, two groups of employees
(physicians and nurses vs. administrative staff and auditors) are compared in terms of cultural
intelligence and employee job satisfaction. There are total of 165 physicians and nurses vs. 115
administrative staff and auditors. The findings showed that there is a significant direct effect of
metacognitive, cognitive, behavioral, and motivational aspects of cultural intelligence on
employee job satisfaction. Furthermore, while openness to intercultural experiences was found to

be related to four domains of cultural intelligence, it is also facilitating function over
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intercultural group performance.

Hypothesis 3: H3= There is a significant difference among private hospitals in terms of the

overall score of cultural intelligence (CQ) of the participants.

In another study, Aslan and Kizir (2019) examined the relationship between cultural sensitivity
and cultural intelligence of nurses working in one training hospital. 144 nurses participated in
this cross-sectional descriptive study. The findings reveal that relationship between average
scores of cultural sensitivity and cultural intelligence were significant at moderate level among
nurses. On the other hand, while cultural sensitivity scores of nurses were found to be high, their
cultural intelligence scores were at moderate level. Furthermore, in order to provide health
services at satisfactory level, it was recommended by researchers that awareness of cultural
sensitivity and cultural intelligence should be increased among nurses by in-house trainings.

Hypothesis 4: H4= There is a significant difference among private hospitals in terms of the
dimensions of cultural intelligence of the participants, namely, the cognitive, metacognitive,

motivational and behavioral cultural intelligence.

Hence in the light of important findings of different studies, the study investigates difference
among private hospitals in terms of emotional and cultural intelligences of their employees who
are working in international patient services. It was hypothesized that there will be a significant
difference among private hospitals in terms of emotional and cultural intelligences of their staff

members.

2.Method

The aim of this cross-sectional study was to investigate whether there is any difference among
private hospitals in terms of emotional intelligence and cultural intelligence of employees, who
are working in international patient care. Hence, the emotional intelligence and cultural
intelligence of the employees are dependent variables of the research, while different private

hospitals are examined as independent variables.

2.1. Participants and Setting

Survey-based study was conducted on healthcare professionals, international patient coordinators
and office workers, support services, and administrative staff who are working in private
hospitals located in both Istanbul and Gebze, Turkey. Total of 776 employee were reached in
this study. The criteria for inclusion in the study were having at least six months of work

experience. Necessary permissions were obtained from a total of 7 private hospitals, 6 of which
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were in Istanbul (3 on the European side, 3 on the Anatolian side) and 1 in Gebze. 63.06% of the
participants (n = 338) are private hospital employees with a bed capacity of 200 and above. The
survey administration was carried out between 15 November 2018 and 14 June 20109.

2.2. Instruments

In order to determine the emotional intelligence and cultural intelligence of the employees, two
questionnaires were used. Statements in both questionnaires were short and concise.
Additionally, the criteria for validity and reliability evaluations were checked for both scales

based on national and international literature.

Emotional Intelligence Scale (WLEIS) (Wong and Law, 2002) which consists of 16 expressions
is the first questionnaire used in the present study. This scale has 4 factors; “Assessing Your
Own Emotions (SEA)” 0.89 with cronbach alpha value; “Evaluating the Emotions of Others
(OEA)” with 0.85 cronbach alpha value; “Use of Emotions (UOE)” with 0.88 cronbach alpha
value; lastly, “Regulation of Emotions (ROE)” with 0.76 cronbach alpha value. Dirican (2013)
adapted the scale to Turkish language. Cronbach alpha values for the four dimensions of SEA,
OEA, UOE and ROE were 0.879, 0.851, 0.819, and 0.882 in Turkish version of the scale,
respectively. When the explanatory variance values of the factors are examined; the first factor
(SEA) explains 18.75% of the feature that is tried to be measured with this scale, the second
factor (OEA) is its 18.7%, the third factor (UOE) is 17.39% of it and, the fourth factor (ROE) is
its 16.41%. It was found that all four factors together explained 71.25% of it.

The second questionnaire which is used in this study is the Cultural Intelligence Scale (CQS ©)
developed by Van Dyne et al. (2008). It consists of 20 statements, which aims to evaluate the
cultural intelligence levels of the participants. The cultural intelligence scale has four factors;
“Metacognitive Cultural Intelligence (MCOG)” with 0.902 coefficient alpha, “Cognitive
Cultural Intelligence (COG)” with 0.787 coefficient alpha, and ‘“Motivational Cultural
Intelligence (MOT)” with 0.868 coefficient alpha, and “Behavioral Cultural Intelligence (BEH)”
with 0.911 coefficient alpha (Van Dyne et al., 2008). Aksoy (2013) adapted the original scale
(CQS) into Turkish. Coefficient alphas of MCOG, COG, MOT and BEH for the Turkish version
of the scale were 0,82, 0,89, 0,86 and 0,90, respectively. Based on the examination of the
explanatory variance values of the factors are; the first factor (MCOG) explains 18.89%, the
second factor (COG) does 18.85%, the third factor (MOT) does 16.81% and, the fourth factor
(BEH) does 15.17%. All together explained 69.72% of it.
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Participants were asked to rate the expressions in the emotional intelligence scale (WLEIS) and
the Cultural Intelligence Scale (CQS ©) in Turkish using 5-point and 7-point Likert scale,
respectively. Considering its higher response rates, mixed-mode surveys, combined of web-
based and paper surveys were used for collecting data in this research (Greenlaw & Brown-
Welty, 2009). The survey administration was carried out between 15 November 2018 and 14
June 2019.

2.3.Equipment and Calculations

Upon the approval of the ethics committee and obtaining necessary permissions from private
hospitals, the surveys were first tested electronically using the web-based survey tool
SurveyGizmo (SurveyGizmo, Boulder, USA) and made accessible to the employees of a private
hospital between 15 November 2018 - 27 November 2018. Based on initially collected data
during this testing period, there were only small changes made among demographic questions in

the introduction part of the questionnaire.

2.4.Data collection

739 paper surveys were shared with the employees in the relevant sample group in seven private
hospitals in Istanbul and Gebze. Paper survey administration was carried out by the researcher
himself to the staff who volunteered to participate. In addition to the field study, web-based
surveys were carried out by the researcher in the sample group between January 15, 2019 and
June 14, 2019.

Total of 776 employees were reached in this research. Printed version of surveys were
distributed to 739 of them. Remaining 37 of them accessed electronically. The participation rate
to the study was 71% (n = 551) (Table 1). Fifteen questionnaires were excluded from the study

because of missing socio-demographic information and impartial completing (n = 536).

Table 1: Distribution Of Surveys Used In Analysis, By Hospital (n=536)

Bed capacity n* %
Hospital A 201 196 36.60
Hospital B 219 134 25.00
Hospital C 186 64 11.90
Hospital D 160 44 8.20
Hospital E 190 43 8.00
Hospital F 170 37 6.90
Hospital G 150 18 3.40
Total 1276 536 100

* Total of surveys collected (n=536).
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2.5. Ethical aspects of the study

This study was administered upon permission of Ethics Committee of Marmara University
Health Sciences Institute dated as 10.09.2018. After obtaining necessary permissions from the
private hospitals where the study was going to be implemented, the researcher informed the
managers of each hospital about the content and aim of the research. The researcher informed all
participants in a one page “participant information sheet” where scope and purpose of study
along with researcher’s expectations from participants were shared. Additionally, written consent
form was collected from the participants as a proof of personal approval in their participation to

the study.

2.6.Statistical analysis

Non-parametric Kruskal Wallis variance analysis test was used in the analysis of possible
differences between emotional intelligence and cultural intelligence (and sub-dimensions) of
employees according to the institution they work in (Eryilmaz & Zengin, 2014; Field, 2013).
IBM SPSS Statistics Version 22.00 (IBM Corp., Armonk, NY, USA) software was used for

these analysis.

3.Results

The findings of the descriptive statistics based on demographic characteristics of the participants
showed that more than three quarters of the participants (78.0%) were female, 55.6% of them
were single, 38.2% of them were at the age of 25 and below while 42.5% of them were holding
Bachelor’s degree, and 53% of them are nurses (Table 2). Additionally, 25.9% of participants
(n=139) reported that they were not healthcare staff.

Table 2: Demographic Characteristics of the Participants (N=536)

Demographic Characteristics n %
Gender Female 418 78.0
Male 118 22.0

. Married 238 44.4
Marital Status Single 208 556
Below 26 205 38.2

26-35 174 32.5

Age 36-45 109 20.3
46-55 34 6.3

Above 55 14 2.6

High School and lower 122 22.7

Education Associate Diploma 83 15.5
Bachelor's 228 42.5

Master's 103 19.3
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Physician 42 7.8
Nurse 284 53.0
Support Staff 30 5.6
Position Int'l I?at_ient Ser_vices Staff 93 17.4
Admission Officer 12 1.9
Manager 39 7.3
Midwife & Physiotherapist 10 1.9
Health Technician 26 4.9

According to Kolmogorov Smirnov test and Shapiro Wilk test, the scale scores did not show a
normal distribution according to the normal distribution examination. In testing the hypothesis of
this research, it was examined first whether the scale scores show normal distribution or not.
Based on Kolmogorov Smirnov and Shapiro Wilk tests’ results, it was found that the scale scores

were not normally distributed. Therefore, Kruskal Wallis test was used for the analysis.

As a result of testing Hypothesis 1, it was found that there was no significant (p=0.284)
difference among hospitals in terms of overall emotional intelligence (EQ) scores of participants

(Table 3). Therefore, the first hypothesis (H1) of the study was not supported.

On the other hand, according to the testing results of Hypothesis 2, it was found that while there
was no supportive evidence for any difference among private hospitals regarding to “assessing
your own emotions” (SEA) (p=0.559), “evaluating the emotions of others” (OEA) (p=0.869),
and “use of emotions” (UOE) (0.443) dimensions of emotional intelligence, moderately strong
evidence for a significant difference was affirmed among private hospitals in terms of
“regulation of emotions” (ROE) dimension at p =0.024 (p<0.05) level. As a result of these

results, the second hypothesis (H2) was supported.

GENC 52


http://dergipark.gov.tr/ijhmt

International Journal Health Management and

http://dergipark.gov.tr/ijhmt

Table 3: Statistical Evaluation Results of Emotional Intelligence and Its Dimensions -Based on Private Hospitals

Hospitals n Mean Rank Mean Chi-Square df p
Hospital A 196 281.64 4.0651 7.421 6 .284
Hospital B 134 246.55 3.9333
Hospital C 64 268.19 3.9863

EQ Hospital D 44 251.84 3.9545
Hospital E 43 293.45 4.0858
Hospital F 37 288.20 4.0760
Hospital G 18 230.56 3.8681
Hospital A 196 282.25 43571 4.884 6 .559
Hospital B 134 250.14 4.2052
Hospital C 64 253.93 4.2188

SEA Hospital D 44 274.20 4.3182
Hospital E 43 277.78 4.2907
Hospital F 37 279.78 4.3581
Hospital G 18 247.97 4.2500
Hospital A 196 279.55 4.1033 2.495 6 .869
Hospital B 134 255.18 3.9907
Hospital C 64 273.63 3.9961

OEA Hospital D 44 267.51 4.0682
Hospital E 43 265.94 4.0465
Hospital F 37 263.27 4.0135
Hospital G 18 248.42 3.9306
Hospital A 196 280.88 4.0319 5.822 6 443
Hospital B 134 249.44 3.8825
Hospital C 64 273.24 3.9805

UOE Hospital D 44 239.23 3.8580
Hospital E 43 274.15 3.9767
Hospital F 37 290.62 4.0743
Hospital G 18 271.39 3.9861
Hospital A 196 271.48 3.7679 14.605 6 .024*
Hospital B 134 253.55 3.6549
Hospital C 64 275.81 3.7500

ROE  Hospital D 44 245.02 3.5739
Hospital E 43 329.85 4.0291
Hospital F 37 288.53 3.8581
Hospital G 18 191.00 3.3056

*p <0.05
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In the next step, pairwise comparisons of hospitals were performed in order to find where the
corresponding differences are in terms of “regulation of emotions” scores of participants. As a
result, only moderately significant difference (p=0.027<0.05) existed between participants
working in Hospital G and Hospital E based on the “regulation of emotions” scores (138.849+
43.095) point of view (Table 4). Additionally, although it might be weak evidence, there might
be marginally difference (p=0.096) between participants from Hospital B and Hospital E in
terms of “regulation of emotions” scores (-76.300+ 26.905) also.

Table 4: Pairwise Comparisons of Hospitals in Terms of “Emotion Regulation” Scores of Participants

Sample 1-Sample 2 Test Std. Std. Test p p*
Hospital G-Hospital D 54.023 42.950 1.258 .208 1.000
Hospital G-Hospital B 62.549 38.535 1.623 105 1.000
Hospital G-Hospital A 80.482 37.807 2.129 .033 699
Hospital G-Hospital C 84.813 40.955 2.071 .038 .806
Hospital G-Hospital F -97.527 44.114 -2.211 027 568
Hospital G-Hospital E 138.849 43.095 3.222 .001 027**
Hospital D-Hospital B 8.526 26.672 320 749 1.000
Hospital D-Hospital A 26.459 25.608 1.033 301 1.000
Hospital D-Hospital C 30.790 30.062 1.024 .306 1.000
Hospital D-Hospital F -43.504 34.241 -1.271 204 1.000
Hospital D-Hospital E 84.826 32.917 2.577 .010 209
Hospital B-Hospital A 17.934 17.207 1.042 297 1.000
Hospital B-Hospital C -22.264 23.325 -.955 340 1.000
Hospital B-Hospital F -34.979 28.508 -1.227 220 1.000
Hospital B-Hospital E -76.300 26.905 -2.836 .005 .096
Hospital A-Hospital C -4.330 22.100 -.196 .845 1.000
Hospital A-Hospital F -17.045 27.515 -.619 536 1.000
Hospital A-Hospital E -58.367 25.850 -2.258 024 503
Hospital C-Hospital F -12.715  31.703 -401 688 1.000
Hospital C-Hospital E 54.036 30.269 1.785 074 1.000
Hospital F-Hospital E 41.322 34.422 1.200 230 1.000
p*: p value after Bonferroni correction

**p<0.05

According to the result of testing Hypothesis 3, it was revealed that there was no significant
(p=0.108) difference among hospitals in terms of overall cultural intelligence (CQ) scores of
participants (Table 5). Therefore, the third hypothesis (H3) of the study was not affirmed.

Therefore, it was rejected.

Lastly, based on testing Hypothesis 4, the results showed that there was no supportive evidence
for a difference among private hospitals in terms of scores of cultural intelligence aspects of
participants (Table 5). However, there might be marginally difference (p=0.066) among private
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hospitals in terms of motivational dimension of cultural intelligence scores of participants. This

could be interpreted as a weak evidence for difference among hospitals based on motivational

cultural intelligence scores of participants (Carey et. al, 2015). For this reason, the last

hypothesis (H4) could not be rejected.

Table 5: Statistical Evaluation Results of Cultural Intelligence and Its Dimensions -Based on Private

Hospitals
. Chi-
Hospitals n Mean Rank Mean df p
Square
Hospital A 196 289.53 5.4089 10.415 .108
Hospital B 134 239.84 5.1630
Hospital C 64 274.34 5.3922
CQ Hospital D 44 254.22 5.2151
Hospital E 43 266.02 5.2735
Hospital F 37 250.81 5.1752
Hospital G 18 309.33 5.4361
Hospital A 196 278.62 5.7298 2.389 .881
Hospital B 134 262.41 5.5981
Hospital C 64 274.10 5.6719
MCOG  Hospital D 44 262.30 5.5284
Hospital E 43 265.37 5.6661
Hospital F 37 242.59 5.5106
Hospital G 18 259.58 5.5000
Hospital A 196 276.89 4.7851 5.854 440
Hospital B 134 252.38 4.6015
Hospital C 64 294.90 5.0469
COG Hospital D 44 246.98 4.6364
Hospital E 43 263.49 4.7389
Hospital F 37 253.35 4.6380
Hospital G 18 299.08 4.8889
Hospital A 196 291.50 5.6121 11.819 .066
Hospital B 134 243.57 5.3170
Hospital C 64 276.45 5.5688
MOT Hospital D 44 234.75 5.3091
Hospital E 43 264.17 5.4298
Hospital F 37 249.62 5.3158
Hospital G 18 307.00 5.7444
Hospital A 196 289.93 5.5086 9.431 151
Hospital B 134 244.38 5.1354
Hospital C 64 255.65 5.2813
BEH Hospital D 44 272.76 5.3864
Hospital E 43 250.05 5.2592
Hospital F 37 261.68 5.2364
Hospital G 18 308.08 5.6111
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4.Discussion
This study sheds light on an examination of if there is any difference among private hospitals in
terms of emotional intelligence and cultural intelligence of participants working in international

patient services.

Regarding the first hypothesis of the study aiming to examine if there is any difference in terms
of the overall score of emotional intelligence of the participants, Kruskal Wallis test scores show
that there was no significant difference among private hospitals in that respect. The participants
in this study frequently deal with people from different cultures during the diagnostic and
treatment procedures of international patients. In that respect, this result is in parallel to the
findings of Crowne (2013)’s research because she found that all forms of cultural exposure were
not supposed to affect emotional intelligence. However, according to Bar-On, Brown, Kirkcaldy
ve Thome (2000), different occupational cultures are one of the reasons for a difference in
emotional intelligence among different workgroups. From that point of view, participants from
each hospital may show some differences within themselves regarding the numbers of non-
clinical staff and healthcare professionals in the international patient services and this may lead
to a difference in emotional intelligence among hospitals. In that sense, finding no difference in
overall score of emotional intelligence in this study contradicts with the findings of Bar-On et.
al. (2000).

The results of testing the second hypothesis revealed that there was moderately strong difference
among private hospitals regarding to emotion regulation aspect in emotional intelligence of
employees who are dealing with international services within their organizations. When checked
with the pairwise comparison in Kruskal Wallis test, both hospitals of which moderately strong
difference was found out, have above 150 bed capacity. To give more detail, Hospital E which
had higher score in emotion regulation has bigger capacity (190) than Hospital G has (150). This
difference between two hospitals in terms of emotion regulation of participants might have been
due to differences in work experience, age, marital status, or all (e.g. Boyatzis and Sala, 2004;
Hur et. al, 2014; Khan and Minbashian, 2017; Mayer et. al., 2000; Pooja, and Kumar, 2016;
Shipley et. al., 2010). According to further descriptive analysis on demographic information of
the participants in these two hospitals, differences were found in experience levels, age, and
marital status of participants. That the percentage of employees (44,2%) having more experience
(6 years and more ) in Hospital E was higher than the one (22%) of Hospital G, participants

working in Hospital E might have been more successful in regulation of emotions comparing to
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the ones in Hospital G. Furthermore, sample group of Hospital G were younger (26 years old and
below) (72,2%) members than the ones (44,3%) of Hospital E. In that sense, it could be
projected that Hospital E employees might have been regulating their and others” emotions better
than Hospital G employees. Additionally, the ones reported their marital status as single were
higher (88,9%) in Hospital G than Hospital E (65,1%). It could be assumed that married people
might have showed better performance in regulation of emotions comparing to singles.
Otherwise, in terms of other demographic parameters, such as ratios of gender, nurse, and

education level, both hospitals were similar.

Further comments could be also made about emotion regulation in terms of being only aspect of
difference in emotional intelligence among hospitals as a result of testing the second hypothesis.
Regulation of emotion was considered as critical ability which helps optimizing functions of
healthcare worker via better management of their both positive and negative responses when
dealing with patients, caregivers as well as coworkers (Gross, 1998; Vandewaa et. al, 2016).
Therefore, this finding is unique contribution to the literature in both emotional intelligence and

international patient services in healthcare.

The third hypothesis of the present study was about examining a difference among private
hospitals in terms of the overall score of cultural intelligence of hospital workers. Similar to the
results of the first hypothesis, there was no strong evidence towards a significant difference
among the hospitals. As the volumes of international patients in each hospital and in proportion
to that, cultural exposure of each hospital’s workers was not the same, this result was not
expected by the researcher. In that vein, Crowne (2013) found in her research that all forms of
cultural exposure had an impact on cultural intelligence. However, the findings of the same study
revealed also that cultural exposure had no effect on emotional intelligence, which is relevant to

one of the results in this current study.

In the last hypothesis, difference among private hospitals was examined in terms of the
dimensions of cultural intelligence of the participants, namely, the cognitive, metacognitive,
motivational and behavioral cultural intelligence. The testing results of the fourth hypothesis
showed that there was no significant difference among hospitals regarding four aspects of
cultural intelligence, namely, the cognitive, metacognitive, motivational and behavioral cultural
intelligence. On the other hand, it was found that, even though in marginal level, there was some
differences among hospitals in terms of the motivational aspect of cultural intelligence. Related

to motivational cultural intelligence, the research performed by Chen et. al. (2012) revealed that
I ———————
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high firm motivational CQ showed better cross-cultural interpersonal interactions either among
coworkers or between manager and employee. In that regard, marginal difference among
hospitals might have indicated that some hospitals are performing better in cross-cultural

interactions, in other words, satisfactory services to international services.

In terms of limitations of this study, using self-report measures, which are common in social
sciences, for evaluating both emotional intelligence and cultural intelligence of participants
could be counted as one of them. Actual and perceived performance level difference and either
good or bad exaggeration tendency are some of the common issues related to self-report
instruments in the literature (Ciarriochi et al., 2000; Crowne, 2013; Goldenberg et al., 2006;
Libbrecht et. al., 2010).

Other limitations in this present study may be due to differences in understanding of the items in
each questionnaires and different cultures of participants (Triandis, 2004). 7,1% of the
participants (n=38) in the present study reported that their mother tongues are different than
Turkish.

Despite majority of international patients prefer private hospitals for their health problems,

the results of this research are not generalizable for all hospital types because of including only

private hospitals.

5.Conclusion
Considering almost 26% of participants being non-clinical hospital staff in this study, relatively
heterogenous workforce was noticed throughout the services of international patients comparing

to more homogenous structure of healthcare workers otherwise.

The findings of this study revealed that hospitals were not different from each other in terms of
the overall score of emotional intelligence of their employees who have different roles and
responsibilities in addressing the needs and expectations of international patients during their
treatment in the hospital. Furthermore, emotion regulation aspect was found as moderately
significant differentiator among private hospitals among other domains of emotional intelligence

in international patient care.

On the other hand, private hospitals are not significantly different from each other in terms of
any aspects of cultural intelligence of employees who are providing services to patients from

abroad. However, there may be a weak evidence in favor of a difference among private hospitals

_________________________________________________________________________________________________________|
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in terms of motivational cultural intelligence of employees who are dealing with international

patients in the hospital.

Overall, this study is unique in terms of highlighting some differences among private hospitals in
terms of emotional intelligence and cultural intelligence in their services towards patients who

traveled from their home country for health reasons.

6.Recommendations

The findings of this study are important in terms of attracting attentions of researchers into the
multicultural, multi-professional and dynamic structure of medical care services of international
patients in hospitals. Because of the importance of satisfactory results from international patient
services, both emotional and cultural intelligence should be improved through inhouse trainings
and using other means especially in medical care of international patients. In that vein, to see the
effect of trainings in both emotional intelligence and cultural intelligence, it is recommended to
repeat the same study on the same sample group and settings after trainings. Additionally, it
could also be investigated the role of upper management, demographic parameters, international
work experience towards better international patient services in the hospitals. Another study
could be performed in public hospitals and see if there are any differences between public and

private hospitals in this regard.
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