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Abstract: It is of theoretical and practical significance to understand what factors influence the
sustainable development of home healthcare services in China. Based on a face-to-face survey,
we find that the location planning, which is decisive for the improvement of patient satisfaction,
can effectively reduce the risks, as well as the costs of redundant construction and re-construction
of service centers for home healthcare and, thus, helps ensure the sustainability of health and the
environment. The purposes of this paper are to investigate the existing problem of home healthcare
in Shanghai and to find the optimum location planning scheme under several realistic constraints.
By considering differentiated services provided by the medical staff at different levels and the
degrees of patient satisfaction, a mixed integer programming model is built to minimize the total
medical cost. The IBM ILOGCPLEX is used to solve the above model. Finally, a case study of Putuo
district in Shanghai is conducted to validate the proposed model and methodology. Results indicate
that the model used in this paper can effectively reduce the total medical cost and enhance the
medical sustainability, and therefore, the results of the model can be used as a reference for decision
makers on the location planning problem of home healthcare services in China.
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1. Introduction

The problems of medical resource shortages and an aging population have become increasingly
prominent in China. The number of elderly people aged over 60 years in China is more than
200 million, accounting for 14.9% of the total population in China [1]. This figure was significantly
higher than the traditional aging society standard (10%) set by the United Nations. In particular,
about 80%~90% of old people suffered from various chronic diseases and faced the corresponding
pressures from home healthcare problems. According to the forecasting from the National Aging
Committee of China, in the next 20 years, China would enter the period of its aging peak, and the old
population (According to the China Report of the Development on Aging Cause 2013, the population
aged 60 and over is counted as the old population. This statistical principle is based on the regulations
on retirement age. In China, men currently can retire at the age of 60 years, while women who work
in factories can retire as early as 50 years old. Additionally, women who work in public sectors can
retire at the age of 55. Therefore, people aged 60 and over are regarded as the elderly.) is expected
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to increase at a sustained amount of 10 million per annum. In a word, the problem of “getting old
before getting rich” has become more severe in China [2].

As a new mode of health services, home healthcare service is more efficient, flexible and
convenient, which can effectively alleviate the problem of medical resource shortages. Especially, it
can reduce the medical cost and improve the service quality at the same time [3,4]. “Home healthcare”
can be defined as home-visiting medical services provided by general practitioner service teams
based on online and/or phone-call reservation systems. The patients include the elderly population
(people aged 60 and over), families that have lost their only child, the disabled and other special
populations. In developed countries, such as European countries (especially France), Australia and
Canada [5], home healthcare has played an increasingly important role in the healthcare systems. In
recent years, some healthcare services in the U.S. have been transferred from hospitals to patient’s
homes [6]. Additionally, the demand for home healthcare services has shown an increasing trend
in many developed countries over the years. The market for home healthcare in the U.S. exceeded
$7.7 billion in 2012 [7]. The development of home healthcare in developed countries has proven that
it is conducive to alleviating medical resource imbalances, reducing the costs of healthcare systems,
increasing the life quality of patients and improving the degree of patient satisfaction [8].

In order to cope with the medical problems resulting from an aging population, the Chinese
government has paid more attention to the promotion of home healthcare services in recent years.
Take Shanghai as an example. In order to explore the service mode of “developing community
health services provided by healthcare teams dominated by general practitioners” (in the medical
profession, a general practitioner (GP) is a medical doctor who treats acute and chronic illnesses
and provides preventive care and health education to patients), 11 pilots of community health
centers have been set up in Changning, Putuo and other districts in Shanghai since 2003. As of
2014, the system of family doctors or nurse practitioners was established for all community health
centers in Shanghai, and about 1/6 of the residents signed home care nursing service contracts with
family doctors.

As China’s most populous city, Shanghai is facing a serious challenge of aging population.
Therefore, the investigation of Shanghai on the barriers, as well as decisive factors of the development
of home healthcare services can be a good reference for other regions in China. Based on this concern,
we conducted a face-to-face survey in several districts in Shanghai to explore the influencing factors of
the development of home healthcare services. The results indicate that the location of service centers
for home healthcare is decisive for the improvement of patient satisfaction, which is of paramount
importance for medical service providers. However, although many scholars have conducted
research on the determinants of patient satisfaction [9], there is no agreed definition of the concept of
patient satisfaction, because satisfaction is multi-dimensional [10,11]. According to the results from
the face-to-face survey in China [12], there are four indexes for measuring patient satisfaction in home
healthcare: first, response time; second, patient wait time; third, service quality; fourth, service price.
In general, response time is affected by factors, such as the level of convenience in contacting, as well
as the number of medical staff. Patient wait time, a quality indicator of home healthcare services, is
influenced by location planning of service centers for home healthcare, as well as the scheduling
and dispatching of medical staff. Service quality in home healthcare is affected by the levels of
healthcare workers and the degree of advancement of medical equipment. Service price is influenced
by the pricing scheme or the price specifications regulated by the government. Particularly, the
inappropriate location of service centers for home healthcare, which is a decisive factor influencing
whether medical staff are able to provide timely and convenient services for patients, is the major
determinant of patient satisfaction. Therefore, the location planning problem of service centers for
home healthcare becomes particularly important.

The contributions of this study are summarized as follows: (1) we investigate the current
situation of home healthcare in Shanghai, so as to explore the influencing factors of the development
of home healthcare services, which can provide a valuable reference for the location planning of
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service centers for home healthcare in other regions in China; (2) we propose a location planning
model that considers the actual constraints and then conduct a sensitivity analysis to optimize the
current layout of the service centers for home health to a certain extent; (3) based on the empirical
analysis of Shanghai, we provide some policy implications for the decision makers to build an
effective location plan and promote the sustainable development of China’s home healthcare.

The rest of this paper will be organized as follows. A concise literature review is presented in
Section 2. Section 3 discusses the data collection and presentation. Section 4 constructs the location
optimization model. Section 5 provides the empirical analysis and relevant results in this study.
Finally, the conclusion will be given in Section 6.

2. Literature Review

Many scholars have conducted research on the application of home healthcare [13–15].
In addition, in recent years, the sustainability of healthcare has also attracted increasing attention
from researchers and policy makers [16–18].

The location planning problem is a classical problem in the field of operations research. In other
words, the solution to the problem aims to maximally meet the resource demand by a given number
of facilities. Specifically, the intermediate value problem, the maximal covering location problem
and the center problem are the three classical models of the location problem. The solution to the
intermediate value problem, which could provide the shortest distances from service requiring places
to the destinations, was posed by Hakimi in 1964 [19]. The covering location problem can be divided
into the maximal covering location problem and the set covering location problem. Church and
ReVelle [20] posed the maximal covering location problem by restricting the optimal location sites
of the service centers to the network nodes. The set covering location problem was first posed by
Roth [21], who resolved the location problem of fire centers, the optimal ambulance location and
other emergency service facilities. Different from the set covering the location problem, the center
problem is the minimax problem, which calculates the minimax distance from any service requiring
places to the nearest facilities under the constraint of a fixed number of facilities.

As of now, much research has been done to solve the location problem in the medical field.
In order to optimize the location of hospitals, Liu and Li [22] built a Pareto multi-objective generic
algorithm location model. Diao and Jiang [23] not only introduced factors, such as customer
preference and traffic weight, but also simulated the monthly number of hospital visits using the
Monte Carlo method. Vahidnia et al. [24] utilized a fuzzy analytic hierarchy process to optimize
the hospital location by combining a geographic information system (GIS). Soltani and Marandi [25]
studied the potential location for hospitals based on fuzzy multiple criteria decision making (MCDM).
Varnakovida and Messina [26] performed an empirical analysis for the location of community
hospitals in Michigan, U.S. Kim et al. [27] adopt branch and bound algorithms to determine
the location for long-term care facilities. Toregas et al. [28] presented the emergency facilities
as a set covering problem and solved this problem using linear programming. To optimize the
location approaches, the problems of location and capability deployment were also considered by
Cong et al. [29] in the study of the network location problem of home healthcare centers under a
certain demand.

Research on the problem of the location planning of service centers for home healthcare is still
relatively scarce [30–32]. Compared to the traditional healthcare service, home healthcare is special
considering that the medical staff needs to offer visiting services, and patient satisfaction drops with
longer waiting time [33–36]. However, if the waiting time exceeds the acceptable and tolerable limit,
there would be an exponential plummet in patient satisfaction, and patient satisfaction could even
drop to zero when patients terminate a service request for home healthcare and choose other kinds of
medical services [12]. Meanwhile, the number of medical staff of different levels also has an impact on
the capabilities of each service center. Based on the above analysis, this paper tries to build a location
model of service centers for home healthcare to reduce medical cost and improve medical efficiency.

15814



Sustainability 2015, 7, 15812–15832

In this paper, two versions of questionnaires (questionnaires for individuals and medical staff)
are designed to investigate the current situation and problems of home healthcare in Shanghai.
The results indicate that unreasonable location planning is a crucial factor for patient dissatisfaction.
Therefore, we build a mixed integer programming model that considers various actual constraints.
In order to validate the effectiveness of the proposed model and methodology, we conduct a case
study of Putuo district in Shanghai and the sensitivity analysis of the proposed optimization model.
Results indicate that the proposed model can provide a reference for decision makers to solve the
location planning problem of service centers for home healthcare, so as to improve the efficiency, as
well as the levels of home healthcare services in China.

3. Data Collection and Presentation

3.1. Variables and Data Collection

According to the data from the Chinese Health and Family Planning Statistical Yearbook [37],
we can see that the number of patients visiting community health centers increased greatly during
2003–2012, while the number of patients visiting hospitals and other medical institutions decreased
correspondingly (See Figure 1). Specifically, the number of patients visiting hospitals dropped from
143.34 thousand persons in 2003 to 62.89 thousand persons in 2012, and the average annual decrease
rate was 7%. Comparatively, the number of patients visiting community health centers increased
from 564.84 thousand persons in 2003 to 1155.17 thousand persons in 2012, which was equivalent to
a growth of 104.5%.
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Figure 1. Number of patients visiting different types of medical institutions in Shanghai. Data source:
Chinese Health and Family Planning Statistical Yearbook [37].

In order to do further research on home healthcare services, we conducted an in-depth survey
on the major challenges, as well as obstacles for the sustainable development of home healthcare
in Shanghai, China. Variables and data of the following part used in this paper are based on the
face-to-face survey. The survey was launched by the Business School of East China Normal University
in the first half of 2015. We designed two kinds of questionnaires: questionnaires for medical
staff and questionnaires for individuals. Medical staff include doctors, nurses and administrative
staff of hospitals. Individuals are mainly residents in Shanghai. The respondents (individuals) in
our survey include patients in the hospitals, patients in the community health centers, home care
patients and households in communities in various districts in Shanghai. Therefore, individuals in
this paper refer to the broader community. Much effort has been made to improve the design of
the questionnaires. For instance, we gathered advice from medical staff in relative departments of
hospitals to improve the questionnaire design and to ensure the scientificity and effectiveness of the
questionnaires. In addition, in order to guarantee the validity of the survey, we adjusted and amended
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the questionnaires several times after interviewing administrative staff and staff members of home
health centers. Especially, aiming at redesigning and improving the quality of the survey, the pre-test
survey were conducted twice to identify problems related to questionnaire design. It is important
to test the effectiveness of the survey questionnaire before actually using it to collect data. In other
words, pretesting and piloting help identify questions that do not make any sense to participants or
problems that might lead to biased answers.

We experienced several problems related to the question and questionnaire design during the
pre-test of the questionnaire. For example, some respondents could not completely and accurately
fill out the forms because of the unclear classification of hospitals in the previous questionnaire.
Generally, hospitals in China are organized according to a three-tier system, and hospitals are
designated as primary, secondary or tertiary institutions. Therefore, in the pre-test questionnaire,
we only provided the above three options for respondents to choose. However, hospitals in
different districts in Shanghai have a more detailed subdivision, and therefore, the related questions
and answer options for survey questions should be designed more precisely. Another problem
is that the demographics of families, including nuptiality, family structure, living arrangements,
and so on, are diversified and complicated, and the answer options for survey questions in the
previous questionnaire cannot fully cover the various situations. Other problems include: (1) some
respondents are still unfamiliar with the definition, as well as the scope of home healthcare services;
(2) some respondents have never used home healthcare services, the answers of whom might
influence the effectiveness of the questionnaires; (3) some respondents cannot give accurate answers
to questions due to the lack of medical knowledge. Therefore, in order to obtain more accurate
answers, on the one hand, we revised and improved the design of specific questions; on the other
hand, we trained the investigators to provide more detailed explanations to respondents on several
questions during the actual face-to-face survey.

Questionnaires for individuals are designed to investigate the expectations and the degrees
of urgency of demand for home healthcare of households at different ages, with different income
levels and living situations. The urgency of home healthcare in our survey is measured by the
degree of urgency of demand in home healthcare services at different ages. In general, we could
expect that there would be more people requiring home healthcare in China, and the degree of
urgency of demand for home healthcare services would increase with age. First, there would be
more people suffering from chronic illnesses or physical disabilities due to the aging population.
Second, the number of frail elderly people would rise due to a higher life expectancy. Third, specific
healthcare conditions, such as recovering from surgery or acute illnesses, often need consistent and
further medical treatment at home. Based on the above analysis, we set the specific question in the
questionnaire as follows:

Would you please describe the degree of urgency of demand for home healthcare services?

A. I am in urgent need.
B. I am in need of home healthcare, but it is not urgent.
C. I do not need them.

The top three reasons for respondents who are in urgent need of home healthcare are
summarized as follows: (1) the respondent is a chronic disease patient or physically-disabled patient;
(2) the respondent cannot stand the long waiting times, as well as the high-cost health expenses for
receiving treatment at hospitals; (3) the respondent prefers to receive medical treatment at home
because he/she is unsatisfied with the treatment environment of hospitals.

Questionnaires for staff in hospitals mainly focus on their attitudes towards home healthcare
services and their expectations of possible medical-supporting funds, facilities and payment for
medical staff.

The data processing and expected objectives of the questionnaires on home healthcare
(overview) are as follows:
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1. Questionnaires for individuals:

(1) Demands for home healthcare among different groups (indexes of analysis: age, income level,
living conditions, etc.).

(2) Understanding levels of the system of family doctors or nurse practitioners among different
groups (indexes of analysis: age, educational level, etc.).

(3) The degrees of familiarity with healthcare institutions around the accommodations or work
places among different groups (indexes of analysis: age, income level, etc.).

(4) The degrees of familiarity with commercial health insurance or medical insurance among
different groups (results from the survey on commercial insurance are used for comparison).

2. Questionnaires for staff working in hospitals:

(1) The attitudes of doctors and nurses toward home healthcare services.
(2) The current or expected ways of providing home health services by hospitals.
(3) The expected facilities and possible medical-supporting funds provided by hospitals for home

healthcare services.

The survey is aimed at not only learning about the general situation of home healthcare in
Shanghai city, but also analyzing the influencing factors of the sustainable development of home
healthcare at the micro-level. Considering that there is a large number of health centers in Shanghai,
we only selected a few representative districts (Putuo, Xuhui, Minghang, Changning, etc.) for our
investigation (see Figure 2). The most prestigious medical centers in Shanghai, including Shanghai
Sixth People’s Hospital, Shanghai Putuo District Central Hospital, Shanghai Minhang District Central
Hospital and several hospitals in the Caoyang district, are investigated in our survey. In addition,
we conducted an in-depth study on home healthcare by doing face-to-face interviews with doctors,
nurses and administrative staff in the above-mentioned hospitals. The total number of questionnaires
is 511, for which the number of valid questionnaires is 493, and the number of questionnaires for
individuals is 319.
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3.2. Data Presentation

Some investigation results are presented as follows:
Figure 3 shows that 62% of respondents are in need of home healthcare services, but the need is

not urgent; 9% of respondents are in urgent need of home healthcare services; and 29% of respondents
do not need home healthcare services.

We further investigate the urgency of demand for home healthcare at different ages. As shown
in Figure 4, residents aged below 45 showed the lowest demand for home healthcare, for which
about 35 percent of respondents do not need home health services. However, the demand for home
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healthcare services rises gradually with age, and the share of “in urgent need” is the highest for
residents aged over 75 (35.5%).

Further, we investigated the satisfaction degree of respondents who received healthcare services
at home. Results show that the overall satisfaction rate is 79.8%. Specifically, the share of high ratings
for home healthcare services is 2.5%; the share of middle-high ratings for home healthcare services is
25.8%; and the share of moderate ratings is 51.5% (see Figure 5).
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We further investigate the reasons behind patient dissatisfaction, and the results are shown in
Figure 6:
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As shown in Figure 6, one of the major reasons for patient dissatisfaction is that the requirements
of patients cannot be met by medical staff in a timely manner. Additionally, the limited capability
of home healthcare services that could not meet patients’ expectations is another reason for
patient dissatisfaction.

According to the results of the questionnaires, the inappropriate location of service centers
for home healthcare was an important obstacle for the further promotion and development of
home healthcare in China. In summary, the major reasons for residents who are unwilling to
choose home healthcare services are: (1) the inadequacy of the local healthcare infrastructure and
medical devices, (2) inefficient healthcare services; (3) the inadequacy of the capabilities of medical
staff; (4) inconvenient contact methods. We should note that some of the above problems, such
as inefficient healthcare services and inconvenient contact methods, could be addressed through
process improvement initiatives, known as Kaizen events (Kaizen means “improvement” in Japanese,
and Kaizen events focus on implementing improvements to the process of meeting customer
demands) [38]. Therefore, we undertake a root cause analysis to alleviate or even eliminate the
above problems.

(1) “The inadequacy in the local healthcare infrastructure and medical devices” is mainly caused
by the lack of funding to support home care services. The solutions could be: first, seeking to
optimize investments in home healthcare; second, looking for financial assistance to increase
medical devices; third, seeking government financial support to the home healthcare industry.

(2) Reasons for “inefficient healthcare services” are as follows: first, there is not enough staff to pick
up telephone calls; second, the imperfect customer service response mechanism; third, ineffective
communication; fourth, long wait times for health services. Possible solutions could be: first,
increasing medical staff; second, optimizing the dispatch and scheduling of healthcare staff;
third, creating a reasonable location plan of service centers for home healthcare; fourth, under
the constraint of limited medical resources, further optimizing the allocation of medical staff in
the aspects of workload assignment and minimizing the traveling time of nurse practitioners.

(3) The main reason for “the inadequacy in the capabilities of medical staff” is that there is not
enough medical staff, especially senior doctors and skilled medical staff. Possible solutions could
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be: first, conducting medical staff training; second, attracting more skilled medical staff to join
the home healthcare industry.

(4) The main reason for “inconvenient contact method” is the inadequacy of modern communication
services. The problem can be solved by providing better online customer support and online
reservation services, developing customized telephone booking services, providing reservation
services based on mobile application system, etc.

In conclusion, home healthcare services in China still have shortcomings in terms of
management and operational efficiency. The delayed or late responses of medical staff to the patients’
demands are the major reasons for patient dissatisfaction. Due to this reason, the inefficient services
have resulted in the distrust of patients for home healthcare. Therefore, in order to improve the
operational efficiency and to achieve the effective allocation of medical resources, it is necessary
to build an optimized model to solve the location planning problem of service centers for home
healthcare [39].

4. Construction of the Optimization Model

This paper focuses on how to resolve the location planning problem of home health centers with
the unknown candidate service centers for home healthcare and service-requiring places (considering
the constraints of the capabilities of service facilities and differentiated service competencies).
The model is based on the following basic assumptions:

(1) The service demands in each phase are certain;
(2) The existing health centers shall not be closed, and the size of the health centers can be expanded

in the next phase;
(3) Healthcare services of the existing centers shall not be stopped, and we do not consider the

situation of firing employees;
(4) Wages and unit travel cost of medical staff would not change with time.

The model in this paper uses the following subscripts, parameters and variables:
Subscripts:
i represents the i-th service center (i = 1, . . . , I);
j represents the j-th destination (j = 1, . . . , J);
k represents the k-th type of service (k = 1, . . . , K);
l represents the services provided by the l-th grade medical staff (l = 1, . . . , L);
t represents the t-th time phase (t = 1, . . . , T).
Parameters:
ci represents the investment cost of building the i-th service center, which is related to the

geographic location;
ck represents the investment cost to open the k-th type of service (namely the professional

equipment cost), which is related to the service type;
ck’ represents the hourly wage of the medical staff providing the k-th type of service;
cij represents the transportation cost of providing one service from the i-th service center to the

j-th service-requiring place;
djkt represents the demand of the k-th type of service for the j-th service-requiring place in the

t-th time phase;
τk represents the execution time of the k-th type of service;
tij represents the transportation time from the i-th service center to the j-th service-requiring

place (namely response time of demand); therefore, the total time for the i-th service center to provide
the k-th type of service for the j-th service-requiring place is τk + 2tij;

α represents the time value of money;
αt´1 represents the time value coefficient of capital in the t-th time phase; the time value of

money means a certain amount of currency held at present will have a higher value in the future;
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Fi represents the maximum size of the i-th service center, and it is related to the floor area and
other factors of the service center;

Hlt represents the maximum number of the l-th grade of medical staff in the t-th time phase;
P represents the minimum satisfactory rate of the service-requiring place;
Uk represents the maximum response time of the k-th type of service (maximum transportation

time from service centers to service-requiring places);
Ek represents the customer expected response time of the k-th type of service.
Decision variables:
xit is a binary variable and represents whether the i-th service center is built in the t-th time phase

(one: yes; zero: no);
yikt is a binary variable and represents whether the k-th type of service is launched by the i-th

service center in the t-th time phase (one: yes; zero: no);
nilkt represents the capability to provide the k-th type of service by the l-th grade of medical staff

from the i-th service center in the t-th time phase;
zijkt is a binary variable and represents the percentage for the i-th service center to meet the

demands from the j-th service-requiring place while providing the k-th type of service in the t-th
time phase.

The mathematic model is as follows:

min
T
ř

t=1

I
ř
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αt-1cixit+
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ř
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I
ř
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(1)

The constraints are as follows:
yikt ď xit @i, k, t (2)

zijkt ď yikt @i, j, k, t (3)

nilkt ď yiktM @i, l, k, t pM is the maximal number) (4)

L
ÿ

l=1

K
ÿ

k=1

nilkt ď Fi @i, l, k, t (5)

J
ÿ

j=1

(τk+2tij) zijktdjkt ď

L
ÿ

l=1

nilkt @i, j, l, k, t (6)

I
ÿ

i=1

K
ÿ

k=1

nilkt ď Hlt @i, l, k, t (7)

P ď
I

ÿ

i=1

zijkt ď 1 @i, j, k, t (8)

zijkt ď
tij ´Uk

Ek ´Uk
@i, j, k, t (9)

xi(t+1) ě xit @i, t (10)

yik(t+1) ě yikt @i, k, t (11)

xit, yikt P t0, 1u @i, k, t (12)

nilkt ě 0 @i, l, k, t (13)

0 ď zijkt ď 1 @i, j, k, t (14)
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Objective Equation (1) represents the model with the lowest total cost and includes four items.
The first item represents the total investment cost of building the service center, while the second item
represents the total investment cost of starting the business. Both of the items have considered the
time value of money. The third item represents the total labor cost of the service center, and the fourth
item represents the total transportation cost of providing the service.

Constraint Equation (2) denotes that services can be provided for customers only if the service
center has already been built;

Constraints Equations (3) and (4) represent that a particular service can be provided only if the
service has been launched by the service center;

Constraint Equation (5) represents that the capacity of the service center cannot exceed its limits;
Constraint Equation (6) represents that the total services provided by each service center shall

meet the restrictions of the service capacity of each service center;
Constraint Equation (7) represents that there is a maximum number of medical staff of

each grade;
Constraint Equation (8) represents that the demands of each service-requiring place shall be

met proportionally;
Constraint Equation (9) represents that the degree of satisfaction will decrease with the

increasing waiting times; once the response time of the medical staff has exceeded the expectations of
the customers, especially, the healthcare services will become invalid after exceeding the maximum
response time;

Constraints Equations (10) and (11) represent that the existing service centers or services cannot
be closed or terminated;

Constraints Equations (12)–(14) represent the value range of the variables.

5. Empirical Analysis

We take service centers for home healthcare in Putuo district in Shanghai as an example
for the empirical analysis in this paper. There are eight sub-districts and two towns in Putuo
district, namely the sub-districts of Changshou Road, Yichuan Road, Ganquan Road, Shiquan Road,
Changfeng Xincun, Caoyang Xincun, Wanli, Zhenru, as well as the towns of Taopu and Changzhen.
The population of this district is about 1.3 million. Calculated from the research data, there are about
0.85 million people in the potential target market of home healthcare. In this paper, we try to verify
the effectiveness of the model through the research on the location problem of the home health centers
in Putuo district at Shanghai, China. The following numerical calculation is achieved by running IBM
ILOGCPLEX Program 12.6 under the Windows 7 operating system.

5.1. Existing Condition of Service Point Location

Firstly, we can check whether the existing service centers for home healthcare can meet the
requirements of the residents using the location model in this paper. Home healthcare services
of Putuo district are mainly provided by the community health centers of Changshou Sub-district,
Yichuan Sub-district, Ganquan Sub-district, Shiquan Sub-district, Changfeng, Baiyu, Caoyang,
Zhenru Town, Taopu Town and Changzheng Town. Relevant data of these ten main service centers
are shown in Table 1.

The opportunity cost for building a community health center can be calculated by the area of
a service center multiplied by the rent level in the community. The number of maximum members
determines the maximum annual capability of each service center (the number of maximum members
ˆ the annual workload). Taking the current data as the data in the first year, the maximum capacity of
the second year will increase proportionally with the increase in the planned area (shown in Table 2).

At present, healthcare services provided by each service center can be classified into “hospital
bed at home” and “health record establishment”. The former means that patients can receive medical
treatment and care in a familiar environment by transferring the treatment places from hospitals to
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homes, and the latter means that family doctors or nurse practitioners will create and maintain the
authoritative records of physical and psychological health for community residents by providing
visiting services. Relevant data of these two services and other relevant data are shown in Table 3.

Table 1. Relevant data of community health centers.

Community
Health Centers

Total
Area (m2)

Planned
Increased
Area (m2)

Nearby
Rent

(RMB/m2)

Max Members of
the Service

Center (Persons)

Total Number of Medical Staff at
Different Levels (Persons)

Primary Intermediate Advanced

Changshou
Sub-district (i1) 1978 514 3100 20 8 10 2

Yichuan
Sub-district (i2) 6024 489 2200 40 15 18 7

Ganquan
Sub-district (i3) 2236 218 2200 25 10 12 3

Shiquan
Sub-district (i4) 2647 345 2000 20 6 12 2

Changfeng
Community (i5) 4987 678 3200 35 15 15 5

Baiyu
Community (i6) 1616 1000 3000 15 8 4 3

Caoyang
Community (i7) 6074 845 2100 50 21 20 9

Zhenru Town
(i8) 3961 987 2200 30 10 15 5

Taopu Town
(i9) 6280 879 1000 50 18 24 8

Changzheng
Town (i10) 4600 678 2000 35 15 15 5

Table 2. Input data of community health centers.

Community Health
Centers

Annual Investment
Cost (Million RMB)

Service Capacity of
the 1st Year

(Thousand Hours)

Service Capacity of
the 2nd Year

(Thousand Hours)

Changshou Sub-district 6.13 40 50.39
Yichuan Sub-district 13.25 80 86.49
Ganquan Sub-district 4.91 50 54.88
Shiquan Sub-district 5.29 40 45.21

Changfeng Community 15.95 70 79.52
Baiyu Community 4.84 30 48.56

Caoyang Community 12.75 100 113.91
Zhenru Town 8.71 60 74.95
Taopu Town 6.28 100 114.00

Changzheng Town 9.20 70 80.32

The settlements of residents are randomly distributed; therefore, the service-requiring places
input into this model are also randomly generated (shown in Table 4). In addition, the demand
data are randomly generated after determining the threshold in accordance with the research results.
Additionally, the demand of the second year is calculated by the 10% increase compared to that of the
first year.

However, after inputting these data into the proposed model, an infeasible solution results.
After debugging, we find that a feasible solution can be obtained only by decreasing the minimum
satisfactory rate of demand to 74%, which means that those 10 candidate service centers need to be
opened in the first year. This also indicates that even if all service centers are operated completely at
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present, only about 74% of the demands can be met. In this case, the optimal configuration is shown
in Table 5.

Table 3. Relevant data in this paper.

Relevant Data of Service

Services Annual Investment
Cost (RMB)

Service Payment
(RMB/Hour)

Execution Time
(Hour)

Maximum Response
Time (Hour)

Hospital bed at
home (k1) 20,000 30 1 0.5

Health records
establishment (k2) 10,000 15 0.5 0.5

Other Relevant Data

Parameters

Minimum percentage
of demand satisfied for
each service-requiring

place

Annual workload of
medical staff

providing home
healthcare services

(hours)

Unit transportation
speed (km/hour)

Unit transportation
cost (RMB/km)

Values 90% 2000 10 2

Table 4. Results of randomly-generated demands.

Service
Demand Hospital Bed at Home (Hours) Health Records Establishment (Hours)

The 1st year The 2nd year The 1st year The 2nd year

j1 5543 6098 1679 1847
j2 5020 5522 1427 1569
j3 4054 4459 1188 1306
j4 4451 4896 1959 2155
j5 4224 4647 1221 1344
j6 5572 6129 1343 1477

j100 6404 7045 1057 1163

It can be seen from Table 5 that the service of the hospital bed at home cannot be met. Therefore,
the results need to be further optimized.

Table 5. The optimal configuration of service capacity under the present situation.

Community Health
Centers

Number of Persons in
the 1st Year

Number of Persons in
the 2nd Year

Hospital bed
at Home

Health Records
Establishment

Hospital Bed
at Home

Health Records
Establishment

Changshou Sub-district (i1) 17 3 22 4
Yichuan Sub-district (i2) 34 6 37 6
Ganquan Sub-district (i3) 21 4 23 4
Shiquan Sub-district (i4) 20 23

Changfeng Community (i5) 29 6 32 8
Baiyu Community (i6) 12 3 19 5

Caoyang Community (i7) 41 9 51 6
Zhenru Town (i8) 30 30 7
Taopu Town (i9) 39 10 26 4

Changzheng Town (i10) 30 5 35 5

5.2. Service Point Location Optimization

In order to resolve the problem of unmet demands, it is possible to better meet the needs of
the residents by building some new home health centers in the populated areas or improving the
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service efficiency. The service efficiency could be improved by the following methods: first, minimize
the idle time by scheduling and dispatching medical staff; second, minimize the routes, as well as
transportation time from service centers to targeted locations by optimizing the route arrangement;
third, conduct customer training for medical staff. This paper mainly adopts the location model
to optimize the re-layout of the home health centers. According to the above results, three candidate
service centers should be built respectively in Wanli Sub-district, Changzheng Town and Taopu Town.
Based on the above analysis, there would be 13 candidate service centers. The distribution of the
service centers can be referred to in Figure 7 and Table 6.
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Table 6. Relevant data of the new service centers of three candidate points.

Community
Health Centers

Required Area
(m2)

Increased Area in
the 2nd Year (m2)

Max Members
(Persons)

Investment Cost
(Million RMB)

Candidate 1 4000 700 35 8
Candidate 2 4000 700 35 7.2
Candidate 3 4000 700 35 4

If the minimum satisfactory rate of demand is 90%, inputting the relevant data of these 13 service
centers and the original service-requiring places into this model would obtain the following results
(shown in Table 7).

Compared to the previous results, home healthcare services will be launched in the three new
candidate service centers based on the new location results by cancelling the Changshou Road and
Changfeng Xincun community health centers (Shown in Figure 8). A comparison of the results
(shown in Table 8) indicates that the new layout of the service centers can not only improve the
demand satisfaction rate from 70% to 90%, but also can decrease the total cost by 0.44 million RMB in
two years. Therefore, this optimization scheme is effective and feasible.
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Table 7. Computational results of service centers that should be opened.

Service Centers
The 1st Year The 2nd Year

Hospital Bed at
Home

Health Records
Establishment

Hospital Bed at
Home

Health Records
Establishment

Changshou Sub-district (i1) ˆ ˆ ˆ ˆ

Yichuan Sub-district (i2)
‘ ‘ ‘ ‘

Ganquan Sub-district (i3)
‘ ‘ ‘ ‘

Shiquan Sub-district (i4)
‘ ‘ ‘ ‘

Changfeng Community (i5) ˆ ˆ ˆ ˆ

Baiyu Community (i6)
‘ ‘ ‘ ‘

Caoyang Community (i7)
‘ ‘ ‘ ‘

Zhenru Town (i8)
‘ ‘ ‘ ‘

Taopu Town (i9)
‘ ‘ ‘ ‘

Changzheng Town (i10)
‘ ‘ ‘ ‘

Candidate 1 (i11)
‘ ‘ ‘ ‘

Candidate 2 (i12)
‘ ‘ ‘ ‘

Candidate 3 (i13)
‘ ‘ ‘ ‘
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Table 8. Comparison between the current condition and the optimized scheme.

Current Condition Optimized Scheme

Service centers

Changshou Sub-district, Yichuan
Sub-district, Ganquan Sub-district,
Shiquan Sub-district, Changfeng,
Baiyu, Caoyang, Zhenru Town,
Taopu Town, Changzheng Town
community health centers

Yichuan Sub-district, Ganquan
Sub-district, Shiquan Sub-district,
Baiyu, Caoyang, Zhenru Town,
Taopu Town, Changzheng Town
community health centers as well
as candidates 1, 2 and 3

Quantity of service centers 10 11

Total cost 207.15 million RMB 206.71 million RMB

Satisfactory rate of demand More than 74% More than 90%

5.3. Sensitivity Analysis of the Optimization Model

We conducted a sensitivity analysis of the demands based on the decision making model. In
this process, we assume the number of demand points to be unchanged, while the demand at each
demand point changes over time. In this paper, a demand point stands for a household that needs
home healthcare. The demand change at each demand point represents the increase or decrease of
different types of home healthcare services.

As shown in Figure 9, the total system cost increases linearly with an upsurge in demand, while
the average time of responses showed a stepwise reduction with the growth of demand. When the
demand expanded, decision makers would increase service centers for home healthcare and adjust
the arrangement of workers, so that the average time of response would be reduced.
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Figure 9. The impact of demand changes on the total cost and the average response time.

When the demand changes (x times of demand) reached over 1.4, the average time of response
would reach a minimum value and remain constant. Meanwhile, when all of the service centers are
opened, the increase of the overall cost would only be affected by labor cost and transportation cost.

For the case of 26 demand points, it takes about 2 min for the CPLEX program to identify an
optimal solution to the location-allocation problem. However, with the increased quantity of demand
points, there would be a rapid rise in computing time.
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The sensitivity analysis evaluates the impacts of the change in the upper limit of response time
(Uk) on the average response time and the total cost. In this paper, we consider the upper bounds
of different response times: the minimum Uk is set as 0.4-times the original value of Uk, and the
maximum Uk is set as 1.6-times the original value of Uk. In the numerical experiment, the interval of
times of Uk is set as 0.2. With the change of Uk, we could obtain its impact on the average response
time and the total cost (see Figure 10).

Sustainability 2015, 7, page–page 

17 

different response times: the minimum Uk is set as 0.4-times the original value of Uk, and the 
maximum Uk is set as 1.6-times the original value of Uk. In the numerical experiment, the interval of 
times of Uk is set as 0.2. With the change of Uk, we could obtain its impact on the average response 
time and the total cost (see Figure 10). 

 
Figure 10. The impact of changes in the upper limit of response time on the total cost and the average 
response time. 

As shown in Figure 10, the total cost of home health centers demonstrates a decreasing trend 
with the increase of the upper limit of response time (Uk). This indicates that when patients do not 
require being served within a short time, the constraint of response time could be relaxed. 
Accordingly, the number of healthcare centers could be reduced during the location planning 
process, and the total cost of healthcare centers could also be reduced. In summary, with the increase 
of the upper limit of response time (Uk), the average response time could be increased, the number of 
service points could be decreased and the total cost of health service centers could be  
reduced accordingly. 

When the upper limit of response time is increased large enough, the corresponding constraint 
would no longer have any effects. In other words, the increase of Uk would not affect any decisions 
in location planning. When the Uk is increased by 1.4 times, the total cost, as well as the average 
response time would not change any more. When the Uk is increased by less than 0.6 times, the system 
would achieve the fastest response speed. 

Figure 10 shows that there exists an inverse relationship between the total cost and the average 
response time. Therefore, the decision makers in the home healthcare industry are recommended to 
comprehensively consider the investment cost and patient satisfaction and to set a reasonable upper 
limit of response time to achieve the long-term benefit based on their strategic positioning. 

Our particular investigation extends the field’s body of knowledge in the following aspects: 

(1) The proposed model in this paper verifies whether the location of current home health centers 
is reasonable. There are four evaluation indexes: the minimum total cost for building health 
centers, the minimum investment cost for starting the business, the minimum labor cost and the 
minimum transportation cost. This paper investigates the following important issues: where to 
locate service centers for home healthcare, how to arrange the route to minimize the total cost 
and how to achieve the highest degree of fulfillment for demand with the fastest response time. 

(2) Based on the on-site survey, we find that location planning has an important impact on patient 
satisfaction. The problem identified by the face-to-face survey provides a realistic basis for the 

Figure 10. The impact of changes in the upper limit of response time on the total cost and the average
response time.

As shown in Figure 10, the total cost of home health centers demonstrates a decreasing trend with
the increase of the upper limit of response time (Uk). This indicates that when patients do not require
being served within a short time, the constraint of response time could be relaxed. Accordingly, the
number of healthcare centers could be reduced during the location planning process, and the total
cost of healthcare centers could also be reduced. In summary, with the increase of the upper limit of
response time (Uk), the average response time could be increased, the number of service points could
be decreased and the total cost of health service centers could be reduced accordingly.

When the upper limit of response time is increased large enough, the corresponding constraint
would no longer have any effects. In other words, the increase of Uk would not affect any decisions
in location planning. When the Uk is increased by 1.4 times, the total cost, as well as the average
response time would not change any more. When the Uk is increased by less than 0.6 times, the
system would achieve the fastest response speed.

Figure 10 shows that there exists an inverse relationship between the total cost and the average
response time. Therefore, the decision makers in the home healthcare industry are recommended to
comprehensively consider the investment cost and patient satisfaction and to set a reasonable upper
limit of response time to achieve the long-term benefit based on their strategic positioning.

Our particular investigation extends the field’s body of knowledge in the following aspects:

(1) The proposed model in this paper verifies whether the location of current home health centers
is reasonable. There are four evaluation indexes: the minimum total cost for building health
centers, the minimum investment cost for starting the business, the minimum labor cost and the
minimum transportation cost. This paper investigates the following important issues: where to

15828



Sustainability 2015, 7, 15812–15832

locate service centers for home healthcare, how to arrange the route to minimize the total cost
and how to achieve the highest degree of fulfillment for demand with the fastest response time.

(2) Based on the on-site survey, we find that location planning has an important impact on patient
satisfaction. The problem identified by the face-to-face survey provides a realistic basis for the
research on location planning, and therefore, the results in this paper have higher reference
values for policy makers.

(3) The model used in this paper considers more realistic constraints, such as the classification of
medical staff, multiple types of services provided by health centers and the time window during
the service delivery process (or the response time of demand) in the model. The above factors
have not been comprehensively considered in the previous studies. Therefore, the results in this
paper are more reliable and useful.

(4) Results in this paper are based on the two-stage continuous optimization. In the first stage, based
on the on-site survey and the verification of the model, we find that the existing ten service
centers for home healthcare cannot fully meet the demand. In the second stage, we first set
the corresponding candidates for the location planning of service centers based on the on-site
survey and then identify the suitable three candidates that have the minimum cost, and the
fastest response time should be opened. Meanwhile, two of the existing service centers should
be closed.

The theoretical contributions of this paper lie in two aspects. First, from the perspective of
the generalization of the model, the model used in this paper can be extended and applied to
solve the location planning problems of other industries (e.g., the location planning of Shanghai
Disneyland Park, the location planning of distribution centers of logistics systems, etc.). However, we
should note that the objective function and constraints need to be revised according to the different
characteristics of industries. In summary, the research ideas and the framework construction of the
model can provide a reference for the location planning problems of other industries. Second, this
paper constructed a mathematical model to solve the location problem of health service centers and
obtained the optimal solutions to site selection by computer programming. In other words, different
from the traditional qualitative analysis of the location planning problem, this paper provides a
theoretical reference for the quantitative analysis of location planning. Based on the mathematical
modelling, the estimated results are more scientific and, thus, have higher reference values.

6. Conclusions and Implications

Population ageing is increasingly becoming an issue of concern throughout China.
Currently, China’s public healthcare system, as well as pension system are fiscally unsustainable.
As a new mode of service, home healthcare service, which contributes to health promotion
and disease prevention by establishing a personal health record (PHR) system, providing health
information, promoting healthier lifestyles, etc., is crucial for sustainable development in public
health. In addition, home healthcare services can effectively alleviate the problem of medical
resource shortages especially in large cities in China with a critical shortage of medical resources.
In particular, home healthcare services can provide convenient healthcare services to the elderly
and other special populations with lower investment cost. Therefore, investigating the systemic
challenges of home healthcare, challenges related to the institutional and professional competencies
of home healthcare centers, the demands, expectations and degrees of patient satisfaction are of
great significance. According to the analysis of survey data, location planning is the key element
for reducing the investment cost, as well as avoiding the unnecessary construction of service centers
for home healthcare. Therefore, the empirical study of this paper can contribute to the literature in
terms of promoting sustainable healthcare in China.

The proper layout of the service centers for home healthcare not only can decrease the investment
cost and avoid redundant construction, but also can improve the degree of patient satisfaction, so as
to realize sustainable development of home healthcare. The face-to-face survey data show that the
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location planning is highly important for optimizing the distribution of medical resources, which is
therefore conducive for improving the utilization of resources and enhancing the patient satisfaction.
To validate the proposed methodology, a location planning model is built and the sensitivity analysis
is conducted in this paper, which can optimize the current layout of the home healthcare centers to a
certain extent.

Although the proposed optimization model is a common method for the location planning
problem, it has distinguished advantages in obtaining reasonable results by considering various
actual constraints with limited time. It can be used to solve most of the location planning problems.
At present, the Chinese government promotes establishing the home healthcare system, while
reasonable location methods, as well as empirical studies based on face-to-face surveys on home
healthcare are still scarce. Although only a case study of Shanghai is conducted based on this
model, the method can be extended to other regions and, thus, can be a reference for promoting
the sustainable development of home healthcare in China.

Considering that medical demands are uncertain, how to establish a stochastic programming
model that takes actual constraints into account for a solution will be an important topic for future
research. Especially, the integration of the location planning and the personal scheduling is also an
interesting research topic.

Acknowledgments: We would like to express our sincere gratitude to the editors and the anonymous referees
for exceptionally helpful comments and suggestions. This work was supported by the Research Grant from the
National Natural Science Foundation of China (Funding Nos: 71472065, 71303199), the Research Projects of the
Social Science and Humanities of the Young Fund of the Ministry of Education (Funding Nos: 14YJC630026,
13YJC790123), the Shanghai Pujiang Program (14PJC027), the Key Projects of Shanghai Soft Science Research
Program (15692104700) and the Overseas Published Project for Humanities and Social Science of East China
Normal University (2014HW027), Soft Science Plan Funded Project of Fujian Province, China (2014R0088),
Natural Science Foundation of Fujian Province, China (2014J01269). Moreover, we would like to thank the
whole medical staff of Shanghai No. 6 People’s Hospital for real data collecting and providing valuable
suggestions. Especially, we would like to thank the experts who participated in the evaluation and improvement
of this manuscript.

Author Contributions: Both of the authors have contributed to the idea of the survey, as well as to the proposed
optimization model. Gang Du wrote the whole manuscript and solved the model using CPLEX. Chuanwang
Sun provided some core advice and checked through the whole paper.

Conflicts of Interest: The authors declare no conflicts of interest.

References

1. The China Statistical Yearbook. Available online: http://www.stats.gov.cn/ (accessed on 24
November 2015).

2. The National Aging Committee of China. Available online: http://www.cncaprc.gov.cn/ (accessed on 24
November 2015).

3. Chahed, S.; Marcon, E.; Sahin, E.; Feillet, D.; Dallery, Y. Exploring new operational research opportunities
within the home care context: The chemotherapy at home. Health Care Manag. Sci. 2009, 12, 179–191.
[PubMed]

4. Davies, C.; Dale, J. Paediatric home care for acute illness: I. GPs’ and hospitalat-home staff views. Int. J.
Health Care Qual. Assur. 2003, 16, 361–366. [CrossRef]

5. Chevreul, K.; Com-Ruelle, L.; Midy, F.; Paris, V. The Development of Hospital Care at Home: An
investigation of Australian, British and Canadian Experiences. Available online: http://www.irdes.fr/
EspaceAnglais/Publications/IrdesPublications/QES091.pdf (accessed on 24 November 2015).

6. AHIP Center for Policy and Research. Innovations in Reducing Preventable Hospital Admissions,
Readmissions, and Emergency Room Use. Available online: https://www.ahip.org/Innovations-2010-
Report/ (accessed on 24 November 2015).

7. King, C. To Your Health: Intel and GE’s Joint Venture. Available online: http://www.ecommercetimes.com/
(accessed on 24 November 2015).

15830

http://www.ncbi.nlm.nih.gov/pubmed/19469457
http://dx.doi.org/10.1108/09526860310500023


Sustainability 2015, 7, 15812–15832

8. Medicare Payment Advisory Commission (MEDPAC). Home Health Care Services (Chapter 8).
Available online: http://www.medpac.gov/documents/reports/mar12_ch08.pdf?sfvrsn=0 (accessed on
24 November 2015).

9. Mourad, S.M.; Nelen, W.L.; Akkermans, R.P.; Vollebergh, J.H.; Grol, R.P.; Hermens, R.P.; Kremer, J.A.
Determinants of patients’ experiences and satisfaction with fertility care. Fertil. Steril. 2010, 94, 1254–1260.
[CrossRef] [PubMed]

10. Batchelor, C.; Owens, D.J.; Read, M.; Bloor, M. Patient satisfaction studies: Methodology, management and
consumer evaluation. Int. J. Health Care Qual. Assur. 1994, 7, 22–30. [CrossRef] [PubMed]

11. Tam, J. Linking quality improvement with patient satisfaction: A study of a health service centre.
Mark. Intell. Plan. 2007, 25, 732–745. [CrossRef]

12. Du, G. Scheduling Optimization of Home Health Care Service considering Patients’ Priorities and Time Windows;
Working Paper; Bussiness School, East China Normal University: Shanghai, China, 2015.

13. Lanzarone, E.; Matta, A. Robust nurse-to-patient assignment in home care services to minimize overtimes
under continuity of care. Oper. Res. Health Care 2014, 3, 48–58. [CrossRef]

14. Milburn, A.B. Operations research applications in home healthcare. In Handbook of Healthcare System
Scheduling; Springer US: New York, NY, USA, 2012; pp. 281–302.

15. Lanzarone, E.; Matta, A.; Scaccabarozzi, G. A patient stochastic model to support human resource planning
in home care. Prod. Plan. Control 2010, 21, 3–25. [CrossRef]

16. Carmen Carnero, M. Assessment of Environmental Sustainability in Health Care Organizations.
Sustainability 2015, 7, 8270–8291. [CrossRef]

17. Kim, J.I.; Senaratna, D.M.; Ruza, J.; Kam, C.; Ng, S. Feasibility Study on an Evidence-Based
Decision-Support System for Hospital Site Selection for an Aging Population. Sustainability 2015, 7,
2730–2744. [CrossRef]

18. Fischer, M. Fit for the Future? A new approach in the debate about what makes healthcare systems really
sustainable. Sustainability 2014, 7, 294–312. [CrossRef]

19. Hakimi, S.L. Optimum Locations of Switching Centers and the Absolute Centers and Medians of a Graph.
Oper. Res. 1964, 12, 450–459. [CrossRef]

20. Church, R.L.; ReVelle, C.S. Theoretical and Computational Links between the p-Median, Location
Set-covering, and the Maximal Covering Location Problem. Geogr. Anal. 1976, 8, 406–415. [CrossRef]

21. Roth, R. Computer solutions to minimum-cover problems. Oper. Res. 1969, 17, 455–465. [CrossRef]
22. Liu, M.W.; Li, X. A Pareto Genetic Algorithm for Multi-objective Site Search Problem: A Case Study on

Hospital Location in Shenzhen City. Trop. Geogr. 2010, 30, 650–655.
23. Diao, Y.H.; Jiang, Z.B. A Stochastic Programming Based Method for Hospital Site Select ion. J. Shanghai

Jiaotong Univ. 2010, 44, 433–436.
24. Vahidnia, M.H.; Alesheikh, A.A.; Alimohammadi, A. Hospital site selection using fuzzy AHP and its

derivatives. J. Environ. Manag. 2009, 90, 3048–3056. [CrossRef] [PubMed]
25. Soltani, A.; Marandi, I.Z. Hospital site selection using two-stage fuzzy multi-criteria decision making

process. J. Urban Environ. Eng. 2011, 5, 32–43. [CrossRef]
26. Pariwate, V.; Joseph, P.M. Hospital Site Selection Analysis. Available online: http://citeseerx.ist.psu.edu/

viewdoc/download?doi=10.1.1.121.4330&rep=rep1&type=pdf (accessed on 24 November 2015).
27. Dong-Guen, K.; Yeong-Dae, K. A branch and bound algorithm for determining locations of long-term care

facilities. Eur. J. Oper. Res. 2010, 206, 168–177.
28. Toregas, C.; Swain, R.; ReVelle, C.; Bergman, L. The location of emergency service facilities. Oper. Res. 1971,

19, 1363–1373. [CrossRef]
29. Cong, F.; Geng, N.; Gu, Y.; Jiang, Z. An approach for community care centre location planning under

certainty. Ind. Eng. Manag. 2013, 18, 41–45.
30. Evren, S.; Andrea, M. A contribution to operations management-related issues and models for home care

structures. Int. J. Logist. Res. Appl. 2014, 18, 1–31.
31. Gupta, D.; Denton, B. Appointment scheduling in health care: Challenges and opportunities. IEEE Trans.

2008, 40, 800–819. [CrossRef]
32. Noha, M.G.; Ahmed, F.A.M. A Mathematical Programming Approach to the Optimal Sustainable Product

Mix for the Process Industry. Sustainability 2015, 7, 13085–13103.

15831

http://dx.doi.org/10.1016/j.fertnstert.2009.07.990
http://www.ncbi.nlm.nih.gov/pubmed/19732885
http://dx.doi.org/10.1108/09526869410074720
http://www.ncbi.nlm.nih.gov/pubmed/10140849
http://dx.doi.org/10.1108/02634500710834197
http://dx.doi.org/10.1016/j.orhc.2014.01.003
http://dx.doi.org/10.1080/09537280903232362
http://dx.doi.org/10.3390/su7078270
http://dx.doi.org/10.3390/su7032730
http://dx.doi.org/10.3390/su7010294
http://dx.doi.org/10.1287/opre.12.3.450
http://dx.doi.org/10.1111/j.1538-4632.1976.tb00547.x
http://dx.doi.org/10.1287/opre.17.3.455
http://dx.doi.org/10.1016/j.jenvman.2009.04.010
http://www.ncbi.nlm.nih.gov/pubmed/19477577
http://dx.doi.org/10.4090/juee.2011.v5n1.032043
http://dx.doi.org/10.1287/opre.19.6.1363
http://dx.doi.org/10.1080/07408170802165880


Sustainability 2015, 7, 15812–15832

33. Hiermann, G.; Prandtstetter, M.; Rendl, A.; Puchinger, J.; Raidl, G.R. Metaheuristics for solving a
multimodal home-healthcare scheduling problem. Cent. Eur. J. Oper. Res. 2013, 23, 89–113. [CrossRef]

34. Bertels, S.; Fahle, T. A hybrid setup for a hybrid scenario: Combining heuristics for the home health care
problem. Comput. Oper. Res. 2006, 33, 2866–2890. [CrossRef]

35. Trautsamwieser, A.; Hirsch, P. Optimization of daily scheduling for home health care services. J. Appl.
Oper. Res. 2011, 3, 124–136.

36. Rasmussen, M.S.; Justesen, T.; Dohn, A.; Larsen, J. The home care crew scheduling problem:
Preference-based visit clustering and temporal dependencies. Eur. J. Oper. Res. 2012, 219, 598–610.
[CrossRef]

37. National Health and Family Planning Commission of the People’s Republic of China. China’s Health and
Family Planning Yearbook 2013; Peking Union Medical College Press: Beijing, China, 2014.

38. Melanson, S.E.F.; Goonan, E.M.; Lobo, M.M.; Baum, J.M.; Paredes, J.D.; Santos, K.S.; Gustafson, M.L.;
Tanasijevic, M.J. Applying Lean/Toyota production system principles to improve phlebotomy patient
satisfaction and workflow. Am. J. Clin. Pathol. 2009, 132, 914–919. [PubMed]

39. Wei, T.; Geng, N.; Jiang, Z.; Cong, F. Multi-service Multi-facility Location Problem under Deterministic
Demand. Ind. Eng. Manag. 2014, 19, 47–52.

© 2015 by the authors; licensee MDPI, Basel, Switzerland. This article is an open
access article distributed under the terms and conditions of the Creative Commons by
Attribution (CC-BY) license (http://creativecommons.org/licenses/by/4.0/).

15832

http://dx.doi.org/10.1007/s10100-013-0305-8
http://dx.doi.org/10.1016/j.cor.2005.01.015
http://dx.doi.org/10.1016/j.ejor.2011.10.048
http://www.ncbi.nlm.nih.gov/pubmed/19926584

	Introduction 
	Literature Review 
	Data Collection and Presentation 
	Variables and Data Collection 
	Data Presentation 

	Construction of the Optimization Model 
	Empirical Analysis 
	Existing Condition of Service Point Location 
	Service Point Location Optimization 
	Sensitivity Analysis of the Optimization Model 

	Conclusions and Implications 

