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Introduction: Service quality and customer satisfaction are very important components of
competitive advantage in the health care sector. The SERVQUAL method is widely used for
assessing the quality expected by patients and the quality of actually provided services.
Objectives: The main purpose of this study was to determine if patients from state and private health
care facilities differed in terms of their qualitative priorities and assessments of received services.
Materials and methods: The study included a total of 412 patients: 211 treated at a state
facility and 201 treated at a private facility. Each of the respondents completed a 5-domain,
22-item SERVQUAL questionnaire. The actual quality of health care services in both types of
facilities proved significantly lower than expected.

Results: All the patients gave the highest scores to the domains constituting the core aspects of
health care services. The private facility respondents had the highest expectations with regard
to equipment, and the state facility ones regarding contacts with the medical personnel.
Conclusion: Health care quality management should be oriented toward comprehensive opti-
mization in all domains, rather than only within the domain identified as the qualitative priority
for patients of a given facility.

Keywords: health care service quality, patients’ expectations, qualitative priorities, outpatient
health care facilities

Introduction

The need to establish quality standards for services and findings of studies focused on
this process have led to the creation of various models illustrating the dynamic relation-
ships between quality factors. The models constituted a basis for developing a service
quality (SQ) assessment method for evaluating both the potential and the outcome of
the process. The method is used to identify high-quality factors and measure customer
satisfaction. They are also crucial to the process of quality improvement, thus allow-
ing the identification of any “weak points”. Standard management tools commonly
used in quality management include flowcharts, brainstorming, the Pareto Chart, the
Eisenhower Box, analysis of punishment and reward, critical incident techniques,
importance—performance analysis, and quantitative methods.!

Quality management is an approach in which quality takes precedence over other
issues and is treated as a priority.* For this reason, synthetic methods, such as gap
models (including the SERVQUAL model), are important in creating and assuring
quality in services.

The gap model was developed by Parasuraman et al® by means of empirical studies
using statistical formulas. This approach made it possible to distinguish five gaps and
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the factors that affect them. The model identifies gaps in
service delivery and its perception by the consumer, which
results in the customer assessing the level of service as low
quality.>®

The increasingly common gap model provides for practi-
cal identification of shortcomings in SQ and indicates cor-
rective actions to improve them. The derivative of the gap
model is the SERVQUAL model. In 1985, Parasuraman et al®
attempted to determine the essential criteria underlying
expectations of service recipients and evaluate the degree
of expectation fulfillment through the delivered service.
The researchers conducted 12 focus groups for the project,
three for each group from the following areas: retail banking,
credit cards, futures exchange, and repair and maintenance
services.” The results of this study formed the basis for the
SERVQUAL model used for quality measures. This model
measures gaps between customers’ expectations of SQ and
perceptions of the service they receive.

The quality of service, perceived subjectively, plays an
increasingly important role as an element of competitive
advantage in the health sector. Findings of numerous studies
are consistent. One of the most commonly used compre-
hensive methods of assessing expected and perceived SQ
is the SERVQUAL model, which is becoming more and
more popular as a tool used to evaluate quality offered by
health facilities.

Introducing market mechanisms into the health sector
meant that financial results have become one of the functional
priorities for public institutions that aim at winning a contract
with the National Health Fund, which is in turn conditioned
by the demand for service. At the same time, in the continu-
ally expanding private health care sector, customers’ satisfac-
tion and loyalty are key competitive advantages.

In the light of these considerations, it was decided to
measure the level of customers’ expectations of SQ and
perceptions of the service they received in public and private
health institutions, using the SERVQUAL model.

Objectives

The principal purpose of this study was to identify and evalu-
ate the quality of services provided and expected by patients
on the basis of direct surveys. It was assumed that patients
of a health facility that operates as an autonomous public
health facility (public; in the presentation of the study results
referred to as “facility A”) and health facility enterprises
(nonpublic; in the presentation of the study results referred
to as “facility B”) differ in terms of their quality priorities
and assessment of the quality of services rendered to patients.
It was also assumed that patients of a health facility enterprise

would have higher expectations about quality described by
all of the five SERVQUAL instrument dimensions and would
rate the quality of the services offered to them more highly in
all the dimensions. Furthermore, based on the available lit-
erature, it was anticipated that, irrespective of the dimension
or type of facility, quality perceptions would be noticeably
lower than expectations.

Materials and methods

The respondents

The research conducted in the years 2013-2015 included a
total of 412 patients referred to allergy clinics. Participation
in the study was voluntary and one of the inclusion criteria
was the patient’s consent to take part in it. Physical inability
and cognitive functions were set as the exclusion criteria. The
respondents included 211 patients receiving care at public
facilities (facility A) and 201 patients receiving care at pri-
vate facilities (facility B). Table 1 presents more information
about the respondents.

Table | Participants’ sociodemographic characteristics in facility
Aand B

Parameter Facility A  Facility B P-value
(n=211) (%) (n=201) (%)

Sex 0.037

Female 108 (51) 124 (62)

Male 103 (49) 77 (38)

Age (years) 0.188

18-24 45 (21) 37 (18)

25-29 37 (18) 45 (22)

30-34 41 (19) 41 (20)

35-39 36 (17) 30 (15)

4044 12 (6) 18 (9)

4549 22 (10) 9 (4)

50-54 18 (9) 21 (10)

Education 0316

Primary 2(1) 3 ()

Lower secondary 4(2) 5()

Vocational 53 (25) 38 (19)

Secondary/postsecondary 109 (52) 99 (49)

Higher 43 (20) 56 (28)

Place of residence 0.996

Rural areas 27 (13) 27 (13)

City of less than 25,000 27 (13) 25 (12)

City of 25,000-100,000 42 (20) 39 (19)

City of more than 100,000 115 (55) 110 (55)

Net income per capita (PLN) 0.994

<400 51 (24) 47 (23)

401-800 107 (51) 105 (52)

801-1,200 34 (16) 33 (l6)

1,201-1,600 18 (9) 15(7)

1,601-2,000 1 (0.5) | (0.5)

Annual visit frequency* 6 (1-12) 5(1-16) 0.580

Note: *Median (range).
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The respondents were asked, after they had given their
informed consents and had been instructed by the hospital
staff as to how to approach the task, to fill in the SERVQUAL
questionnaire and then place it into a specially designed
box. Those patients who during the study period used the
services offered by the facility more than once completed
the questionnaire only during their first visit. The Bioethics
Board of Wroclaw Medical University approved the study
protocol (No KB-751/2011).

Institutions’ specification

As a public facility model, used was a health facility that was
not an enterprise, operated as an autonomous public health
facility and had a legal personality (public; in the presenta-
tion of the study results: “facility A”). The principal goal of
the institution was to provide health services falling within
primary or specialist health care in the form of outpatient or
inpatient services, prophylaxis, health promotion, as well as
performance of teaching, scientific, and research tasks.

As a nonpublic facility model, used was a health facility
enterprise with a legal personality (nonpublic; in the pre-
sentation of the study results: “facility B”). The entity was
an employee-owned company company (limited liability
company, LLC). The goal of the health facility enterprise was
to provide outpatient health services in the area of activities
aimed at saving, restoring or improving health, and other
medical activities related to the treatment process or special
regulations governing the principles of their performance.

Quality measurements

The study was conducted in the context of the SERVQUAL
five dimensions subdivided into 22 perception-oriented ques-
tions (items) measured using a 5-point Likert-type scale. The
level of expectations and perceptions of SQ was measured by
calculating scores assigned to all five dimensions: 1) tangibility
(appearance of physical facilities, equipment, personnel); 2)
reliability (ability to perform the promised service accurately
and dependably); 3) responsiveness (willingness to provide
prompt service and ability to help customers); 4) assurance

(knowledge and courtesy of employees, their ability to estab-
lish confidence and to convey trust); and 5) empathy (caring,
individualized attention the firm provides to its customers).

In the first part of the study, the respondents declared
their expectations of SQ regarding these five items, and
in the second part, the level of perceived performance.’
Each response was scored on a 1-5 scale, where 1 meant
“completely disagree” and 5 meant “completely agree”. The
following formula was used to calculate service expectation
fulfillment in all five dimensions (overall SQ):

SQ = Comparison of expectation (E) with
performance (P), SQ = P-E (1)

Negative scores in SQ index indicate recipient dissatisfac-
tion, and positive scores — recipient excessive satisfaction.””’

Statistical analysis

The Shapiro—Wilk test was used to test the assumption that the
variables were normally distributed. Since none of the variables
were normally distributed, their statistical characteristics were
summarized using median, lower, and upper quartile values,
and extreme values (ranges). The Mann—Whitney U-test was
used to compare differences between groups. Statistical char-
acteristics of discrete and qualitative variables were presented
as number and percentage distributions; Pearson’s chi-square
test or Fisher’s exact test were used for their comparisons.
Spearman rank-order correlation coefficient (p) was used to
measure the strength and direction of a relationship between the
two variables. All calculations were performed using Statistica
10 software (StatSoft Polska, Dell Inc., Tulsa, OK, USA) and
the level of significance was set at P=0.05.

Results
Respondents’ expectations as to quality

of medical services

The statistical characteristics of the respondents’ expectations,
expressed as ratings given to individual SERVQUAL dimen-
sions, are presented in Table 2. Customers of facility A and B

Table 2 Level of statistical characteristics of respondents’ expectations of service quality in facility A and B within SERVQUAL method

according to respective domains

Domain Facility A (n=211) Facility B (n=201) P-value
Median Quartile Range Median Quartile Range

Tangibility 4.0 3.8-5 2-5 44 4-4.6 2-5 0.817
Reliability 4.6 4-5 3-5 42 3.64.6 1.8-5 <0.001
Responsiveness 48 4-5 3-5 4.3 3.8-45 1.5-5 <0.001
Assurance 4.7 4-5 2.7-5 4.3 3.747 2-5 <0.001
Empathy 4.8 4.4-5 24-5 42 3.84.6 2-5 <0.001
Overall 4.4 4248 3-5 42 3.945 2-5 <0.001
Note: Bold values indicate statistically significant values.
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Table 3 Level of statistical characteristics of respondents’ substantial perceptions of service quality in facility A and B within SERVQUAL

method according to respective domains

Domain Facility A (n=211) Facility B (n=201) P-value
Median Quartile Range Median Quartile Range

Tangibility 1.8 1.6-2.2 1-5 3.6 34 2-5 <0.001
Reliability 22 2-28 1-5 38 34 1.8-5 <0.001
Responsiveness 35 3.34 1-5 38 334 1.5-5 0.026

Assurance 4.0 3.743 1-5 37 334 2-5 <0.001
Empathy 3.0 2.8-36 1-5 36 34 2-5 <0.001
Overall 3.0 2.8-33 1-5 36 334 2-5 <0.001

Note: Bold values indicate statistically significant values.

differed significantly in their ratings given to individual
dimensions (P<<0.001). An exception to this was the dimen-
sion “tangibles”, where customers of facility A and facility
B did not differ statistically significantly as regards ratings
given to individual statements (P=0.817). Furthermore,
customers of facility A gave much higher ratings to all the
dimensions than respondents of facility B.

Respondents’ ratings regarding the quality

of actually provided medical services

The statistical characteristics of the respondents’ perceptions,
expressed as ratings assigned to individual SERVQUAL
dimensions, are presented in Table 3. Customers of facility A
and facility B differed significantly in terms of ratings given
to all the instrument’s dimensions (P<<0.001). The smallest
differences of statistical significance were observed in the
case of the dimension “responsiveness” (P=0.026). Addition-
ally, customers of facility A gave much lower ratings to all
the dimensions, apart from the dimension “assurance”, which
they rated more highly.

Differences between expectations and
perceptions in the surveyed groups

The statistical characteristics of the differences between the
respondents’ expectations and perceptions, expressed as
ratings assigned to individual SERVQUAL dimensions, are

presented in Table 4. Customers of facility A and facility B
differed significantly in terms of ratings given to all of the
instrument’s dimensions (P<<0.001). An exception to this
was the dimension “assurance”, where customers of facility
A and facility B did not differ significantly as regards ratings
given to individual statements (P=0.241). Furthermore, in
the case of customers of facility A, the difference between
expectations and perceptions to the disadvantage of the latter
in all the dimensions except for “assurance” was significantly
bigger than in the case of respondents of facility B.

Figure 1 shows a summary of characteristics of gaps
between respondents’ expectations and perceptions of SQ
among public and private facilities. It has to be clarified that
the groups shared sociodemographic characteristics except
for sex distribution. Females outnumbered males in groups
of patients receiving care in private facilities (facility B).

Discussion

The main purpose of the study was to compare the quality of
services offered by a public health facility (facility A) and a
nonpublic health facility (facility B), subjectively assessed
by their patients. The analysis took account of the expected
quality level in individual SERVQUAL questionnaire dimen-
sions and the quality of services actually provided in the
dimensions. Based on such data, the discrepancy between
the respondents’ expectations and perceptions as to quality in

Table 4 Level of statistical characteristics of respondents’ expectations and substantial perceptions of service quality in facility A and
facility B within SERVQUAL method according to respective domains

Domain Facility A (n=211) Facility B (n=201) P-value
Median Quartile Range Median Quartile Range

Tangibility 22 (-3) to (—1.6) (—4) to 2.6 -0.8 (-12)t0 O (-3) to 1.4 <0.001
Reliability -2.0 (-2.8) to (1) (-4) o 2 —0.6 (-12) t0o 0.2 (-3) to 2.4 <0.001
Responsiveness -1.0 (—1.5) to (-0.3) (—4) to 2 -0.5 (-t 0 (—4)to 3 <0.001
Assurance -0.7 (-1.3)to 0 (—4) to 2 -0.3 (-1)to 0 (—4)to 1.7 0.241

Empathy -1.6 (-2) to (1) (-4) to 1.6 —-0.6 (- to0 (—4) to 1.6 <0.001
Overall -1.5 (-1.9) to (1) (-4) to 1.9 —-0.6 (-1) to (-0.4) (-33)to | <0.001

Note: Bold values indicate statistically significant values.
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Figure | Statistical characteristics of gaps between respondents’ (facility A and facility B) expectations and perceptions of service quality, expressed in the form of

SERVQUAL dimension scores.

individual dimensions was determined. It was assumed that
the actual quality provided to customers of a nonpublic facil-
ity would be superior, because, as opposed to a public facility,
it should regard the parameter as an element of its competitive
advantage. The hypothesis has been proven empirically. The
health facility enterprise’s customers rated the actual quality
of services provided to them in all of the SERVQUAL ques-
tionnaire dimensions, apart from “assurance”, considerably
higher than patients of facility A. Save for “assurance”, the
gap between the nonpublic facility patients’ expectations
and perceptions was substantially smaller than in the case of
the public facility patients. The higher quality ratings in the
dimension “assurance” given by the public facility patients
seem to predominantly result from the fact that it concerns
such subjective issues as developing patients’ trust and pro-
viding them with a sense of security.”!

It should be borne in mind that facility A, whose patients
participated in the survey, is an academic institution, which in
itself might have suggested a higher competence of its staff,
and so another component of “assurance” in the SERVQUAL
model. When commencing the study, it was assumed that not
only would the nonpublic facility customers rate the quality
actually provided to them higher, but that their expectations
in this respect would be significantly higher than those of
patients of facility A. The possibility of such a distribution

of expectations was indicated by the findings of the previous
SERVQUAL studies."!

Interestingly enough, the hypothesis has not been
confirmed empirically. It was customers of facility A who
proved to have noticeably higher expectations as to quality
in all of the SERVQUAL model dimensions, except for
“tangibles”. Perhaps this surprising observation was a result
of the previously mentioned fact that the study involved a
public academic institution, and its customers — especially
those who made use of its services for the first time — might
have had relatively high expectations as to quality. None
of the previous SERVQUAL studies involved a direct
comparison of the quality of services rendered by public
and nonpublic health facilities, so it is difficult to determine
whether the higher expectations of customers of facility A
in this respect constitute a universal tendency or reflect the
effects of the interfering factor referred to earlier, or of any
other (unidentified) factors.

Both this study and the earlier analyses carried out using
the SERVQUAL model'""” unambiguously confirm that the
quality expectations concerning the services rendered by
health facilities are much higher than quality perceptions. The
relationship has been confirmed in many countries in regard
to both public!3!1416-1820 and nonpublic institutions,'>!>12! and
at both outpatient!*!”-!® and inpatient facilities. 4162022
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Interestingly, the results of a majority of the earlier studies
indicate a characteristic distribution of priorities of patients
of public and nonpublic facilities with respect to expecta-
tions and perceptions. Public facility customers who have
participated in an overwhelming majority of the previous
studies had significantly lower expectations with respect to
the facility’s infrastructure, which is the main subject of the
dimension “tangibles”.!" They paid more attention to their
relations with the medical staff, described by “empathy”
in the SERVQUAL instrument,? while nonpublic facility
patients usually treated them as any other service organiza-
tion and paid much attention to the first impression, including
infrastructure, and less attention to personal relations.*

The above differences usually manifested themselves in
the size of the gap between the expected and actual quality
provided. With regard to nonpublic facility customers, it
was usually the biggest in the case of “empathy” and the
smallest in the case of “tangibles”. Such a relationship was
found, for instance, in a study involving 272 patients treated
at a hospital in Korea,'> 685 outpatients of 12 middle-sized
hospitals in Taiwan,'® and 195 patients with chronic renal
failure undergoing dialysis at four public facilities in Iran."!
In turn, the biggest gap between expectations and percep-
tions in the case of nonpublic facility customers was usually
observed in “tangibles”, and the smallest one in “empathy”.
Such relations in patients’ priorities have been noticed by, for
instance, Zarei et al'® who used the SERVQUAL 983 instru-
ment to randomly survey selected patients of eight nonpublic
hospitals in Iran. In all of the above-described studies, the
patients’ high expectations about quality in specific dimen-
sions were not matched by their perceptions.

The above characteristic distribution of quality priorities
of patients of public or nonpublic facilities is not, however, a
universal phenomenon. This has been proven, for instance, by
Mohd Suki et al** who used the SERVQUAL instrument to
survey 191 patients of three Malaysian nonpublic health facili-
ties. As opposed to the previously mentioned studies involving
customers of nonpublic facilities, the biggest gap between
quality expectations and perceptions was found in the case of
“empathy” and the smallest one in the case of “tangibles”.?

The profile of the quality priorities of patients of a health
facility that is not an enterprise (facility A) and a health
facility enterprise (facility B) participating in this study was
similar to that described in the earlier studies. The respon-
dents treated at facility A showed the highest expectations
about quality described in the dimension “empathy” of the
SERVQUAL instrument, and the lowest ones for “tangibles”.
In turn, customers of facility B had the biggest expectations

with regard to “tangibles” and the smallest ones with regard
to “empathy” and “reliability”.

The role of the last two components as significant deter-
minants of quality provided by nonpublic facilities was
pointed out earlier by other authors, for instance those of a
study involving patients of nonpublic outpatient clinics in
South Korea? and Turkey,” as well as inpatient and outpa-
tient institutions in India.?

It is worth noting that in the case of neither facilities par-
ticipating in this study, the highest ratings were given to the
dimensions in which the highest expectations had been held,
that is, “empathy” for facility A and “tangibles” for facility B.
Furthermore, in the case of both public and nonpublic health
facilities, the lowest ratings for perceived quality were given
in the dimension “tangibles”. While the relationship for facil-
ity A was consistent with the respondents’ expectations; for
facility B, a noticeable discrepancy between the expectations
and perceptions was recorded. In the case of both facility A
and facility B, the smallest gap between the expected and per-
ceived quality was observed for the dimension “assurance”
and the biggest one for “tangibles”. The above observations
indicate that irrespective of their sources of finance, Polish
health facilities do not satisfy their patients’ expectations
concerning quality in areas of high priority to them. This
suggests that the Polish health care system, both public and
nonpublic, is still at a very early stage of market development,
during which added value is of little importance.

As mentioned earlier, when interpreting data obtained
by using the SERVQUAL model, one should not overlook
the fact that quality in individual dimensions should be
considered as a system of interconnected elements.?” Thus,
a shortage in one of the dimensions, of special importance
to a customer, will most probably result in a lowering of
ratings in the other dimensions. For instance, the lack of an
appropriate approach of medical staff toward patients, which
constitutes the essence of quality in “empathy”, can counter-
act a public facility’s good image built by the employment
of experienced doctors (high ratings in “assurance”). On the
other hand, hiring highly regarded staff or reducing waiting
times for a visit (reflected in high ratings in “assurance”
and “reliability”’) will most probably not counterbalance the
lack of an appropriate infrastructure expected by customers
of a nonpublic facility (low ratings in “tangibles”). This
regularity has been confirmed by the findings of a number
of earlier studies, in which it was proven that quality in the
SERVQUAL model dimension with the biggest gap between
the customers’ expectations and perceptions had an adverse
effect on ratings given to other dimensions.?
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The above data show that the relationships between
patient characteristics and patients’ priorities concerning
quality of health services are extremely complex. For none
of the factors covered by this study were its findings fully
consistent with the data presented in the literature. Also a
comparison of the results of the earlier studies did not lead
to an unambiguous identification of any sociodemographic
factors that would determine patients’ expectations con-
cerning quality in the area of health services. This is partly
due to the considerable diversity (already mentioned a few
times earlier) of the examined studies in terms of the cultural
context (eg, the social role of females, the physician’s author-
ity), economic context (eg, social classes), and legal context
(eg, the system of financing health services).

Furthermore, as has also been pointed out earlier, certain
data (eg, those concerning the financial status) may have
been withheld by the respondents or subject to reporting
errors. Besides, it should be borne in mind that all the
studies referred to earlier, including minor ones, regarded
sick people, and, unquestionably, the clinical variables have
an impact on quality expectations and perceptions. Several
studies have shown that perceptions improve together with
a sick person’s subjective state of health.'**?* Undoubt-
edly, quality expectations are also affected by subjective
indicators of the state of health and the type of the disease
entity. One can hardly expect a seriously ill person, or one
who may be fatally ill, to attach as much significance to
SQ as a patient who reports for a scheduled operation, the
effect of which is mainly cosmetic. Consequently, clinical
variables should definitely be regarded as an important
factor interfering with the findings of both this and any
successive studies.

The above deliberations lead to a question about the
advisability of taking the above variables into account when
managing quality at a health facility. It seems that an answer
to this question should principally be negative. Apart from
few exceptions (like gynecological or geriatric clinics),
health facilities, both public and health facility enterprises,
have patients representing a whole spectrum of sociodemo-
graphic characteristics. Thus, taking account of the higher
quality priorities of any of the groups identified on the basis
of such variables would be difficult logistically. Furthermore,
such a patient segmentation within one facility or a facility
network would be unethical. Finally, as has already been
mentioned earlier, patients visiting a facility for the first time
can hardly be expected to complete complex questionnaires
on the basis of which they would be assigned to a specific
group of quality priorities.

What are the practical implications resulting from this
study and a review of the literature? First, irrespective of the
type of facility (public vs nonpublic), patients’ expectations
and perceptions of the quality of services provided by a facil-
ity should be monitored regularly. Both this study and the
literature indicate the existence of significant gaps between
expected and perceived quality. Although the fundamental
quality priority of customers of nonpublic facilities is their
medical equipment and buildings in which they are located,
and that of customers of public facilities good relations with
the staff members and their friendliness, one should not
concentrate on any single dimension, but rather strive for an
across-the-board improvement. This follows from the fact
that the literature indicates that a significant gap between
expectations and perceptions in one dimension may have an
adverse effect on ratings given in other dimensions, foiling
the expenditures incurred on their improvement. The find-
ings of this study show that long-term management should
also focus on the other quality indicators. Furthermore, it
has been proven that a sine qua non condition is not a sig-
nificant capital investment into equipment or premises. It
seems that comparable results regarding quality perception
by customers and their loyalty may be achieved by investing
into staff training in the area of interpersonal communication,
or by creating systems that would motivate staff members to
change their attitude to patients.

Conclusion

Both at public and nonpublic health facilities, patients’
expectations of SQ differ substantially from their perceptions
to the disadvantage of the latter. The highest rating for both
facilities was given to quality in the dimensions that do not
constitute a competitive advantage, but are the core element
of health services. Nonpublic facility customers have the
highest expectations concerning quality in respect of equip-
ment and infrastructure, while public facility customers have
the highest expectations in respect of relations with medi-
cal staff. Management of quality at a health facility should
focus on its optimization in all the dimensions, and not only
in one identified as the priority for customers of a given
facility. Low-cost actions that bring about an improvement
in quality in one of the dimensions (eg, “empathy”) may
boost perceptions of quality provided in other dimensions,
including more capital-intensive ones (eg, “tangibles”). The
monitoring of customers’ quality perceptions and expecta-
tions, for example, by means of the SERVQUAL instrument,
should be a permanent element of the marketing activities
performed at a health facility.
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