Conceptual and Methodological Issues in Measuring Patient Satisfaction :
Concepts and Dimensions of Measuring Patient Satisfaction with Health Care

Sung—Chul Hwang*

Interest in and research on patient satisfaction with health care have proliferated in the
last two decades. However, much research has not seriously considered the complexity of
the concept. As a result, there is no generally accepted conceptual framework with which
measurement of patient satisfaction can be made. This paper identifies and examines some
of the conceptual and methodological issues in the measurement of patient satisfaction.

Two theoretical models of satisfaction were specifically examined in terms of their con-
ceptual clarity and methodological adequacy. Expectation theory conceptualizes satisfaction
as the perception of outcome of care in relation to the extent to which it has met the pa-
tients” expectation. A distinction between ideal and practical expectation on the part of pa-
tients should be made in developing the concept of expectation. Attitude theory posits that
satisfaction is the patients’ affective evaluation of medical care they received. This theory
might be applied to measure general degree of satisfaction(an overall assessment of physi-
cians and medical care delivered). Common ground underpinning the models of satisfaction
has been suggested. In so doing, the changing nature of a variety of characteristics pertain-
ing to the provider and cohsumer of medical care has been stressed.

The problem of inadequate conceptual clarity of patient satisfaction is partly; derived
from the multidimensionality of the objects against which an evaluation of consumers of
medical services is made. Korsch’s dichotomy of expressive and instrumental dimensions
correspond to Hulka's dimensions of physicians’ personal quality and relationship to pa-
tients, and the technical components of physician care. Roghmann’s typology of general
and specific dimensions is limited to the patient having regular source of care. This paper
examined one of the widely accepted models of patient satisfaction dimensions suggested
by Ware and his associates. Several changes of dimensions have been recommended in ac-

cordance with conceptual clarity and methodological soundness.
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I. Introduction

Health care professionals have devoted con-
siderable attention to measuring patient satis-
faction in recent years. This attention can be at-
tributed to several reasons. First, the rise of
consumerism calls for a more stringent evalua-
tion of consumer—defined health care services
when the patient can be characterized as a con-
sumer of a service, health care(Doering, 1983).
In the evaluation of health care, patient satis-
faction has been regarded as one imbortant indi-
cator of the quality of care. Donabedian(1966)
maintains that patient satisfaction is an ulti-
mate outcome in evaluating quality of medical
care. Secondly, patient satisfaction has signifi-
cant implications for health care providers since
it can predict patients’ continued use of services
(Mechanic, 1976) and the extent of cooppration
and compliance of the patients with physicians’
directions(Korsch, et al.,, 1968). Especially for
the physicians, patient satisfaction has its im-
1980)
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adherence
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nally, for the care planner or

faction may provide an important indicator of
which aspects of a service need to be changed

to improve patient response.

Despite the increased attention paid to patient

satisfaction with health and medical services,
much research on patient satisfaction has not
seriously considered the complexity of the con-
cept. In a review of literature in 1974, Lebow
(1974) found little consensus regarding either
the meaning or measurement of patient satis-
faction. Luft(1981) argues that since the mea-
surement of satisfaction involves consumer’s
feelings about various aspects of medical care,
there is no generally accepted conceptual frame-
work for evaluating satisfaction, As a result,
there has been little clarification of the mean-
ings of the term either to researchers who em-
ploy it or to respondents who report it(Locker
& Dunt, 1978). The problem of inadequate con-
ceptual clarification is partly derived from the
multidimensionlity of patient satisfaction. Since
each patient is asked to report satisfaction on
different aspects of health care, the specific di-
mension against which measurement can be
made must be clearly determined. In addition to
the conceptual problems, almost every study on
patient satisfaction uses slightly different meth-
ods of gathering and interpreting data. It makes
any attempt to compare across the studies very
difficult. Therefore, it is of paramount impor-
tance to discuss and clarify both the conceptual
and methodological issues involved in the mea-
surement of patient satisfacton.

The major purpose of this paper is to identify
and examine some of the conceptual and
methodological issues in the measurement of pa-
tient satisfaction. It will require our theory—
building efforts emphasising the clarification of

theoretical constructs and the evaluation of the
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state of the art in measuring satisfaction focus-
ing on the reliability and validity of measures.
This paper is limited to identify and discuss con-
ceptual and dimensional issues in measuring pa-

tient satisfaction.

II. Theoretical and Concept-
ual Issues in Measuring
Patient Satisfaction

A. Conceptual Issues in the Determi-
nants of Patient Satisfaction

One of the fundamental needs in measuring
patient satisfaction is to clarify the nature of
patient satisfaction. Conceptualizing patient sat-
isfaction requires an investigation of theoretical
constructs employed in its measurement. How-
ever, it is rare to find the concept of satisfac-
tion explicitly defined in the literature, and its
meaning is often left to the reader to derive. In
this regard, we might ask a series of question :
What does the term really mean? Does the con-
cept of satisfaction carry the same set of attri-
butes to researchers and to the respondents who
report it? What aspects of health care do pa-
tients consider important to their overall judge-
ment of being satisfied? These questions cannot
be fully addressed without a thorough consider-
ation of the theoretical constructs used in the
studies of patient satisfaction.

1) Expectation Model

Several researchers have observed that the
most frequently used theoretical construct in
the measurement of patient satisfaction is the

concept of expectation. Stimson and Webb

(1975) have suggested that satisfaction can be
modeled as the perception of the outcome of
care in relation to the extent to which it has
met the patients’ expectation. Tessler and Me-
chanic(1975) support this definition in their
study on the relations between patients’ ex-
pressed satisfaction and their readiness to seek
care. Other health care studies on patient satis-
faction have implicitly used fulfillment theory
(Linder-Pelz, 1982). According to Lawler
(1971) who reviewed many studies on satisfac-
tion including job satisfaction, the fulfillment
theory includes several variables. The theory ba-
sically involves the difference between what oc-
curred and what should have/was expected/
was desired to occur. Thus, in addition to expec-
tation, such variables as entitlement and
desirability must be considered in the measure-
ment of satisfaction. For example, patients
might report being satisfied when they felt that
a service actually delivered, fulfilled not only
what they had expected but also what they had
desired and what they believed they were enti-
tled to receive. Some have suggested that in-
creasing the congruence between patient desire
for specific interventions and the interventions
they actually receive might result in increased
patient satisfaction with their physician
(Uhlmann, et al., 1984 ;Eisenthal, et al., 1979).
Even though studies on patient satisfaction
rely heavily on the construct of expectation,
there are significant problems in utilizing this
concept of expectation. First of all, it is such a
crude concept that it might not reflect the true

feelings of satisfaction. A model of satisfaction



should also recognize that there are different
levels of expectation for different patients.
Freidson(1961) has drawn a distinction be-
tween ideal and practical expectation. Whereas
the former can be defined as the preferred out-
comes deriving from a patient’s evaluation of
his problem and goal in seeking medical care,
the latter designates anticipated outcomes stem-
ming from an individual’s own experience, the
reported experience of others, or knowledge
from other sources. Therefore, it is necessary to
distinguish between patients’ ideal, or preferred
expectations and practical, or anticipated expec-
tations that are learned from experience.

A number of researchers have reported that
patients with previous hospital experience are
more willing to be hospitalized than patients
being admitted for the first time(Houston &
Pasanen, 1972;Fleming, 1981 ;Nelson-Wernick,
et al,, 1981). This finding suggests that patients
may replace ideal expectations with practical
expections through their accumulted experience,
and thus become more satisfied.

Another crucial problem in the use of the con-
cept of expectation is that the relation between
expectation and satisfaction is not always clear
and direct(Locker & Dunt, 1978). For example,
in a study of consumer satisfaction with the so-
cial work department, Mckay and his colleagues
(1973) found that 80% of those whose expecta-
tions for service were fulfilled were satisfied,
but 50% of those whose expectations were not
fulfilled were also satisfied. Freidson’s distinc-
tion between ideal and practical expectation

might provide a good explanation for these ap-

parently contradictory results. However, the sit-
uation also illustrates another dimension of pa-
tient’s expectations : variance in the amount of
services or outcome expected.

Discrepancy theory as another model of satis-
faction deals with the issue of variance in the
amount of expection. Instead of the fulfillment
theory’s simple comparison between expectation
and outcomes, discrepancy theory takes into ac-
count the amount of expectation in the first
place. Discrepancy theory posits that satisfac-
tion 1s the perceived but not necessarily actual
discrepancy between what the individual desires
/expects and what occurs(Lawler, 1971). Thus,
discrepancy theory provides a measure of the
extent of satisfaction by means of the patients’
perception of the amount of difference between
their expectations and the results.

2) Attitude Model

Recognizing the inadequacy of current theo-
retical formulations of expectation, we need to
find other conceptual frameworks. Another im-
portant theoretical undberpinning on which other
determinants of patient satisfaction can be iden-
tified, is attitude theory. While the proponents
of fulfillment and discrepancy theory emphasize
the relationship between perception and expec-
tation as the crucial factor affecting satisfac-
tion, attitude theorists argue that satisfaction is
determined largely by the patients’ affective
and value-laden beliefs and cognitive evaluation
of care. Distinguishing attitude from perception;
Fishbein and Ajen(1975) define attitude as a
of

unfavorablenss toward an object in question.

general evaluation favorableness or



According to this definition, the expression of
satisfaction or dissatisfaction with care is identi-
cal to the expression of the attitude of patients
about their care. Ware and his associates(1978)
supported this conceptualization of satisfaction
by pointing out that even in studies that do not
explicitly study patient satisfaction-but rather
attitudes or perception—the common feature was
that researchers were in effect seeking peoples’
evaluation or affective response to care.
Because attitude theory has been developed
by social psychologists whose main interest was
in the study on job or work satisfaction, empiri-
cal evidence that supports the appropriateness
of the theoretical constructs tends to rely
heavily on the studies on job satisfaction. Conse-
quently, health professionals might be skeptical
about the cross application of attitude theory to
a variety of situations including doctor—patient
and hospital relation. Yet, research findings in
the measurement of patient satisfaction are a
mixed blessing. On the positive side, the study
of Ware and his associates(1978) confirmed
that the measures of belief and evaluation cor-
related significantly with direct measures of pa-
tient satisfaction. However, in her theory—test-
ing research on satisfaction, Linder—Pelz(1982)
found that the value-laden attitude had little re-
lationship to satisfaction rating. It can be sug-
gested that attitude theory can be applied to
measure an overall assessment degree of satis-
faction since it denotes the patients’ evaluation
of favorableness toward the care they received.
3) Common Ground

Investigation into the social psychological de-

terminants of patient satisfaction is not an easy
task. Especially in theory—testing research, it is
almost imperative that the set of hypotheses to
be tested should be congruent with theoretical
premises and operationalization of measures
should be sound enough to be exempt from seri-
ous methodological flaws. But both Ware and
Linder—Pelz’s studies have several limitations in
terms of sampling biases, the reliability of mea-
surement scales, and operationalization of mea-
sure to test each hypothesis. Therefore, it would
be premature to conclude at this point that one
theory explains patient satisfaction better than
the other. More research need to be done in
order to have a sound knowledge base of the
measures and modelings of patient satisfaction.

Implicit in the above discussion on the theo-
retical constructs of patient satisfaction is the
recognition that satisfaction can be represented
by patients’ relatively subjective judgment of
health care. That is, both expectations and atti-
tudes of patients can vary according to either
each individual’s own perception of care or his
or her preference for the care. Making compari-
son and acknowledging discrepancy more or
less involves patients’ individual judgements no
matter what criteria they use. In this regard,
characteristics of patients such as sociodemog-
raphic variables and health status should be
considered as an important determinant in mea-
suring patient satisfaction. It also should be rec-
ognized that as expectation and/or attitudes
change, the level of satisfaction can change.
The change of satisfaction may arise from

changes introduced by either the patient or pro-



vider since patient satisfaction is a function not
only of their altered expectations but also of
changes in provider behavior, e. g. to provide re-
duced quality of care. In summary, considering
the dynamic, interactional, and judgmental na-
ture of patient satisfaction, the diverse theoreti-
cal persepctives are not mutually exclusive, but

mutually compensatory relations.

B. Dimensions of Patient Satisfaction

Patients hold expectations and attitudes
about different aspects of health care. Accord-
ingly, studies on patient satisfaction have been
directed at a variety of different dimensions of
health care. Early concern with patient satisfac-
tion centered on issues of quality of care and
delivery of services(Zastrowny, et al., 1983).
For example, Koos(1954), one of the earliest
researchers of patient satisfaction found that
the most frequent reasons for dissatisfaction are
ineffectiveness of treatment, unnecessary X-ray
or treatment procedures, high cost, and lack of
physician interest and concern. In fact, the in-
teraction between health care providers and pa-
tients has received a great attention by many
scholars because the manner in which services
are provided Is often more important for affect-
ing satisfaction than the nature of the services
themselves. For example, among the studies fo-
cusing on the patient—provider interaction,
Larsen and Rootman’s study(1976) demonstrat-
ed that patient satisfaction with medical care
depends on the quantity of doctor—patient com-
munication. But still others have emphasized the

importance of structural characteristics of serv-

ice providers such as accessibility of care, con-
venience of location, and physical environment
(Lebow, 1975; Tessler & Mechanic, 1975).

The wide and sometimes conflicting studies of
satisfaction can be attributed partly to the dif-
ferences in situations and patient preferences
for seeking and delivering health care, and part-
ly to the different appoaches to measuring pa-
tient satisfaction. For example, in a study of pe-
diatric care, the people who report satisfaction
are almost always the parents of children. The
parents might weight their satisfaction more
heavily on the interaction between themselves
and doctors than the actual treatmet given to
their children. In this case, the questions about
quality of care focused on the child would not
be approprate measures of satisfaction. In sup-
port of this phenomena, Mechanic(1964) found
that the major reason for mothers to be dissatis-
fied with pediatricians and change the doctors
was the doctors’ lack of interest, care, and moti-
vation rather than their medical qualifications.
On the other hand, studies have found that pa-
tients who had been hospitalized and gone
through intensive treatment were more likely to
evaluate their feelings about medical care in
terms of technical quality of care. Doering
(1983) maintained that for hospitalized pa-
tients, nursing care was the most influential
factor in determining the patients’ overall judg-
ment on satisfaction. Another example is Snid-
er’'s(1980) study of factors influencing older
persons’ satisfaction with medical care. He
found that physician’s attitudinal aspects re-

garding the doctor—patient communication proc-



ess were more strongly associated with patient
satisfaction than other factors measuring access
or continuity of care.

Many researchers have used a variety of dif-
ferent approaches in measuring patient satisfac-
tion. One approach is to ask about patients’ feel-
ings with respect to a single aspect of health
care and then generalize these reported feelings
to form overall measures of satisfaction. Anoth-
er approach has used questions about more than
one aspect of care and compared them to deter-
mine important dimensions of satisfaction. In
both cases, the major dimensions are predeter-
mined and dictacted by the interest of
researchers. And what researchers consider im-
portant dimensions might not congruent with
what patients think crucial in determining satis-
faction.

Other studies have used open—ended inter-
views to allow respondents to elaborate on spe-
cific aspects of satisfaction. This might be the
best way to probe some unidentified aspects of
satisfaction. Yet, this approach leaves us with
an unorganized and fragmented array of differ-
ent aspects of satisfaction. Therefore, the major
issues in determining dimensions of patient sat-
isfaction are to clarify some important dimen-
sions of satisfaction from the review of litera-
ture and construct empirically valid and reliable
conceptual frameworks incorporating the vari-
ous aspects of satisfaction.

Despite the complexity of dimensions of pa-
tient satisfaction, several scholars have attempt-
ed to clarify the various dimenstons of satisfac-

tion and suggested relatively important aspects

of satisfaction. Korsch and his colleagues(1968)
provided evidence for two important dimensions
of satisfaction—an expressive and an instrumen-
tal dimensions using physician—patient commu-
nication data in outpatient pediatric services. In
addition, Hulka and her associates(1970) sug-
gested three distinct domains of satisfaction :
the professional and technical competence of
physicians, their personal quality and relation-
ship to patients, and the accessibility of care.
Also, Roghmann and his associates(1979) dis-
tinguished a general satisfaction dimension,
which is an assessment of physician and the
medical care delivered, from a specific satisfac-
tion dimension, which is assessed by patients’
past experience with regular sources of medical
care.

In evaluating these classification systems, we
can observe that even though those authors
used differnt terms in their typologies, some ele-
ments of the major dimensions have similar
meanings. Korsch’s dichotomy of expressive and
instrumental dimensions correspond to Hulka’s
dimensions of physicians’ personal quality and
relationship to patients and the technical com-
ponents of physician care in that both schemes
involve both art and technical components of
medical service delivery to a certain extent. But
the dimension of accessibility which reflects the
structual characteristics of health care has been
added in Hulka’s scheme. And it should be
noted that the dichotomy suggested by Korch is
severely limited to the interactional aspects of
physician—patient relationships.

The distinction between general and specific



dimensions in the Roghmann’s typology might
be useful in classifying diverse aspects of satis-
faction, but his scheme can be criticized in that
the specific dimensions need not be necessarily
limited to the patients’ past experience with reg-
ular sources of care. Although Hulka’s typology
captured many important dimensions that vari-
ous researchers have used to measure satisfac-
tion. But it has been criticized for its validity.
Stamps and Finkelstein(1981) provide evidence
that attempts to operationalize Hulka’s three
conceptual dimensions of satisfaction do not
necessarily cluster empirically along such
subdimensions.

Given the significant problems of a limited
numbers of dimensions and lacking empirical
support for some of the important dimensions,
several researchers have tried to construct a
model including broad and valid dimensions of
patient satisfaction by developing indices based
on theory, empirical evidence, and accepted so-
cial science procedures. Among the models of
patient satisfaction dimensions, the work of
Ware and his associates(1975) has been widely
accepted because it is the most comprehensive
classification system and includes extensive va-
lidity and reliability tests(Luft, 1981). After
carefully reviewing patient satisfaction litera-

ture published up until 1975, these authors iden-

tified ten separate dimensions of patient satis-

faction : acccessibitity /convenience, availability
of resources, continuity of care, finance, out-
come of care, humanness, information gather-
ing, information giving, pleasantness of sur-

roundings, quality/competence. In their later

study(1978), the ten.dimensions were reduced
to eight major dimensions with some changes of
labeling and reorganization of several dimen-
sions. These eight dimensions includes art of
care, technical quality of care, accessibility/con-
physical  environment,

venience, finance,

availability, continuity, and efficacy/outcome of

care.
10 Dimensions 8 Dimensions
1. Acoessihility/Convenience 1. Accessiility/Convenience
2. Availahlity 2. Avallahility
3. Contiruity of Care 3. Continuity of Care
4. Finance 4. Finance

5. Efficacy/Outcome of Care 5. Efficacy/Outcome of Care
6. Pleasantness of Sumoundings 6. Physical Environment

7. Quality/Competence 7. Technical Quality of Care
8. Humanness 8. Artof Care
9. Information Gathering

10. Information Giving

Figure : 1. Change from 10 Dimensions to 8
Dimentions of Measuring Patient

Satisfaction

In developing the taxonomy of eight major di-
mensions of patient satisfaction. Ware and his
colleagues assumed that characteristics of
health care providers and services within each
major dimension are logically and empirically
interrelated but that the major dimensions are
not redundant. Based on these assumptions they
developed multiple test instruments to investi-
gate the associations of specific elements within
each dimension and the differences among di-
mensions. Several studies(Ware, et al., 1975;
Aday & Anderson, 1975;Ware et al., 1984)



supported the basic assumptions of homogeneity
within each diemension and heterogeneity
among dimensions. However, there are several
conceptual flaws in the construction of the
major dimensions and methodological weakness-
es in the test of the assumptions.

First, Ware and his assoclates defined the di-
mension of technical quality of care as the com-
petence of providers and their adherence to high
standards of diagnosis and teatment. In addition
to the structual components of health care pro-
viders such as experience and training of physi-
cians, the definition also includes process char-
acteristics of health care providers involving ac-
curacy, thoroughness, avoiding mistakes in the
treatment and diagnosis. What is obvious about
the definition is the collection of compounding
elements of the structure and process measures
of quality of care. It is generally recognized that
structure, process, and outcome are three rela-
tively independent measures of quality(Brook,
et al, 1973). In this regard, a question might
arise that how the measure of patient satisfac-
tion with respect to quality of care can violate
the longstanding and clearly distinguished three
major ways of measuring quality of care. Given
the fact that they deal with the outcome of care
as a separated dimension, it is more appropriate
to divide the two aspects of measuring quality
of care—structure and process—and treat them
separately. Thus, certain attempts must be
made to isolate structure, process, and out-
comes of the providers’ characteristics and to
see how they differentially affect the patients’

perception of care.

Another conceptual problem in constructing
the eight dimensions of satisfaction involves the
importance of information transfer between
doctor and patient. It is not clear whether the
two dimensions of information gathering and
giving which existed in the previous ten dimen-
sions have been abosorbed into the dimensions
of art of care or elsewhere. Despite the para-
mount importance of the information transfer in
terms of clinical treatment and interpersonal re-
lationships between doctor and patient, the di-
mension has not explicitly considered as a sepa-
rate dimension. Luft(1981) argues that two
crucial activities having significant implications
for patient satisfaction are the physician’s ob-
taining information from the patient and provid-
ing adequate information to the patient about
his or her condition. In addition, the investiga-
tion of Ware and his associates’ specific con-
tents of measurement for the construct reveals
that there are several items in their question-
naires dealing with the dimension of informa-
tion transfer. But it is still not clear whether the
items are supposed to measure the dimension of
art of care or technical quality of care because
the exchange of information can be used for the
purpose of either clinical decision making of
physician or establising good physician—patient
relationships.

Finally, it should be noted that the construct
of availability of services seems to be complete-
ly at odds with the basic assumption about char-
acteristics of providers. In fact, the ways they
define and actually measure the availability di-

mension are designed to represent patients’ per-



ception and attitudes about the availability of
medical resources in a certain community rath-
er than the characteristics of providers. The
question about whether there enough physi-
clans, nurses, and other providers and such fa-
cilities as clinics and hospitals in the areas does
not represent the characteristics of providers or
services, but only reflects certain community
characteristics in terms of the pool of health
care resources. Therefore, the construct of the
availability of services has not been validated
by adequate operationalization of measures in
testing their major dimensions. In fact, studies
concerned with the dimension of availability of
services are very few. Considering the weak-
ness of the dimension, the dimension of
availability of services might not be included in
the major dimensions of patient satisfaction.
The current status of the dimensions of pa-
tient satisfaction can be contrasted with that of
the measures of quality of care. The latter
draws upon widely accepted distinctions among
structure, process, and outcome measures. But
the former has no generally accepted concep-
tual frameworks. Consequently, any attempt to
combine and distinguish a variety of satisfac-
tion dimensions might be fruitless because each
can be considered as a separate dimension.
However, the value of our efforts can be sal-
vaged by our invincible commitment to con-

struct a more meaningful taxonomy of satisfac-

tion dimensions through rigorous investigation

of the existing knowledge base of social science.

II. Summary and Future Re-

search Direction

Patients’ satisfaction with medical care is re-
ceiving more attention from health care profes-
sionals because it is an important indicator of
the quality of care and of which aspects of a
service need to be changed to improve patient
response. Although research on patient satisfac-
tion has proliferated, the complexity of the con-
cept has not been seriously examined. This
paper focused on identifying and examining
some of conceptual and methodological issues in
measuring patient satisfaction. Two theoretical
models of satisfaction and several conceptu-
alizations of dimensions of satisfaction were
thoroughly examined. Several recommendations
have been suggested for the purpose of clarify-
ing the conceptual and methodological problem
identified in those models and conceptualiz-
ations. Future research on patient satisfaction
should address the issue of developing a sound
conceptual framework with which measurement
of patient satisfaction can be made. Efforts
should be undertaken to perform a systematic
testing of the validity and reliability of the satis-

faction measures.
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