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ABSTRACT

Patients are the key stakeholders in health careiders and it is extremely important

to increase their satisfaction level. Patient &atteon is a subject of great interest to the
health care providers and researchers alike. Ag e a lot of factors related to health
care providers that causes patient selection ajetti@n. Since competition has

increased in recent years, this exerts more pressurealth care providers to render
more improved service quality in addition to butidist and gain high reputation.

Improved quality of service has now become an ingmraspect of patient satisfaction,
building trust is now a crucial milestone and gagnhigh reputation is considered the
key for any health care provider. In practice amebty it has been proven that service
guality dimensions, trust and reputation is reldi@gatient satisfaction. For this, we

took 5Q model of the service quality combine withst and reputation, and how it

affects patient satisfaction is the main themenefdtudy.

Purpose: The purpose of this study is to investigate that 5% model of the service
quality, trust and reputation can effect patietiis&ection in health care sectors, for this
study we researched Umea hospifdiis research is focused towards exploring the
perceptions of patients who consume or undertookedJnospital services. It also
provides an effective model for health care orgaion in practice and the study also
contribute to literature from educational pointvadw.

Method: In this study hypothesis developed to investigate BQ model of the service

guality, trust and reputation can effect patienisgéaction. For service quality 5Q model
was used while several attributes were taken festtand reputation to investigate the
patient perception. Quantitative research strategas adopted and convenience
sampling technique was used to collect quantitatata from patients of Umea hospital
to get their satisfaction levels. Hypotheses wested by using multiple regression
analysis to the obtained data in SPSS.

Findings: The study revealed interesting results for patsatisfaction regarding the
5Q model of the service quality, trust and repotatiMeanwhile 5Q model was used
for service quality, which composes quality of abjequality of process, quality of
infrastructure, quality of interaction and qualdlyatmosphere. Out of five dimensions,
two gave positive effect and three gave no effadult by the patient for their
satisfaction from the Umea hospital. Trust gaveeffect result, whereas reputation
gave positive effect result by the patient for tisaitisfaction from the Umed hospital.

Implication/Contribution: The findings imply that 5Q model of the service lgyas
not the only factor that could lead to patientsfatition in health care sectors but trust
and reputation are also factors of great importa@ganizations need to improve
every dimension of service quality, creating trastl achieve high reputation to gain
high level of patient satisfaction. This study cdnmites to existing theories by
confirming or adding value that have positive effeic patient satisfaction. 5Q model is
a comprehensive model and it needs to be impleméantéealth care sector but with
additional factors i.e. trust and reputation.

Key words: Patient satisfaction, Service quality, 5Q model sty Reputation, Health
care providers.
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CHAPTER 1: INTRODUCTION

The aim of this section is to identify the reseaagic and research questions. Thus the
chapter begins with an introductory background, ethincludes the patient satisfaction

regarding health care organizations and the factorbich effects, research objective

and questions will follow. Delimitation and strucgwof the report will end the chapter.

1.1 Introductory Background

Customer satisfaction remains the most interedutigect for organizations as well as
for the researchers at the same tiiitee basic objective of organizations is to increase
the level of profits and try to decrease the cBsbfit can be enhanced by increase in
sales with lesser costs. A factor to increase #he is the satisfaction of the customer,
which leads to customer loyalty (Wilson et al., 00. 79). Whenever customers want
to buy, their aim is to maximize their satisfactivom the product or service. Today
marketplace entails organizations to build stroelgtionship with customers and not
just producing the products, if they want to winuilBing customer relationship means
delivering superior value over competitors to tgéet customers (Kotler et al., 2002, p.
391).

Patient satisfaction has emerged as an increasinmglyortant health outcome.

Satisfaction is believed to be an attitudinal resgoto value judgments that patients
make about their clinical encounter (Kane et @97, p. 714). Satisfaction is either
implicitly or explicitly defined as an evaluatiom&ed on the fulfilment of expectations
(Williams, 1995, p. 559). In our point of view, sd#iction is what a consumer
expectations, judging and at the end, acceptancejection is the outcome from the
product or service.

Patient satisfaction regarding health care is atidimensional concept that now
becomes a very crucial health care outcome. A metdysis of satisfaction with
medical care revealed the following aspects foriepat satisfaction and overall
performance of an organization: overall qualityustr reputation, continuity,
competence, information, organization, facilitiestention to psychosocial problems,
humaneness and outcome of care (Hall & Dorman, ,198835). All of these factors
have high influence on service quality of healtheaarganizations and at the same time
can influence the satisfaction level.

Due to technological advancement in the recentsydaalth care service provider’'s
practices have also changed dramatically. Health sgstem is now a challenge for
every government, state, political parties and rasce agencies due to high
competition in field. The health care system thaiswilominated by nonprofit/public
hospitals, is now provided increasingly by privatztor. This competition results in
satisfying patient through improvement in servicalgy dimensions, building trust and
getting positive reputation. Some questions weilgedawhile achieving these valuable
goals in health care organizations, need to beeaddd. For example, who want to
improve health care service quality? Who is chagpgnd innovating new techniques?
Who is functionally and technically well sound? Vgboorganizational atmosphere is
frankly and friendly? Is Feedback, communicatiarteiaction and trust which is the
most important factor are incorporated in orgamwet The organizations who



emphasizes and respond to above questions leadr¢famization towards positive
reputation in the society (Rubin, 1990, p. 3-4).

Sweden health care system supports the idea thiadikeensions of a country’s health
care system reflect the core social norms and vdiets by its citizens. No drastic
changes have been occurred during the past halfirgein Swedish health care system
and the fundamental structure of the Swedish hemjtem has remained notably
consistent, i.e., tax-based financing and publicherated hospitals (Saltman &
Bergman, 2005, p. 1).

In 1999, Sweden made reforms in order not to owerlihe local councils and planed
that the county regions have to manage the integriaealth care system. Changes in
various laws and regulations created a health caréel, which was founded on the
following principles (Gennser, 1999).

1. The main focus of the public health laws is "t population should be in good
health." To achieve the main goal preventive care¢herefore, included in the
Swedish health care system.

2. Principle of justice and equal availability of hdsatare will be provided to all
citizens. No discrimination is allowed with respéxtage and fee will be the same
for everyone across the whole country.

3. The county regions will be responsible for heal#tnecplanning. The scope and

direction of health care services will be decidimg the democratically elected

politicians.

The county councils have been given the authaoifiynjppose income taxes.

People who live in the country have a right to needealth care.

The county is responsible for both the financinghe&lth care services and the

production of health services (Gennser, 1999).

o gk

Patients have been given the choice and opporttmighoose between the different
hospitals in county regions, and sometimes amadiffsrent hospitals in neighboring
counties. This kind of choice is promoting competit(Gennser, 1999). In the big cities
and other areas where the public had conveniergsacto more than one hospital
especially in suburban cities where the hospi@lsd themselves losing patients to the
prestigious hospitals in the city centers (Mich&trrison & Calltorp, 2000, p. 224).

Several models of health care evaluation have pegposed and designed to measure
the patient satisfaction and service quality dinmms Perhaps the most popular model
is design by Donabedian (1966), who took threeofaédimensions, i.e., structure,
process and outcome to evaluate quality of carepatidnt satisfaction. The first factor
deals with the structure of the organization areddbndition under which the service is
provided. Second factor elaborates the processréfferts to the professional activities
by the health care. The third factor is outcome @fiers to the result or patient rating,
which means the current and future difference ¢iepts health and satisfaction level.
Outcome is the most important factor to measuretamyaluate the patient satisfaction
and service quality. The relationship among thecsiire, process and outcome should
be very strong and clear because one can affeattie® (Donabedian, 1966, p. 166-
170). In order to be satisfied, everybody has acehto choose the best health care
guality and service. As price, competition is plotad in public sector organizations
that would exert pressure to focus on service,itpjaéputation and trust (Vrangbaek et
al., 2007, p. 126).



Measuring satisfaction with relation to service lgyamost of the researchers use
SERVQUAL model. For the very first time ZineldinQ@6) use five quality dimensions
(5Qs) model, which is a combination of techniaaidtional and SERVQUAL quality
model. The 5Q model of the service quality coveosinof the factors regarding health
care. 5Q model consist of quality of object, gyalwf processes, quality of
infrastructure, quality of interaction and qualdlatmosphere. 5Q model is the strong
tool to measure patient satisfaction regardingiserguality.

Another factor that can lead a patient to satigdacts trust. Trust is especially
important in health care service organizations. Wdefinitions of trust have been
proposed, however a core concept is that trusieistceptance of a vulnerable situation
in which the truster’'s believes that the trusted act in the truster’'s best interests.
Trust is the basic and fundamental aspect to meaptysician attributes identified by
patients as engendering trust may be grouped iotoadhs of technical competency,
interpersonal competency, and agency (also caitiditfy, loyalty, or fiduciary duty)
(Thom et al., 2004, p. 125). Patient trust expesse€ombination of variables, most
important is the satisfaction and is more salierdtire to measure the quality of
ongoing relationships. Measuring trust would helpnform public policy deliberations
and balance market forces, which threaten the detiient relationship. Trust is a very
crucial factor which builds and establishes throaghtinuous improvement in overall
service quality dimension and organizational refpoma

Apart from 5Q model of service quality and trusg believe that reputation also plays a
significant role in patient satisfaction. Accorditm Herbig & Milewicz (1993, p. 18)
nowadays, describing and explaining the conceptregutation has become a
differentiating and competitive criteria. Flow afformation from one user to another
could be established: therefore, transactions lestvike entity and other party must
have occurred in order to establish a good remutatkeputation is a process or state
build through continues improvement in service fyatdimensions to meet the
customers/patients needs and wants successfully.

Organizations with positive reputation support ingument that high quality of service
firms will be larger and have more customers sifeveer customers will depart from
high quality firms in the long run and more willriae because of word-of-mouth
activity from other customers (Rogerson, 1983, P8)5 Organizations with high
reputation maintain long life and have more custdpatients due to high satisfaction
level based on credibility, quality and servicao8g relationship can be found between
reputation and customer/patient satisfaction fraactical as well as from theoretical
point of view.

This study will investigate the effects of the 5@dul of service quality, reputation and
trust on patient satisfaction in health care orgaindbns. As discussed earlier previous
research shows the relevance for patient satisfaclihis study will cover the patient
satisfaction regarding service quality, for servigeality, we will use 5Q model
combine with trust and reputation. The combinatias never been researched before.
This is a gap area for health care service prosjdehich needs to be well research in
order to be improved. In addition, this is a théioe¢ contribution by combining the
mentioned factors together and will be useful iturfe for further research.



1.2 Research purpose

The main objective of the study is to investigatgignt satisfaction in the context of
health care organization. This will be a theorétazntribution to understand how the
relationship is affected between the patient aradtheare service provider. This study
will further investigate the satisfaction level pdtients from Umea hospital, how they
perceive the service dimensions. It will enabldaigest if the mentioned factors affect
patient’s satisfaction in health care organization.

Our objective is to investigate the patient satisfm from Umed hospitals and to
investigate the delivery of health care serviceligudimensions in order to ensure the
patient satisfaction. Due to high competition iraltie care sector, it is difficult for
public health care providers to maintain its stadsdlaand achieve high performance.
The results of the study will be useful and cantgbate to the health care organization
to improve their overall performance in the araks §ervice quality dimensions, trust
and reputation, which are the key factors in ounfpaof view. These factors can lead the
organization in getting high level of patient stttgion.

1.3 Research question

How do 5Q model of the service quality, trust aeputation affect patient satisfaction?

To answer the above question, we studied how health service quality dimensions,
trust and reputation can affect patient satisfactMve will be able to investigate the
effect by quantitative method. This study will leasl to understand how 5Q model of
service quality, trust and reputation affect pateatisfaction.

1.4 Delimitations

Having a broad nature of this area of study, welccowt access all the literature
concerning patient satisfaction because it wilvbrRiminous. Thus, we become limited
within the literature around the effect of 5Q modélthe service quality, trust and
reputation on patient satisfaction. Generally, we evaluating how patients perceive
5Q model of the service quality in concerned orgations. This study is limited to
Umed because our sample will be drawn from thogiadiin Umeda and do have
experience of visiting this hospital. In fact, @a&lected area deals with employees and
patients but we will focus from patient perspecivgy that how they consume service
quality dimensions, trust and reputation from Healare organizations. Health care
service quality can be best evaluated from headtle service sector and at the same
time, trust and reputation are important factoreealth care services sector. That is the
reason that 5Q model of the service quality in isensector combine with trust and
reputation especially in health care services isemappealing for our selection from
patient perspective in our study.

1.5 Structure of the thesis

Chapter one presents the introduction, the nexptehd.e. two will present existing
literature and theoretical framework about the affef 5Q model of service quality,
reputation and trust. The following chapter will e methodology of the research,
where the research design and research methodbendkplained. Then the empirical
findings and analysis will come in chapter four.e$is will end up with chapter five
where we will present conclusion and future suggesif our study.



CHAPTER 2: LITERATURE REVIEW AND THEORITICAL
FRAMEWORK

The aim of this section is to present literaturel @onclude with conceptual framework.

The chapter begins with a review of definitions asdme measurements of

customer/patient satisfaction. Then we will illagé the factors of 5Q model of service
quality, trust and reputation, which affect patieatisfaction. Then the study leads us to
the conceptual framework, where formulation of higpeis and conceptual model of

the study will end up the chapter.

2.1 Customer and patient satisfaction

Whenever either the customer is pleased with tloelymt or the service then it is
considered as satisfaction. Satisfaction may beeraop’s feelings of happiness or
disappointment in result for comparing a productise perceived performance or
outcome with its expectation (Kotler & Keller, 2Q0p. 789). Satisfaction can be
derived as happiness achieved from the consumpfigoods or services offered by a
person or group of people or it may be state ohdpenappy with the situation.
Sometimes it becomes very difficult to satisfy go#re or determine satisfaction among
group of individuals because mostly people havieiht perceptions and expectations.
Satisfaction is similar to the other psychologieards that are easy to understand but
difficult to explain. The idea of satisfaction igndlar to the themes such as happiness,
contentment and good quality of life. Satisfactismot the phenomenon waiting to be
measured by people but is a judgment of people fower a period of time as they
reflect from their experience (Irish society foradjty and safety in health care, 2003, p.
10).

“A simple and practical definition of satisfactisould be the degree to which desired
goals have been achieved” (Irish society for quadihd safety in health care, 2003,
p.10). Satisfaction can be said as a positive respaof individuals to a specific focus
(consumer experience) that is determined at acpéati time (Shemwell et al., 1998, p.
158-165).

For evaluating and making improvement in quality hefalth care, it is required to
investigate the quality of care in the context ealth care. Patient satisfaction is the
substantial indicator in the health care. For thispose, quality of work includes
investigation that map out the patient satisfactigth several factors (Johansson et al.,
2002, p. 337-338). Patient satisfaction is usedo@sormance of measurement by
different hospitals, principally on instrumentabgnds such as adhering to treatment,
recommendations and maintaining continuity of ¢aifeom et al., 2004, p. 127)

Different professionals influence patient satisfatt Health care practices are
considered as the key factor in patient assesswiettieir satisfaction. The patient
satisfaction assessment is important not only fatrept but also for the health care
organization as well (Johansson et al., 2002, p-388).

Patient satisfaction is fundamentally a subjectjudgment that results from the
appraisal of health care experience and involviregexplicit and implicit comparison of
the actual events with the expectation of the imlligls. Patient satisfaction shows the
degree to which the individual's actual experienmoatches with the preferences
regarding their experience. Patient satisfactiamotsonly the judgment at the end of the
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care but also essential for the initial treatmesttision for future (Brenan, 1995, p. 250-
252). As from the literature, we found that thesenio exact definition of patient
satisfaction because it depends on several facidrs. main problem is that some
patients are satisfied with one factor while thbeos are not. However Linder-Pelz
(1982, p. 580) suggest the definition of patienistaction through content analysis of
the satisfaction studies in which five psychologigariables were proposed to be
probable determinant of satisfaction in health c@mices.

e Occurrence: The outcomes of a result take place iamgbrtance of the
individual perceiving what has been occurred.

e Value: Judgment of the quality perceived as gootbamt or features of health
care encounter is consider by the customer asévalu

e Expectation: Patients belief that certain attrisut@ght be attached to an object
and judging importance of those attributes are thelding blocks of
satisfaction.

e Interpersonal comparisons: Evaluating of the irdlial experience of current
health care encounter with what he/she has exmesepreviously.

e Entitlement: The individual thinking that he hassalid and sound basis for
claiming of particular result.

By evaluating these attributes the patient satigfaaefinition becomes “the individual
positive evaluation of distinct dimensions of hiealare” (Linder - Pelz, 1982, p. 580).

2.2 Service quality

Customer reaches the organization and benefit @tsdme time through services.
Service can be defined in many ways depending dohadrea the term is being used.
Kotler & Keller (2009, p. 789) defines service amy intangible act or performance
that one party offers to another that does notltresuthe ownership of anything”.
Service can also be defined as an intangible @yeone party to another with mutual
consideration for pleasure.

Consumersnostly attracted towards a service by focusing wality (Solomon, 2009,

p. 413). Another definition of quality is the tofahtures and characteristics of a product
or services that bear on its ability to satisfytesaor implied needs (Kotler et al., 2002,
p. 831). It is clear that quality is also relatedhe value of an offer, which could evoke
satisfaction or dissatisfaction on the user’s part.

“A simple definition of quality in health care ibd art of doing the right thing, at the
right time, in the right way, for the right perserand having the best possible results”
(Zineldin, 2006, p. 66). Recently, among healtreaasearchers the greatest consensus
has been achieved on the definition provided byitite of Medicine (IOM): "quality

of care is the degree to which health servicegridividuals and populations increase
the likelihood of desired health outcomes and amsistent with current professional
knowledge" (Lohr, 1990, p. 21).

According to Parasuraman et al. (1988, p. 16-1R)jice quality is “the differences

between customer expectations and perceptionsratee Measuring service quality

to identify the difference between perceived anpeeked service is a valid way and
enable the management to find gaps to what they eff services.



Organizations are now more focused on quality sesviand the aim is to satisfy
customers. In order to know whether customer “wdlfulfill or satisfied, organizations
need to measure the service quality, a better wayntlerstand service quality in the
context of customer satisfaction. A researcheredistin his study: “three

components/dimensions of service quality, called & “Ps” of service quality”

(Haywood, 1988, p. 19-29). The author explains he study, service quality is
comprised of three elements (Physical process, |@soehavior, professional
judgment):

e The overall technical facilities, process and pdages of an organization;

» Staff behavior and responses towards their seii

« Stalff efforts and professional judgments to imprquality of service
(Haywood, 1988, p. 19-29).

Haywood (1988, p. 9-29) states, “an appropriategfaly balanced mix of these three
elements must be achieved.” What constitutes anopppte mix is determined by the
relative degrees of service process customizatiabpur intensity, contact and
interaction between the customer and the servioeegs. However, this idea of the
author could be evaluating service quality fromehgployee perspective.

Researchers measure the service quality dimenbipnsing SERQUAL model that is
the most popular and strong tool, also called gageh SERQUAL model is created by
Parasuraman et al. (1985) for the very first timd there were 97 attributes put into ten
dimensions (Parasuraman et al., 1985, p. 46). Diwrdhese dimensions, one can
measure the customer satisfaction level regardimg quality of service of an
organization. The findings became more interedtiecause of further investigation and
concluded that, among these 10 dimensions, some werrelated. After some
refinement, ten dimensions were later reducedvi® dimensions (Laroche et al., 2004,
p. 363):

e Tangibility : This dimension consist of physical facilities, uggment, and
appearance of personnel of an organization

e Reliability: This dimension deals with the ability to perfortime promised
service dependably and accurately by the organizati

e ResponsivenessThis dimension focuses on the willingness to heigtomers
and provide prompt service

e Assurance This dimension explains how knowledge and coyrtdsemployees
and their ability to inspire trust and confidence

e Empathy: This dimension defines how much of an individeedl attention the
firm provides to its customers

From the above five dimensions perspective theeagged sum of difference between
perceptions and expectations global perceive quatibstruct is formed (Laroche et al.,
2004, p. 363). By these dimensions, quality of iservcan be improved and the
customer satisfaction level can be increased.

Service environment in the health-care industrgatermined by not only technology
and new facility support, but also the performan€employees in the organization.
“Various methods and tools are used by medical agtnators, researchers, and health-
care policy makers in an effort to find a betterywta provide high quality of the
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service” (Lee et al., 2011, p. 20). Health careaargations need toemphasizes on every
single aspect/dimension of service quality and axdy on technology, facilities and
support.

Health care organizations are now competing witthezther especially in the patient
satisfaction area. Patients can be satisfied throwgrious combinations of
responsiveness to the patient's views and needscantinuous improvement of the
healthcare services and in overall doctor-patiegitgionship. Health care providers are
now more concerned with the patient satisfactiom,itais an important topic to
understand and value by the patients. So in oalknow how the patients perceive the
quality of care and to know where, when and howiserimprovement can be made
(Zineldin 2006, p. 61). Health care providers aosvrmore interested to know what
factors/dimensions can more affect the serviceityudecause of the high competition,
extensive literature and pressure from the patients

In the past, only few studies have been conductéealth care sector to investigate the
link between technical and functional quality dimiems and the level of patient’s
satisfaction. Mostly the studies only focus on faspects of health care quality of
service but none of the studies has empiricallynemad how the atmosphere,
interaction and infrastructure might affect the m@epatient’s quality perception and
satisfaction. Patient satisfaction is a cumulatbeenbination of different constructs,
summing satisfaction with various facets of thelthegare organization (hospital), such
as technical, functional, infrastructure, interactiand atmosphere variables or items
(Zineldin, 2006, p. 61). Patient satisfaction relyag service quality is always
dependent on different factors/dimensions and witle passage of time the
factors/dimensions are explored by different resess.

Zineldin (2006, p. 69) expanded technical-functicexad SERVQUAL quality models

into framework of five quality dimensions, consist quality of Object, quality of

Process, quality of Infrastructure, quality of hatetion and quality of Atmosphere. This
model is now considered an effective model for tmeakre providers in order to
evaluate patient’s satisfaction.

5Qs model: The health care service quality is not only affddbsy the technical and
functional activities of the organizations but soptber factors the researchers have
ignored, play an important role such as interactiofrastructure and atmosphere.
Zineldin (2000a) expanded technical-functional &ERVQUAL quality models into
framework of five quality dimensions (5Qs): (Zinel®006, p. 69). Zineldin designed
and developed a comprehensive model regardingnpagatisfaction from health care
providers, also called the 5Q model.

Q1. Quality of object — The technical quality (what customer receivés),example,
relates to the clinical procedures carried out idfidcuses on the technical accuracy of
medical diagnosis and procedures. This dimensiorsen¥ice quality measures the
treatment itself; the main reason of why a patienisiting a hospital in the context of
his very basic need and want.

Q2. Quality of processes — This dimension deals with the functional quattiwat how
the health care organization provides the coreigeifthe technical). This dimension
measures how well activities of the health careimmemented practically. It includes



waiting times by the patients and speed of perfoghthe health care activities by the
staff. Sensitive issues are attached to the heath industry so process indicators
should receive more attention. These indicators lwarused to identify problems in
service delivery and to suggest specific solutions.Front-line
nurses/physicians/managers can use process ingidateupervise/monitor activity at
their facilities and to improve day-to-day decisimaking.

Q3. Quality of infrastructure — This dimension of service quality measures the
essential and basic resources that are neededftrpehe health care services. This
includes many attributes such as the quality of ititernal competence and skills,
know-how, experience, motivation, attitudes, tedbgyp, internal relationships, internal
resources and activities and most important hovsehactivities are managed, co-
operated and co-ordinated. Researchers founddblahalogy infrastructure can play a
vital role in patient satisfaction and it has beeomrevolutionary key factor practicing
in health care organization.

Q4. Quality of interaction — communication/interaction among the people vgagb
difficult to deal with. It is not communication/inaction among the machines,
accounting systems or trading agreements, whictdoaneffectively with each other in
order to exchange values. This dimension of sergicality measures the quality of
information exchange (e.g., the percentage of ptiwho are informed when to return
for a check-up, amount of time spent by physiciansurses to understand the patient’s
needs, etc.), and social exchange, etc. Perceivedlityq of interaction and
communication reflects a patient’s level of ovegatisfaction

Q5. Quality of atmosphere — This dimension is concerned with the relatiopséund
interaction process between the two parties isuémited by the quality of the
atmosphere in a specific environment where theypemie and operate. The
atmosphere indicators should be considered vetigariand important because of the
belief that lack of frankly and friendly atmospheegplains poor quality of care
(Zineldin 2006, p 69-71).

Quality of...
Object
NS
Processes .
- / ——— T [ Semvice . Patient
/, Quality 4 Satisfaction
w )

Interaction

&s—p_here/ Figure 1: 5Q Model (Zineldin, 2006, p. 79

Above figure illustrates the 5Qs model and its tatss, where the service quality of
the health care is function of Q1-Q5. The modelstsis of 5 dimensions of the service
quality, all together 5 dimensions result in hea&ldne service quality which can affect



the level of patient satisfaction (Zineldin, 2006,70-72). According to Zineldin, all the
dimensions are functions of service quality, wHegds the patient to satisfaction.

2.3 Trust

Generally, trust in the society can be viewed asstturce of minimizing the complexity
and means of coping with the freedom of otherssttia the feature of all social
relationship and indicates some form of expectatibout the future (Jones, 2002, p.
225). while trust can be also defined as dependintihe characteristics of object, or the
occurrence of an event, or the behavior of a petsoorganize the desired but uncertain
objectives in a risky situation (Giffin, 1967, @6l).

According to Mayer et al, (1995, p. 712) trust ikem one party willingly puts itself
vulnerable to the other party and first one expleat the other party will do better in his
favor, irrespective of the ability to monitor orrtml the other party.

Some researchers tried to define trust as, it serdggl for effective interpersonal
relations and community living (Mechanic & MeyefD, p. 657). Trust is the reliable
source among people living in a society, as Thoral.ef2004, p. 124-127) stated that
trust is the acceptance in risky circumstances Imchvthe trusters believe that the
trustee will act in the best interest of trustdmisikind of definition is supported by Hall
et al. (2001, p. 615) perceiving the hope in vudbé situation by the trusters that
trustee will care for the trusters interest. Medba@ Meyer (2000, p. 660) defines that
trust allows accepting vulnerability or the beltbat the other has one best interest at
hearts.

Hall et al (2001, p. 616) further explored thatstrcannot be separated from the
vulnerability because in the absence of vulnergbilhere is no need of trust. The
greater the situation of risk the greater will he possibilities of trust or distrust. Trust
can be also defined as to create the vulneralaktyn the friendly relationship but
vulnerability is prime and necessary in medicireejtss important to think of trust in
vulnerable conditions. Trust builds from the patseneeds for physicians where greater
the sense of vulnerability the higher will be pdiginfor trust.

Davies & Randall (2000, p. 612) differentiates bedw trust and faith that the nature of
trust is different from dependency and faith. Trdevelops between two parties under
several conditions. First there must be some isfgddency between them that is the
action of one must have impact on the others. SHgpthere must be some choices
selected by any party and thirdly, there must beesaincertainty or risk attached to

these choices. In such a situation, one or bottieggatan place trust on each other and
choose that other party will act in the best irgeref them. The word choice has

important role in trust because it gives way t& asd with this trust has dependency.
However, the ones trust on another must be basexmerience and knowledge of the

other party that it has the competences and willasg to act on behalf of him. Trust

without such experience and knowledge may regafditsor hope.

According to Hall et al. (2001, p. 620-624) trust bature has different types and
objects of multiple dimensions in which some ofnthéocus on particular act or

obligations while others stress personal attribaesharacteristics. Instead of having
these kinds of different conceptual schemes, it of some common dimensions
that are fidelity, competence, honesty, confiddityiand global trust.
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Fidelity: Fidelity is, pursing in the best interest of patteand avoiding the advantage
of patient’s vulnerability. It can be expresseddngency or loyalty, which consists of
caring, respect, advocacy and prevents the cowfiictterest. Caring and respect are the
important elements, which are directly related #ocpption of motivation. Advocacy
requires actions or we can say maintaining a pesithinking. For minimizing the
conflict between the patients and physicians issictating the interest of the patient
instead of other competitors.

Competence:  Competence means minimizing the mistakes and icgeabetter
achievable results. Mistakes may be cognitive whaafors in judgments are while it
may be technical which errors in executions arenidly the patient faces difficulty in
differentiating the technical competence so thé&wg of competence are inclined by
the physician interpersonal competence (commupoicaskills and bedside manner).
Conceptually and empirically it is valued to di#fetiate between the measure of trust
and predictors of trust which is ultimately knows w&hat trust is and what influence
trust. However, communication includes eye contabtch is not effective in the caring
directly because it does not make any correct seraehysician has good eye contact
while it may also give way to misunderstanding.efiiative to this communication has
great importance in perceiving their physiciansliskicare and other personal
characteristics.

Honesty: This dimensions suggest of telling the truth andimize the intentionally
falsehood. Dishonesty concludes telling a lie, 4raifth and deceiving by silence.
Dishonesty can be classified according to whom taéteantage from this: (1) the
physician who is unable to accept the mistakefi{@)patients who are expecting false
hope and (3) is the institution, which covers thecpss, criteria for making the
important decisions. Some of dishonesty includestisleading of patient from the risk
of treatment by encouraging them for beneficiahtimeent or discouraging from the
expensive treatment. However, honesty sometimesrkthe trust in other dimensions
which directly make the overall trust uncertain.

Confidentiality: Confidentiality promotes the proper use of regdom and secret

information. This information is not use as secrbay aim is to make useful for the
proper treatment of patient. The main sourcesakKitg this information are physicians,
medical personal and those who keep the medicabrdsec The disclosing of

information can be harmful as economically and @ea#ly while inappropriate or

disrespectful information exchange among medicatqel are the source of leaking
information.

Global trust: Global trust has ability of concerning strong cection with several other
areas but does not fit exclusively in one. Glohaistt has important role in the
component of trust, which is irreducible or we &y the “soul of trust” (Hall et al.,
2001, p. 620-624).

Mechanic & Meyer (2000, p. 661) further explaingf$t means compassion: it means
listening and really hearing, it is just dedicastrTrust means perceiving confidence in
a person that will do the right thing in best ietgrof patients, perceiving the physicians
is well trained and having experience worked os tiype of medical problem, very well
know how the latest technology and latest reseanoti treat all the patient in the same
manner. Trust means that you would trust a persiéim your own well-being and in
your absence that person is able to control thetsiin and you have a trust that the
person will do the best in your interests.
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Trust creates the environment in which patientldsgeaes and cooperates in treatment,
making easier to adjust unhealthy behavior as wasll minimize the chance of
complaints, disputes and lawsuits. Trust and opsred communication not only
increases the human sensibilities of both patiet doctors, however increases the
quality of interactions as well. For important pmeral relationship trust is the
investment for the continuing possibilities of humlaarning and growth (Mechanic,
1998, p. 286-287). However, trust in medical prsi@s is said to be exclusively related
to the patient’'s desires of seeking care in terisomtrol by physicians in making
medical decisions (Balkrishnan et al., 2003, p.1306

Trust can be a defining characteristic of the retethip between patients with their
physicians and other care providers. Trust in thgsgians is one of the strongest
predictors of patient decision for enrolling in ithieeatment of any diseases. Mostly the
patient trust is linked to proposed or reportedigods devotion to treatment
recommendations (Thom et al., 2004, p. 124-127).

Interpersonal physicians trust is based on papensonal experience and physicians
characteristics (Balkrishnan et al., 2003, p. 10@33ctors in trust through which
interpersonal trust increases among patients agdigans are, greater perception of
mutual interest, clear communication, history ofihg fulfilled trust, low perception of
power difference among the person being trustetk@mg the personal disclosure and
expectation of the long term relationship (John&adwoonan, 1972, p. 411-412).

“Trust is a lubricant that enables relationshigfiunctions smoothly, a glue that binds
people in mutually rewarding relationship and astant that allows greater creativity,
innovations and performance” (Davies & Rundall, @0@. 612). Creating and
maintaining trust is very difficult task becausedéeds repeated interactions and reliable
experience. There is contradiction between trust @distrust, trust take long time to
build but it can be destroyed easily and once st lbeen lost it become very difficult to
rebuild it.

2.4 Reputation

Herbig & Milewicz (1993, p. 18) explains corporag&putation is trust that the corporate
creates by keeping its promises in a decided manf@ensumers understand the
importance of reputation and credibility. Whethebelieve the product claims made by
a manufacturer's advertising, credit check/verifwafor a new account, or whether to
believe delivery dates or claims made by a vendorhe the examples from daily life
usually we face. The estimated consistency of arbate of entity overtime is called
reputation. This estimation is based on the wiliegs and ability of the entity to
perform an activity repeatedly in a similar fashidm attribute is some specific part of
the entity — price, quality and marketing skills.

Aggregate composite of a historical notion of tinéitg, all previous transactions over
the life of the entity, and requires consistencyanfentity's actions over a prolonged
time, cumulatively all together can be considea asputation. Reputation is established
by the exchange of information from one user tatlago Therefore, it is necessary that
transactions between the entity and other partiest have occurred in order to
establish a reputation and to value the transacttwstly reputation develops when
entities are unsure or unaware about one anothgtisns or motives and where they
deal with each other repeatedly in related circamsts or past dealings observable
with other firms (Herbig & Milewicz, 1993, p. 18-L%ast performance always matters
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while dealing with customers; firms profile is obsble in terms of services, quality,
information and word of mouth continuously by thestomers.

Herbig & Milewicz (1993, p. 18-20) argued that regiion is a precious and valuable
commodity, it takes time to build and need contimigmprovement to maintain. If a
firm provides accurate information to the customerstead of making a user duping
although firms made a short term loss but it canaene its reputation by providing
accurate information, which is a long term gainefdfore, the company takes short-
term losses to build reputation and secure largag-term gains. It is also fragile
because the impact of a bad action on the cust@mmeuch stronger than that of a good
action. Repeated positive transactions of a firad e firm to a positive reputation (for
example, for quality or on-time delivery) and theme if a firm repeated negative
transactions lead it to the negative reputatioKgmality or tardy deliveries).

Any organization achieves a good overall reputataord owns a valuable asset —
“goodwill”: brand names, corporate logos and cusipioyalty. However, it should be

kept in mind that reputation is fragile and semsitilt can be lost easily and once it is
lost, it takes much time and effort to build it agaln order to restore reputation

organization requires seven to ten times’ morereffas compared to before it was lost.
Organizations with vision to build and maintainand term reputation they need to
deliver the promised quality of the good/service & not to make worthless its prior
investment or to incur the new cost of regainingTihe cost of establishing a reputation
and the cost of maintaining this reputation is mvestment the firm recoups through
charging or receiving a premium (Herbig & Milewic¥993, p. 21). Reputation is a
long-term process to build and once establishegetls more attention to maintain it.

Bromley (2002, p. 36) define reputation as the emiVe assessment of a firm past
behavior and outcomes that deliver the firm's #&pilio render valued results to
customers. Reputation thus reflects the relatiamdihg/position, internally with the
employees and externally with the different stodétbs. Every organization, especially
health care providers should consider reputatiovitaé as Hibbard et al. (2005, p.
1150) argued that if a hospital reputation is aéfdaue to some attributes then it might
declines its market share via patient choice, paselchoice, or physician referral. Also
declining reputation may bring other challengesht® organization such as recruiting
and retaining staff and at the same time affeabspital ability to maintain legitimacy
and professional standing.

Organizations have different and various reasonsbéo concerned about their
reputations. It is very clear that the most moth@tfactor is a professional pride, but
change in reputation of health care organizaticms iofluence financial and overall
performance. Negative reputation could affect ha$pi ability to raise funds,
charitable donations that are important sourcesadme for not-for-profit health care
organizations and for the public health care omgtions. Moreover, it is difficult to
obtain budgets from the state in case of negagpeitation (Hibbard et al., 2005, p.
1159).

Reputation in the health care organizations iscééfi by experience — stakeholders with

more experience probably know the organizationebethd can thus evaluate it more
accurately. That is why researchers suggest thalthheare organizations need to

13



enhance the quality of the care delivered to pttiemd effectively perform to the
communities in which they operate (Bourke, 2008340).

Since the service is human health, how the reutagerceived is important. In parallel
to this, since the patients get treatment at heedilte organizations towards their
preferences, it is important to measure the rejomatepending on customer/patients
perceptions (Satir, 2006, p. 57-58). According terlly & Milewicz (1993), an
organization’s reputation is consisting of trusattihe organizations establishes it by
keeping its promises and fulfill it in time, Sat{2006) illustrates the following
dimensions to affect customers/patients perceptmnsorporate reputation, service
quality and, communication. Research by Power (2p0%-2) states the importance of
a positive reputation to a hospital, as patienig have more choices in the health care
providers they can choose. Because of this, hdspited to continue to enhance the
clinical and experimental quality of the patientecand effectively communicates their
performance in the communities they serve.

2.5 Conceptual framework

This section will summarize the ideas that we goinf past literature and to bring out
our contribution for this study. The general ideant the past literature is that there is a
relationship between customer/patient satisfactind service quality dimensions that
can affect each other. Service quality could bduated with the use of service quality
dimensions and the most useful regarding health sanvices is 5Q model, because this
model describes almost all factors of health camise quality which covers overall
patient satisfaction.

Since customer (patient in our case), (dis)satisfacdas been considered to be based
on the customer’s past experience on a particelvice encounter (Cronin & Taylor,
1992, p. 57). It is in line with the fact that seesquality is a determinant of customer
satisfaction, because service quality comes frontame of the services from the
service providers organizations. Lewis (1993, pstéjes that “definitions of consumer
satisfaction relate to a specific transaction Hierence between predicted service and
perceived service) in contrast with ‘attitudes’, ig¢h are more enduring and less
situational-oriented.”

Patient satisfaction is the key factor that brirgsnpetition among the health care
organizations. Patients’ satisfaction is createduph a combination of responsiveness
to the patient’s views, needs, and continuous imgmreent of the healthcare services, as
well as continuous improvement of the overall dogatients relationship (Zineldin,
2006, p. 61). Patient satisfaction is concernedh whe different factors of the service
quality of the health care organization.

It is illustrated that service quality is the oJerassessment of a service by the
customers/patients, (Eshghi et al.,, 2008, p. 12130, the five dimension of the

SERVQUAL model has been used by most of the rekeescin the evaluation of

service quality (Wilson et al., 2008, p. 79; Benr&tBarkensjo, 2005, p. 101, Negi,

2009; Wang & Hing-Po, 2002). After that, Zineldi006) implemented 5Q model of
the service quality to evaluate and measure th&faetion level of patient.

Most of the published academic studies in the sesvsector have looked only at the
link between services quality and satisfaction.(Egjley & Davis, 1994; Parasuraman
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et al., 1994; Bettencourt, 1997; Zineldin, 200F&@wer studies have been conducted to
“investigate the link between technical and funtéibquality dimensions and the level
of patient’s satisfaction in the healthcare seetaod at the same time no research has
been done to empirically examined how the atmospheteraction and infrastructure
might impact the overall patient’s quality perceptiand satisfaction” (Zineldin, 2006,
p. 61). From the above discussion, we understaatl ghevious researchers found
relationship between service quality dimensions aadisfaction, to measure the
phenomena they use SERQUAL model. Here, we will 8®@emodel of the service
quality in order to measure satisfaction levelhd patients and we will investigate that
does every dimension of the 5Q model of the sergicdity effect patient satisfaction.
Therefore, this leads to state our first hypothesis

H1la: Quality of object has a positive effect ongattsatisfaction.

H1b: Quality of process has a positive effect otiepa satisfaction.

H1c: Quality of infrastructure has a positive effen patient satisfaction.
H1d: Quality of interaction has a positive effentmatient satisfaction.
Hle: Quality of atmosphere has a positive effegbatient satisfaction.

The central importance of trust in medical relasioips has long been recognized
(Mechanic 1996; Pellegrino, Veatch, & Langan, 199arsons, 1951; Peabody, 1927),
still, trust has not been systematically analyzedheasured (Pearson & Raeke, 2000).
First time trust measured in 1990 (Anderson & D&dril990) and later modified by
(Thom et al., 1999), and further two measures \pef#ished in the late 1990s (Safran
et al., 1998; Zaslavski et al., 1998). As a restithese instruments and measures, there
is growing need to study trust empirically and ageoning body of work measuring
various aspects of trust.

Caterinicchio (1979) published a literature on nuead patient trust in their physician.
In addition to its intrinsic value, there is incs@®y evidence that patient trust is linked
to intend or report patient adherence to treatmecemmendations. A study by Thom
et al. (1999) high ratio of patients recommendeiik thhysician and act on the physician
suggested prescription. This study was regardingt in physician and patient positive
recommendation towards their physician.

Satisfaction is achieved through the delivered pebcand services are empirically
documented as the decisions of buyers to maintagasionship with that organization
(Fornell 1992, p.12). According to confirmationbsfirmation theory, satisfaction is
achieved when the expectation becomes fulfilleahfjomed) while the disconfirmation
of expectation results in the dissatisfactions, andonfirmation results in improved
satisfaction (Churchill & Surprenant, 1982, p. 4828; Oliver 1980, p. 461-465). When
a customer is satisfied with supplies which meaas the suppliers is able to deliver the
required expectation of customer, and thus thegpexd risk related to the choosing of
familiar suppliers (who fulfill expectation) restitt less risk as compare to choosing the
unfamiliar suppliers, which affect the level ofgtu

Hall et al. (2002, p. 296-314) stated that concalpturust is related to satisfaction. In
the field of medical physician, trust has strongoggation with satisfaction by having
choice of selecting the physician by the patiemdlingness to recommend the
physician to others. The relationship between thept and health care provider has
great significance in the medical policy arena. vienesly, measures of these
relationships focused primarily on satisfaction acmimmunication. The literature
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regarding trust and satisfaction is fewer but fribre above discussed literature where
trust is measured with certain attributes with essgo satisfaction, we got idea that
patient’s satisfaction can be effected by the trinsphysician and in health care

organization. We took attributes of trust from Thetal. (1999) study because that
attributes are related to patient satisfaction. #is, we will conduct a quantitative

survey and test the phenomenon, which would dtetse¢cond hypothesis.

H 2: Trust has a positive effect on patient satitsda

Reputation is also important because “it is a &ewyrce of distinctiveness that produces
support for the company and differentiates it fromals” (Fombrun & van Riel, 2004,

p. 5). A number of studies have examined the erpdoenefits associated with a strong
reputation, such as increased financial performafiReberts & Dowling, 2002),
increased advertising effectiveness (Goldberg &twiak, 1990), ability to charge a
premium (Klein & Leffler, 1981; Milgrom & Roberts]986), improved employee
recruitment (Stigler, 1962), easier product intrctchn (Dowling, 2001), increased
access to capital markets (Betty & Ritter, 1986) ancreased sales force effectiveness
(Dowling, 2001).

Literature published on reputation especially dyitime 1990s and it has been increased
in 2001-2003. It is clear that reputation is impatt Fombrun et al. (2000) used a
reputation quotient in their study to measure rafonn. The reputation quotient
assesses how a representative group of stakeholgerseives six underlying
dimensions of reputation: emotional appeal, proglueind services, financial
performance, vision and leadership, workplace emvirent, and social responsibility.
A good reputation benefits the organizations in ynaays the most important is the
satisfaction through which organizations gain como loyalty, premium prices and a
cushion of goodwill when crises hits. Organizati@a build its reputation through
increased customer satisfaction (Bourke, 20098{83).

If an organization fulfills and helps the custorsegersonal goals then satisfaction
follows, this will lead to greater positive idemtdition with the organization.
Satisfaction depends on the organization “contiiiy suitably to the attainment of
one’s personal objectives” (Bullock, 1952, p. Wdividuals will identify with the
institution if that institution helps them to attaiheir personal goals and if they are
satisfied with the institution’s offerings (Hong %ang, 2009, p. 387). If a customer
goals and utilities are fulfilled by the organizatiofferings then the customer will be
satisfied and the organization will get reputation response. This shows that
satisfaction has something to do with reputationwas got idea from the above
literature. This discussion leads us to state lood hypothesis.

H3: Reputation has a positive effect on patiensfaition.

Based on above reviewed literature and hypothesigldpment we are now able to
design a conceptual model. As 5Q model is rarepliegh before in health sector area to
measure patient satisfaction regarding serviceitgualt it is still unexplored with the

combination of trust and reputation and its effeats patient satisfaction. From the
discussed literature, idea generates that raiseasanmption that each of the five
dimensions of the 5Q model could directly affe@ gatient satisfaction see (Figure 2).
In our conceptual framework model, satisfactiodependent variable while 5Q model
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of the service quality, trust and reputation adejendent variables. The three variables
(5Q model of the service quality, trust and repatgtwill be investigated later that how
it effects patient satisfaction.

Service Quality...........

Object H1la

Processes H1lb

Infrastructure_Hlc |

Interaction____H1d |

Atmosphere__Hle |

Trust H2 , patient satisfaction

[Fepttion N

Figure 2: Conceptual framework model

v

(—— Indicates positive effect and——— means equal to)

We need to conduct survey from the patient whetey are satisfied with 5Q model of
the services quality, trust and reputation. We midlasure service quality dimensions
(5Q model), trust and reputation then a conclusemmbe drawn that the mentioned
factors have a positive effect on patient sattsfac
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CHAPTER 3: METHODOLOGY

This section is about to explain methods used myiray out this research, how the

research was designed and reasons for the choidass the chapter begins with the
thesis preconceptions and choice of the study. fEsearch philosophies follow,

research approach, chosen research strategy andareb design. The chapter also
presents survey design, data collection, limitadiarf the survey and analysis of the
data. The chapter ends with the quality criterialathical consideration of the data.

3.1 Authors’ preconceptions

Our study has some roots from where we begin andrgé&e the topic. We used both
practical and theoretical knowledge in order toegate the research topic. To consider
this area is quite obvious and appealing beingestisdof business management as well
as customers. We are interested in satisfactiorsandce sector due to high emergence
and influence in the service sector.

We chose the topic “Patient’s satisfaction regagdmospital services” because as a
customer of a hospital, our selection of healtle gapviders, decisions and repeat usage
of the same service, shows our satisfaction leRecommendation depends on high
level of satisfaction we derive from the service poducts we consumed from a
specific organization. Usually we compare qualityaoproduct or service with price
before we decide to consume the offer. In caseeafth care, mostly customers focus
on quality. Being a patient we consider qualitystrand reputation altogether are the
main determinants of satisfaction.

Before this study, we got theoretical backgroundvidedge from some courses which
are already studied such as; principles of margetmarketing management and
economics that we studied back in our country ahBear University. We also studied
some other courses that are supportive for thiseareh like Project
management, business strategy, product planning ekeldpment and business
development as part of the program at Umea ScHd®lisiness. Moreover, we also got
some literature background knowledge from pastistubdy other researchers on same
topic and area of research.

The preconception had helped us to develop theafi¢lais topic and it gave us some
background that how a patient could derive satigfadrom health care providers. Both
the practical experience of consuming hospitalisesvand theoretical background was
important because this helped us to place ourdsteyn testing the reality, that how a
patient is satisfied and what is the basis for defection. Hence, we carried out a
quantitative study for this topic.

3.2 Choice of study

Hospitals provide the health services to the aigzan their daily life. This shows the
importance of hospitals and their role in providibetter health care services to the
nation. Hospitals have undergone many changeschmédogy as well as in terms of
needs and demands of patients. Patient's needgehaonstantly however; hospitals
identify these needs and bring changes accordiogbatisfy patients. It is important to
measure health care service quality and find owt patients perceive each item that
need to be improved in case they are dissatisfiéd itv For this purpose our selected
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model of 5Q of the service quality consists of gyabf process, quality of object,
quality of infrastructure, quality of interactiomé quality of atmosphere combine with
trust and reputation.

We reviewed the literature, the applicability of Bddel of the service quality, trust
and reputation in various sectors and identifyrilevant sector i.e. health care service
providers. We have developed a conceptual framewbrkQ model of the service
quality by adding two other factors i.e. trust aegutation to evaluate the gap between
the patient satisfaction and perception of servidé®refore, to better understand we
discussed the related concept such as 5Q modeheofsérvice quality, trust and
reputation and their effects on patient satisfactihe reasons for choosing this topic is
due to fact that, today mostly hospitals conceatmt providing additional services to
make their patients satisfied to maintain a lomgnteelationship. Thus, we thought it
would be better to view health care service qualitpensions (5Q model) as well as
trust and reputation with respect to patient satisbn.

The choice of this subject is because that we @mdests of management, had studied
the subject of management and marketing in ourddacldegree. We are familiar with
the theories from the previous studies that a@edl|to the service quality dimensions,
trust and reputation and how it can effect sattgdac The idea from the studied courses
will help us to well treat this study and gives sorbackgrounds about the
customer/patient satisfaction in service sector.

3.3 Research philosophy

The philosophy adopted by any researcher in hisareb study is composed of certain
assumptions in the way he perceived the world. &ksumptions in the research
philosophy will help us to design research strategy develop method for the research
(Saunders et al. 2009, p. 108).

Saunders et al. (2009, p. 110-111) stated thatthes two main types of research
philosophies; ontology and epistemology. The forimseconcerned with the nature of

reality and in philosophy it refers to the subjettexistence. This aspect raises the
questions of the assumptions that researcher leagi¢wv the way world operates and

look from the view how the commitments are heldefEhare two aspects of ontological
philosophy, objectivism and subjectivism. The recskeears consider that both contribute
valid knowledge. Objectivism holds that social Bes exist in reality external to social

actors concerning with their existence and subjetti explains that social phenomena
is created with the perception and actions of toéas actors concerning their existence.
Our view of the ontological aspect is objectivism.

This research holds the objectivist aspects andeson is that the variables, which are
discussed in our research i.e. patient satisfacE@model of the service quality, trust
and reputation, have tangible realities. As contipetipushes organization to improve
the service quality dimensions, create trust iniefpcand if the organizations want
reputation and recognition so they need to satilséy patients, but satisfaction is a
utility, vary for every individual. Patient satistéon, 5Q model of the service quality,
trust and reputation are all variables with the rabgeristics of an object in
organizations. Thus with an objective reality, wadidve that the level of satisfaction
will differ in different organizations and at tharse time the meaning of 5Q model of
the service quality, trust and reputation will aldiéfer with the organizations. This
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means that 5Q model of the service quality, trusl seputation can effect patient
satisfaction in different ways in different orgaations in different circumstances.

The second aspect of the research philosophy &espology, this aspect states that
how to generate knowledge. Epistemological conaites talk about the knowledge

of social groups and social world. It is about santernal problems such as realism,
interpretivism and positivism (Bryman & Bell, 200@, 4-26). The philosophy of the

realism states that our senses show us that thiyiedhe truth and the reality exists is

independent of the human mind. Interpretivism st#tat it is very important for every

researcher to understand the differences betwesraisi in our role as social actors.
Our view of the study from the aspect of episterggpls positivism, which states that

we can only get knowledge about reality by follogvim scientific method of developing

hypotheses and testing (Bryman & Bell, 2003, p209Saunders et al., 2009, p. 113-
116).

We have reasons to hold the positivist view becdisa the practical experience and
literature read before, we got general view that mQdel of the service quality,
reputation and trust has something to do with pasatisfaction, and previous research
proved that there is reality in what we were thimgki We can only confirm that 5Q
model of the service quality, trust and reputatican strongly effect the patient
satisfaction by testing hypothesis derived fromstmng theories. If we do not know
about the factors that can affect satisfaction ihevill push us to explore the possible
effects and try to generate theory. It will be &jsative study and then we have to
conduct interviews from the patients about theinapinion and feelings (Saunders et
al., 2009, p. 110).

Going in further explanation and elaboration of giélosophies, it is better to discuss
the research paradigm. Paradigm is a way to exagsua@l phenomena through which
someone can understand and gained the phenomehat #re end explanation can be
attempted. A paradigm helps us to summarize theussson of ontology and
epistemology. Paradigm is usually used in socignees, but it can also lead to
confusion because it tends to have multiple mean{ggaunders et al, 2009, p. 118).
The paradigm composed of four different types: Fonalist, interpretive, radical
humanist, and radical structuralist see Table t firectionalist, and radical structuralist
paradigms their ontological positions are objestiviwhile interpretive and radical
humanist paradigms have subjectivist as their ogioal positions (Saunders et al.,
2009, p. 120 -121). This can be linked to Kent 208 49) see Table 2; Functionalist
and radical structuralist paradigms represents phgsicist paradigms, whereas
interpretive and radical humanist paradigms reprissthe psychiatrist paradigm.

Table 1: Four Paradigms for the analysis of sociaheory (Saunders et al., 2009, p. 120)

Radical change

Radical Radical
humanist | structuralist

Subjectivist Interpretive| Functionalist| Objectivist

Regulation
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Our research is more related to functionalist vigwthe paradigm because this is the
paradigm where mostly business and managementrcaseperates. Our position as a
functionalist in the paradigm was because thisarebeassumed rational human actions
and believed that one can understand organizatietavior through hypothesis testing
(Burrell & Morgan, 1979, p. 1-35).

Table 2: Paradigms in marketing research (Kent, 200, p. 49)

Paradigm | Ontology | Epistemo | Perspective | Theory | Method | Technique

researcher logy

as

Physicist | Objectivis | Positivist | Researcher | Deducti | Quantitati | Quantitativ
t ve ve e analysis

research

Physician Realist Activist Client Mixed Mixed Mixed

Psychiatrist| Subjectiv| Interpreti | Participant Inductiv| Qualitativ | Qualitative
st ve e e research analysis

If we follow an organization research like thishaligh it is an academic work, the
researcher could be placed under a physicist catespe Table 2. The reason for this
position was our ontological position of objectmisand epistemological position of
positivism that pushed us to a deductive approaithh avquantitative research method
and quantitative data analysis.

3.4 Research approach

Every researcher adopts a specific approach forrdssarch study, which is very
important step in every research. There are mambyresearch approaches, inductive
and deductive by looking to the research onion afirfflers et al (2009, p. 108). In
inductive approach, researchers use their findiogtghe generation of theory. Theory is
a term which can be use in different ways and ialitptive research researcher use this
term about the explanation of observations. Indectipproach allows the researcher in
previous literature and finds the new research tqpreswhere he comes up with the
new theory after the analyzing. While deductivedsts, use theory deductively and
places it in the very beginning of the study. Wiltle objective of testing or verifying a
theory rather than developing it, state hypothasi$ collects data to test it. Reflect on
the confirmation or disconfirmation of the theory the results (Creswell, 2009, p. 10-
14) and our choice for research approach is deduapproach.

Theory

-

Hypothesis

-

Data collection

i’

Findings

—

Hypothesis confirmed or
reiecte(

A 4
Revision of theory

Figure 3: The Process of Deduction, (Bryman, 2008, 10)
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Our study is related to deductive approach, beceweseill draw our conclusion from a

thorough analysis of the theory, stated hypothéiseé# pushes us to collect some
relevant data to our research topic. We will conpewith findings, acceptance or

rejection of hypothesis and in the end; we go laalards existing literature.

We formulated hypotheses based on the existedtiites; we designed a method for
collecting quantitative data in order to test tlypdtheses. We will collect quantitative
data to get findings by testing hypotheses whidhhe then either confirm or reject and
the literature will be revise at the end.

3.5 Research strategy

Qualitative and quantitative strategies are the tman strategies used in the research
for data collection. According to Saunders et &0@2 p. 145) quantitative research
explores data collection techniques or data armfysicedures that results in numerical
data through the medium of questionnaire, graph statlstics. On the other hand
qualitative research explores a data collectiohrigpie or data analysis procedures in
which researchers are able to generate and usebglatmnducting interviews and
making observations.

This study is conducted as a quantitative rese#@xalesearch that focuses primarily on
the construction of the quantitative data is conedras quantitative research (Kent,
2007, p. 10). The fact behind this method selectias our ontological position was
objectivism, our epistemological position was pgsm and our research approach was
deductive (Bryman & Bell, 2003, p. 25). Furthermonee collected quantitative data
and our analysis method is also quantitative rebeaf/e are not developing theories
but test the existing theories that enable us te msmerical data that are the
characteristics of quantitative method. The resean@ategy can be selected on the basis
of using a single data collection technique andresmonding analysis procedures,
which is called mono method (Saunders et al, 2p0951). While using more than one
data collection technique and analysis procedureanswer the research question is
called multiple methods, there are four differemtssbilities to use this method
(Saunders et al, 2009, p. 151-152). In deductivatesyy, we used mono method by
using a quantitative data collection technique withing questionnaires and also
quantitative data analysis procedures.

We choose this design because some research werkdegm done on those subjects
separately that reflect our topic i.e. 5Q moddhefservice quality, trust, reputation and
patient satisfaction. This enables us to identifg aategorize the variables that make
our questionnaire easy and thus we can capturthealinformation we need from our

respondents. Our focus is Umea hospital where vileaatess to the respondent and
know their views and experience about service gudlimensions, trust and reputation.
This type of study will make us understand to gébrmation from the respondent in a
quantitative way.

3.6 Research design

Research design is the overall arrangement ofigkine theoretical research problems
to relevant and realistic empirical research (Gh&uBronhaug, 2005, p. 56). It is also
useful for researcher to make rational choices pmatitize the preferred method of
collecting and analyzing research data. Howeven&ens et al (2007, p. 131) describe
the research design as a general plan that shomwshieoresearcher answer the research
question or problem. Research time horizon is ingmrduring the research and has
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influence on the process and on the stages ofndseerk as well. There are two time
horizon cross-sectional and longitudinal.

Longitudinal study is concerned with when a spec#fample is repeating from more
than two period of time, thus it is normally adapia a situation where researcher is
able to examine and identify proper changes ocdufrem the subject responses
(MacNabb, 2008, p. 97).

Cross-sectional study can be defined as the stfidy particular phenomenon at a

particular time (Saunders et al., 2009, p. 155)s€-sectional study is normally known

as social survey and social survey is perceiy@oples image like a questionnaire that
give expression of interviews, due to this crosgigeal is recommended in the survey
(Bryman & Bell, 2007, p. 55). Our research is cresstional descriptive study because
we used more than one case in our research agk faint. Cross- sectional studies
normally use the survey strategy, as we used irstaty.

To make an appropriate research design we must kvitat type of research that can
be conducted. According to Saunders et al (2007,3g) and Ghauri & Graunhaug
(2005, p. 58) the research can be classified mieettypes i.e. exploratory, descriptive
and explanatory see Figure 4.

Research
I
[ ] ]
Exploratory Descriptive Causual/Explanatory
research research research

Figure 4: Types of research (Source: Ghauri & Gronlug, 2005; Saunders et al, 2007)

According to Robson (2002 cited in Saunders e2@0,7, p. 133) exploratory study is a
valuable way of finding out what new insights bykiag question and assess the
phenomena in a new way. This study is useful wlesearcher wants to clarify the
problem and if he is uncertain about the naturthaff problem. The way through which
researcher can conduct exploratory research asedrghing literature, interviewing the
expert in the subjects and conducting interviewsffocus group (Saunders et al, 2009,
p. 140). Main advantage of this type of researdteigbility and adaptability to change
but it has some limitation. Strong focus and con@e required to create observations
skills, capable of getting precise and accurata @dad to be competent to interpret
different situation effectively.

Robson (2002, cited in Saunders et al, 2007, p) d8#nes descriptive study is aimed
to develop an accurate profile of organizationsinty or groups. It has importance of
having clear information about the phenomena orclwvlones want to collect data. It
may extension or the combination of a piece of egtbry or more often a piece of
explanatory research. This kind of study is wefirce and well structured in order to
understand the accurate information about reseprektion or problem.

Ghauri & Gronhaug (2005, p. 59) states that caggpllanatory study is to find out the
research problem and explain their effects. Whdertslers et al (2007, p. 134) explain
that studies that establish causal relationshipwvémt variables are termed as
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causal/explanatory research. Our aim is to exartireeffects on patient satisfaction
from 5Q model of the service quality, trust andutegion in health care sector. That is
why our research question is “How do 5Q model o Hervice quality, trust and
reputation affect patient satisfaction?” The vaeahlin the question show some kind of
link among them directly or indirectly thus we amging to test hypothesis or
relationship between variables and not just seekiaw insights. We believe our study
is related to this type of research.

3.7 Survey design

According to Saunders et al (2007, p. 135) thesevarious strategies available that can
be used by the researcher in their study such aeriexent, case study, survey,

ethnography, grounded theory and action reseatod.rdsearcher is not confine to use
just one method but it depends on personal prefesermnd nature of the research
question. For collecting primary data for this stue used one strategy i.e. survey.

Saunders et al (2009, p. 144) explain survey dsategy which is normally linked to
deductive approach. This strategy is common innass and management research and
mostly used to answer the question like who, wivaiere, how much and how many.
Survey has the benefit of collecting large amoundlata from sizeable population in
economical way. Survey strategy is observed toustvworthy by people in general and
comparatively easy to explain and understand.

The survey strategy is helpful in collecting qutative data that is used to analyze
quantitatively using descriptive and inferentiatadatatistics. Survey strategy can be
used for possible reason to know the particulaatiaiship between variables and to
create model for their relationship. Survey stratgiges more control over the research
process in sampling; it generates the finding tisatepresentative of the whole
population at lower cost by collecting the data tfee whole population. According to
Bryman & Bell (2007, p. 56) survey is used for ecting quantitative data when two or
more variables are involved at a particular poiiat.conduct a survey, we took approval
from the Umed hospital administration to distribthe questionnaire. Our survey is
conducted at Umed Hospital, this means that oumpkans from patients living in
Umea.

Questionnaire: The main variables in this study are patient t&attgon, 5Q model of
the service quality, trust and reputation. Previmesearch done on patient satisfaction
related to 5Q model of the service quality, trustl aeputation determines that patient
satisfaction is dependent variable, while servigality dimensions, trust and reputation
are independent variables. It means that 5Q moti¢heo service quality, trust and
reputation can affects the patient satisfaction.

Following the variables the questionnaire was s$tmed to answer the question of
patient satisfaction. As our intention is to tdst patient satisfaction level, we prepare a
questionnaire that includes questions of 5Q modethe service quality, trust and
reputation. 5Q model of the service quality quesigpecifically in health care were
taken from Zineldin (2006) “The quality of healthre and patient satisfaction” and all
the questions were placed the same in our questi@rfor trust questions, we took
from Hall et al (2002) “Measuring Patient trusttiveir primary care provider” and no
changes were made to the questions.
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For reputation, we took questions from Chun (19%Qrporate reputation: meaning
and measurement”. In reputation section, we todéctsd question from the work of
Chun (1997) and leave some of the questions, waiehrelated to service quality as
already taken in 5Q model of the service qualitise and that would be overlapping.
Again we left out questions regarding products &indncial performance that are not
related to our study. Furthermore, questions reggrttust were also eliminated from
our questionnaire, which can overlap to trust sectQuestions, which are selected in
our study for reputation were modified slightly.iiastead of “company” we wrote
“Umed hospital”. For overall satisfaction from seél variables some of the related
guestions i.e. regarding to overall satisfactioaravtaken from the De-chernatony et al
(2004) “Developing a brand performance measurefirfancial services brands”. Slight
changes have been made like instead of “brand” weew'Umea hospital” and for
“product” we wrote “services”. Some questions weelf made i.e. section regarding
gender, age, number of visits and nationality.

All the questions were multiple-choice and closdezh) and answers of this type of
questions are easy to compare, tabulate and an&ased end questions are efficient
for researcher to easily analyze and quicker toimidter to ask. Normally it is used in
large samples and in self collection interviews: #h@ purpose to better understand the
guestionnaire due to language barrier, we trarglatanto Swedish with help of
Swedish speaking friends before we receive feedb@ok patients. Academic
Resource Centre in the main library (Umed Univgysitso helped us in proof reading
of translated questionnaire to make it preciseyi@te and more understandable.

Our first question was about gender and it consmgbsoptions; male and female. Then
we mentioned the nationality that contains Swedisd others. Age was divided in
eight categories ranging from 16 up to 85 plus mmahber of visits was also divided in
to 4 categories ranging from first time to six timemore in the last three years. We
used 5-point Likert scale 1--5 to find the respoon$epatient. For 5Q model of the
service quality the question were ranked as 1 biegy bad” and 5 being “very good”.
Trust and reputation were ranked from 1 being feitp disagree” to 5 being “strongly
agree”. After completing these three parts, we éske patient about their overall
satisfaction regarding services quality, trust eaqglitation of Umea hospital. We ranked
1 being “very dissatisfied” and 5 being “very st#id” for service quality and trust,
while for reputation 1 being “negative reputati@rid 5 being “positive reputation”.

3.8 Data collection

Normally the data collection contains two typesiaty and secondary. In this study we
used both primary and secondary data collectioroakst

Primary data is the source of information, whicbhvpaes the original and more specific
data in order to resolve the research problem. Aliog to Saunders et al (2009, p. 256)
primary data is collecting a new data specificétiya purpose. Sekaran (2003, p. 220)
describe primary data as the information colledtedhe first time by researcher on the
variables of research. Primary data can be coletteough the source of doing

experiment, surveys, interviews and observation.

Secondary data is collecting information from tles&ng source or data collected from
different internal and external sources (Ghauri &omhog, 2005). According to
Saunders et al (2009, p. 256) the data that haeady been collected for some other
purpose is called secondary data.
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Research data source

Secondary data sou

Primary data sour ) )
Books, Journal articles, Case studies,Wek

Questionnaire

Figure 5: Primary and secondary data source

In this study, wecollectec primary data by conducting surveys from the pat. The
responses of patiensbout questions ask in survey were used gsimary data t test
the developed hypothesis. Treason for using primary data due to our resear:
based on quantitative method. The questions werdenuadernominal and ordine
scale and where the respondents whesitant to answenyve told them about tr
purpose of collecting theata

The secondary data collected through differe reliable and appropriate books, jour
articles, case studies and websites from databbes&merald, Business Source Pren
and Umed University database in order to effecy answer our research quest
Along with this we use database PubMed from whiehfeund out medical articles a
Swedish health care system mats, which are related to our study. During collect
of the secondary data osources were books and articlewe found some complicatt
material as well. This ibecaus we were studying patiersiatisfaction that is conce
with the feelings of individua and to relate it with service qualiimensions (5Q
model) trust and reputation make it more comated. There aréarge number<of
articleson patient satisfacti¢, so it takes time to screen out the most apprtgaae for
this study.

For collection of dataisce our respondents were from Umed hospitals sdawalec
that appropriate place is the O (Out patient department) to administer
guestionnaires. For thipurpose we contactedthe hospital administration and t
service manager, whbelped us to select the accurate place. When ctinduthe
survey we situated ourselves in the main ene of hospital from where all kind
patients can be contacted. We approached patiéets introducd ourselves and
explained them about the survey in brief very pojit Delivering the questionnaire \
were not biased, but distribute to every patieno was willing and ready to answ
instantly. Least people were not willing to fill. &Valso distributeca very few
questionnaire in the same manner to the patier Vardcentral Aldher and made them
clear in detail that our study is regarding Umeaspital. Before distributing
questionnaire to the patie, we conducted the pivot test of about 10 questiopsato
know how it went and allowed it for further patienThe purpose was to see how
respondent coulaasily answer the questions in the su. The result shows th
patients can understand it acould easily answer these questions. The survey run
four days, we distribute 130 questionnaires ar found incompleteResponse rate w.
77%.

3.9 Data clearing

The survey strategy has some lations for example low response rate fr
respondent, some questionns are not completely answered and responses cot
biased(Saunders et al., 2009, p. 1. As we used this method s$bere was risk o
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getting back incomplete questionnaires. It may be t respondent have less time or
ignored to answer all the questions. One otherfaist language barrier, which can
affect the data; this problem is resolved by tratst) the questionnaire in Swedish.

Due to the problem of uncompleted questionnaites,always good to see how to sort
out to avoid problems in analysis of uncompletecesfjonnaire. To handle this
problem, we made it standard that 70% or above teiBy questionnaires will be
considered. The collected responses are thorougidgcked and select only those
guestionnaires, which are up to the set standatdesmve out the rest questionnaires.

3.10 Data analysis

It is very important for us to look at the datagayihat we used in our study. When using
quantitative analysis, data could be classifiedenntvo types mainly numerical or
categorical. Numerical data can be defined as, eh@dues measured or counted
numerically or when the measuring scales of datanamerical values, and then they
are classified under quantitative variables. Caiegbdata is one whose values cannot
be measured but can be classified into sets or wWiemeasurement scale of data is a
set of categories then they are classified undegosical variables to investigate the
certain phenomena (Agresti & Finlay, 2009, p. 12-14

Our study is more related to categorical data, asare dealing with 5Q model of the
service quality, trust and reputation, and its iotpan patient satisfaction. Therefore,
that is the reason numerical data can be excluéed dind we have to consider the
categorical data in our study. Categorical datéurther classified into nominal and
ordinal data. In our study data, we collected baiminal and ordinal data. Analysis of
the study can be defined as the ability to breaknddata in components, clarify the
nature of the component and the relationship betwtkem (Saunders et al., 2009, p.
587). To analyze data there are different methauts efvery research study, i.e.
quantitative and qualitative data analysis proceslurA qualitative data analysis
procedure allows you to develop a theory from yaata (Saunders et al., 2009, p. 480),
while in a quantitative data analysis, data isagecollected from the surveys enables
us to explore,present, describe and examine relationships ambgrevithin the
quantitative study (Saunders et al, 2009, p. 414).

Data
Data can be classified into two different types.

| | | |
Categorical Numerical

Nominal l Ordinal Interval Ratio 1

Figure 6: Data types and classification
In our study, we used quantitative data analysithaus. The reason for this choice of

analysis method was firstly we did distribute gigstaire among the patients and
collected quantitative data. Another reason beimg fiact that our objective is to
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examine the impacts of 5Q model of the service iualn patient satisfaction
combining trust and reputation. Carrying this tgbetudy, we stated hypothesis and we
need to test these hypotheses. In order to bettirstand the 5Q model of the service
guality we have to test all its dimensions that thibe which dimension has positive
affect on patient satisfaction, for this we stagpdtheses.

Hla: Quality of object has a positive effect ongattsatisfaction.

H1b: Quality of process has a positive effect otiepa satisfaction.

H1c: Quality of infrastructure has a positive effen patient satisfaction.
H1d: Quality of interaction has a positive effentmatient satisfaction.
Hle: Quality of atmosphere has a positive effegbatient satisfaction.

For trust, we state hypothesis.
H2: Trust has a positive effect on patient satisbn.

Moreover, for reputation we state hypothesis.
H3: Reputation has a positive effect on patietiststion.

We used both descriptive and inferential statisiicerder to analyze the data of our

study. By using descriptive statistics, we put dattables and graphs to summarize the
data collected for better understanding to the eedd easily examine the results

(Agresti & Finlay, 2009, p. 4). For the presentataf descriptive statistics of the study,

we used bar, pie charts and cross tabulation. Tioed®helped us as well to understand
and examine the results in a better way. In ordegeineralize and do some prediction
on the basis of the results of our collected dagaused inferential statistics (Agresti &

Finlay, 2009, p. 4). There are many statisticalstéisat can be applied for inferential

statistics; we used multiple regression analysitesd the hypotheses. The reason for
this choice of test is the nature of our data,categorical data.

3.11 Quality criteria

According to Saunders et al (2009, p. 156) questamarise during a study, which are
the basis for the credibility of the study. It eally difficult that answers will be exactly
right, so all you can do is reduce the possibitifygetting the answer wrong. This is
why research design is important. Research desigphases on quality criteria, as
quality criteria consist of reliability, validityral replicability. Reducing the possibility
of getting the answers wrong means that attentamtb be paid to reliability, validity
and replicability.

3.11.1 Reliability

This quality criterion of the research refers te tonsistency of a measure of a concept.
This quality criteria deals with the question wiegtthe results of a study are repeatable
(Bryman & Bell, 2007, p. 163). This quality of meeas applied to valve the concepts in
which we are interested. We collect informatiorotigh cross-sectional research design
l.e. from respondents in a short time period. Waebe that internal reliability is
moderate as time period is continuous and no gepraed during collecting the data so
we believe that if other study is taken the reswitsbe repeatable. One thing can affect
our study that we are working independently ang ifree hand research to work on
from the university. So again, this can affect @sults slightly.
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3.11.2 Replicability

We gave immense focus on findings reliability, waldwed several procedures;
designing measure of concepts from practical egpes, studied courses and previous
literature, administration of self-completion amhbysis of data. Further, we selected as
our respondents patients who seemed in a goochhesadt made sure that the processes
will be followed systematically. We thoroughly ayed¢d and assessed the procedure
that was followed by the authors of the previouseagch study and made sure that it
was done accordingly.

3.11.3 Validity

Validity can be defined as whether or not an ingicéhat is devised to judge a concept,
really measures that concept. It includes extewalldity, internal validity and
ecological validity (Bryman & Bell, 2007, p. 169xternal validity explains that the
findings being applicable to other contexts. Exaérralidity is related to generalization
(Bryman & Bell, 2003, p. 34-35). In our study tleeget population was the patients of
Umea hospital and our sample is enough to generdtiz the whole population of
Umea hospital. So external validity is strong aad be generalized. We focus on the
Umea hospital patients to investigate how they gieecthe 5Q model of the service
quality, trust and reputation of the hospital reljag their satisfaction. This implies our
results can be useful for health care providersdamnot directly validate for every
organization.

Internal validity states the inferences concerrgagsal relationships or in simple words
it deals with the issue of cause-effect study (Bagn& Bell, 2003, p. 34-35). Our study
is an effect study, as one variable can affectrathe. Moreover, our questionnaire that
we used is answerable questions, so internal taiglimoderate. Our study has limited
ecological validity because ecological validity ¢encern with whether scientific
findings are applicable to people’s everyday lifi@tural science settings (Bryman &
Bell, 2003, p. 34-35).

3.12 Ethical consideration

It is important to consider ethics while conductiagresearch for every researcher;
research ethics means moral values and princiftigselps the researcher to avoid
problematic issues and any potential harm to angomig the research process. There
is a growing emphasis on overcoming the ethicalessn business research because of
the increased involvement of social responsibdityl consumer’s wellbeing (Ghauri &
Gronhaug, 2005, p. 20). We need to take immenseatahis stage. All the information
was treated and kept secretly with high confiddibtiawvithout disclosure of the
respondents’ identity. No information is changenoodify, hence the information is
presented as collected and the same with thetlires collected for the purpose of this
study. Furthermore we avoided using any equipmentechnique that could have
possible harm or against the interest of the ppeirds. Moreover, we do not have any
intention to use unfair means to influence theipg@dnts to obtain information. The
guestionnaire was anonymous and high level of denfiality is considered when
treating the information.
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CHAPTER 4: EMPIRICAL FINDINGS AND ANALYSIS

The aim of this chapter is to present the ey results and analysis of our study.

decided to combine both the empirical findings andlytical part of this study togeth
in this chapter. We decided to present the samgdelts of all the attributes of ti
variables for Umea hospital to analy. Thus, the chapter begins with samy
presentation frequency analysis and internal reliability ansily test. Th statistical
results and analysi®llows the summary of the overall descriptiveistics for the all
variables. he chapter ends with ttdetail discussion.

4.1 Sample presentation for Umea hospit

50
70 o 40

o 60 £ 30

ESO ® 20

c 40 3 10 -

S 30 & '

S 20 . . ' o
10 First time Twice or Four or Six times
0 : three Five times or more

times
male female L
Gender Number of visits in last 3 year

Figure 7: Gender and no. of visits

The above bar chart presents the sample of Lhospital patientsit could be see
from the bar chart thatyith a total sample of 101 patierftem Umed&hospital, male
were 43%while female were57%. Another bar chart presents the number of visit
the patients in last three years to the Umea halsdi#t% patients of the total sam
visit the hospital first time, 24% twice or thriimes, 23% four or five times and 4(
six times or more.
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Figure 8: Nationality and age

The above bar charfmesent th sample ofhationality of Umea hospitals patient As
we have divided the nationality into two “Svish” and “others”. It can be observ
from the bar chart that the total number of gnts were 101 of them 97% were Swe
while only 3% were others. This also represents rtigority of patients were Swed
which makes our study effective. While the bar thaf age presents the numbet
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different ages people visits Umed hospital. We diidi the age into 8 different
categories. From the chart it is clear that pé#ievith age of 16-24 were 8.9%, 25-34
were 26.7%, 35-44 were 18.8%, 45-54 were 19.8%6b%vere 8.9%, 65-74 were
11.9% and 75-84 were 5% visited Umea hospital.

4.2 Frequency analysis

We did frequency analysis of the four questionsctvican present a clear picture of the
patient satisfaction level for Umea hospital. Thésar questions are related to the
patient satisfaction level, listed below:

1. Overall satisfaction with the staff
2. Satisfaction with the overall services
3. Overall satisfaction with the Umea hospital

4. What sort of reputation do you think that Umedgital has in the public?

Patients gave different answers to the above aquestPatients rate question (1) one as
36% were neutral, 58% were satisfied and 6% weng satisfied among 101 patients.
There was no very dissatisfied or dissatisfied goatiregarding question one (1)
(Appendix 1). For question two (2) we got 44% nalitb1% satisfied and 5% very
satisfied among 101 patients from Umeda hospitalofeerall services. There was no
very dissatisfied or dissatisfied patient regardjougstion two (2) as well (Appendix 2).
Patient rate question three (3) as 38% were nelE48b were satisfied and 8% were
very satisfied from Umea hospital, as question shdle overall satisfaction from
Umead hospital and There was no very dissatisfiedlissatisfied patient regarding
question three (3) (Appendix 3). For question, f@Yrwe got the answer as: 38% were
neutral, 53% were satisfied and 9% were very satisfThere was no very dissatisfied
or dissatisfied patient regarding question four(@pendix 4).

4.3 Internal reliability analysis test for 5Q modelof the Service Quality,
trust and reputation

For internal reliability, we did reliability analigstest for all attributes of 5Q model of
the service quality. 5Q model of the Service quahias a good reliability with
Cronbach’s alpha coefficient of 0.804 (Appendix Bje also calculated the reliability
scale for each attributes calculated when eactbu ity was deleted from the 5Q model
of the service quality list, to see whether theetda item is valid or invalid for the
survey. When Cronbach’s alpha for an attributeeases when an item is deleted it
shows that item is not valid in that organizatiomisasurement of test. Almost all the
attributes showed a lower value of reliability whagleted except for “Speed and ease
of admissions” which is 0.815 means that attribwtas not valid for the test
measurement (Appendix 5). But we will take thigiltite because the value 0.815 is
very near to 0.804, as this will do not make o@lesaon reliable.

For trust attributes as well we made internal kelity analysis test to be confirm that
how much reliability we have in these attributesef@ll trust attributes had reliability
with Cranach’s alpha coefficient of 0.365 (Append¥ We also calculated the
reliability scale for each attribute calculated wheach item is deleted from the trust
list, to see whether the deleted item is valid roralid for the measurement. All the
attributes showed a lower value of reliability whileted except for “The doctor will
do whatever it takes to get you all the care yoediefor this we got 0.678 means this
attribute was not valid for the organization (Apgen6) and we will not take this
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attribute in our measurement in order to make calesmore reliable, as the difference
is very large.

For reputation attributes, we conducted internahlodity analysis. Overall reputation

attributes had reliability with Cronbach’s alphaeffwient of 0.878 (Appendix 7). For

the reliability scale each attribute calculated wieach item is deleted from the list. All
the attributes showed a lower value of reliabiitlyen deleted except for two attributes
i.e. “Umea hospital recognizes and takes advantdgearket opportunities” and the

second one is “Umea hospital looks like a good mirgdion to work for”. We got 0.890

and 0.889 respectively for both, which shows thasé two attributes were not valid for
this organization measurement to consider (Appelikbut we will take both as the
difference is very less and will not cause theescaln reliable.

The last variable is satisfaction, which we tookaadependent variable. In satisfaction,
we have four items and we got 0.786 Cronbach’saalftue for all overall satisfaction.
All the attributes showed lower value when deletesn the list of satisfaction in
reliability test one by one (Appendix 8). So thealscwas valid for this variable
according to reliability test analysis.

4.4 Statistical results and interpretation of thesample

Table 3: Descriptive statistics for all the variabés

Descriptive Statistics

Mean Std. Deviation No.
Patient Satisfaction 14.7327 1.86489 101
Quiality of object 11.0495 1.50583 101
Quality of process 10.8020 1.58758 101
Quiality of Infrastructure 11.1980 1.49010 101
Quality of Interaction 7.5248 1.08253 101
Quiality of atmosphere 11.3069 1.33224 101
Trust 30.3267 2.89174 101
Reputation 44.0297 5.80940 101

The above table presents the mean and standarmtidewof the all the attributes,
computed to the main variables.

Table 4: Correlation among the all variables

Correlations

Proces| Infrastr | Interact | Atmosp Reput
P.S Object S ucture ion here Trust | ation
Pearson | Patient 1.000 | 0.243 |0.229| 0.214 | 0.293 | 0.251 | 0.324|0.603

Correla | Satisfacti

tion on
Object 0.243 1.000 | 0.289| 0.357 | 0.242 | 0.296 | 0.217|0.052
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Process | 0.229 | 0.289 |1.000| 0.423 | 0.143 | 0.119| 0.289|0.203

Infrastru | 0.214 | 0.357 | 0.423| 1.000 | 0.356 | 0.307 | 0.426|0.237
cture
Interactio | 0.293 | 0.242 | 0.143| 0.356 | 1.000 | 0.449 | 0.258| 0.147
n
Atmosph | 0,251 | 0.296 |0.119| 0.307 | 0.449 | 1.000 | 0.270|0.187

ere
Trust 0.324 | 0.217 |0.289| 0.426 | 0.258 | 0.270 | 1.000|0.395

Reputatio| 0.603 | 0.052 | 0.203| 0.237 | 0.147 | 0.187 | 0.395| 1.000
n
Sig. (1- |Patient . 0.007 | 0.011| 0.016 | 0.001 | 0.006 | 0.000|0.000
tailed) | Satisfacti
on

Object 0.007 . 0.002| 0.000 | 0.007 | 0.001 | 0.015|0.301
Process | 0.011 | 0.002 : 0.000 | 0.078 | 0.118 | 0.002|0.021
Infrastru | 0.016 | 0.000 | 0.000| . 0.000 | 0.001 | 0.000|0.008
cture

Interactio | 0.001 | 0.007 | 0.078| 0.000 : 0.000 | 0.005|0.071
n

Atmosph | 0.006 | 0.001 |0.118] 0.001 | 0.000 : 0.003|0.030
ere

Trust 0.000 | 0.015 |0.002| 0.000 | 0.005| 0.003 0.000

Reputatio| 0.000 | 0.301 | 0.021| 0.008 | 0.071 | 0.030 | 0.000
n

The above correlation table shows the positive icallinearity of all the independent
variables with the dependent variable i.e. patsaisfaction and also among them. The
multicollinearity will be strong if the values ramgrom 0.3 to 0.8. In our case the
strength of collinearity of all the independentighte with the dependent is moderate as
the values range from 0.216 to 0.603. While the ticullinearity among all the
independent variable is also moderate ranges frod%20to 0.449. The lowest
collinearity can be seen between the two independables is quality of object and
reputation which is 0.052, in other words we cay waak collinearity. On the other
hand the highest collinearity can also be seen dmiwthe two independent variables
that is quality of interaction and quality of atrpbere that is 0.449, almost 0.5. Which
is considering being a strong collinearity betwé¢eese two variables? So overall the
model can be said with a moderate strength of oullinearity.
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Table 5: Multiple regression analysis test for alzariables

Multiple Regression test

Beta Significance| R square Adj. R | Fvalue
square
Constant 2.515 012
Quiality of object 0.214 0.000 56.434
Quality of Interaction, 0.289 0.030 0.434 0.417 | 33.776
Reputation 0.183 0.037 24.794

(Quality of process, Quality of infrastructure, fiyaof atmosphere and trust is
excluded as in stepwise regression analysis theblas are automatically excluded
from the list if their significance value is lowiran 0.05)

The table above presents the multiple regressi@ysis tests for the variables i.e.
guality of object, quality of interaction and regtion. All the three variables have
positive beta value. Contribute in a positive waytlte dependent variable. For quality
of object, if we increase 1 percent in independemtable that will results increase in
0.214 percent in dependent variable. Same withqtnaity of interaction and for
reputation, as both have positively contributethedependent variables with values of
0.289 and 0.183.

All the three independent variables have very gsigdificance values. In order to be
significant the value should be <0.05. In our cadhe three variables have values
<0.05. Quality of object is more significant thaiher two variables. So these variables
have strong positive effect on patient satisfactt®ome of the variables are excluded
from the test, because in stepwise regression BfSSdirectly exclude the variables
having significance values >0.05.

The R square value is also considerable in our malileough it is not high but
considered to be moderate. In our model the R squalue is 43.40. This value
indicates that 43% of the criterion i.e. dependemtable has success on the statistical
test and we can predict 43% future variability be basis of our results. We believe
that R square value is moderate. Adjusted R sqgsaeebit lower than R square, it
shows the shrinkage loss while treating the datamight be when entering in to the
software or may be a problem with the software.

The table also shows the F value, which represtémsoverall significance of the
regression model. The F value is the ratio of riiman regression sum of squares
divided by the mean error sum of squares. Theessgrn table shows F values is
decreasing when going top to bottom that shoulddé®ause as by adding more and
more independent variable to the model the F viduers. Because by adding more
independent variable it share the dependent variafiong them. In our case it starts
from 56.434 going down to 24.794, so the modetriang).

Hypothesis:

Hla: Quality of object has a positive effect on patigatisfaction.
H1b: Quality of process has a positive effect on paitsatisfaction.
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H1c: Quality of infrastructure has a positive effentpatient satisfaction.
H1d: Quality of interaction has a positive effect atipnt satisfaction.
Hle Quality of atmosphere has a positive effect anepasatisfaction.

We have three attributes in all five service gyatitmensions (5Q model) except in
guality of interaction i.e. in that dimension wevhawo attributes in our survey. As
from the above multiple regression analysis tesaweept hypothesi$ila) for Quality
of object and Kl1d) for quality of interaction for 5Q of the serviceaity. While we
reject hypothesis Hlb, Hlc and Hle) for the quality of process, quality of
infrastructure and quality of atmosphere of therb@lel of the service quality.

H2: Trust has a positive effect on patient satistacti

In trust we had ten attributes but we exclude tmbate because Cronbach’s alpha was
not valid and was not a reliable attribute for vale. Thus we have nine attributes in
trust, and on the basis of SPSS test result wereydtt hypothesis (H2) for trust. Means
trust has no effect on patient satisfaction for @rhespital in our case.

H3: Reputation has positive effect on patient satisia.

We have twelve attributes in reputation; we comguti the attributes in SPSS and got
positive results for this variable. So we acceppdilgesis (H3) for reputation. Means
reputation has positive effect on patient satigbactor Umea hospital in our case.

4.5 Summary of the results from the study

Service Quality..

: Hla
Object
: H1d
I nteraction
Reputation H3

(—— Indicates positive effect)
Figure 9: Summary result variables effects

From the above figure we can understand that ofiveftwo quality dimensions of the
5Q model of service quality has positively test#gd gave positive results. In the
5Qmodel of the service quality, two dimensions haasitively affected patient
satisfaction of Umed hospital in our case. Threeedisions of the 5Q model i.e. quality
of process, quality of infrastructure and qualifyatmosphere gave “no effect” results
on patient satisfaction. Among five dimension o 5Q model of the service quality
patients gave positive response to two (2) dimerssidAs we know from literature
service quality has many facets that can affecepiasatisfaction in many different
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ways. So we accept hypothesis (Hla) and (H1ld)hertwo hypotheses and we include
these in our updated model while reject hypothiesigest of the three.

Second independent variable was trust in our modétich consist of different
attributes, trust gave “no effect” in our case fdmea hospital. So on the basis of
statistical results from SPSS, we reject hypoth@$®) for patient satisfaction i.e. trust
has no effect on patient satisfaction for Umed hakpatients in our study. That's the
reason we exclude trust from our model.

Third variable was reputation, which gave very pesiresult as compare to other

variables because most of the reputation attrithé®e strong Cronbach’s alpha values,
at the same time gave also good correlation andfisignce values. Hence reputation
has positive effect on patient satisfaction for @ntespital in our study. Thus we

accept hypothesis (H3) for patient satisfactionaednclude it in our new model.

Three dimensions of 5Q model of the service qualitgt trust were excluded from our
model. Now our updated model is consist of two disiens of 5Q model of the service
quality and reputation, which can positively affpatient satisfaction.

4.6 Discussion

This study is concerned with the effects of différevariables on customer and
specifically on patient satisfaction. We took thfaetors that are mostly considered by
every patient when they choose the health carenara@@on i.e. service quality
dimensions (5Q model), trust and reputation. Froxd summary of the results see
Figure 9, we believe that present study has aolditet discussed. In our study patients
were satisfied with the some of dimensions of #ise quality form Umed hospital,
which is link to the theory “consumensostly attracted towards a service by focusing
on quality” (Solomon, 2009, p. 413).

Some patients differentiate among the differentijea of the service i.e. 5Q model of
the service quality. From the statistical resultg, can say that patients believe that
service is combination of different facets becatlssy rank differently the 5Q model
means five different quality dimensions. This supgpdhe theory of Zineldin (2006, p.
61) patient satisfaction is a cumulative combimatad different constructs, summing
satisfaction with various facets of the health carganization (hospital), such as
technical, functional, infrastructure, interactiand atmosphere variables or items. At
the same time the theory strongly supports our tggdanodel that different service
quality dimensions are equal to overall serviceligyavhich directly affects patient
satisfaction.

From the Inferential statistics in our study, thatignts of the Umea hospital gave
positive effect for the quality of object and irgetion. These two dimension are consist
of different attributes, emphasis on that two disien of the service quality like sense
of security, ability of the hospital to treat patig, interaction, right information and

feedback. These attributes gave positive resuthbypatients of Umeda hospital and that
can be link to work of “A simple definition of qugl in health care is the art of doing

the right thing, at the right time, in the right yydor the right person and having the
best possible results” (Zineldin, 2006, p. 66)nlare elaborated form, we can say that
these two dimensions provide best health care m#esdo every single person. The two
dimensions that patients rated as positive effeatdcalso be linked to: "quality of care

is the degree to which health services for indimiduand populations increase the
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likelihood of desired health outcomes and are &best with current professional
knowledge" (Lohr, 1990, p. 21).

We took reputation as our third variable in ourdgtuwhich can affect patient
satisfaction. From the statistical results of refioh, patients gave positive response to
many attributes that were asked in the survey. Soimé¢he attributes were very
encouraging for our study like good feeling abou¢ #Umed hospital, respect and
admire, environmental responsibility and reputa@evices came positive in our study.
These can be link to the theory of Herbig & Milewid 993, p. 18-19) “it is necessary
that transactions between the entity and othergsamiust have occurred in order for to
establish a reputation and to value the transdctaol at the same time repeated
positive transactions of a firm lead the firm tpasitive reputation (Herbig & Milewicz,
1993, p. 18-20).

We have some attributes of reputation in our surliley Umed hospital develop
innovative services, leadership and high standafdsh can be linked to Hibbard et al.
(2005, p. 1150) “if a hospital reputation is afftidue to some attributes then it might
declines its market share via patient choice, pagelchoice, or physician referral. Also
declining reputation may bring other challengesh® organization such as recruiting
and retaining staff and at the same time affeabspital ability to maintain legitimacy
and professional standing”. So in simple words tafon regarding the operative or
functional activities brings long term life to tbeganization.

Overall reputation of the Umea hospital came pessitind that can be link to the work
of Bromley (2002, p. 36) “reputation as the colietassessment of a firm past
behavior and outcomes that deliver the firm's #&pilio render valued results to
customers. Reputation thus reflects the relatiamdihg/position, internally with the

employees and externally with the different stodétbs”. From the data we concluded
that patients ranked Umed hospital reputationvers positive way, which shows their
satisfaction level that can be linked to the wofkBourke (2009, p. 28-33) a good
reputation benefits the organization in many wéngsrhost important is the satisfaction
through which the organization gain customer lgygtemium prices and a cushion of
goodwill when crises hits.
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CHAPTER 5: CONCLUSIONS

The basic aim of this chapter is to know whetherrgsearch question was answered;
the objective for this study is achieved and if $hedy has contributions. The chapter
begins with a conclusion, then to the implicatitmilowed by theoretical contribution
and limitations. The chapter ends with the suggedior future research.

5.1 Conclusion

Our focus of the study was to investigate the ¢ftédhree different variables i.e. 5Q
model of the service quality, trust and reputattonpatient satisfaction. The research
question was “How do 5Q model of the service qualitust and reputation affect
patient satisfaction?”. This kind of combinatiorveedone before and the study gave
very interesting results. The study covers lot tfileutes belonging to all variables
taken for our study, which made it more interestamgl complex at the same time.
Although the statistical results we got for qualitfyprocess, quality of infrastructure,
guality of atmosphere and for trust have no eftecipatient satisfaction but the focus
should be whether the research questions was aedwernot. From the summary of
the results section, it could be easily analyze tha research question is answered
through inferential statistics.

For 5Q model of the service quality that is comboraof five dimensions called 5Q
model is used which presents different resulthefgatients regarding their satisfaction
level for Ume& hospital. Two dimensions of 5Q modelthe service quality gave
positive effect results on patient satisfactione Emtire two dimensions have positive
correlation values and were significant.

We also did internal reliability analysis test ®® model of the service quality where
Cronbach’s alpha came lower when attribute wastei@lene by one from the list for all
attributes of the 5Q model. This shows that all #itributes taken was valid
measurement for the organization. All the qualiimehsions of the 5Q model were
considered important and patient's showed posigffect for some attributes of the
service quality inside the single dimension but $ome attributes showed no effect.
The patients gave “no effect” response for theiis&ection for the quality of process,
quality of infrastructure and quality of atmosphelienension of 5Q model because
these dimensions gave lower correlation and nomidfgignt values. The reason for “no
effect” that they are not satisfied or might ber¢hes no effect of the attributes like
“Waiting time, clarity of information and responsivess” on them, as we understand
from the inferential statistics results. Anotheagen for not satisfied or no effect might
be that the selected patient’'s number of visit&gh three years is very less, so they do
not know much about the Umea hospital in our study.

Second variable we choose for our study was toustvestigate how patients take this
variable when choosing the physician or health caiganization especially in Umea
hospital. Our result for trust regarding patierttsfaction shows “no effect” in our case
for Umed hospital. Although the reliability anakygiest validates the attributes taken
because the Cronbach’s alpha came lower for aktindutes when deleting one by one
from the list. Only one attribute value came higkdren deleted from the list that
shows the invalid measurement for the organizatibmerefore, we excluded that
attribute in our measurement, to make the scaiabtel For trust attributes, we got low
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correlation and non-significant values. Overall farst variable we got “no effect”
results on patient satisfaction in our case for Blrhespital. As discussed earlier the
reason might be low risk taking approach of the @slepeople. Most probable trust is
very much developed in Swedish society that is wasible, and makes sense in our
case. Other reason can be the low visiting ratéhéohospital as trust took time to
develop overtime, means a long term variable.

On the other hand, the reputation gave very pe@sitesults as we were expecting
because reputation can play a vital role while siap health care provider in general
or physician specifically. We came up with positieffect results for reputation

attributes. This shows that reputation has impaértale on patient satisfaction. This

may be due to past actions and probably of itsspfan the future. In this case the
hospital administration and leadership will be veffective and Umea hospital

maintains the standard of treating the patientsetter way that is the reason that the
respondents gave positive reputation of hospitalr tatistical results show that

correlation value was strong that means this vhridias strongly affect patient’s

satisfaction and it has significant value. The atality analysis test for reputation

attributes the Cronbach’s alpha came lower whenlgnene attribute is deleted from

the list, it means that the attributes were takalidvfor this kind of organization. Thus,

reputation shows positive effect on patient satiéfa in Umea hospital.

In all, this study is able to get exposure of 5Qdeicof the service quality, trust and

reputation that how it can effect patient satistact This could mean that patient
satisfaction is depending on different factors attdbutes. Patients react differently to
the different variables in different situation, shone can come up with different results.
Still we believe that patient satisfaction can hshiaved through combination of

different improved variables.

5.2 Practical implication

More focus is now diverted to the health care geotcause of high competition in the
health care sector and privatization, hence wesbelthat this study is useful to health
care providers and at the same time can be fruibiubusiness organization as it also
cover customer. The result of the study can be tsé@thprove the health care service
quality and building trust by gaining high levelmdtient satisfaction. This study can be
a small contribution or a deep insight towards ioved health care facilities in
developed or underdeveloped countries. As dissatish leads to disloyalty, in case of
health it might be more worse so this study exere pressure on health care
organizations as well, if they are not trust wordmnd lack of some service qualities.
Umea hospital should focus on significant dimensibBQ model of the service quality
and reputation attributes because the patients gesiive effect response regarding
their satisfaction.

The practical contribution of this study is thaspecifically provides answers relating to
what were the perceptions of patients who consuthedhealth service of Umea

hospital. It also provides the perceptions helgpatfents regarding what is the value of
using health care facilities. From organizatioreispective the study can be very useful
for health care organization to incorporate thisréiture in order to be more effective
keeping in mind the patient’s perception. Providimgroved dimensions of the service
guality and gaining reputation by maintaining higtandards can increase patient
satisfaction level.
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5.3 Theoretical contribution

This study has a theoretical contribution in therfoof developed a model for health
care organization to be more effective in providimgplth facilities. The developed
model is design from the previous studies and aogpifindings collected through the
surveys from our study. In addition, the study dbntes to the literature in the sense
that it provides knowledge about the health cargice and the variables, which can
affect service quality, how it has evolved, tested measured over time. In addition,
the study highlights that it will be very effectitieat health care organization emphasis
on every factor which can lead to satisfaction. Bfwady combines three different
variables i.e. 5Q model of the service quality,strand reputation. At the end, we
developed a new model on the basis of existingribe@nd of our empirical results.
Theoretically the study contributes a lot for f@uesearch and somebody can come up
with new more factors combination for overall healare organizations.

5.4 Limitations

In this study, we used a convenience sampling ndettimugh a benefit of this kind
sampling technique is that the study could prowger for future research. There is a
limitation that this study cannot be validated tiyhaalth care organization. Time and
money have always been the main constraint in relsedudies. Since this study is an
academic research with limited time. We targetety dsmed hospital due to time
shortage for this study. If we had sufficient time would have preferred to target other
hospitals as possible, actually we will be ablesée how this holds with them and to
draw a better conclusion. We would even be ablesband compared the situation in
other countries, as well as to investigate how tired of study works in other
organizations. Another important constraint thatfaee, which is not so common was
the language. This is because in Sweden, Engliiireisecond language. The majority
of the patients could communicate very well in Sislkedbut not in English, thus
collecting data was a problem for us because tlpitad administration also informs us
that we have to distribute questionnaire by oueshAlthough we managed it by
gathering some data after translating our queséimarnto Swedish, this wasted a lot of
time because we had to send the questionnaireaoslator and wait for her to do her
job and send the questionnaires back to us. Andtméation of the study is that in
survey we have closed end question, so very letssnofor the patients to express their
own view.

5.5 Suggestions for future research

The topic we selected was a good one but because lohitations and outcome, there
is a need for further research. This study didaortsider employees who provide the
services to patients. Further study can be heldvestigate the effect of 5Q model of
the service quality, trust and reputation on emgddy job satisfaction in health care
sector. Further study could be design to test thésbutes of service quality, trust and
reputation by using other method of data collectieninterviews, archival research and
experimental research to see which of them willhime effective. Also future study

could be needed to test the same variables in e#reice sector. Applying the model to
other hospitals in other countries might give défg or more useful results. While
qualitative study will give more in depth knowledggarding the study topic for health
care providers.
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Appendices
Appendix 1

Overall satisfaction with the stafi

Staff

= Neutral = Satisfiec =very satisfied
5.9%

Appendix 2

Satisfaction with the overall service:

Service:!

ENeutral ®Satisfiec ®very satisfied

5%
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Appendix 3

Overall satisfaction for Umeé hospita

Overall satisfactior

ENeutral ®Satisfiec ®very satisfied

7.9%

Appendix 4

What sort of reputation for Umea hospita

Reputation

= Neutral ®Less positive reputatic = very Positive reputation
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Appendix 5

Internal Reliability analysis test for service quaity

Service
quality

Number | Cronbac Variables Cronbach’s
of items | h's alpha alpha if
items deleted
Sense of wellbeing that you felt in the hospital 790
Ability of the hospital to treat you the way you 0.784
expected
Sense of security from physical harm you felt  0.799
in the hospital
Waiting time for medication 0.793
Waiting time for tests 0.796
14 0.804 Speed and ease of admissions 0.815
Skills of the nurses attending you 0.782
Skill of those performing your tests 0.788
Skill of the physicians attending you 0.798
Adequacy of explanation about your treatment 0.794
Adequacy of instruction on release from the 0.792
hospital
Responsiveness of nurses to your needs 0.77
Clarity of information about your condition 0.785
Politeness of the physicians 0.802
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Appendix 6

Internal reliability analysis test for trust

Number | Cronba Variables Cronbach’s
of items | ch’s alpha if
alpha items deleted
The doctor will do whatever it takes to get you 0.678
all the care you need
Sometimes doctors care more about what is 0.361
convenient for his/her than about your medical
needs
Doctors medical skills are not as good as they 0.350
Trust should be
10 0.365 | The doctors are extremely thorough and careful .34
You completely trust the doctors decision about 0.301
which medical treatment are best for you
The doctor is totally honest and telling you about 0.318
all of the different treatment options available fo
your condition
The doctor only thinks about what is best for you .278

Sometimes the doctor does not pay full attention 0.319

to what you are trying to tell him/her

You have no worries about putting your life in 0.276
doctors hand
All'in all you have complete trust in doctor 0.287
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Appendix 7

Internal reliability test for Reputation

Number | Cronbac Variables Cronbach’
of items | h’s alpha s alpha if
items
deleted

| have a good feeling about the Umea hospita 0.867
| admire and respect the Umea hospital 0.869
Umea hospital stands behind its services 0.864
Umea hospital develops innovative services 0.86B8
Umea hospital hasxcellent leadership 0.869

Reputat Umea hospitahas a clear vision for its future 0.864

ion 12 Umea hospital recognizes and takes advantage 06.890

0.878 market opportunities

Umea hospital is well managed 0.865
Umea hospital looks like a good organization to 0.889
work for
Umea hospital looks like a organization that 0.872
would have good employees
Umea hospital Is an environmentally responsible 0.868
organization
Umea hospital maintains a high standard in the 0.869
way it treats people

Appendix 8

Internal reliability test Satisfaction

Satisfaction

Number | Cronbach’s Variables Cronbach’s
of items | alpha alpha if
items deleted
Satisfaction with the staff 0.755
Satisfaction with services 0.702
4 0.786 Overall satisfaction with the Umea 0.734
hospital
What sort of reputation do you think 0.742
that Umead hospital has in the public?
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Appendix 9

Questionnaire

Hello, we are students of Umeda School of Busineg&x&nomics (USBE). We would
be very grateful if you could answer some questabiut your experience with the
Umea hospital for our master’s thesis project.ilt take approximately 5 - 10 minutes

to complete the questionnaire.

All answers will be treated anonymous and confiiyt

Thank you very much for your participation!

Demographics
Please circle the appropriate answer

Are you male or female?

Male / Female

What is your nationality?

Which age group are you in?

16-24 25-34
First time
35-44 45-54 time
55-64 65-74 Four or five times
75-84 85+

How many times have you attended Ume§
hospital in the last Three (3) years?

Twicetbree

Sex times orremo

> Please rate each statement below regarding seqaliy in the Umea hospital.

1
Very
bad

2
Bad

3
Averag
e

4
Good

Very
good

Sense of wellbeing that you felt in the hospital

Ability of the hospital to treat you the way you
expected

Sense of security from physical harm you felt ia
hospital

th

Waiting time for medication

Waiting time for tests

Speed and ease of admissions

Skills of the nurses attending you

Skill of those performing your tests

Skill of the physicians attending you

Adequacy of explanation about your treatment

Adequacy of instruction on release from the
hospital
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Responsiveness of nurses to your needs

Clarity of information about your condit

ion

Politeness of the physicians

> Please rate each statement below regarding Trust.

1
Strongly
Disagree

2
Disagree

3
Neither

Agree

5
Strongly
Agree

The doctor will do whatever it takes to
get you all the care you need

Sometimes doctors care more about w
is convenient for his/her than about yol
medical needs

Doctors medical skills are not as good
they should be

The doctors are extremely thorough an
careful

You completely trust the doctors
decision about which medical treatmen
are best for you

The doctor is totally honest and telling
you about all of the different treatment
options available for your condition

The doctor only thinks about what is be
for you

St

Sometimes the doctor does not pay ful
attention to what you are trying to tell
him/her

You have no worries about putting you
life in doctors hand

All'in all you have complete trust in
doctor

> Please rate each statement below regarding reputati

1
Strongly
Disagree

2
Disagree

3
Neither

Agree

5
Strongly
Agree

| have a good feeling about the Umea
hospital

| admire and respect the Umed hospita

Umea hospital stands behind its servic

Umea hospital develops innovative
services

Umea hospital hasxcellent leadership

Umea hospitahas a clear vision for its
future

Umea hospital recognizes and takes
advantage of market opportunities
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Umea hospital is well managed

Umea hospital looks like a good
organization to work for

Umea hospital looks like a organizatior]
that would have good employees

Umea hospital Is an environmentally
responsible organization

Umea hospital maintains a high standdrd
in the way it treats people

Satisfaction with the staff Very Dissatisfied Verydisfied

1 2 3 4 5
Satisfaction with the services Very Dissatisfied Very satisfied

1 2 3 4 5
Overall satisfaction with the Umea hospital| Very Dissatisfied Vergtsfied

1 2 3 4 5
What sort of reputation do you think that | Negative reputation Positive repota
Umea hospital has in the public?

1 2 3 4 5

Thank you very much for your cooperation!
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ABSTRACT

Patients are the key stakeholders in health careiders and it is extremely important

to increase their satisfaction level. Patient &atteon is a subject of great interest to the
health care providers and researchers alike. Ag e a lot of factors related to health
care providers that causes patient selection ajetti@n. Since competition has

increased in recent years, this exerts more pressurealth care providers to render
more improved service quality in addition to butidist and gain high reputation.

Improved quality of service has now become an ingmraspect of patient satisfaction,
building trust is now a crucial milestone and gagnhigh reputation is considered the
key for any health care provider. In practice amebty it has been proven that service
guality dimensions, trust and reputation is reldi@gatient satisfaction. For this, we

took 5Q model of the service quality combine withst and reputation, and how it

affects patient satisfaction is the main themenefdtudy.

Purpose: The purpose of this study is to investigate that 5% model of the service
quality, trust and reputation can effect patietiis&ection in health care sectors, for this
study we researched Umea hospifdiis research is focused towards exploring the
perceptions of patients who consume or undertookedJnospital services. It also
provides an effective model for health care orgaion in practice and the study also
contribute to literature from educational pointvadw.

Method: In this study hypothesis developed to investigate BQ model of the service

guality, trust and reputation can effect patienisgéaction. For service quality 5Q model
was used while several attributes were taken festtand reputation to investigate the
patient perception. Quantitative research strategas adopted and convenience
sampling technique was used to collect quantitatata from patients of Umea hospital
to get their satisfaction levels. Hypotheses wested by using multiple regression
analysis to the obtained data in SPSS.

Findings: The study revealed interesting results for patsatisfaction regarding the
5Q model of the service quality, trust and repotatiMeanwhile 5Q model was used
for service quality, which composes quality of abjequality of process, quality of
infrastructure, quality of interaction and qualdlyatmosphere. Out of five dimensions,
two gave positive effect and three gave no effadult by the patient for their
satisfaction from the Umea hospital. Trust gaveeffect result, whereas reputation
gave positive effect result by the patient for tisaitisfaction from the Umed hospital.

Implication/Contribution: The findings imply that 5Q model of the service lgyas
not the only factor that could lead to patientsfatition in health care sectors but trust
and reputation are also factors of great importa@ganizations need to improve
every dimension of service quality, creating trastl achieve high reputation to gain
high level of patient satisfaction. This study cdnmites to existing theories by
confirming or adding value that have positive effeic patient satisfaction. 5Q model is
a comprehensive model and it needs to be impleméantéealth care sector but with
additional factors i.e. trust and reputation.

Key words: Patient satisfaction, Service quality, 5Q model sty Reputation, Health
care providers.
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CHAPTER 1: INTRODUCTION

The aim of this section is to identify the reseaagic and research questions. Thus the
chapter begins with an introductory background, ethincludes the patient satisfaction

regarding health care organizations and the factorbich effects, research objective

and questions will follow. Delimitation and strucgwof the report will end the chapter.

1.1 Introductory Background

Customer satisfaction remains the most interedutigect for organizations as well as
for the researchers at the same tiiitee basic objective of organizations is to increase
the level of profits and try to decrease the cBsbfit can be enhanced by increase in
sales with lesser costs. A factor to increase #he is the satisfaction of the customer,
which leads to customer loyalty (Wilson et al., 00. 79). Whenever customers want
to buy, their aim is to maximize their satisfactivom the product or service. Today
marketplace entails organizations to build stroelgtionship with customers and not
just producing the products, if they want to winuilBing customer relationship means
delivering superior value over competitors to tgéet customers (Kotler et al., 2002, p.
391).

Patient satisfaction has emerged as an increasinmglyortant health outcome.

Satisfaction is believed to be an attitudinal resgoto value judgments that patients
make about their clinical encounter (Kane et @97, p. 714). Satisfaction is either
implicitly or explicitly defined as an evaluatiom&ed on the fulfilment of expectations
(Williams, 1995, p. 559). In our point of view, sd#iction is what a consumer
expectations, judging and at the end, acceptancejection is the outcome from the
product or service.

Patient satisfaction regarding health care is atidimensional concept that now
becomes a very crucial health care outcome. A metdysis of satisfaction with
medical care revealed the following aspects foriepat satisfaction and overall
performance of an organization: overall qualityustr reputation, continuity,
competence, information, organization, facilitiestention to psychosocial problems,
humaneness and outcome of care (Hall & Dorman, ,198835). All of these factors
have high influence on service quality of healtheaarganizations and at the same time
can influence the satisfaction level.

Due to technological advancement in the recentsydaalth care service provider’'s
practices have also changed dramatically. Health sgstem is now a challenge for
every government, state, political parties and rasce agencies due to high
competition in field. The health care system thaiswilominated by nonprofit/public
hospitals, is now provided increasingly by privatztor. This competition results in
satisfying patient through improvement in servicalgy dimensions, building trust and
getting positive reputation. Some questions weilgedawhile achieving these valuable
goals in health care organizations, need to beeaddd. For example, who want to
improve health care service quality? Who is chagpgnd innovating new techniques?
Who is functionally and technically well sound? Vgboorganizational atmosphere is
frankly and friendly? Is Feedback, communicatiarteiaction and trust which is the
most important factor are incorporated in orgamwet The organizations who



emphasizes and respond to above questions leadr¢famization towards positive
reputation in the society (Rubin, 1990, p. 3-4).

Sweden health care system supports the idea thiadikeensions of a country’s health
care system reflect the core social norms and vdiets by its citizens. No drastic
changes have been occurred during the past halfirgein Swedish health care system
and the fundamental structure of the Swedish hemjtem has remained notably
consistent, i.e., tax-based financing and publicherated hospitals (Saltman &
Bergman, 2005, p. 1).

In 1999, Sweden made reforms in order not to owerlihe local councils and planed
that the county regions have to manage the integriaealth care system. Changes in
various laws and regulations created a health caréel, which was founded on the
following principles (Gennser, 1999).

1. The main focus of the public health laws is "t population should be in good
health." To achieve the main goal preventive care¢herefore, included in the
Swedish health care system.

2. Principle of justice and equal availability of hdsatare will be provided to all
citizens. No discrimination is allowed with respéxtage and fee will be the same
for everyone across the whole country.

3. The county regions will be responsible for heal#tnecplanning. The scope and

direction of health care services will be decidimg the democratically elected

politicians.

The county councils have been given the authaoifiynjppose income taxes.

People who live in the country have a right to needealth care.

The county is responsible for both the financinghe&lth care services and the

production of health services (Gennser, 1999).

o gk

Patients have been given the choice and opporttmighoose between the different
hospitals in county regions, and sometimes amadiffsrent hospitals in neighboring
counties. This kind of choice is promoting competit(Gennser, 1999). In the big cities
and other areas where the public had conveniergsacto more than one hospital
especially in suburban cities where the hospi@lsd themselves losing patients to the
prestigious hospitals in the city centers (Mich&trrison & Calltorp, 2000, p. 224).

Several models of health care evaluation have pegposed and designed to measure
the patient satisfaction and service quality dinmms Perhaps the most popular model
is design by Donabedian (1966), who took threeofaédimensions, i.e., structure,
process and outcome to evaluate quality of carepatidnt satisfaction. The first factor
deals with the structure of the organization areddbndition under which the service is
provided. Second factor elaborates the processréfferts to the professional activities
by the health care. The third factor is outcome @fiers to the result or patient rating,
which means the current and future difference ¢iepts health and satisfaction level.
Outcome is the most important factor to measuretamyaluate the patient satisfaction
and service quality. The relationship among thecsiire, process and outcome should
be very strong and clear because one can affeattie® (Donabedian, 1966, p. 166-
170). In order to be satisfied, everybody has acehto choose the best health care
guality and service. As price, competition is plotad in public sector organizations
that would exert pressure to focus on service,itpjaéputation and trust (Vrangbaek et
al., 2007, p. 126).



Measuring satisfaction with relation to service lgyamost of the researchers use
SERVQUAL model. For the very first time ZineldinQ@6) use five quality dimensions
(5Qs) model, which is a combination of techniaaidtional and SERVQUAL quality
model. The 5Q model of the service quality coveosinof the factors regarding health
care. 5Q model consist of quality of object, gyalwf processes, quality of
infrastructure, quality of interaction and qualdlatmosphere. 5Q model is the strong
tool to measure patient satisfaction regardingiserguality.

Another factor that can lead a patient to satigdacts trust. Trust is especially
important in health care service organizations. Wdefinitions of trust have been
proposed, however a core concept is that trusieistceptance of a vulnerable situation
in which the truster’'s believes that the trusted act in the truster’'s best interests.
Trust is the basic and fundamental aspect to meaptysician attributes identified by
patients as engendering trust may be grouped iotoadhs of technical competency,
interpersonal competency, and agency (also caitiditfy, loyalty, or fiduciary duty)
(Thom et al., 2004, p. 125). Patient trust expesse€ombination of variables, most
important is the satisfaction and is more salierdtire to measure the quality of
ongoing relationships. Measuring trust would helpnform public policy deliberations
and balance market forces, which threaten the detiient relationship. Trust is a very
crucial factor which builds and establishes throaghtinuous improvement in overall
service quality dimension and organizational refpoma

Apart from 5Q model of service quality and trusg believe that reputation also plays a
significant role in patient satisfaction. Accorditm Herbig & Milewicz (1993, p. 18)
nowadays, describing and explaining the conceptregutation has become a
differentiating and competitive criteria. Flow afformation from one user to another
could be established: therefore, transactions lestvike entity and other party must
have occurred in order to establish a good remutatkeputation is a process or state
build through continues improvement in service fyatdimensions to meet the
customers/patients needs and wants successfully.

Organizations with positive reputation support ingument that high quality of service
firms will be larger and have more customers sifeveer customers will depart from
high quality firms in the long run and more willriae because of word-of-mouth
activity from other customers (Rogerson, 1983, P8)5 Organizations with high
reputation maintain long life and have more custdpatients due to high satisfaction
level based on credibility, quality and servicao8g relationship can be found between
reputation and customer/patient satisfaction fraactical as well as from theoretical
point of view.

This study will investigate the effects of the 5@dul of service quality, reputation and
trust on patient satisfaction in health care orgaindbns. As discussed earlier previous
research shows the relevance for patient satisfaclihis study will cover the patient
satisfaction regarding service quality, for servigeality, we will use 5Q model
combine with trust and reputation. The combinatias never been researched before.
This is a gap area for health care service prosjdehich needs to be well research in
order to be improved. In addition, this is a théioe¢ contribution by combining the
mentioned factors together and will be useful iturfe for further research.



1.2 Research purpose

The main objective of the study is to investigatgignt satisfaction in the context of
health care organization. This will be a theorétazntribution to understand how the
relationship is affected between the patient aradtheare service provider. This study
will further investigate the satisfaction level pdtients from Umea hospital, how they
perceive the service dimensions. It will enabldaigest if the mentioned factors affect
patient’s satisfaction in health care organization.

Our objective is to investigate the patient satisfm from Umed hospitals and to
investigate the delivery of health care serviceligudimensions in order to ensure the
patient satisfaction. Due to high competition iraltie care sector, it is difficult for
public health care providers to maintain its stadsdlaand achieve high performance.
The results of the study will be useful and cantgbate to the health care organization
to improve their overall performance in the araks §ervice quality dimensions, trust
and reputation, which are the key factors in ounfpaof view. These factors can lead the
organization in getting high level of patient stttgion.

1.3 Research question

How do 5Q model of the service quality, trust aeputation affect patient satisfaction?

To answer the above question, we studied how health service quality dimensions,
trust and reputation can affect patient satisfactMve will be able to investigate the
effect by quantitative method. This study will leasl to understand how 5Q model of
service quality, trust and reputation affect pateatisfaction.

1.4 Delimitations

Having a broad nature of this area of study, welccowt access all the literature
concerning patient satisfaction because it wilvbrRiminous. Thus, we become limited
within the literature around the effect of 5Q modélthe service quality, trust and
reputation on patient satisfaction. Generally, we evaluating how patients perceive
5Q model of the service quality in concerned orgations. This study is limited to
Umed because our sample will be drawn from thogiadiin Umeda and do have
experience of visiting this hospital. In fact, @a&lected area deals with employees and
patients but we will focus from patient perspecivgy that how they consume service
quality dimensions, trust and reputation from Healare organizations. Health care
service quality can be best evaluated from headtle service sector and at the same
time, trust and reputation are important factoreealth care services sector. That is the
reason that 5Q model of the service quality in isensector combine with trust and
reputation especially in health care services isemappealing for our selection from
patient perspective in our study.

1.5 Structure of the thesis

Chapter one presents the introduction, the nexptehd.e. two will present existing
literature and theoretical framework about the affef 5Q model of service quality,
reputation and trust. The following chapter will e methodology of the research,
where the research design and research methodbendkplained. Then the empirical
findings and analysis will come in chapter four.e$is will end up with chapter five
where we will present conclusion and future suggesif our study.



CHAPTER 2: LITERATURE REVIEW AND THEORITICAL
FRAMEWORK

The aim of this section is to present literaturel @onclude with conceptual framework.

The chapter begins with a review of definitions asdme measurements of

customer/patient satisfaction. Then we will illagé the factors of 5Q model of service
quality, trust and reputation, which affect patieatisfaction. Then the study leads us to
the conceptual framework, where formulation of higpeis and conceptual model of

the study will end up the chapter.

2.1 Customer and patient satisfaction

Whenever either the customer is pleased with tloelymt or the service then it is
considered as satisfaction. Satisfaction may beeraop’s feelings of happiness or
disappointment in result for comparing a productise perceived performance or
outcome with its expectation (Kotler & Keller, 2Q0p. 789). Satisfaction can be
derived as happiness achieved from the consumpfigoods or services offered by a
person or group of people or it may be state ohdpenappy with the situation.
Sometimes it becomes very difficult to satisfy go#re or determine satisfaction among
group of individuals because mostly people havieiht perceptions and expectations.
Satisfaction is similar to the other psychologieards that are easy to understand but
difficult to explain. The idea of satisfaction igndlar to the themes such as happiness,
contentment and good quality of life. Satisfactismot the phenomenon waiting to be
measured by people but is a judgment of people fower a period of time as they
reflect from their experience (Irish society foradjty and safety in health care, 2003, p.
10).

“A simple and practical definition of satisfactisould be the degree to which desired
goals have been achieved” (Irish society for quadihd safety in health care, 2003,
p.10). Satisfaction can be said as a positive respaof individuals to a specific focus
(consumer experience) that is determined at acpéati time (Shemwell et al., 1998, p.
158-165).

For evaluating and making improvement in quality hefalth care, it is required to
investigate the quality of care in the context ealth care. Patient satisfaction is the
substantial indicator in the health care. For thispose, quality of work includes
investigation that map out the patient satisfactigth several factors (Johansson et al.,
2002, p. 337-338). Patient satisfaction is usedo@sormance of measurement by
different hospitals, principally on instrumentabgnds such as adhering to treatment,
recommendations and maintaining continuity of ¢aifeom et al., 2004, p. 127)

Different professionals influence patient satisfatt Health care practices are
considered as the key factor in patient assesswiettieir satisfaction. The patient
satisfaction assessment is important not only fatrept but also for the health care
organization as well (Johansson et al., 2002, p-388).

Patient satisfaction is fundamentally a subjectjudgment that results from the
appraisal of health care experience and involviregexplicit and implicit comparison of
the actual events with the expectation of the imlligls. Patient satisfaction shows the
degree to which the individual's actual experienmoatches with the preferences
regarding their experience. Patient satisfactiamotsonly the judgment at the end of the
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care but also essential for the initial treatmesttision for future (Brenan, 1995, p. 250-
252). As from the literature, we found that thesenio exact definition of patient
satisfaction because it depends on several facidrs. main problem is that some
patients are satisfied with one factor while thbeos are not. However Linder-Pelz
(1982, p. 580) suggest the definition of patienistaction through content analysis of
the satisfaction studies in which five psychologigariables were proposed to be
probable determinant of satisfaction in health c@mices.

e Occurrence: The outcomes of a result take place iamgbrtance of the
individual perceiving what has been occurred.

e Value: Judgment of the quality perceived as gootbamt or features of health
care encounter is consider by the customer asévalu

e Expectation: Patients belief that certain attrisut@ght be attached to an object
and judging importance of those attributes are thelding blocks of
satisfaction.

e Interpersonal comparisons: Evaluating of the irdlial experience of current
health care encounter with what he/she has exmesepreviously.

e Entitlement: The individual thinking that he hassalid and sound basis for
claiming of particular result.

By evaluating these attributes the patient satigfaaefinition becomes “the individual
positive evaluation of distinct dimensions of hiealare” (Linder - Pelz, 1982, p. 580).

2.2 Service quality

Customer reaches the organization and benefit @tsdme time through services.
Service can be defined in many ways depending dohadrea the term is being used.
Kotler & Keller (2009, p. 789) defines service amy intangible act or performance
that one party offers to another that does notltresuthe ownership of anything”.
Service can also be defined as an intangible @yeone party to another with mutual
consideration for pleasure.

Consumersnostly attracted towards a service by focusing wality (Solomon, 2009,

p. 413). Another definition of quality is the tofahtures and characteristics of a product
or services that bear on its ability to satisfytesaor implied needs (Kotler et al., 2002,
p. 831). It is clear that quality is also relatedhe value of an offer, which could evoke
satisfaction or dissatisfaction on the user’s part.

“A simple definition of quality in health care ibd art of doing the right thing, at the
right time, in the right way, for the right perserand having the best possible results”
(Zineldin, 2006, p. 66). Recently, among healtreaasearchers the greatest consensus
has been achieved on the definition provided byitite of Medicine (IOM): "quality

of care is the degree to which health servicegridividuals and populations increase
the likelihood of desired health outcomes and amsistent with current professional
knowledge" (Lohr, 1990, p. 21).

According to Parasuraman et al. (1988, p. 16-1R)jice quality is “the differences

between customer expectations and perceptionsratee Measuring service quality

to identify the difference between perceived anpeeked service is a valid way and
enable the management to find gaps to what they eff services.



Organizations are now more focused on quality sesviand the aim is to satisfy
customers. In order to know whether customer “wdlfulfill or satisfied, organizations
need to measure the service quality, a better wayntlerstand service quality in the
context of customer satisfaction. A researcheredistin his study: “three

components/dimensions of service quality, called & “Ps” of service quality”

(Haywood, 1988, p. 19-29). The author explains he study, service quality is
comprised of three elements (Physical process, |@soehavior, professional
judgment):

e The overall technical facilities, process and pdages of an organization;

» Staff behavior and responses towards their seii

« Stalff efforts and professional judgments to imprquality of service
(Haywood, 1988, p. 19-29).

Haywood (1988, p. 9-29) states, “an appropriategfaly balanced mix of these three
elements must be achieved.” What constitutes anopppte mix is determined by the
relative degrees of service process customizatiabpur intensity, contact and
interaction between the customer and the servioeegs. However, this idea of the
author could be evaluating service quality fromehgployee perspective.

Researchers measure the service quality dimenbipnsing SERQUAL model that is
the most popular and strong tool, also called gageh SERQUAL model is created by
Parasuraman et al. (1985) for the very first timd there were 97 attributes put into ten
dimensions (Parasuraman et al., 1985, p. 46). Diwrdhese dimensions, one can
measure the customer satisfaction level regardimg quality of service of an
organization. The findings became more interedtiecause of further investigation and
concluded that, among these 10 dimensions, some werrelated. After some
refinement, ten dimensions were later reducedvi® dimensions (Laroche et al., 2004,
p. 363):

e Tangibility : This dimension consist of physical facilities, uggment, and
appearance of personnel of an organization

e Reliability: This dimension deals with the ability to perfortime promised
service dependably and accurately by the organizati

e ResponsivenessThis dimension focuses on the willingness to heigtomers
and provide prompt service

e Assurance This dimension explains how knowledge and coyrtdsemployees
and their ability to inspire trust and confidence

e Empathy: This dimension defines how much of an individeedl attention the
firm provides to its customers

From the above five dimensions perspective theeagged sum of difference between
perceptions and expectations global perceive quatibstruct is formed (Laroche et al.,
2004, p. 363). By these dimensions, quality of iservcan be improved and the
customer satisfaction level can be increased.

Service environment in the health-care industrgatermined by not only technology
and new facility support, but also the performan€employees in the organization.
“Various methods and tools are used by medical agtnators, researchers, and health-
care policy makers in an effort to find a betterywta provide high quality of the
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service” (Lee et al., 2011, p. 20). Health careaargations need toemphasizes on every
single aspect/dimension of service quality and axdy on technology, facilities and
support.

Health care organizations are now competing witthezther especially in the patient
satisfaction area. Patients can be satisfied throwgrious combinations of
responsiveness to the patient's views and needscantinuous improvement of the
healthcare services and in overall doctor-patiegitgionship. Health care providers are
now more concerned with the patient satisfactiom,itais an important topic to
understand and value by the patients. So in oalknow how the patients perceive the
quality of care and to know where, when and howiserimprovement can be made
(Zineldin 2006, p. 61). Health care providers aosvrmore interested to know what
factors/dimensions can more affect the serviceityudecause of the high competition,
extensive literature and pressure from the patients

In the past, only few studies have been conductéealth care sector to investigate the
link between technical and functional quality dimiems and the level of patient’s
satisfaction. Mostly the studies only focus on faspects of health care quality of
service but none of the studies has empiricallynemad how the atmosphere,
interaction and infrastructure might affect the m@epatient’s quality perception and
satisfaction. Patient satisfaction is a cumulatbeenbination of different constructs,
summing satisfaction with various facets of thelthegare organization (hospital), such
as technical, functional, infrastructure, interactiand atmosphere variables or items
(Zineldin, 2006, p. 61). Patient satisfaction relyag service quality is always
dependent on different factors/dimensions and witle passage of time the
factors/dimensions are explored by different resess.

Zineldin (2006, p. 69) expanded technical-functicexad SERVQUAL quality models

into framework of five quality dimensions, consist quality of Object, quality of

Process, quality of Infrastructure, quality of hatetion and quality of Atmosphere. This
model is now considered an effective model for tmeakre providers in order to
evaluate patient’s satisfaction.

5Qs model: The health care service quality is not only affddbsy the technical and
functional activities of the organizations but soptber factors the researchers have
ignored, play an important role such as interactiofrastructure and atmosphere.
Zineldin (2000a) expanded technical-functional &ERVQUAL quality models into
framework of five quality dimensions (5Qs): (Zinel®006, p. 69). Zineldin designed
and developed a comprehensive model regardingnpagatisfaction from health care
providers, also called the 5Q model.

Q1. Quality of object — The technical quality (what customer receivés),example,
relates to the clinical procedures carried out idfidcuses on the technical accuracy of
medical diagnosis and procedures. This dimensiorsen¥ice quality measures the
treatment itself; the main reason of why a patienisiting a hospital in the context of
his very basic need and want.

Q2. Quality of processes — This dimension deals with the functional quattiwat how
the health care organization provides the coreigeifthe technical). This dimension
measures how well activities of the health careimmemented practically. It includes



waiting times by the patients and speed of perfoghthe health care activities by the
staff. Sensitive issues are attached to the heath industry so process indicators
should receive more attention. These indicators lwarused to identify problems in
service delivery and to suggest specific solutions.Front-line
nurses/physicians/managers can use process ingidateupervise/monitor activity at
their facilities and to improve day-to-day decisimaking.

Q3. Quality of infrastructure — This dimension of service quality measures the
essential and basic resources that are neededftrpehe health care services. This
includes many attributes such as the quality of ititernal competence and skills,
know-how, experience, motivation, attitudes, tedbgyp, internal relationships, internal
resources and activities and most important hovsehactivities are managed, co-
operated and co-ordinated. Researchers founddblahalogy infrastructure can play a
vital role in patient satisfaction and it has beeomrevolutionary key factor practicing
in health care organization.

Q4. Quality of interaction — communication/interaction among the people vgagb
difficult to deal with. It is not communication/inaction among the machines,
accounting systems or trading agreements, whictdoaneffectively with each other in
order to exchange values. This dimension of sergicality measures the quality of
information exchange (e.g., the percentage of ptiwho are informed when to return
for a check-up, amount of time spent by physiciansurses to understand the patient’s
needs, etc.), and social exchange, etc. Perceivedlityq of interaction and
communication reflects a patient’s level of ovegatisfaction

Q5. Quality of atmosphere — This dimension is concerned with the relatiopséund
interaction process between the two parties isuémited by the quality of the
atmosphere in a specific environment where theypemie and operate. The
atmosphere indicators should be considered vetigariand important because of the
belief that lack of frankly and friendly atmospheegplains poor quality of care
(Zineldin 2006, p 69-71).

Quality of...

- Object
N

Processes ) :
- / — Service . Patient
/, Quality 4 Satisfaction
Infrastructure \

Interaction

&wfy Figure 1: 5Q Model (Zineldin, 2006, p. 79

Above figure illustrates the 5Qs model and its tatss, where the service quality of
the health care is function of Q1-Q5. The modelstsis of 5 dimensions of the service
quality, all together 5 dimensions result in hea&ldne service quality which can affect




the level of patient satisfaction (Zineldin, 2006,70-72). According to Zineldin, all the
dimensions are functions of service quality, wHegds the patient to satisfaction.

2.3 Trust

Generally, trust in the society can be viewed asstturce of minimizing the complexity
and means of coping with the freedom of otherssttia the feature of all social
relationship and indicates some form of expectatibout the future (Jones, 2002, p.
225). while trust can be also defined as dependintihe characteristics of object, or the
occurrence of an event, or the behavior of a petsoorganize the desired but uncertain
objectives in a risky situation (Giffin, 1967, @6l).

According to Mayer et al, (1995, p. 712) trust ikem one party willingly puts itself
vulnerable to the other party and first one expleat the other party will do better in his
favor, irrespective of the ability to monitor orrtml the other party.

Some researchers tried to define trust as, it serdggl for effective interpersonal
relations and community living (Mechanic & MeyefD, p. 657). Trust is the reliable
source among people living in a society, as Thoral.ef2004, p. 124-127) stated that
trust is the acceptance in risky circumstances Imchvthe trusters believe that the
trustee will act in the best interest of trustdmisikind of definition is supported by Hall
et al. (2001, p. 615) perceiving the hope in vudbé situation by the trusters that
trustee will care for the trusters interest. Medba@ Meyer (2000, p. 660) defines that
trust allows accepting vulnerability or the beltbat the other has one best interest at
hearts.

Hall et al (2001, p. 616) further explored thatstrcannot be separated from the
vulnerability because in the absence of vulnergbilhere is no need of trust. The
greater the situation of risk the greater will he possibilities of trust or distrust. Trust
can be also defined as to create the vulneralaktyn the friendly relationship but
vulnerability is prime and necessary in medicireejtss important to think of trust in
vulnerable conditions. Trust builds from the patseneeds for physicians where greater
the sense of vulnerability the higher will be pdiginfor trust.

Davies & Randall (2000, p. 612) differentiates bedw trust and faith that the nature of
trust is different from dependency and faith. Trdevelops between two parties under
several conditions. First there must be some isfgddency between them that is the
action of one must have impact on the others. SHgpthere must be some choices
selected by any party and thirdly, there must beesaincertainty or risk attached to

these choices. In such a situation, one or bottieggatan place trust on each other and
choose that other party will act in the best irgeref them. The word choice has

important role in trust because it gives way t& asd with this trust has dependency.
However, the ones trust on another must be basexmerience and knowledge of the

other party that it has the competences and willasg to act on behalf of him. Trust

without such experience and knowledge may regafditsor hope.

According to Hall et al. (2001, p. 620-624) trust bature has different types and
objects of multiple dimensions in which some ofnthéocus on particular act or

obligations while others stress personal attribaesharacteristics. Instead of having
these kinds of different conceptual schemes, it of some common dimensions
that are fidelity, competence, honesty, confiddityiand global trust.
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Fidelity: Fidelity is, pursing in the best interest of patteand avoiding the advantage
of patient’s vulnerability. It can be expresseddngency or loyalty, which consists of
caring, respect, advocacy and prevents the cowfiictterest. Caring and respect are the
important elements, which are directly related #ocpption of motivation. Advocacy
requires actions or we can say maintaining a pesithinking. For minimizing the
conflict between the patients and physicians issictating the interest of the patient
instead of other competitors.

Competence:  Competence means minimizing the mistakes and icgeabetter
achievable results. Mistakes may be cognitive whaafors in judgments are while it
may be technical which errors in executions arenidly the patient faces difficulty in
differentiating the technical competence so thé&wg of competence are inclined by
the physician interpersonal competence (commupoicaskills and bedside manner).
Conceptually and empirically it is valued to di#fetiate between the measure of trust
and predictors of trust which is ultimately knows w&hat trust is and what influence
trust. However, communication includes eye contabtch is not effective in the caring
directly because it does not make any correct seraehysician has good eye contact
while it may also give way to misunderstanding.efiiative to this communication has
great importance in perceiving their physiciansliskicare and other personal
characteristics.

Honesty: This dimensions suggest of telling the truth andimize the intentionally
falsehood. Dishonesty concludes telling a lie, 4raifth and deceiving by silence.
Dishonesty can be classified according to whom taéteantage from this: (1) the
physician who is unable to accept the mistakefi{@)patients who are expecting false
hope and (3) is the institution, which covers thecpss, criteria for making the
important decisions. Some of dishonesty includestisleading of patient from the risk
of treatment by encouraging them for beneficiahtimeent or discouraging from the
expensive treatment. However, honesty sometimesrkthe trust in other dimensions
which directly make the overall trust uncertain.

Confidentiality: Confidentiality promotes the proper use of regdom and secret

information. This information is not use as secrbay aim is to make useful for the
proper treatment of patient. The main sourcesakKitg this information are physicians,
medical personal and those who keep the medicabrdsec The disclosing of

information can be harmful as economically and @ea#ly while inappropriate or

disrespectful information exchange among medicatqel are the source of leaking
information.

Global trust: Global trust has ability of concerning strong cection with several other
areas but does not fit exclusively in one. Glohaistt has important role in the
component of trust, which is irreducible or we &y the “soul of trust” (Hall et al.,
2001, p. 620-624).

Mechanic & Meyer (2000, p. 661) further explaingf$t means compassion: it means
listening and really hearing, it is just dedicastrTrust means perceiving confidence in
a person that will do the right thing in best ietgrof patients, perceiving the physicians
is well trained and having experience worked os tiype of medical problem, very well
know how the latest technology and latest reseanoti treat all the patient in the same
manner. Trust means that you would trust a persiéim your own well-being and in
your absence that person is able to control thetsiin and you have a trust that the
person will do the best in your interests.
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Trust creates the environment in which patientldsgeaes and cooperates in treatment,
making easier to adjust unhealthy behavior as wasll minimize the chance of
complaints, disputes and lawsuits. Trust and opsred communication not only
increases the human sensibilities of both patiet doctors, however increases the
quality of interactions as well. For important pmeral relationship trust is the
investment for the continuing possibilities of humlaarning and growth (Mechanic,
1998, p. 286-287). However, trust in medical prsi@s is said to be exclusively related
to the patient’'s desires of seeking care in terisomtrol by physicians in making
medical decisions (Balkrishnan et al., 2003, p.1306

Trust can be a defining characteristic of the retethip between patients with their
physicians and other care providers. Trust in thgsgians is one of the strongest
predictors of patient decision for enrolling in ithieeatment of any diseases. Mostly the
patient trust is linked to proposed or reportedigods devotion to treatment
recommendations (Thom et al., 2004, p. 124-127).

Interpersonal physicians trust is based on papensonal experience and physicians
characteristics (Balkrishnan et al., 2003, p. 10@33ctors in trust through which
interpersonal trust increases among patients agdigans are, greater perception of
mutual interest, clear communication, history ofihg fulfilled trust, low perception of
power difference among the person being trustetk@mg the personal disclosure and
expectation of the long term relationship (John&adwoonan, 1972, p. 411-412).

“Trust is a lubricant that enables relationshigfiunctions smoothly, a glue that binds
people in mutually rewarding relationship and astant that allows greater creativity,
innovations and performance” (Davies & Rundall, @0@. 612). Creating and
maintaining trust is very difficult task becausedéeds repeated interactions and reliable
experience. There is contradiction between trust @distrust, trust take long time to
build but it can be destroyed easily and once st lbeen lost it become very difficult to
rebuild it.

2.4 Reputation

Herbig & Milewicz (1993, p. 18) explains corporag&putation is trust that the corporate
creates by keeping its promises in a decided manf@ensumers understand the
importance of reputation and credibility. Whethebelieve the product claims made by
a manufacturer's advertising, credit check/verifwafor a new account, or whether to
believe delivery dates or claims made by a vendorhe the examples from daily life
usually we face. The estimated consistency of arbate of entity overtime is called
reputation. This estimation is based on the wiliegs and ability of the entity to
perform an activity repeatedly in a similar fashidm attribute is some specific part of
the entity — price, quality and marketing skills.

Aggregate composite of a historical notion of tinéitg, all previous transactions over
the life of the entity, and requires consistencyanfentity's actions over a prolonged
time, cumulatively all together can be considea asputation. Reputation is established
by the exchange of information from one user tatlago Therefore, it is necessary that
transactions between the entity and other partiest have occurred in order to
establish a reputation and to value the transacttwstly reputation develops when
entities are unsure or unaware about one anothgtisns or motives and where they
deal with each other repeatedly in related circamsts or past dealings observable
with other firms (Herbig & Milewicz, 1993, p. 18-L%ast performance always matters
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while dealing with customers; firms profile is obsble in terms of services, quality,
information and word of mouth continuously by thestomers.

Herbig & Milewicz (1993, p. 18-20) argued that regiion is a precious and valuable
commodity, it takes time to build and need contimigmprovement to maintain. If a
firm provides accurate information to the customerstead of making a user duping
although firms made a short term loss but it canaene its reputation by providing
accurate information, which is a long term gainefdfore, the company takes short-
term losses to build reputation and secure largag-term gains. It is also fragile
because the impact of a bad action on the cust@mmeuch stronger than that of a good
action. Repeated positive transactions of a firad e firm to a positive reputation (for
example, for quality or on-time delivery) and theme if a firm repeated negative
transactions lead it to the negative reputatioKgmality or tardy deliveries).

Any organization achieves a good overall reputataord owns a valuable asset —
“goodwill”: brand names, corporate logos and cusipioyalty. However, it should be

kept in mind that reputation is fragile and semsitilt can be lost easily and once it is
lost, it takes much time and effort to build it agaln order to restore reputation

organization requires seven to ten times’ morereffas compared to before it was lost.
Organizations with vision to build and maintainand term reputation they need to
deliver the promised quality of the good/service & not to make worthless its prior
investment or to incur the new cost of regainingTihe cost of establishing a reputation
and the cost of maintaining this reputation is mvestment the firm recoups through
charging or receiving a premium (Herbig & Milewic¥993, p. 21). Reputation is a
long-term process to build and once establishegetls more attention to maintain it.

Bromley (2002, p. 36) define reputation as the emiVe assessment of a firm past
behavior and outcomes that deliver the firm's #&pilio render valued results to
customers. Reputation thus reflects the relatiamdihg/position, internally with the
employees and externally with the different stodétbs. Every organization, especially
health care providers should consider reputatiovitaé as Hibbard et al. (2005, p.
1150) argued that if a hospital reputation is aéfdaue to some attributes then it might
declines its market share via patient choice, paselchoice, or physician referral. Also
declining reputation may bring other challengesht® organization such as recruiting
and retaining staff and at the same time affeabspital ability to maintain legitimacy
and professional standing.

Organizations have different and various reasonsbéo concerned about their
reputations. It is very clear that the most moth@tfactor is a professional pride, but
change in reputation of health care organizaticms iofluence financial and overall
performance. Negative reputation could affect ha$pi ability to raise funds,
charitable donations that are important sourcesadme for not-for-profit health care
organizations and for the public health care omgtions. Moreover, it is difficult to
obtain budgets from the state in case of negagpeitation (Hibbard et al., 2005, p.
1159).

Reputation in the health care organizations iscééfi by experience — stakeholders with

more experience probably know the organizationebethd can thus evaluate it more
accurately. That is why researchers suggest thalthheare organizations need to
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enhance the quality of the care delivered to pttiemd effectively perform to the
communities in which they operate (Bourke, 2008340).

Since the service is human health, how the reutagerceived is important. In parallel
to this, since the patients get treatment at heedilte organizations towards their
preferences, it is important to measure the rejomatepending on customer/patients
perceptions (Satir, 2006, p. 57-58). According terlly & Milewicz (1993), an
organization’s reputation is consisting of trusattihe organizations establishes it by
keeping its promises and fulfill it in time, Sat{2006) illustrates the following
dimensions to affect customers/patients perceptmnsorporate reputation, service
quality and, communication. Research by Power (2p0%-2) states the importance of
a positive reputation to a hospital, as patienig have more choices in the health care
providers they can choose. Because of this, hdspited to continue to enhance the
clinical and experimental quality of the patientecand effectively communicates their
performance in the communities they serve.

2.5 Conceptual framework

This section will summarize the ideas that we goinf past literature and to bring out
our contribution for this study. The general ideant the past literature is that there is a
relationship between customer/patient satisfactind service quality dimensions that
can affect each other. Service quality could bduated with the use of service quality
dimensions and the most useful regarding health sanvices is 5Q model, because this
model describes almost all factors of health camise quality which covers overall
patient satisfaction.

Since customer (patient in our case), (dis)satisfacdas been considered to be based
on the customer’s past experience on a particelvice encounter (Cronin & Taylor,
1992, p. 57). It is in line with the fact that seesquality is a determinant of customer
satisfaction, because service quality comes frontame of the services from the
service providers organizations. Lewis (1993, pstéjes that “definitions of consumer
satisfaction relate to a specific transaction Hierence between predicted service and
perceived service) in contrast with ‘attitudes’, ig¢h are more enduring and less
situational-oriented.”

Patient satisfaction is the key factor that brirgsnpetition among the health care
organizations. Patients’ satisfaction is createduph a combination of responsiveness
to the patient’s views, needs, and continuous imgmreent of the healthcare services, as
well as continuous improvement of the overall dogatients relationship (Zineldin,
2006, p. 61). Patient satisfaction is concernedh whe different factors of the service
quality of the health care organization.

It is illustrated that service quality is the oJerassessment of a service by the
customers/patients, (Eshghi et al.,, 2008, p. 12130, the five dimension of the

SERVQUAL model has been used by most of the rekeescin the evaluation of

service quality (Wilson et al., 2008, p. 79; Benr&tBarkensjo, 2005, p. 101, Negi,

2009; Wang & Hing-Po, 2002). After that, Zineldi006) implemented 5Q model of
the service quality to evaluate and measure th&faetion level of patient.

Most of the published academic studies in the sesvsector have looked only at the
link between services quality and satisfaction.(Egjley & Davis, 1994; Parasuraman

14



et al., 1994; Bettencourt, 1997; Zineldin, 200F&@wer studies have been conducted to
“investigate the link between technical and funtéibquality dimensions and the level
of patient’s satisfaction in the healthcare seetaod at the same time no research has
been done to empirically examined how the atmospheteraction and infrastructure
might impact the overall patient’s quality perceptiand satisfaction” (Zineldin, 2006,
p. 61). From the above discussion, we understaatl ghevious researchers found
relationship between service quality dimensions aadisfaction, to measure the
phenomena they use SERQUAL model. Here, we will 8®@emodel of the service
quality in order to measure satisfaction levelhd patients and we will investigate that
does every dimension of the 5Q model of the sergicdity effect patient satisfaction.
Therefore, this leads to state our first hypothesis

H1la: Quality of object has a positive effect ongattsatisfaction.

H1b: Quality of process has a positive effect otiepa satisfaction.

H1c: Quality of infrastructure has a positive effen patient satisfaction.
H1d: Quality of interaction has a positive effentmatient satisfaction.
Hle: Quality of atmosphere has a positive effegbatient satisfaction.

The central importance of trust in medical relasioips has long been recognized
(Mechanic 1996; Pellegrino, Veatch, & Langan, 199arsons, 1951; Peabody, 1927),
still, trust has not been systematically analyzedheasured (Pearson & Raeke, 2000).
First time trust measured in 1990 (Anderson & D&dril990) and later modified by
(Thom et al., 1999), and further two measures \pef#ished in the late 1990s (Safran
et al., 1998; Zaslavski et al., 1998). As a restithese instruments and measures, there
is growing need to study trust empirically and ageoning body of work measuring
various aspects of trust.

Caterinicchio (1979) published a literature on nuead patient trust in their physician.
In addition to its intrinsic value, there is incs@®y evidence that patient trust is linked
to intend or report patient adherence to treatmecemmendations. A study by Thom
et al. (1999) high ratio of patients recommendeiik thhysician and act on the physician
suggested prescription. This study was regardingt in physician and patient positive
recommendation towards their physician.

Satisfaction is achieved through the delivered pebcand services are empirically
documented as the decisions of buyers to maintagasionship with that organization
(Fornell 1992, p.12). According to confirmationbsfirmation theory, satisfaction is
achieved when the expectation becomes fulfilleahfjomed) while the disconfirmation
of expectation results in the dissatisfactions, andonfirmation results in improved
satisfaction (Churchill & Surprenant, 1982, p. 4828; Oliver 1980, p. 461-465). When
a customer is satisfied with supplies which meaas the suppliers is able to deliver the
required expectation of customer, and thus thegpexd risk related to the choosing of
familiar suppliers (who fulfill expectation) restitt less risk as compare to choosing the
unfamiliar suppliers, which affect the level ofgtu

Hall et al. (2002, p. 296-314) stated that concalpturust is related to satisfaction. In
the field of medical physician, trust has strongoggation with satisfaction by having
choice of selecting the physician by the patiemdlingness to recommend the
physician to others. The relationship between thept and health care provider has
great significance in the medical policy arena. vienesly, measures of these
relationships focused primarily on satisfaction acmimmunication. The literature
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regarding trust and satisfaction is fewer but fribre above discussed literature where
trust is measured with certain attributes with essgo satisfaction, we got idea that
patient’s satisfaction can be effected by the trinsphysician and in health care

organization. We took attributes of trust from Thetal. (1999) study because that
attributes are related to patient satisfaction. #is, we will conduct a quantitative

survey and test the phenomenon, which would dtetse¢cond hypothesis.

H 2: Trust has a positive effect on patient satitsda

Reputation is also important because “it is a &ewyrce of distinctiveness that produces
support for the company and differentiates it fromals” (Fombrun & van Riel, 2004,

p. 5). A number of studies have examined the erpdoenefits associated with a strong
reputation, such as increased financial performafiReberts & Dowling, 2002),
increased advertising effectiveness (Goldberg &twiak, 1990), ability to charge a
premium (Klein & Leffler, 1981; Milgrom & Roberts]986), improved employee
recruitment (Stigler, 1962), easier product intrctchn (Dowling, 2001), increased
access to capital markets (Betty & Ritter, 1986) ancreased sales force effectiveness
(Dowling, 2001).

Literature published on reputation especially dyitime 1990s and it has been increased
in 2001-2003. It is clear that reputation is impatt Fombrun et al. (2000) used a
reputation quotient in their study to measure rafonn. The reputation quotient
assesses how a representative group of stakeholgerseives six underlying
dimensions of reputation: emotional appeal, proglueind services, financial
performance, vision and leadership, workplace emvirent, and social responsibility.
A good reputation benefits the organizations in ynaays the most important is the
satisfaction through which organizations gain como loyalty, premium prices and a
cushion of goodwill when crises hits. Organizati@a build its reputation through
increased customer satisfaction (Bourke, 20098{83).

If an organization fulfills and helps the custorsegersonal goals then satisfaction
follows, this will lead to greater positive idemtdition with the organization.
Satisfaction depends on the organization “contiiiy suitably to the attainment of
one’s personal objectives” (Bullock, 1952, p. Wdividuals will identify with the
institution if that institution helps them to attaiheir personal goals and if they are
satisfied with the institution’s offerings (Hong %ang, 2009, p. 387). If a customer
goals and utilities are fulfilled by the organizatiofferings then the customer will be
satisfied and the organization will get reputation response. This shows that
satisfaction has something to do with reputationwas got idea from the above
literature. This discussion leads us to state lood hypothesis.

H3: Reputation has a positive effect on patiensfaition.

Based on above reviewed literature and hypothesigldpment we are now able to
design a conceptual model. As 5Q model is rarepliegh before in health sector area to
measure patient satisfaction regarding serviceitgualt it is still unexplored with the

combination of trust and reputation and its effeats patient satisfaction. From the
discussed literature, idea generates that raiseasanmption that each of the five
dimensions of the 5Q model could directly affe@ gatient satisfaction see (Figure 2).
In our conceptual framework model, satisfactiodependent variable while 5Q model
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of the service quality, trust and reputation adejendent variables. The three variables
(5Q model of the service quality, trust and repatgtwill be investigated later that how
it effects patient satisfaction.

Service Quality...........

Object H1la

Processes H1lb

Infrastructure_Hlc |

Interaction____H1d |

Atmosphere__Hle |

Trust H2 , patient satisfaction

[Fepustion N

Figure 2: Conceptual framework model

v

(—— Indicates positive effect and——— means equal to)

We need to conduct survey from the patient whetey are satisfied with 5Q model of
the services quality, trust and reputation. We midlasure service quality dimensions
(5Q model), trust and reputation then a conclusemmbe drawn that the mentioned
factors have a positive effect on patient sattsfac

17



CHAPTER 3: METHODOLOGY

This section is about to explain methods used myiray out this research, how the

research was designed and reasons for the choidass the chapter begins with the
thesis preconceptions and choice of the study. fEsearch philosophies follow,

research approach, chosen research strategy andareb design. The chapter also
presents survey design, data collection, limitadiarf the survey and analysis of the
data. The chapter ends with the quality criterialathical consideration of the data.

3.1 Authors’ preconceptions

Our study has some roots from where we begin andrgé&e the topic. We used both
practical and theoretical knowledge in order toegate the research topic. To consider
this area is quite obvious and appealing beingestisdof business management as well
as customers. We are interested in satisfactiorsandce sector due to high emergence
and influence in the service sector.

We chose the topic “Patient’s satisfaction regagdmospital services” because as a
customer of a hospital, our selection of healtle gapviders, decisions and repeat usage
of the same service, shows our satisfaction leRecommendation depends on high
level of satisfaction we derive from the service poducts we consumed from a
specific organization. Usually we compare qualityaoproduct or service with price
before we decide to consume the offer. In caseeafth care, mostly customers focus
on quality. Being a patient we consider qualitystrand reputation altogether are the
main determinants of satisfaction.

Before this study, we got theoretical backgroundvidedge from some courses which
are already studied such as; principles of margetmarketing management and
economics that we studied back in our country ahBear University. We also studied
some other courses that are supportive for thiseareh like Project
management, business strategy, product planning ekeldpment and business
development as part of the program at Umea ScHd®lisiness. Moreover, we also got
some literature background knowledge from pastistubdy other researchers on same
topic and area of research.

The preconception had helped us to develop theafi¢lais topic and it gave us some
background that how a patient could derive satigfadrom health care providers. Both
the practical experience of consuming hospitalisesvand theoretical background was
important because this helped us to place ourdsteyn testing the reality, that how a
patient is satisfied and what is the basis for defection. Hence, we carried out a
quantitative study for this topic.

3.2 Choice of study

Hospitals provide the health services to the aigzan their daily life. This shows the
importance of hospitals and their role in providibetter health care services to the
nation. Hospitals have undergone many changeschmédogy as well as in terms of
needs and demands of patients. Patient's needgehaonstantly however; hospitals
identify these needs and bring changes accordiogbatisfy patients. It is important to
measure health care service quality and find owt patients perceive each item that
need to be improved in case they are dissatisfiéd itv For this purpose our selected
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model of 5Q of the service quality consists of gyabf process, quality of object,
quality of infrastructure, quality of interactiomé quality of atmosphere combine with
trust and reputation.

We reviewed the literature, the applicability of Bddel of the service quality, trust
and reputation in various sectors and identifyrilevant sector i.e. health care service
providers. We have developed a conceptual framewbrkQ model of the service
quality by adding two other factors i.e. trust aegutation to evaluate the gap between
the patient satisfaction and perception of servidé®refore, to better understand we
discussed the related concept such as 5Q modeheofsérvice quality, trust and
reputation and their effects on patient satisfactihe reasons for choosing this topic is
due to fact that, today mostly hospitals conceatmt providing additional services to
make their patients satisfied to maintain a lomgnteelationship. Thus, we thought it
would be better to view health care service qualitpensions (5Q model) as well as
trust and reputation with respect to patient satisbn.

The choice of this subject is because that we @mdests of management, had studied
the subject of management and marketing in ourddacldegree. We are familiar with
the theories from the previous studies that a@edl|to the service quality dimensions,
trust and reputation and how it can effect sattgdac The idea from the studied courses
will help us to well treat this study and gives sorbackgrounds about the
customer/patient satisfaction in service sector.

3.3 Research philosophy

The philosophy adopted by any researcher in hisareb study is composed of certain
assumptions in the way he perceived the world. &ksumptions in the research
philosophy will help us to design research strategy develop method for the research
(Saunders et al. 2009, p. 108).

Saunders et al. (2009, p. 110-111) stated thatthes two main types of research
philosophies; ontology and epistemology. The forimseconcerned with the nature of

reality and in philosophy it refers to the subjettexistence. This aspect raises the
questions of the assumptions that researcher leagi¢wv the way world operates and

look from the view how the commitments are heldefEhare two aspects of ontological
philosophy, objectivism and subjectivism. The recskeears consider that both contribute
valid knowledge. Objectivism holds that social Bes exist in reality external to social

actors concerning with their existence and subjetti explains that social phenomena
is created with the perception and actions of toéas actors concerning their existence.
Our view of the ontological aspect is objectivism.

This research holds the objectivist aspects andeson is that the variables, which are
discussed in our research i.e. patient satisfacE@model of the service quality, trust
and reputation, have tangible realities. As contipetipushes organization to improve
the service quality dimensions, create trust iniefpcand if the organizations want
reputation and recognition so they need to satilséy patients, but satisfaction is a
utility, vary for every individual. Patient satistéon, 5Q model of the service quality,
trust and reputation are all variables with the rabgeristics of an object in
organizations. Thus with an objective reality, wadidve that the level of satisfaction
will differ in different organizations and at tharse time the meaning of 5Q model of
the service quality, trust and reputation will aldiéfer with the organizations. This
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means that 5Q model of the service quality, trusl seputation can effect patient
satisfaction in different ways in different orgaations in different circumstances.

The second aspect of the research philosophy &espology, this aspect states that
how to generate knowledge. Epistemological conaites talk about the knowledge

of social groups and social world. It is about santernal problems such as realism,
interpretivism and positivism (Bryman & Bell, 200@, 4-26). The philosophy of the

realism states that our senses show us that thiyiedhe truth and the reality exists is

independent of the human mind. Interpretivism st#tat it is very important for every

researcher to understand the differences betwesraisi in our role as social actors.
Our view of the study from the aspect of episterggpls positivism, which states that

we can only get knowledge about reality by follogvim scientific method of developing

hypotheses and testing (Bryman & Bell, 2003, p209Saunders et al., 2009, p. 113-
116).

We have reasons to hold the positivist view becdisa the practical experience and
literature read before, we got general view that mQdel of the service quality,
reputation and trust has something to do with pasatisfaction, and previous research
proved that there is reality in what we were thimgki We can only confirm that 5Q
model of the service quality, trust and reputatican strongly effect the patient
satisfaction by testing hypothesis derived fromstmng theories. If we do not know
about the factors that can affect satisfaction ihevill push us to explore the possible
effects and try to generate theory. It will be &jsative study and then we have to
conduct interviews from the patients about theinapinion and feelings (Saunders et
al., 2009, p. 110).

Going in further explanation and elaboration of giélosophies, it is better to discuss
the research paradigm. Paradigm is a way to exagsua@l phenomena through which
someone can understand and gained the phenomehat #re end explanation can be
attempted. A paradigm helps us to summarize theussson of ontology and
epistemology. Paradigm is usually used in socignees, but it can also lead to
confusion because it tends to have multiple mean{ggaunders et al, 2009, p. 118).
The paradigm composed of four different types: Fonalist, interpretive, radical
humanist, and radical structuralist see Table t firectionalist, and radical structuralist
paradigms their ontological positions are objestiviwhile interpretive and radical
humanist paradigms have subjectivist as their ogioal positions (Saunders et al.,
2009, p. 120 -121). This can be linked to Kent 208 49) see Table 2; Functionalist
and radical structuralist paradigms represents phgsicist paradigms, whereas
interpretive and radical humanist paradigms reprissthe psychiatrist paradigm.

Table 1: Four Paradigms for the analysis of sociaheory (Saunders et al., 2009, p. 120)

Radical change

Radical Radical
humanist | structuralist

Subjectivist Interpretive| Functionalist| Objectivist

Regulation
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Our research is more related to functionalist vigwthe paradigm because this is the
paradigm where mostly business and managementrcaseperates. Our position as a
functionalist in the paradigm was because thisarebeassumed rational human actions
and believed that one can understand organizatietavior through hypothesis testing
(Burrell & Morgan, 1979, p. 1-35).

Table 2: Paradigms in marketing research (Kent, 200, p. 49)

Paradigm | Ontology | Epistemo | Perspective | Theory | Method | Technique

researcher logy

as

Physicist | Objectivis | Positivist | Researcher | Deducti | Quantitati | Quantitativ
t ve ve e analysis

research

Physician Realist Activist Client Mixed Mixed Mixed

Psychiatrist| Subjectiv| Interpreti | Participant Inductiv| Qualitativ | Qualitative
st ve e e research analysis

If we follow an organization research like thishaligh it is an academic work, the
researcher could be placed under a physicist catespe Table 2. The reason for this
position was our ontological position of objectmisand epistemological position of
positivism that pushed us to a deductive approaithh avquantitative research method
and quantitative data analysis.

3.4 Research approach

Every researcher adopts a specific approach forrdssarch study, which is very
important step in every research. There are mambyresearch approaches, inductive
and deductive by looking to the research onion afirfflers et al (2009, p. 108). In
inductive approach, researchers use their findiogtghe generation of theory. Theory is
a term which can be use in different ways and ialitptive research researcher use this
term about the explanation of observations. Indectipproach allows the researcher in
previous literature and finds the new research tqpreswhere he comes up with the
new theory after the analyzing. While deductivedsts, use theory deductively and
places it in the very beginning of the study. Wiltle objective of testing or verifying a
theory rather than developing it, state hypothasi$ collects data to test it. Reflect on
the confirmation or disconfirmation of the theory the results (Creswell, 2009, p. 10-
14) and our choice for research approach is deduapproach.

Theory

-

Hypothesis

-

Data collection

i’

Findings

—

Hypothesis confirmed or
reiecte(

A 4
Revision of theory

Figure 3: The Process of Deduction, (Bryman, 2008, 10)
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Our study is related to deductive approach, beceweseill draw our conclusion from a

thorough analysis of the theory, stated hypothéiseé# pushes us to collect some
relevant data to our research topic. We will conpewith findings, acceptance or

rejection of hypothesis and in the end; we go laalards existing literature.

We formulated hypotheses based on the existedtiites; we designed a method for
collecting quantitative data in order to test tlypdtheses. We will collect quantitative
data to get findings by testing hypotheses whidhhe then either confirm or reject and
the literature will be revise at the end.

3.5 Research strategy

Qualitative and quantitative strategies are the tman strategies used in the research
for data collection. According to Saunders et &0@2 p. 145) quantitative research
explores data collection techniques or data armfysicedures that results in numerical
data through the medium of questionnaire, graph statlstics. On the other hand
qualitative research explores a data collectiohrigpie or data analysis procedures in
which researchers are able to generate and usebglatmnducting interviews and
making observations.

This study is conducted as a quantitative rese#@xalesearch that focuses primarily on
the construction of the quantitative data is conedras quantitative research (Kent,
2007, p. 10). The fact behind this method selectias our ontological position was
objectivism, our epistemological position was pgsm and our research approach was
deductive (Bryman & Bell, 2003, p. 25). Furthermonee collected quantitative data
and our analysis method is also quantitative rebeaf/e are not developing theories
but test the existing theories that enable us te msmerical data that are the
characteristics of quantitative method. The resean@ategy can be selected on the basis
of using a single data collection technique andresmonding analysis procedures,
which is called mono method (Saunders et al, 2p0951). While using more than one
data collection technique and analysis procedureanswer the research question is
called multiple methods, there are four differemtssbilities to use this method
(Saunders et al, 2009, p. 151-152). In deductivatesyy, we used mono method by
using a quantitative data collection technique withing questionnaires and also
quantitative data analysis procedures.

We choose this design because some research werkdegm done on those subjects
separately that reflect our topic i.e. 5Q moddhefservice quality, trust, reputation and
patient satisfaction. This enables us to identifg aategorize the variables that make
our questionnaire easy and thus we can capturthealinformation we need from our

respondents. Our focus is Umea hospital where vileaatess to the respondent and
know their views and experience about service gudlimensions, trust and reputation.
This type of study will make us understand to gébrmation from the respondent in a
quantitative way.

3.6 Research design

Research design is the overall arrangement ofigkine theoretical research problems
to relevant and realistic empirical research (Gh&uBronhaug, 2005, p. 56). It is also
useful for researcher to make rational choices pmatitize the preferred method of
collecting and analyzing research data. Howeven&ens et al (2007, p. 131) describe
the research design as a general plan that shomwshieoresearcher answer the research
question or problem. Research time horizon is ingmrduring the research and has
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influence on the process and on the stages ofndseerk as well. There are two time
horizon cross-sectional and longitudinal.

Longitudinal study is concerned with when a spec#fample is repeating from more
than two period of time, thus it is normally adapia a situation where researcher is
able to examine and identify proper changes ocdufrem the subject responses
(MacNabb, 2008, p. 97).

Cross-sectional study can be defined as the stfidy particular phenomenon at a

particular time (Saunders et al., 2009, p. 155)s€-sectional study is normally known

as social survey and social survey is perceiy@oples image like a questionnaire that
give expression of interviews, due to this crosgigeal is recommended in the survey
(Bryman & Bell, 2007, p. 55). Our research is cresstional descriptive study because
we used more than one case in our research agk faint. Cross- sectional studies
normally use the survey strategy, as we used irstaty.

To make an appropriate research design we must kvitat type of research that can
be conducted. According to Saunders et al (2007,3g) and Ghauri & Graunhaug
(2005, p. 58) the research can be classified mieettypes i.e. exploratory, descriptive
and explanatory see Figure 4.

Research
I
[ ] ]
Exploratory Descriptive Causual/Explanatory
research research research

Figure 4: Types of research (Source: Ghauri & Gronlug, 2005; Saunders et al, 2007)

According to Robson (2002 cited in Saunders e2@0,7, p. 133) exploratory study is a
valuable way of finding out what new insights bykiag question and assess the
phenomena in a new way. This study is useful wlesearcher wants to clarify the
problem and if he is uncertain about the naturthaff problem. The way through which
researcher can conduct exploratory research asedrghing literature, interviewing the
expert in the subjects and conducting interviewsffocus group (Saunders et al, 2009,
p. 140). Main advantage of this type of researdteigbility and adaptability to change
but it has some limitation. Strong focus and con@e required to create observations
skills, capable of getting precise and accurata @dad to be competent to interpret
different situation effectively.

Robson (2002, cited in Saunders et al, 2007, p) d8#nes descriptive study is aimed
to develop an accurate profile of organizationsinty or groups. It has importance of
having clear information about the phenomena orclwvlones want to collect data. It
may extension or the combination of a piece of egtbry or more often a piece of
explanatory research. This kind of study is wefirce and well structured in order to
understand the accurate information about reseprektion or problem.

Ghauri & Gronhaug (2005, p. 59) states that caggpllanatory study is to find out the
research problem and explain their effects. Whdertslers et al (2007, p. 134) explain
that studies that establish causal relationshipwvémt variables are termed as

23



causal/explanatory research. Our aim is to exartireeffects on patient satisfaction
from 5Q model of the service quality, trust andutegion in health care sector. That is
why our research question is “How do 5Q model o Hervice quality, trust and
reputation affect patient satisfaction?” The vaeahlin the question show some kind of
link among them directly or indirectly thus we amging to test hypothesis or
relationship between variables and not just seekiaw insights. We believe our study
is related to this type of research.

3.7 Survey design

According to Saunders et al (2007, p. 135) thesevarious strategies available that can
be used by the researcher in their study such aeriexent, case study, survey,

ethnography, grounded theory and action reseatod.rdsearcher is not confine to use
just one method but it depends on personal prefesermnd nature of the research
question. For collecting primary data for this stue used one strategy i.e. survey.

Saunders et al (2009, p. 144) explain survey dsategy which is normally linked to
deductive approach. This strategy is common innass and management research and
mostly used to answer the question like who, wivaiere, how much and how many.
Survey has the benefit of collecting large amoundlata from sizeable population in
economical way. Survey strategy is observed toustvworthy by people in general and
comparatively easy to explain and understand.

The survey strategy is helpful in collecting qutative data that is used to analyze
quantitatively using descriptive and inferentiatadatatistics. Survey strategy can be
used for possible reason to know the particulaatiaiship between variables and to
create model for their relationship. Survey stratgiges more control over the research
process in sampling; it generates the finding tisatepresentative of the whole
population at lower cost by collecting the data tfee whole population. According to
Bryman & Bell (2007, p. 56) survey is used for ecting quantitative data when two or
more variables are involved at a particular poiiat.conduct a survey, we took approval
from the Umed hospital administration to distribthe questionnaire. Our survey is
conducted at Umed Hospital, this means that oumpkans from patients living in
Umea.

Questionnaire: The main variables in this study are patient t&attgon, 5Q model of
the service quality, trust and reputation. Previmesearch done on patient satisfaction
related to 5Q model of the service quality, trustl aeputation determines that patient
satisfaction is dependent variable, while servigality dimensions, trust and reputation
are independent variables. It means that 5Q moti¢heo service quality, trust and
reputation can affects the patient satisfaction.

Following the variables the questionnaire was s$tmed to answer the question of
patient satisfaction. As our intention is to tdst patient satisfaction level, we prepare a
questionnaire that includes questions of 5Q modethe service quality, trust and
reputation. 5Q model of the service quality quesigpecifically in health care were
taken from Zineldin (2006) “The quality of healthre and patient satisfaction” and all
the questions were placed the same in our questi@rfor trust questions, we took
from Hall et al (2002) “Measuring Patient trusttiveir primary care provider” and no
changes were made to the questions.
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For reputation, we took questions from Chun (19%Qrporate reputation: meaning
and measurement”. In reputation section, we todéctsd question from the work of
Chun (1997) and leave some of the questions, waiehrelated to service quality as
already taken in 5Q model of the service qualitise and that would be overlapping.
Again we left out questions regarding products &indncial performance that are not
related to our study. Furthermore, questions reggrttust were also eliminated from
our questionnaire, which can overlap to trust sectQuestions, which are selected in
our study for reputation were modified slightly.iiastead of “company” we wrote
“Umed hospital”. For overall satisfaction from seél variables some of the related
guestions i.e. regarding to overall satisfactioaravtaken from the De-chernatony et al
(2004) “Developing a brand performance measurefirfancial services brands”. Slight
changes have been made like instead of “brand” weew'Umea hospital” and for
“product” we wrote “services”. Some questions weelf made i.e. section regarding
gender, age, number of visits and nationality.

All the questions were multiple-choice and closdezh) and answers of this type of
questions are easy to compare, tabulate and an&ased end questions are efficient
for researcher to easily analyze and quicker toimidter to ask. Normally it is used in
large samples and in self collection interviews: #h@ purpose to better understand the
guestionnaire due to language barrier, we trarglatanto Swedish with help of
Swedish speaking friends before we receive feedb@ok patients. Academic
Resource Centre in the main library (Umed Univgysitso helped us in proof reading
of translated questionnaire to make it preciseyi@te and more understandable.

Our first question was about gender and it consmgbsoptions; male and female. Then
we mentioned the nationality that contains Swedisd others. Age was divided in
eight categories ranging from 16 up to 85 plus mmahber of visits was also divided in
to 4 categories ranging from first time to six timemore in the last three years. We
used 5-point Likert scale 1--5 to find the respoon$epatient. For 5Q model of the
service quality the question were ranked as 1 biegy bad” and 5 being “very good”.
Trust and reputation were ranked from 1 being feitp disagree” to 5 being “strongly
agree”. After completing these three parts, we éske patient about their overall
satisfaction regarding services quality, trust eaqglitation of Umea hospital. We ranked
1 being “very dissatisfied” and 5 being “very st#id” for service quality and trust,
while for reputation 1 being “negative reputati@rid 5 being “positive reputation”.

3.8 Data collection

Normally the data collection contains two typesiaty and secondary. In this study we
used both primary and secondary data collectioroakst

Primary data is the source of information, whicbhvpaes the original and more specific
data in order to resolve the research problem. Aliog to Saunders et al (2009, p. 256)
primary data is collecting a new data specificétiya purpose. Sekaran (2003, p. 220)
describe primary data as the information colledtedhe first time by researcher on the
variables of research. Primary data can be coletteough the source of doing

experiment, surveys, interviews and observation.

Secondary data is collecting information from tles&ng source or data collected from
different internal and external sources (Ghauri &omhog, 2005). According to
Saunders et al (2009, p. 256) the data that haeady been collected for some other
purpose is called secondary data.
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Research data source

Secondary data sou

Primary data sour ) )
Books, Journal articles, Case studies,Wek

Questionnaire

Figure 5: Primary and secondary data source

In this study, wecollectec primary data by conducting surveys from the pat. The
responses of patiensbout questions ask in survey were used gsimary data t test
the developed hypothesis. Treason for using primary data due to our resear:
based on quantitative method. The questions werdenuadernominal and ordine
scale and where the respondents whesitant to answenyve told them about tr
purpose of collecting theata

The secondary data collected through differe reliable and appropriate books, jour
articles, case studies and websites from databbes&merald, Business Source Pren
and Umed University database in order to effecy answer our research quest
Along with this we use database PubMed from whiehfeund out medical articles a
Swedish health care system mats, which are related to our study. During collect
of the secondary data osources were books and articlewe found some complicatt
material as well. This ibecaus we were studying patiersiatisfaction that is conce
with the feelings of individua and to relate it with service qualiimensions (5Q
model) trust and reputation make it more comated. There aréarge number<of
articleson patient satisfacti¢, so it takes time to screen out the most apprtgaae for
this study.

For collection of dataisce our respondents were from Umed hospitals sdawalec
that appropriate place is the O (Out patient department) to administer
guestionnaires. For thipurpose we contactedthe hospital administration and t
service manager, whbelped us to select the accurate place. When ctinduthe
survey we situated ourselves in the main ene of hospital from where all kind
patients can be contacted. We approached patiéets introducd ourselves and
explained them about the survey in brief very pojit Delivering the questionnaire \
were not biased, but distribute to every patieno was willing and ready to answ
instantly. Least people were not willing to fill. &Valso distributeca very few
questionnaire in the same manner to the patier Vardcentral Aldher and made them
clear in detail that our study is regarding Umeaspital. Before distributing
questionnaire to the patie, we conducted the pivot test of about 10 questiopsato
know how it went and allowed it for further patienThe purpose was to see how
respondent coulaasily answer the questions in the su. The result shows th
patients can understand it acould easily answer these questions. The survey run
four days, we distribute 130 questionnaires ar found incompleteResponse rate w.
77%.

3.9 Data clearing

The survey strategy has some lations for example low response rate fr
respondent, some questionns are not completely answered and responses cot
biased(Saunders et al., 2009, p. 1. As we used this method s$bere was risk o
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getting back incomplete questionnaires. It may be t respondent have less time or
ignored to answer all the questions. One otherfaist language barrier, which can
affect the data; this problem is resolved by tratst) the questionnaire in Swedish.

Due to the problem of uncompleted questionnaites,always good to see how to sort
out to avoid problems in analysis of uncompletecesfjonnaire. To handle this
problem, we made it standard that 70% or above teiBy questionnaires will be
considered. The collected responses are thorougidgcked and select only those
guestionnaires, which are up to the set standatdesmve out the rest questionnaires.

3.10 Data analysis

It is very important for us to look at the datagayihat we used in our study. When using
quantitative analysis, data could be classifiedenntvo types mainly numerical or
categorical. Numerical data can be defined as, eh@dues measured or counted
numerically or when the measuring scales of datanamerical values, and then they
are classified under quantitative variables. Caiegbdata is one whose values cannot
be measured but can be classified into sets or wWiemeasurement scale of data is a
set of categories then they are classified undegosical variables to investigate the
certain phenomena (Agresti & Finlay, 2009, p. 12-14

Our study is more related to categorical data, asare dealing with 5Q model of the
service quality, trust and reputation, and its iotpan patient satisfaction. Therefore,
that is the reason numerical data can be excluéed dind we have to consider the
categorical data in our study. Categorical datéurther classified into nominal and
ordinal data. In our study data, we collected baiminal and ordinal data. Analysis of
the study can be defined as the ability to breaknddata in components, clarify the
nature of the component and the relationship betwtkem (Saunders et al., 2009, p.
587). To analyze data there are different methauts efvery research study, i.e.
quantitative and qualitative data analysis proceslurA qualitative data analysis
procedure allows you to develop a theory from yaata (Saunders et al., 2009, p. 480),
while in a quantitative data analysis, data isagecollected from the surveys enables
us to explore,present, describe and examine relationships ambgrevithin the
quantitative study (Saunders et al, 2009, p. 414).

Data
Data can be classified into two different types.

| | | |
Categorical Numerical

Nominal 1 Ordinal Interval Ratio l

Figure 6: Data types and classification
In our study, we used quantitative data analysithaus. The reason for this choice of

analysis method was firstly we did distribute gigstaire among the patients and
collected quantitative data. Another reason beimg fiact that our objective is to
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examine the impacts of 5Q model of the service iualn patient satisfaction
combining trust and reputation. Carrying this tgbetudy, we stated hypothesis and we
need to test these hypotheses. In order to bettirstand the 5Q model of the service
guality we have to test all its dimensions that thibe which dimension has positive
affect on patient satisfaction, for this we stagpdtheses.

Hla: Quality of object has a positive effect ongattsatisfaction.

H1b: Quality of process has a positive effect otiepa satisfaction.

H1c: Quality of infrastructure has a positive effen patient satisfaction.
H1d: Quality of interaction has a positive effentmatient satisfaction.
Hle: Quality of atmosphere has a positive effegbatient satisfaction.

For trust, we state hypothesis.
H2: Trust has a positive effect on patient satisbn.

Moreover, for reputation we state hypothesis.
H3: Reputation has a positive effect on patietiststion.

We used both descriptive and inferential statisiicerder to analyze the data of our

study. By using descriptive statistics, we put dattables and graphs to summarize the
data collected for better understanding to the eedd easily examine the results

(Agresti & Finlay, 2009, p. 4). For the presentataf descriptive statistics of the study,

we used bar, pie charts and cross tabulation. Tioed®helped us as well to understand
and examine the results in a better way. In ordegeineralize and do some prediction
on the basis of the results of our collected dagaused inferential statistics (Agresti &

Finlay, 2009, p. 4). There are many statisticalstéisat can be applied for inferential

statistics; we used multiple regression analysitesd the hypotheses. The reason for
this choice of test is the nature of our data,categorical data.

3.11 Quality criteria

According to Saunders et al (2009, p. 156) questamarise during a study, which are
the basis for the credibility of the study. It eally difficult that answers will be exactly
right, so all you can do is reduce the possibitifygetting the answer wrong. This is
why research design is important. Research desigphases on quality criteria, as
quality criteria consist of reliability, validityral replicability. Reducing the possibility
of getting the answers wrong means that attentamtb be paid to reliability, validity
and replicability.

3.11.1 Reliability

This quality criterion of the research refers te tonsistency of a measure of a concept.
This quality criteria deals with the question wiegtthe results of a study are repeatable
(Bryman & Bell, 2007, p. 163). This quality of meeas applied to valve the concepts in
which we are interested. We collect informatiorotigh cross-sectional research design
l.e. from respondents in a short time period. Waebe that internal reliability is
moderate as time period is continuous and no gepraed during collecting the data so
we believe that if other study is taken the reswitsbe repeatable. One thing can affect
our study that we are working independently ang ifree hand research to work on
from the university. So again, this can affect @sults slightly.
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3.11.2 Replicability

We gave immense focus on findings reliability, waldwed several procedures;
designing measure of concepts from practical egpes, studied courses and previous
literature, administration of self-completion amhbysis of data. Further, we selected as
our respondents patients who seemed in a goochhesadt made sure that the processes
will be followed systematically. We thoroughly ayed¢d and assessed the procedure
that was followed by the authors of the previouseagch study and made sure that it
was done accordingly.

3.11.3 Validity

Validity can be defined as whether or not an ingicéhat is devised to judge a concept,
really measures that concept. It includes extewalldity, internal validity and
ecological validity (Bryman & Bell, 2007, p. 169xternal validity explains that the
findings being applicable to other contexts. Exaérralidity is related to generalization
(Bryman & Bell, 2003, p. 34-35). In our study tleeget population was the patients of
Umea hospital and our sample is enough to generdtiz the whole population of
Umea hospital. So external validity is strong aad be generalized. We focus on the
Umea hospital patients to investigate how they gieecthe 5Q model of the service
quality, trust and reputation of the hospital reljag their satisfaction. This implies our
results can be useful for health care providersdamnot directly validate for every
organization.

Internal validity states the inferences concerrgagsal relationships or in simple words
it deals with the issue of cause-effect study (Bagn& Bell, 2003, p. 34-35). Our study
is an effect study, as one variable can affectrathe. Moreover, our questionnaire that
we used is answerable questions, so internal taiglimoderate. Our study has limited
ecological validity because ecological validity ¢encern with whether scientific
findings are applicable to people’s everyday lifi@tural science settings (Bryman &
Bell, 2003, p. 34-35).

3.12 Ethical consideration

It is important to consider ethics while conductiagresearch for every researcher;
research ethics means moral values and princiftigselps the researcher to avoid
problematic issues and any potential harm to angomig the research process. There
is a growing emphasis on overcoming the ethicalessn business research because of
the increased involvement of social responsibdityl consumer’s wellbeing (Ghauri &
Gronhaug, 2005, p. 20). We need to take immenseatahis stage. All the information
was treated and kept secretly with high confiddibtiawvithout disclosure of the
respondents’ identity. No information is changenoodify, hence the information is
presented as collected and the same with thetlires collected for the purpose of this
study. Furthermore we avoided using any equipmentechnique that could have
possible harm or against the interest of the ppeirds. Moreover, we do not have any
intention to use unfair means to influence theipg@dnts to obtain information. The
guestionnaire was anonymous and high level of denfiality is considered when
treating the information.
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CHAPTER 4: EMPIRICAL FINDINGS AND ANALYSIS

The aim of this chapter is to present the ey results and analysis of our study.

decided to combine both the empirical findings andlytical part of this study togeth
in this chapter. We decided to present the samgdelts of all the attributes of ti
variables for Umea hospital to analy. Thus, the chapter begins with samy
presentation frequency analysis and internal reliability ansily test. Th statistical
results and analysi®llows the summary of the overall descriptiveistics for the all
variables. he chapter ends with ttdetail discussion.

4.1 Sample presentation for Umea hospit
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Figure 7: Gender and no. of visits

The above bar chart presents the sample of Lhospital patientsit could be see
from the bar chart thatyith a total sample of 101 patierftem Umed&hospital, male
were 43%while female were57%. Another bar chart presents the number of visit
the patients in last three years to the Umea halsdi#t% patients of the total sam
visit the hospital first time, 24% twice or thriimes, 23% four or five times and 4(
six times or more.
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Figure 8: Nationality and age

The above bar charfmesent th sample ofhationality of Umea hospitals patient As
we have divided the nationality into two “Svish” and “others”. It can be observ
from the bar chart that the total number of gnts were 101 of them 97% were Swe
while only 3% were others. This also represents rtigority of patients were Swed
which makes our study effective. While the bar thaf age presents the numbet
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different ages people visits Umed hospital. We diidi the age into 8 different
categories. From the chart it is clear that pé#ievith age of 16-24 were 8.9%, 25-34
were 26.7%, 35-44 were 18.8%, 45-54 were 19.8%6b%vere 8.9%, 65-74 were
11.9% and 75-84 were 5% visited Umea hospital.

4.2 Frequency analysis

We did frequency analysis of the four questionsctvican present a clear picture of the
patient satisfaction level for Umea hospital. Thésar questions are related to the
patient satisfaction level, listed below:

1. Overall satisfaction with the staff
2. Satisfaction with the overall services
3. Overall satisfaction with the Umea hospital

4. What sort of reputation do you think that Umedgital has in the public?

Patients gave different answers to the above aquestPatients rate question (1) one as
36% were neutral, 58% were satisfied and 6% weng satisfied among 101 patients.
There was no very dissatisfied or dissatisfied goatiregarding question one (1)
(Appendix 1). For question two (2) we got 44% nalitb1% satisfied and 5% very
satisfied among 101 patients from Umeda hospitalofeerall services. There was no
very dissatisfied or dissatisfied patient regardjougstion two (2) as well (Appendix 2).
Patient rate question three (3) as 38% were nelE48b were satisfied and 8% were
very satisfied from Umea hospital, as question shdle overall satisfaction from
Umead hospital and There was no very dissatisfiedlissatisfied patient regarding
question three (3) (Appendix 3). For question, f@Yrwe got the answer as: 38% were
neutral, 53% were satisfied and 9% were very satisfThere was no very dissatisfied
or dissatisfied patient regarding question four(@pendix 4).

4.3 Internal reliability analysis test for 5Q modelof the Service Quality,
trust and reputation

For internal reliability, we did reliability analigstest for all attributes of 5Q model of
the service quality. 5Q model of the Service quahias a good reliability with
Cronbach’s alpha coefficient of 0.804 (Appendix Bje also calculated the reliability
scale for each attributes calculated when eactbu ity was deleted from the 5Q model
of the service quality list, to see whether theetda item is valid or invalid for the
survey. When Cronbach’s alpha for an attributeeases when an item is deleted it
shows that item is not valid in that organizatiomisasurement of test. Almost all the
attributes showed a lower value of reliability whagleted except for “Speed and ease
of admissions” which is 0.815 means that attribwtas not valid for the test
measurement (Appendix 5). But we will take thigiltite because the value 0.815 is
very near to 0.804, as this will do not make o@lesaon reliable.

For trust attributes as well we made internal kelity analysis test to be confirm that
how much reliability we have in these attributesef@ll trust attributes had reliability
with Cranach’s alpha coefficient of 0.365 (Append¥ We also calculated the
reliability scale for each attribute calculated wheach item is deleted from the trust
list, to see whether the deleted item is valid roralid for the measurement. All the
attributes showed a lower value of reliability whileted except for “The doctor will
do whatever it takes to get you all the care yoediefor this we got 0.678 means this
attribute was not valid for the organization (Apgen6) and we will not take this
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attribute in our measurement in order to make calesmore reliable, as the difference
is very large.

For reputation attributes, we conducted internahlodity analysis. Overall reputation

attributes had reliability with Cronbach’s alphaeffwient of 0.878 (Appendix 7). For

the reliability scale each attribute calculated wieach item is deleted from the list. All
the attributes showed a lower value of reliabiitlyen deleted except for two attributes
i.e. “Umea hospital recognizes and takes advantdgearket opportunities” and the

second one is “Umea hospital looks like a good mirgdion to work for”. We got 0.890

and 0.889 respectively for both, which shows thasé two attributes were not valid for
this organization measurement to consider (Appelikbut we will take both as the
difference is very less and will not cause theescaln reliable.

The last variable is satisfaction, which we tookaadependent variable. In satisfaction,
we have four items and we got 0.786 Cronbach’saalftue for all overall satisfaction.
All the attributes showed lower value when deletesn the list of satisfaction in
reliability test one by one (Appendix 8). So thealscwas valid for this variable
according to reliability test analysis.

4.4 Statistical results and interpretation of thesample

Table 3: Descriptive statistics for all the variabés

Descriptive Statistics

Mean Std. Deviation No.
Patient Satisfaction 14.7327 1.86489 101
Quiality of object 11.0495 1.50583 101
Quality of process 10.8020 1.58758 101
Quiality of Infrastructure 11.1980 1.49010 101
Quality of Interaction 7.5248 1.08253 101
Quiality of atmosphere 11.3069 1.33224 101
Trust 30.3267 2.89174 101
Reputation 44.0297 5.80940 101

The above table presents the mean and standarmtidewof the all the attributes,
computed to the main variables.

Table 4: Correlation among the all variables

Correlations

Proces| Infrastr | Interact | Atmosp Reput
P.S Object S ucture ion here Trust | ation
Pearson | Patient 1.000 | 0.243 |0.229| 0.214 | 0.293 | 0.251 | 0.324|0.603

Correla | Satisfacti

tion on
Object 0.243 1.000 | 0.289| 0.357 | 0.242 | 0.296 | 0.217|0.052
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Process | 0.229 | 0.289 |1.000| 0.423 | 0.143 | 0.119| 0.289|0.203

Infrastru | 0.214 | 0.357 | 0.423| 1.000 | 0.356 | 0.307 | 0.426|0.237
cture
Interactio | 0.293 | 0.242 | 0.143| 0.356 | 1.000 | 0.449 | 0.258| 0.147
n
Atmosph | 0,251 | 0.296 |0.119| 0.307 | 0.449 | 1.000 | 0.270|0.187

ere
Trust 0.324 | 0.217 |0.289| 0.426 | 0.258 | 0.270 | 1.000|0.395

Reputatio| 0.603 | 0.052 | 0.203| 0.237 | 0.147 | 0.187 | 0.395| 1.000
n
Sig. (1- |Patient . 0.007 | 0.011| 0.016 | 0.001 | 0.006 | 0.000|0.000
tailed) | Satisfacti
on

Object 0.007 . 0.002| 0.000 | 0.007 | 0.001 | 0.015|0.301
Process | 0.011 | 0.002 : 0.000 | 0.078 | 0.118 | 0.002|0.021
Infrastru | 0.016 | 0.000 | 0.000| . 0.000 | 0.001 | 0.000|0.008
cture

Interactio | 0.001 | 0.007 | 0.078| 0.000 : 0.000 | 0.005|0.071
n

Atmosph | 0.006 | 0.001 |0.118] 0.001 | 0.000 : 0.003|0.030
ere

Trust 0.000 | 0.015 |0.002| 0.000 | 0.005| 0.003 0.000

Reputatio| 0.000 | 0.301 | 0.021| 0.008 | 0.071 | 0.030 | 0.000
n

The above correlation table shows the positive icallinearity of all the independent
variables with the dependent variable i.e. patsaisfaction and also among them. The
multicollinearity will be strong if the values ramgrom 0.3 to 0.8. In our case the
strength of collinearity of all the independentighte with the dependent is moderate as
the values range from 0.216 to 0.603. While the ticullinearity among all the
independent variable is also moderate ranges frod%20to 0.449. The lowest
collinearity can be seen between the two independables is quality of object and
reputation which is 0.052, in other words we cay waak collinearity. On the other
hand the highest collinearity can also be seen dmiwthe two independent variables
that is quality of interaction and quality of atrpbere that is 0.449, almost 0.5. Which
is considering being a strong collinearity betwé¢eese two variables? So overall the
model can be said with a moderate strength of oullinearity.
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Table 5: Multiple regression analysis test for alzariables

Multiple Regression test

Beta Significance| R square Adj. R | Fvalue
square
Constant 2.515 012
Quiality of object 0.214 0.000 56.434
Quality of Interaction, 0.289 0.030 0.434 0.417 | 33.776
Reputation 0.183 0.037 24.794

(Quality of process, Quality of infrastructure, fiyaof atmosphere and trust is
excluded as in stepwise regression analysis theblas are automatically excluded
from the list if their significance value is lowiran 0.05)

The table above presents the multiple regressi@ysis tests for the variables i.e.
guality of object, quality of interaction and regtion. All the three variables have
positive beta value. Contribute in a positive waytlte dependent variable. For quality
of object, if we increase 1 percent in independemtable that will results increase in
0.214 percent in dependent variable. Same withqtnaity of interaction and for
reputation, as both have positively contributethedependent variables with values of
0.289 and 0.183.

All the three independent variables have very gsigdificance values. In order to be
significant the value should be <0.05. In our cadhe three variables have values
<0.05. Quality of object is more significant thaiher two variables. So these variables
have strong positive effect on patient satisfactt®ome of the variables are excluded
from the test, because in stepwise regression BfSSdirectly exclude the variables
having significance values >0.05.

The R square value is also considerable in our malileough it is not high but
considered to be moderate. In our model the R squalue is 43.40. This value
indicates that 43% of the criterion i.e. dependemtable has success on the statistical
test and we can predict 43% future variability be basis of our results. We believe
that R square value is moderate. Adjusted R sqgsaeebit lower than R square, it
shows the shrinkage loss while treating the datamight be when entering in to the
software or may be a problem with the software.

The table also shows the F value, which represtémsoverall significance of the
regression model. The F value is the ratio of riiman regression sum of squares
divided by the mean error sum of squares. Theessgrn table shows F values is
decreasing when going top to bottom that shoulddé®ause as by adding more and
more independent variable to the model the F viduers. Because by adding more
independent variable it share the dependent variafiong them. In our case it starts
from 56.434 going down to 24.794, so the modetriang).

Hypothesis:

Hla: Quality of object has a positive effect on patigatisfaction.
H1b: Quality of process has a positive effect on paitsatisfaction.
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H1c: Quality of infrastructure has a positive effentpatient satisfaction.
H1d: Quality of interaction has a positive effect atipnt satisfaction.
Hle Quality of atmosphere has a positive effect anepasatisfaction.

We have three attributes in all five service gyatitmensions (5Q model) except in
guality of interaction i.e. in that dimension wevhawo attributes in our survey. As
from the above multiple regression analysis tesaweept hypothesi$ila) for Quality
of object and Kl1d) for quality of interaction for 5Q of the serviceaity. While we
reject hypothesis Hlb, Hlc and Hle) for the quality of process, quality of
infrastructure and quality of atmosphere of therb@lel of the service quality.

H2: Trust has a positive effect on patient satistacti

In trust we had ten attributes but we exclude tmbate because Cronbach’s alpha was
not valid and was not a reliable attribute for vale. Thus we have nine attributes in
trust, and on the basis of SPSS test result wereydtt hypothesis (H2) for trust. Means
trust has no effect on patient satisfaction for @rhespital in our case.

H3: Reputation has positive effect on patient satisia.

We have twelve attributes in reputation; we comguti the attributes in SPSS and got
positive results for this variable. So we acceppdilgesis (H3) for reputation. Means
reputation has positive effect on patient satigbactor Umea hospital in our case.

4.5 Summary of the results from the study

Service Quality..

: Hla
Object
: H1d
I nteraction
Reputation H3

(—— Indicates positive effect)
Figure 9: Summary result variables effects

From the above figure we can understand that ofiveftwo quality dimensions of the
5Q model of service quality has positively test#gd gave positive results. In the
5Qmodel of the service quality, two dimensions haasitively affected patient
satisfaction of Umed hospital in our case. Threeedisions of the 5Q model i.e. quality
of process, quality of infrastructure and qualifyatmosphere gave “no effect” results
on patient satisfaction. Among five dimension o 5Q model of the service quality
patients gave positive response to two (2) dimerssidAs we know from literature
service quality has many facets that can affecepiasatisfaction in many different
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ways. So we accept hypothesis (Hla) and (H1ld)hertwo hypotheses and we include
these in our updated model while reject hypothiesigest of the three.

Second independent variable was trust in our modétich consist of different
attributes, trust gave “no effect” in our case fdmea hospital. So on the basis of
statistical results from SPSS, we reject hypoth@$®) for patient satisfaction i.e. trust
has no effect on patient satisfaction for Umed hakpatients in our study. That's the
reason we exclude trust from our model.

Third variable was reputation, which gave very pesiresult as compare to other

variables because most of the reputation attrithé®e strong Cronbach’s alpha values,
at the same time gave also good correlation andfisignce values. Hence reputation
has positive effect on patient satisfaction for @ntespital in our study. Thus we

accept hypothesis (H3) for patient satisfactionaednclude it in our new model.

Three dimensions of 5Q model of the service qualitgt trust were excluded from our
model. Now our updated model is consist of two disiens of 5Q model of the service
quality and reputation, which can positively affpatient satisfaction.

4.6 Discussion

This study is concerned with the effects of différevariables on customer and
specifically on patient satisfaction. We took thfaetors that are mostly considered by
every patient when they choose the health carenara@@on i.e. service quality
dimensions (5Q model), trust and reputation. Froxd summary of the results see
Figure 9, we believe that present study has aolditet discussed. In our study patients
were satisfied with the some of dimensions of #ise quality form Umed hospital,
which is link to the theory “consumensostly attracted towards a service by focusing
on quality” (Solomon, 2009, p. 413).

Some patients differentiate among the differentijea of the service i.e. 5Q model of
the service quality. From the statistical resultg, can say that patients believe that
service is combination of different facets becatlssy rank differently the 5Q model
means five different quality dimensions. This supgpdhe theory of Zineldin (2006, p.
61) patient satisfaction is a cumulative combimatad different constructs, summing
satisfaction with various facets of the health carganization (hospital), such as
technical, functional, infrastructure, interactiand atmosphere variables or items. At
the same time the theory strongly supports our tggdanodel that different service
quality dimensions are equal to overall serviceligyavhich directly affects patient
satisfaction.

From the Inferential statistics in our study, thatignts of the Umea hospital gave
positive effect for the quality of object and irgetion. These two dimension are consist
of different attributes, emphasis on that two disien of the service quality like sense
of security, ability of the hospital to treat patig, interaction, right information and

feedback. These attributes gave positive resuthbypatients of Umeda hospital and that
can be link to work of “A simple definition of qugl in health care is the art of doing

the right thing, at the right time, in the right yydor the right person and having the
best possible results” (Zineldin, 2006, p. 66)nlare elaborated form, we can say that
these two dimensions provide best health care m#esdo every single person. The two
dimensions that patients rated as positive effeatdcalso be linked to: "quality of care

is the degree to which health services for indimiduand populations increase the
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likelihood of desired health outcomes and are &best with current professional
knowledge" (Lohr, 1990, p. 21).

We took reputation as our third variable in ourdgtuwhich can affect patient
satisfaction. From the statistical results of refioh, patients gave positive response to
many attributes that were asked in the survey. Soimé¢he attributes were very
encouraging for our study like good feeling abou¢ #Umed hospital, respect and
admire, environmental responsibility and reputa@evices came positive in our study.
These can be link to the theory of Herbig & Milewid 993, p. 18-19) “it is necessary
that transactions between the entity and othergsamiust have occurred in order for to
establish a reputation and to value the transdctaol at the same time repeated
positive transactions of a firm lead the firm tpasitive reputation (Herbig & Milewicz,
1993, p. 18-20).

We have some attributes of reputation in our surliley Umed hospital develop
innovative services, leadership and high standafdsh can be linked to Hibbard et al.
(2005, p. 1150) “if a hospital reputation is afftidue to some attributes then it might
declines its market share via patient choice, pagelchoice, or physician referral. Also
declining reputation may bring other challengesh® organization such as recruiting
and retaining staff and at the same time affeabspital ability to maintain legitimacy
and professional standing”. So in simple words tafon regarding the operative or
functional activities brings long term life to tbeganization.

Overall reputation of the Umea hospital came pessitind that can be link to the work
of Bromley (2002, p. 36) “reputation as the colietassessment of a firm past
behavior and outcomes that deliver the firm's #&pilio render valued results to
customers. Reputation thus reflects the relatiamdihg/position, internally with the

employees and externally with the different stodétbs”. From the data we concluded
that patients ranked Umed hospital reputationvers positive way, which shows their
satisfaction level that can be linked to the wofkBourke (2009, p. 28-33) a good
reputation benefits the organization in many wéngsrhost important is the satisfaction
through which the organization gain customer lgygtemium prices and a cushion of
goodwill when crises hits.
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CHAPTER 5: CONCLUSIONS

The basic aim of this chapter is to know whetherrgsearch question was answered;
the objective for this study is achieved and if $hedy has contributions. The chapter
begins with a conclusion, then to the implicatitmilowed by theoretical contribution
and limitations. The chapter ends with the suggedior future research.

5.1 Conclusion

Our focus of the study was to investigate the ¢ftédhree different variables i.e. 5Q
model of the service quality, trust and reputattonpatient satisfaction. The research
question was “How do 5Q model of the service qualitust and reputation affect
patient satisfaction?”. This kind of combinatiorveedone before and the study gave
very interesting results. The study covers lot tfileutes belonging to all variables
taken for our study, which made it more interestamgl complex at the same time.
Although the statistical results we got for qualitfyprocess, quality of infrastructure,
guality of atmosphere and for trust have no eftecipatient satisfaction but the focus
should be whether the research questions was aedwernot. From the summary of
the results section, it could be easily analyze tha research question is answered
through inferential statistics.

For 5Q model of the service quality that is comboraof five dimensions called 5Q
model is used which presents different resulthefgatients regarding their satisfaction
level for Ume& hospital. Two dimensions of 5Q modelthe service quality gave
positive effect results on patient satisfactione Emtire two dimensions have positive
correlation values and were significant.

We also did internal reliability analysis test ®® model of the service quality where
Cronbach’s alpha came lower when attribute wastei@lene by one from the list for all
attributes of the 5Q model. This shows that all #itributes taken was valid
measurement for the organization. All the qualiimehsions of the 5Q model were
considered important and patient's showed posigffect for some attributes of the
service quality inside the single dimension but $ome attributes showed no effect.
The patients gave “no effect” response for theiis&ection for the quality of process,
quality of infrastructure and quality of atmosphelienension of 5Q model because
these dimensions gave lower correlation and nomidfgignt values. The reason for “no
effect” that they are not satisfied or might ber¢hes no effect of the attributes like
“Waiting time, clarity of information and responsivess” on them, as we understand
from the inferential statistics results. Anotheagen for not satisfied or no effect might
be that the selected patient’'s number of visit&gh three years is very less, so they do
not know much about the Umea hospital in our study.

Second variable we choose for our study was toustvestigate how patients take this
variable when choosing the physician or health caiganization especially in Umea
hospital. Our result for trust regarding patierttsfaction shows “no effect” in our case
for Umed hospital. Although the reliability anakygiest validates the attributes taken
because the Cronbach’s alpha came lower for aktindutes when deleting one by one
from the list. Only one attribute value came higkdren deleted from the list that
shows the invalid measurement for the organizatibmerefore, we excluded that
attribute in our measurement, to make the scaiabtel For trust attributes, we got low
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correlation and non-significant values. Overall farst variable we got “no effect”
results on patient satisfaction in our case for Blrhespital. As discussed earlier the
reason might be low risk taking approach of the @slepeople. Most probable trust is
very much developed in Swedish society that is wasible, and makes sense in our
case. Other reason can be the low visiting ratéhéohospital as trust took time to
develop overtime, means a long term variable.

On the other hand, the reputation gave very pe@sitesults as we were expecting
because reputation can play a vital role while siap health care provider in general
or physician specifically. We came up with positieffect results for reputation

attributes. This shows that reputation has impaértale on patient satisfaction. This

may be due to past actions and probably of itsspfan the future. In this case the
hospital administration and leadership will be veffective and Umea hospital

maintains the standard of treating the patientsetter way that is the reason that the
respondents gave positive reputation of hospitalr tatistical results show that

correlation value was strong that means this vhridias strongly affect patient’s

satisfaction and it has significant value. The atality analysis test for reputation

attributes the Cronbach’s alpha came lower whenlgnene attribute is deleted from

the list, it means that the attributes were takalidvfor this kind of organization. Thus,

reputation shows positive effect on patient satiéfa in Umea hospital.

In all, this study is able to get exposure of 5Qdeicof the service quality, trust and

reputation that how it can effect patient satistact This could mean that patient
satisfaction is depending on different factors attdbutes. Patients react differently to
the different variables in different situation, shone can come up with different results.
Still we believe that patient satisfaction can hshiaved through combination of

different improved variables.

5.2 Practical implication

More focus is now diverted to the health care geotcause of high competition in the
health care sector and privatization, hence wesbelthat this study is useful to health
care providers and at the same time can be fruibiubusiness organization as it also
cover customer. The result of the study can be tsé@thprove the health care service
quality and building trust by gaining high levelmdtient satisfaction. This study can be
a small contribution or a deep insight towards ioved health care facilities in
developed or underdeveloped countries. As dissatish leads to disloyalty, in case of
health it might be more worse so this study exere pressure on health care
organizations as well, if they are not trust wordmnd lack of some service qualities.
Umea hospital should focus on significant dimensibBQ model of the service quality
and reputation attributes because the patients gesiive effect response regarding
their satisfaction.

The practical contribution of this study is thaspecifically provides answers relating to
what were the perceptions of patients who consuthedhealth service of Umea

hospital. It also provides the perceptions helgpatfents regarding what is the value of
using health care facilities. From organizatioreispective the study can be very useful
for health care organization to incorporate thisréiture in order to be more effective
keeping in mind the patient’s perception. Providimgroved dimensions of the service
guality and gaining reputation by maintaining higtandards can increase patient
satisfaction level.
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5.3 Theoretical contribution

This study has a theoretical contribution in therfoof developed a model for health
care organization to be more effective in providimgplth facilities. The developed
model is design from the previous studies and aogpifindings collected through the
surveys from our study. In addition, the study dbntes to the literature in the sense
that it provides knowledge about the health cargice and the variables, which can
affect service quality, how it has evolved, tested measured over time. In addition,
the study highlights that it will be very effectitieat health care organization emphasis
on every factor which can lead to satisfaction. Bfwady combines three different
variables i.e. 5Q model of the service quality,strand reputation. At the end, we
developed a new model on the basis of existingribe@nd of our empirical results.
Theoretically the study contributes a lot for f@uesearch and somebody can come up
with new more factors combination for overall healare organizations.

5.4 Limitations

In this study, we used a convenience sampling ndettimugh a benefit of this kind
sampling technique is that the study could prowger for future research. There is a
limitation that this study cannot be validated tiyhaalth care organization. Time and
money have always been the main constraint in relsedudies. Since this study is an
academic research with limited time. We targetety dsmed hospital due to time
shortage for this study. If we had sufficient time would have preferred to target other
hospitals as possible, actually we will be ablesée how this holds with them and to
draw a better conclusion. We would even be ablesband compared the situation in
other countries, as well as to investigate how tired of study works in other
organizations. Another important constraint thatfaee, which is not so common was
the language. This is because in Sweden, Engliiireisecond language. The majority
of the patients could communicate very well in Sislkedbut not in English, thus
collecting data was a problem for us because tlpitad administration also informs us
that we have to distribute questionnaire by oueshAlthough we managed it by
gathering some data after translating our queséimarnto Swedish, this wasted a lot of
time because we had to send the questionnaireaoslator and wait for her to do her
job and send the questionnaires back to us. Andtméation of the study is that in
survey we have closed end question, so very letssnofor the patients to express their
own view.

5.5 Suggestions for future research

The topic we selected was a good one but because lohitations and outcome, there
is a need for further research. This study didaortsider employees who provide the
services to patients. Further study can be heldvestigate the effect of 5Q model of
the service quality, trust and reputation on emgddy job satisfaction in health care
sector. Further study could be design to test thésbutes of service quality, trust and
reputation by using other method of data collectieninterviews, archival research and
experimental research to see which of them willhime effective. Also future study

could be needed to test the same variables in e#reice sector. Applying the model to
other hospitals in other countries might give défg or more useful results. While
qualitative study will give more in depth knowledggarding the study topic for health
care providers.
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Appendices
Appendix 1

Overall satisfaction with the stafi

Staff

= Neutral = Satisfiec =very satisfied
5.9%

Appendix 2

Satisfaction with the overall service:

Service:!

ENeutral ®Satisfiec ®very satisfied

5%
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Appendix 3

Overall satisfaction for Umeé hospita

Overall satisfactior

E Neutral ®=Satisfiec ®very satisfied

7.9%

Appendix 4

What sort of reputation for Umea hospita

Reputation

= Neutral B Less positive reputatic =very Positive reputation
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Appendix 5

Internal Reliability analysis test for service quaity

Service
quality

Number | Cronbac Variables Cronbach’s
of items | h's alpha alpha if
items
deleted
Sense of wellbeing that you felt in the 0.791
hospital
Ability of the hospital to treat you the way 0.784
you expected
Sense of security from physical harm you 0.799
felt in the hospital
Waiting time for medication 0.793
14 0.804 Waiting time for tests 0.796
Speed and ease of admissions 0.815%
Skills of the nurses attending you 0.782
Skill of those performing your tests 0.788
Skill of the physicians attending you 0.798
Adequacy of explanation about your 0.794
treatment
Adequacy of instruction on release from the 0.792
hospital
Responsiveness of nurses to your needs 0.77
Clarity of information about your condition 0.785
Politeness of the physicians 0.802
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Appendix 6

Internal reliability analysis test for trust

Trust

Number | Cronba Variables Cronbach’s
of items | ch’s alpha if
alpha items
deleted
The doctor will do whatever it takes to get 0.678
you all the care you need
Sometimes doctors care more about whatis 0.361
convenient for his/her than about your
medical needs
Doctors medical skills are not as good as they 0.350
should be
10 0.365 | The doctors are extremely thorough and 0.348
careful
You completely trust the doctors decision 0.301
about which medical treatment are best for
you
The doctor is totally honest and telling you 0.318
about all of the different treatment options
available for your condition
The doctor only thinks about what is best for  0.278
you
Sometimes the doctor does not pay full 0.319
attention to what you are trying to tell him/her
You have no worries about putting your life 0.276
in doctors hand
All'in all you have complete trust in doctor 0.287

51




Appendix 7

Internal reliability test for Reputation

+=

Number | Cronbac Variables Cronbach’s
of items | h’s alpha alpha if
items
deleted
| have a good feeling about the Umea 0.867
hospital
| admire and respect the Umea hospital 0.86¢
Umea hospital stands behind its services 0.861
Umea hospital develops innovative services 0.868
Reputat Umea hospital hasxcellent leadership 0.869
ion 12 Umea hospitahas a clear vision for its 0.864
0.878 future
Umea hospital recognizes and takes 0.890
advantage of market opportunities
Umea hospital is well managed 0.865
Umea hospital looks like a good 0.889
organization to work for
Umea hospital looks like a organization that 0.872
would have good employees
Umea hospital Is an environmentally 0.868
responsible organization
Umea hospital maintains a high standard jn  0.869
the way it treats people
Appendix 8
Internal reliability test Satisfaction
Number | Cronbach’s Variables Cronbach’s
of items | alpha alpha if items
deleted
Satisfaction with the staff 0.755
Satisfaction with services 0.702
_ _ 4 0.786 Overall satisfaction with the Umea  0.734
Satisfaction hospital
What sort of reputation do you 0.742
think that Umea hospital has in the
public?
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Appendix 9

Questionnaire

Hello, we are students of Umeda School of Busineg&x&nomics (USBE). We would
be very grateful if you could answer some questabiut your experience with the
Umea hospital for our master’s thesis project.ilt take approximately 5 - 10 minutes

to complete the questionnaire.

All answers will be treated anonymous and confiiyt

Thank you very much for your participation!

Demographics
Please circle the appropriate answer

Are you male or female?

Male / Female

What is your nationality?

Which age group are you in?

16-24 25-34

First time
35-44 45-54 time
55-64 65-74
75-84 85+

Four or five times

How many times have you attended Umea
hospital in the last Three (3) years?

Twicetbree

Sex times orren(

> Please rate each statement below regarding seqaliy in the Umea hospital.

1
Very
bad

2
Bad

3
Averag
e

4
Good

Very
good

Sense of wellbeing that you felt in the hospital

Ability of the hospital to treat you the way you
expected

Sense of security from physical harm you felt ia
hospital

th

Waiting time for medication

Waiting time for tests

Speed and ease of admissions

Skills of the nurses attending you

Skill of those performing your tests

Skill of the physicians attending you

Adequacy of explanation about your treatment

Adequacy of instruction on release from the
hospital
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Responsiveness of nurses to your needs

Clarity of information about your condit

ion

Politeness of the physicians

> Please rate each statement below regarding Trust.

1
Strongly
Disagree

2
Disagree

3
Neither

Agree

5
Strongly
Agree

The doctor will do whatever it takes to
get you all the care you need

Sometimes doctors care more about w
is convenient for his/her than about yol
medical needs

Doctors medical skills are not as good
they should be

The doctors are extremely thorough an
careful

You completely trust the doctors
decision about which medical treatmen
are best for you

The doctor is totally honest and telling
you about all of the different treatment
options available for your condition

The doctor only thinks about what is be
for you

St

Sometimes the doctor does not pay ful
attention to what you are trying to tell
him/her

You have no worries about putting you
life in doctors hand

All'in all you have complete trust in
doctor

> Please rate each statement below regarding reputati

1
Strongly
Disagree

2
Disagree

3
Neither

Agree

5
Strongly
Agree

| have a good feeling about the Umea
hospital

| admire and respect the Umed hospita

Umea hospital stands behind its servic

Umea hospital develops innovative
services

Umea hospital hasxcellent leadership

Umea hospitahas a clear vision for its
future

Umea hospital recognizes and takes
advantage of market opportunities
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Umea hospital is well managed

Umea hospital looks like a good
organization to work for

Umea hospital looks like a organizatior]
that would have good employees

Umea hospital Is an environmentally
responsible organization

Umea hospital maintains a high standdrd
in the way it treats people

Satisfaction with the staff Very Dissatisfied Verydisfied

1 2 3 4 5
Satisfaction with the services Very Dissatisfied Very satisfied

1 2 3 4 5
Overall satisfaction with the Umea hospital| Very Dissatisfied Vergtsfied

1 2 3 4 5
What sort of reputation do you think that | Negative reputation Positive repota
Umea hospital has in the public?

1 2 3 4 5

Thank you very much for your cooperation!
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