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Introduction

Introduction Patient views on quality of care are of paramount
importance with respect to the implementation of quality assurance
(QA) and improvement (QI) programmes. However, the relevance
of patient satisfaction studies is often questioned because of
conceptual and methodological problems. Here, it is our belief
that a different strategy is necessary.

Objective To develop a conceptual framework for measuring
quality of care seen through the patients’ eyes, based on the
existing literature on consumer satisfaction in health care and
business research.

Results Patient or consumer satisfaction is regarded as a multi-
dimensional concept, based on a relationship between experiences
and expectations. However, where most health care researchers
tend to concentrate on the result, patient (dis)satisfaction, a more
fruitful approach is to look at the basic components of the concept:
expectations (or ‘needs’) and experiences. A conceptual framework
— based on the sequence performance, importance, impact — and
quality judgements of different categories of patients derived from
importance and performance scores of different health care aspects,
is elaborated upon and illustrated with empirical evidence.

Conclusions The new conceptual model, with quality of care
indices derived from importance and performance scores, can serve
as a framework for QA and QI programmes from the patients’
perspective. For selecting quality of care aspects, a category-specific
approach is recommended including the use of focus group
discussions.

paramount importance with respect to quality
assurance (QA) and the expected outcome of

Patient satisfaction plays an important role in
maintaining relationships between patients and
health care providers,' compliance with medical
regimens,” and continued use of medical servic-
es.’ Also, patient satisfaction is felt to be of
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care.*”” However, the relevance of patient satis-
faction studies with respect to quality manage-
ment and improvement in the health care sector
is often questioned because of conceptual and
operational problems, such as reliability and
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validity of patient reports, determinants associ-
ated with patient satisfaction, and the ambiguity
of the patient satisfaction concept.® '* Despite
the work of Linder-Pelz,'*!'* Pascoe'® and, more
recently, Strasser et al.,'' a theoretical frame-
work is often missing.'® Theory and methodol-
ogy in this field appear to have developed along
separate lines of interest.

In market research a somewhat different
approach was developed by Parasuraman
et al.'"'® Rather than focusing on (dis)satisfac-
tion, their service quality (SERVQUAL) model
concentrates on expectations and experiences.
Both elements are considered as important parts
of a process towards continuous quality im-
provement (CQI), and are measured in a way
directly related to the theory behind the SERV-
QUAL model. Although the value of looking at
expectations”? and the appropriateness of the
SERVQUAL model®® can be questioned, we
think that the methodology applied in business
research could fill the gap between theory and
practice within the field of patient satisfaction
research.

This article briefly reviews some of the rele-
vant theories that have been applied to the
concept of patient (or consumer) satisfaction
and quality of care, both in health care and
marketing sectors. Next, a conceptual frame-
work for measuring quality of care from the
patients’ perspective will be presented and fur-
ther elaborated upon by discussing its separate
elements and relevant background variables
related to patient’s judgements of quality of
care. Finally, the relevance of the new concep-
tual framework is illustrated by an example from
a study on the quality of care delivered by Dutch
general practitioners (GPs).

Patient satisfaction and its theoretical
implications

Quality of care from the patient’s perspective
can be defined as ‘the totality of features and
characteristics of a health care product or
services, that bear on its ability to satisfy stated
or implied needs of the consumers of these
products or services’.>! With patient satisfaction
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being considered as one of the possible opera-
tionalizations of the quality of care concept,’
elements from this definition are apparent in
most publications that focus on patient satis-
faction.”** Some describe the concept as a
personal evaluation (or rating) of health care
services and providers based on personal pref-
erences and expectations.”>?® Others®’ refer to
patient satisfaction as a function between ori-
entations of patients and conditions provided by
health care professionals, and in their view
patients differ in what they want and expect
from their encounters with health care profes-
sionals or health care institutions. The notion of
a balanced evaluation between experiences and
expectations can also be found in Lebow,?® who
defines patient satisfaction as the extent to
which services gratify the desires of patients
regarding structure, process and outcome di-
mensions and characteristics.
Multidimensionality is also a central element
in the work of both Linder-Pelz'*'* and Pas-
coe.'> Linder-Pelz considered patient satisfac-
tion as an individual’s positive attitude toward —
or a positive evaluation of — health care services
experienced. In this view, individuals evaluate
distinct aspects of their care when making an
overall evaluation of (parts of) the health care
system. The overall attitude of an individual
person, then, is a weighted sum of expectancies
and their affective value judgements. However,
this expectancy-value model, which builds on
Fishbein and Ajzen,” has been criticized for
operational and conceptual weaknesses, like, for
example, the vagueness of the expectation and
value components.*® Pascoe' described patient
(dis)satisfaction as the result of a comparison of
salient characteristics of the individual’s health
care experience with a subjective standard. This
comparative process includes two inter-related
psychological activities: (1) a cognitive evalua-
tion, or grading, and (2) an affective response, or
emotional reaction, to the structure, process and
outcome of health care services. The subjective
standard for judging a health care experience
may be the ideal situation, a subjective sense
of what one deserves, an average translation

of past experiences in similar situations,
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a minimally acceptable level, or a combination
of these elements.

More recently, Strasser and Davies®' consid-
ered patient satisfaction as a direct response to
situations experienced. Subsequently, patient
satisfaction was defined as the patient’s value
judgement and subsequent reactions to the
stimuli perceived just before, during and after
contact with health care services. This model has
been elaborated further by Strasser ef al.,'' who
described patient satisfaction as (1) a cognitive
and an affective perceptual process towards the
formation of attitudes, (2) a multidimensional
construct and a single global construct, (3) a
dynamic process along a variety of dimensions
such as time, self-perceived equity, and pain, (4)
a form of attitudinal reaction, expressed as
either cognitive or affective or both but not
behavioural, (5) an iterative process of attitude
formation and subsequent behavioural reac-
tions, and (6) an individual process depending
on the patient’s particular values, beliefs, expec-
tations, previous health care experiences, and
sociodemographic factors including his/her cur-
rent health care status.

In theory, the majority of health care re-
searchers relate patient satisfaction to the ‘expe-
riences’ and ‘needs’ of individuals with respect to
health care services, with needs being operation-
alized as ‘expectations’, what is ‘important’,
‘desirable’ or ‘what should be’.*?>3* However,
most empirical studies focus on the result,
patient (dis)satisfaction, instead of the two basic
components: needs and experiences. Owing to
the difficult relationship between experiences
and patient satisfaction scores, little progress
has been made in what should be one of the
main functions of ‘quality of care’ research: QA
and QI according to the ideas of the users of
health care services.

Also, in market research, consumer satisfac-
tion is often seen as a function of performance
expectations and the degree to which perfor-
mances depart from expectations.®> Following a
model proposed by Oliver,***” underlying as-
sumptions are rather straightforward: (1) if a
product matches the expectations then quality is
satisfactory; (2) when a product fails to match

the expectations then quality will be judged as
unsatisfactory; and (3) if a product exceeds the
expectations, quality will be judged as very
satisfactory or even excellent. Dissatisfaction
results from unmet expectations: as fulfilment
exceeds expectations, satisfaction increases.>® #?
According to Parasuraman er al.'”'® size and
direction of the gap between expected and
perceived services depends on (1) consumer
expectations and management perceptions of
these expectations, (2) management perceptions
of expectations and the service quality specifi-
cations, (3) service quality specifications and
actual service delivery, and (4) actual service
delivery and external communications about the
service.

Towards a new conceptual framework
for quality of care research

According to the SERVQUAL model, applied
to the health care sector by Babakus and
Mangold,* quality judgements (Q) of individu-
als (1) would be equal to the Perception
(P) minus the Expectation (E) regarding differ-
ent health care aspects (j), or, in formula:

Q; = Py — Ej.

However, with regard to expectations Fitzpat-
rick and Hopkins'® found that (1) unmet expec-
tations expressed before the actual visit did not
become the focus of critical comments after-
wards, (2) comments expressed after consulta-
tion concerned aspects not mentioned before the
consultation and (3) expectations were often
expressed in a tentative way. Differences
between expectations and perceived perfor-
mance are therefore described as ‘artificial and
misleading, based on methods that do not
capture the way patients really anticipate and
respond to medical encounters’. The existence of
expectations is also questioned by Williams,’
who argues that patients sometimes take health
care services for granted, which might be seen as
either a non-existence of expectations and/or as
a reflection of a passive role adopted by patients.
Furthermore, expectations tend to shift over
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time because of previous experiences,*” memory
effects or cognitive dissonance.’’ Given the
ambiguity of the ‘expectations’ component, we
believe that research on quality of care from the
patients’ perspective should focus on concepts
other than patients’ expectations, or at least
should use a clear definition of the concept.
‘Expectations’ based on previous experiences
differ from ‘expectations’ clarifying the ‘needs’
or ‘desires’ of users of health care services.

We believe a more fruitful approach is sug-
gested by Zastowny et al.,** who concentrate on
three quality of care dimensions: performance,
importance and impact. In their Patient Expe-
rience Survey (PES) performance is measured by
problem frequency. Good performance is asso-
ciated with good quality of care with respect to
certain aspects or combination of aspects,
whereas relatively poor performance is associat-
ed with poor quality of care. Although problem
or poor performance frequency are highly rele-
vant in QA programmes, some problems are
more important to patients than others. There-
fore, an importance component is added to the
model as a weight factor. Problem incidence and
importance scores are combined into quality
impact indices for each aspect of care included in
the measure ranging from 0 to 100.

As a conceptual framework, the PES model
can also be used in settings other than the
hospital sector it was designed for, like, for
example, the home care sector. In the original
PES model, importance is defined as the degree
to which performance is empirically related to
satisfaction and calculated by applying indepen-
dent regression analyses for each aspect of care
on overall satisfaction scores. However, we
think that QA and QI programmes would
benefit more from cognitive quality of care
scores based on actual experiences of the users
of health care services rather than from subjec-
tive patient satisfaction judgements, which are
only in small part, related to the actual perfor-
mances of health care services. Our suggestion
is, therefore, to alter the PES model by leaving
out patient satisfaction and adding a component
focusing on the importance of the quality of care
aspects. Whether the different quality judge-
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ments result in (dis)satisfaction is undecided.
This is not because satisfaction scores are
irrelevant with respect to the QA and QI
processes, but because they are only partially
related to the actual experiences and needs and,
therefore, are less suitable for calculating quality
of care scores. This adjusted version of the PES
framework is presented in Fig. 1.

Importance and performance can be mea-
sured directly by using multipoint Likert scales.
The quality judgement (Q) of an individual (i) is
equal to the performance score (P) multiplied by
the importance score (I) of different health care
aspects (j). As a formula this equates to:

Qi = Py x I

To elaborate this conceptual framework further,
we subsequently discuss the (P)erformance and
the (I'mportance component of the formula, and
the variables associated with individual differ-
ences.

The performance component

Patients distinguish between different aspects of
health care delivery. With reference to this
multidimensionality, Hall and Dornan***¢ pre-
sented a meta-analysis of 221 studies investigat-
ing patient satisfaction with medical care. Apart
from ‘patient satisfaction’ itself, which can be
considered as an “‘umbrella’ concept, they identi-
fied a core of 11 different aspects. The three
aspects most frequently desired are, in declining
order: humaneness (65% of all studies), infor-
mativeness (50%), and overall quality of care
(45%). Other aspects include the technical com-
petence or technical skills of the health care
provider (43%), bureaucratic procedures (28%),
access to and availability of health care services
(27%), costs of treatment and flexibility of
payment mechanisms (18%), the comfort of
seating, attractiveness of waiting rooms, clarity
of signs and directions, quietness and neatness of
health care facilities (16%), continuity of care
(6%), outcome of the health care process, in
terms of usefulness or effectiveness (4%), and
attention to psycho-social problems (3%). More
recently, a meta-analysis was carried out which
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included a sample of 40 studies focusing on
patients’ judgements of care provided by their
general practitioner (GP).*” Apart from differ-
ences in percentages, the aspects covered by
these 40 studies paralleled those found by Hall
and Dornan. Empirical evidence for the multi-
dimensionality of the quality of care concept can
be found in a series of studies that used different
types of factor analysis as analysing techniques.
Most of these studies®?>**° concluded that
responses are multidimensional, although others
have suggested a unidimensional structure.>
An indication for the accuracy of perceptions
can be derived from the relationship between
performance and/or patient satisfaction scores
and more objective measures of service delivery
and perceived differences between care provid-
ers. Based on a meta-analysis of 41 observation
studies carried out by Hall er al’' it was
found that patient satisfaction was related to

(a) objective measures of information giving,
technical and interpersonal competence, (b)
providers’ partnership building, and (c¢) socio-
emotional behaviour, such as a provider’s non-
verbal behaviour, social conversation and pos-
itive talk. Other studies claimed a negative
relationship between patient satisfaction and
physician experience,* status characteristics of
physicians® and the number of health care
providers in a particular setting.>® More gener-
ally, the perception of health care services and
health care related subjects can be divided into
the three broad components: the structure of the
health care system, the health care process itself,
and the outcome of this health care process.>*
If one is interested in quality of care from the
perspective of specific groups of users of health
care services, e.g. patients suffering from specific
chronic diseases, two things have to be kept
in mind. Firstly, most instruments measuring
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patient satisfaction or quality of care are based
on the perspective of researchers, providers of
health care services or policy makers, with
patients only being involved in the study as
respondents. The fact that the perspectives of
health care providers and the users of health care
services differ substantially,”> % casts doubt on
the validity of such instruments for measuring
quality of care through the patients’ eyes.
Secondly, most existing instruments focus on
generic quality of care and not on disease-related
factors that refer to specific categories of
patients. Although suitable in general popula-
tion studies, such generic aspects deny the
specific needs and experiences of large sub-
groups within the general population. One of the
most important aspects of quality of care judged
by a group of patients with chronic non-specific
lung diseases (CNSLD) was ‘a dust- and smoke-
free practice location’,®! and similarly rheumatic
patients mention aspects such as the furniture in
the practice location.®® Both aspects can be
considered as disease-specific, where ‘the wish to
be taken seriously’ can be regarded as generic.

The importance component

Different techniques can be applied to measure
the importance component such as ranking or
the application of Likert scales. Ranking the
different aspects in terms of their relative im-
portance is probably the most informative pro-
cedure but also the most time consuming one,
especially when the number of aspects exceeds
20. Application of ‘Likert-type’ items is proba-
bly the easiest way to measure patients’ opinions
on the importance of aspects and can be applied
in postal surveys. Here attention must be paid to
the fact that ordinary Likert scales applied in
this field tend to be highly skewed towards the
‘important’ dimension. A workable solution is to
have greater differentiation on the positive side
of the continuum. In a pilot study, which was
part of the development of a series of quality of
care measuring instruments,®® we applied Likert
scale items with 4-point response choices: ‘not
important’ (score 0), ‘fairly important’ (score 3),
‘important’ (score 6), ‘extremely important’

© Blackwell Science Ltd 1998 Health Expectations, 1, pp. 82—95

(score 10). Scale scores were calculated by
transforming 7-values on the basis of the empir-
ical distribution of the respondents into Z-scores
and standardizing these Z-scores on values
between 0 and 10.°* This solution proved to be
workable.

The individual characteristics

Individual differences related to patient satisfac-
tion and quality of care scores can be split into
three broad categories: (1) socio-demographic
characteristics, (2) the patient’s medical profile,
including his/her current health status, and (3)
attitudes and behavioural intentions.

Socio-demographic characteristics

Positive, negative and no relationships were
found with respect to age, income, socio-eco-
nomic class, marital status, race and family
size.'>27:9 If relationships are found, their effect
sizes (or the unique percentages of variance
accounted for) are generally small. Hall and
Dornan® summarized the literature on the
relation between patient satisfaction and socio-
demographic characteristics in a meta-analysis
of 110 studies. Results indicated that greater
satisfaction was significantly associated with
higher age (rpean = 0.13) and with less educa-
tion (rmean = —0.03), although magnitudes of the
correlations were small.

Characteristics related to the patient’s health
status

Reviewing the literature on the relationship
between patient satisfaction and health status,
Weiss® reports on four studies that failed to find
such a relationship, while three studies found
that persons in poorer health were less satisfied
with the medical care received. This last finding
supports earlier conclusions that among the
chronically ill there was a tendency towards
evaluating health care services rather negative-
ly.*® With respect to the relationship between the
utilization of health care services and quality of
care measures, Ware et al.®’ noted that 26 out of
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30 statistical tests indicated that greater use of
health services is associated with greater satis-
faction. Less support for the hypothesis that
more frequent visits to health care services are
related to higher patient satisfaction scores is
reported by Pascoe.'” In his review, eight out of
41 studies showed a significant positive relation-
ship, three revealed a negative relationship and
the majority did not find any relationship at all.
In a two-level analysis Sixma et al.®® show that
health related indicators have an independent
significant effect on patient satisfaction. With
morbidity measures included, the frequency with
which the GP was consulted over a 12-month
period did not show an independent effect on the
patient’s satisfaction scores.

Attitudes and behavioural intentions

Patient satisfaction and quality of care scores
may also be influenced by factors such as the
attitude of the patient towards medical services
and/or health care providers and the length of
time patients are enlisted with particular health
care services. Weiss® reported that patient
satisfaction ratings were influenced positively
by confidence in the local medical care system
(r = 0.34, effect size = 0.05), while no significant
relationships were found between patient satis-
faction and health locus of control measures.
Continuity of care, with patients being treated
on a regular basis by the same health care
provider, is also associated with higher satisfac-
tion scores, but again the effect sizes are gener-
ally small.'>>*% This positive relationship can
be explained by familiarization, although an
alternative explanation could be that correla-
tions are high because disatisfied patients have
dropped out. Finally, in a longitudinal study it
was hypothesized that the best predictors of
patient satisfaction at a given point in time
would be prior satisfaction. Since modifications
of norms and perceptions and new experiences
would result in altered attitudes, the expected
relationship should be a moderately strong one.
This assumption was confirmed by empirical
results, in which a significant correlation
(r = 0.39) was found between initial satisfaction

with the physician and the satisfaction measured
in a second report 12 months later.*’

The patients’ perspective

With regard to the performance component two
aspects need some further discussion: (1) the
patients’ perspective, and (2) the inclusion of
disease specific indicators. If frequent users of
health care services, such as disabled or frail
elderly people are considered as experts by virtue
of their greater experience in evaluating the
quality of health care services, their views should
lead the development process. Here qualitative
methods, such as focus group discussions or
in-depth interviews can play an important part.
Focus group discussions or focus group pan-
els are mostly used for exploring a specific set of
issues, such as the experiences of risk-taking gay
men with respect to AIDS prevention activi-
ties,”” the development of consensus guidelines
in general practice,”’ the efficiency of maternal
health services,””> and the relative values of
physician work.”> Focus group or focus panel
discussions (focus groups generally consist of
participants who do not know each other and
meet on a one time basis, whereas panels
generally refer to a series of sessions) can be
distinguished from the broader category of
group interviews by the explicit use of group
interaction as research data.”*’> The group is
‘focused’ around a collective activity, varying
from watching and discussing a movie to talking
about a particular set of questions or one specific
topic.”® Such a topic could include patients’
views on quality of care. With respect to patient
satisfaction, focus groups involving patients
have successfully been used in studies on, e.g.
hospital programmes to improve in-patient care
on paediatrics’””’® and the development of an
instrument for measuring quality of life.”®
Focus group discussions with experienced
patients, if possible in combination with a
computer-assisted concept mapping session,
can result in a broad range of possible quality
of care indicators from the patients’ point of
view. Such quality of care indicators include
generic aspects as well as those relevant to the
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specific category of patients involved in the focus
group. Examples of generic aspects are the wish
to be taken seriously or short waiting times.
Category specific aspects mentioned by a group
of CNSLD patients include aspects such as
smoke- and dust-free buildings and emergency
arrangements with health care services in case of
asthma attacks. Operationalized, these aspects
represent the ‘needs’ or ‘demands’ of patients
with regards to the functioning of the health care
system in an ideal situation. When performances
of health care services and providers meet these
needs, good quality of care from the patients’
perspective is undisputed; if not, quality of care
is perceived as far from optimal.

Assessing the new conceptual framework

Based on the conceptual framework described in
this article a series of four new measuring
instruments was developed, tailored to the needs
of: (1) CNSLD patients, (2) rheumatic patients,
(3) disabled people, and (4) frail elderly people.
Two of these instruments — the QUOTE-CNSLD
and QUOTE-rheumatism, with the acronym
QUOTE standing for QUality Of care Through
the patients’ Eyes — were used in a Community
Intervention Trial (CIT) to improve quality of
care from the patients perspective. Here, we will
limit ourselves to an evaluation of health care
services, analysing data from a sub-sample of 287
patients with rheumatic diseases being 55 years of
age or older. According to self-reports 44% of
these patients had rheumatoid arthritis, 41% had
peripheral osteoarthritis, 7% had osteoporosis
and 8% reported other rheumatic disease. In the
last year 94% of the respondents had made use of
the services of GPs, 56% visited a rheumatolo-
gist, 56% visited a physiotherapist, and 30%
made use of home-help services.

Quality of care aspects included in the
QUOTE-rheumatism were derived from a series
of focus group discussions with three groups of
rheumatic patients, in combination with the
results of a series of empirical tests in the
development phase of this measuring instru-
ment. Included in the questionnaire were 40
quality of care aspects: 16 generic aspects, 16
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disease-specific aspects and eight aspects sug-
gested by patients living in the two regions
involved in the study. The 32 generic and
disease-specific indicators are part of the original
QUOTE-rheumatism instrument. In the original
version generic aspects grouped together in a
‘process’ (eight items, Cronbach’s alpha:.74) and
a ‘structure’ dimension (eight items, Cronbach’s
alpha: 0.81). The 16 disease-specific aspects
grouped together in one ‘category-specific’
dimension (Cronbach’s alpha: 0.88). This facto-
rial structure and reliability coefficients were
mirrored in the CIT for the entire response
group of 518 rheumatic patients as well as for
our subsample of 287 patients. The 40 quality of
care aspects reflect the ‘expectations’ (or better,
the ‘needs’ or ‘desires’) component of our
conceptual framework.

In the questionnaire, quality of care aspects
were formulated as importance and performance
statements. Importance was assessed without
specifying professions or type of organization.
Performance judgements referred to contact
with GPs (and general practice), rheumatologists
(or hospital care), physiotherapists, and home
help services. Importance and performance were
measured by 4-point response categories (see
Appendix A). Importance scores were derived
from the empirical distribution, with scores
being converted into Z-scores and subsequently
standardized between 0 and 10. Performance
scores were calculated by combining percentages
‘no” and ‘not really’. Importance and perfor-
mance scores correlated weakly (rpean = 0.12),
with highest correlations not reaching the 0.50
level. Table 1 illustrates the relationship between
the importance judgements (I), performance
scores (P) and quality impact indices (Q),
regarding the 40 quality of care aspects.

With respect to the quality of care aspects
reported in Table 1, one can argue that part of
the items are virtually indistinguishable from
those used in many other ‘satisfaction with care’
studies, such as the studies reported by Hall and
Dornan,’®® Rubin,® Ware®' and Wensing.47
However, this is only true for part of the items.
Looking at their content and at the way they
were formulated, most items are more informa-
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tive and more practical than items in existing
patient satisfaction scales, and better reflect the
needs of specific categories of patients. Not
every item is relevant to each discipline. This
resulted in 25 indicators for GPs, 31 indicators
for the rheumatologist, 21 indicators for phys-
iotherapists, and 22 indicators for home health
care services.

Table 1 offers different types of information
relevant to quality assurance policies. Firstly,
the relative importance of quality indicators is
shown in the first row (I-scores). High ranking
indicators were item 39 (‘good cooperation
between GPs, rheumatologists and pharmacies
when medicines are prescribed’), item 19 (‘pa-
tients being informed by the rheumatologist
about his/her findings at the end of each
consultation’) and item 4 (‘the wish of patients
to be taken seriously’). Importance scores range
from 4.7 to 8.3 on a scale from 0 (‘unimportant’)
to 10 (‘extremely important’). Secondly, the
performance of health care providers and insti-
tutions can be deduced from the P-columns in
Table 1. For instance the performance of GPs
was poor as regards indicator no. 30 (‘the
availability of an adjusted toilet’). The P-score
of 67 indicates that 67% of the respondents
reported that their GP did not have an adjusted
toilet. Thirdly, the relative impact of priorities
and performances on quality can be deduced
from the Q-columns. The importance of item 6
(‘patients are allowed to see their case notes/files,
if they want to’) is valued at 6.3, and 37% of the
respondents reported that the home care agency
did not supply this service. The quality impact
(Q = 2.33) is rather high, as a result of the
product of a relatively high (non-)performance
score (P =0.37) and a medium importance
score (Q = 6.3).

Quality impact indices can be used to compare
within and between professions and institutions,
both on individual aspects and combinations of
aspects. Applied in this way, one could argue
that a successful policy towards QI within the
home care sector should focus on aspects like the
costs of home care services (item 26), the
assessment procedure when patients apply for
home help (item 24), availability of home help

© Blackwell Science Ltd 1998 Health Expectations, 1, pp. 82—95

during the holiday season (item 29) and possi-
bilities for patients to manage their own care
budget (item 32). These four aspects show
impact indices above 3.0. Other aspects, such
as whether or not the patient is taken seriously,
are judged as extremely important, but here the
‘needs’ of patients are almost completely met by
the performances of, for instance, GPs or
rheumatologists. There is hardly any room for
further improvement.

Conclusions and discussion

This article began with a review of some of the
relevant theories applied in research on patient
satisfaction and quality of care. Based on the
work carried out by Zastowny er al,** a new
conceptual framework for measuring quality of
care from the patient’s perspective was presen-
ted, based on the sequence: performance, im-
portance and impact. This model was further
elaborated, by discussing its separate elements
and relevant background variables related to
patient’s judgements on aspects of quality of
care and the way in which these can be specified
using qualitative methods such as focus group
discussions. Finally, the relevance of the new
conceptual framework was illustrated by as-
sessing the quality of GP care received by
patients with chronic non-specific lung diseases.

We believe that instruments for measuring
quality of care based on the conceptual model
presented can play an important function in
quality assurance and improvement processes.
With respect to the ‘performance’ component it
was established that patient’s judgements are
related to different aspects of the health care
system, and therefore measuring instruments
should reflect the multidimensionality of the care
giving process. Also, we agree with Cleary and
Edgman-Levital,®? that questions asking for
‘reports’ tend to reflect better the quality of care
and are more interpretable and actionable for
quality improvement purposes than ratings of
satisfaction or excellence. Regarding the ‘impor-
tance’ component, attention has to be paid to
the way this component is measured. Likert-type
items, with answering categories skewed toward
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the ‘important’ end, provide an acceptable
solution. Looking at patient characteristics,
which are significantly related to patient satis-
faction, many show only modest effect sizes and
findings have not been consistent across studies.
If patient characteristics are included in the
research (e.g. as background variables to test the
stability of quality of care parameters among
subgroups or to calculate category-adjusted
importance rates) respondent’s age, education
and morbidity status are logical choices.

The conceptual framework developed by Zas-
towny et al. proved to be fruitful in an empirical
study. Expectations (or ‘needs’) of patients were
derived from, and further specified in a series of
focus panel discussions at the start of the
project. This approach illustrates that patients
should be involved in the development of quality
of care measuring instruments from the very
beginning. The instrument presented in this
study differs from other frequently used patient
satisfaction or quality of care scales, such as the
ones used by Rubin et al.,** McCusker,** Brody
et al.,*> and Cryns er al.®® Patients’ judgements
on the importance of quality of care aspects
specify the relevance of selected aspects for
individuals or groups of patients, and can
function as a weighting factor in evaluating
performance as part of quality improvement
programmes.

Although the instruments derived from the
conceptual framework presented in this article
were developed for the situation in the Nether-
lands, the framework itself can be applied in other
countries. However, since health care systems
differ from country to country, and within coun-
tries sometimes from district to district, a process
of cross-cultural validation involving additional
focus group discussions with experts and patients
can play an important role. In this way, instru-
ments based on the conceptual framework can be
regarded as a method, more than a set of items.
Also, the scope of the instruments is not limited to
health care providers but also includes functions
of care as perceived by (non-institutionalized)
patients. Providers who execute these functions
can differ from country to country, and from
region to region.
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Appendix |
Examples of importance and performance items

Importance item
Not important Fairly important Important Extremely important
Health and social care organizations
and care providers whose services I use...
should always take me seriously O af O O
In this example, you ticked the second box. This means you had to think about it for a moment, but you do think about it is fairly
important that your care workers and care providers take you seriously.

Performance item

No Not really On the whole, yes Yes
The GP I have seen during the
past year...
always takes me seriously o 4 O O

In this example, you have ticked the second box. This means that you had to think about it for a moment, but that you find that this
doctor does not always take you seriously.
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