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Abstract

The aim of this paper is to identify perceived quality of Tunisian public hospitals and its effect
on patients’ satisfaction. Our empirical analysis focused on three public hospitals (Charles Nicole,
Rabta, Habib Thamer). By means of a questionnaire administered to a sample of 300 patients, we
could shed light on the satisfaction process of patients in hospitals, check whether there is a
relationship between perceived quality and satisfaction and finally we could establish the presence
of a relationship between patients’ satisfaction and perceived quality.
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Introduction

It is commonly admitted that either for a public service or private one, success of the firm
comes from the quality of the relationship between service provider and the customer. To gain a
better image, satisfy the customer and respond to their needs, the firm should evaluate the
perception of the quality of its services. This is true for all sectors and in particular for the health
sector, where patients look for being taken in charge and treated well. Then, it is a sector that
requires a good service quality more than any other sector. Specifically, public hospitals are unique
as they are submitted to regulation and frequent intervention of the State, which may affect the
image and quality of services offered despite constraints of the system.

At first we think that evaluating patients’ perceived image is for this purpose a good indicator
that gives an idea about the hospital and the level of satisfaction of its patients.

It is in this global context that our work is referenced and in this article we will try to study
the perceived quality of public hospitals and its effect on patients’ satisfaction. To carry out this
work we should answer a set of questions:

* What are the different criteria used to assess perceived quality of public hospitals?

* What is the degree of importance of these criteria?

* What are the different service elements that contribute to patients’ satisfaction?

 Did perceived quality affect patients’ satisfaction?

Review of the Literature:

Definition and foundations of the concept of perceived quality

Many definitions of quality have been developed in the literature. Eigler and Langlard (1987)
define it as "a good quality service and which, in a given situation, satisfies the customer®.
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For Zeithmal et al (1981) perceived quality represents the consumer's judgment about the degree of
excellence or superiority assigned to an entity. For Gronroos (1984) "perceived quality of a service
is the result of a comparison between customer expectations and actual experiences of a service".
Parasurman et al (1985) also stress that it results from a mismatch between expectations and
perceptions of consumers.

The results of some marketing studies of hospitals on the concepts of service quality and
satisfaction, mainly American, cannot be ignored while studying in depth the concepts of perceived
quality and satisfaction.

There are several major studies that focused on the study of quality assessment in the health
sector such as that of Ware et al. (1983). They, in fact, developed a questionnaire to measure
patient satisfaction. They offer eight dimensions: human relations, technical quality of care,
accessibility and facilities, Economics, efficiency of care, continuity of care, physical environment,
and Availability.

Doctorate in hospital marketing Bielen (2001) and the Hospitals of the National Federation
of Medical and Social Associations of Belgium have developed a questionnaire on the evaluation of
hospital stay which was given to any patient hospitalized. The aim is to measure patients’
perceptions of the performance of the considered service attributes. The methodology that was
used is based on the SERVPERF model (Cronin and Taylor, 1992; 1994). Changes were made to the
dimensionality of perceived quality of service in order to provide a solution tailored to the specific
health care in general and hospital care in particular. Seven components were identified instead of
the original five. These seven components are broken down into 40 items. The components
identified by Bielen, 2001) are: tangibility, attention, availability, insurance, communication,
reliability, and Externality.

Solomon, Gasquet, Mesbah and Ravaud (1999) developed a reliable and valid instrument
measuring patients' opinions on the quality of hospital care. Their instrument has eight
dimensions: medical information, medical practice, attention and availability of nurses, respect for
patients, psychological and social support, daily routine and team support, continuity and
coordination and exit management.

Several other authors have studied the issue of quality and satisfaction in the area of health
services. We can mention Allen and Rogers (1996) who conducted a study to measure the
performance of health plans by user survey and compared it with the promised objectives.
Meanwhile Rubin and Materko (1990) proposed to measure satisfaction based on different time
steps of a hospital stay: the admissions office, emergency room, hospitality, nursing, medical and
other exit and financial aspects.

The study of Hall et al. (1993) state that satisfaction correlates with the previous and current
health status, i.e., the sickest patients tend to be less satisfied with the care than healthier patients.

These authors have shown that satisfaction and overall evaluation of medical care are
strongly related to the perceived health status of the subject. Rubin (1990), citing Spelman, Ley and
Jones, showed that patient assessments are related to psychological problems. As for the results of
Bruster et al. (1994), the main issues are essentially communication, pain and exit management of.

Similarly there is also the study conducted in Canada in 1996 by Prevost and Fafard (1996).
The authors identified four dimensions of service in all satisfaction assessment polls i.e. relational,
organizational size, dimension and professional aspects of services related to the living conditions
of the people interviewed. In this study, 35 items were identified.

Theoretical analysis of satisfaction measurement

Singh (1990) defines patient satisfaction "as the result of a process of evaluation and
comparison of a service obtained from stakeholders and elements of the physical environment
during hospital service delivery".

In the area of health services, in particular hospital services, we signal out the affective and
cognitive dimensions of satisfaction, with some authors putting focus on the important role played
by emotions in the development of satisfaction. Dube, Belanger et al (1996), Brown and Kirmani
(1999), Brown and Kirmani (1999), highlighted the importance of anxiety in the patient's
perception of a service experience.

Several searches, mostly Anglo-Saxon, proposed dimensions used by the patient to assess
their experience of hospitalization. Some like Ware and Snyder (1975) provide critical dimensions
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of the overall experience of hospitalization. Other authors such as Brand, Cronin et al (1997), Kolb,
Race et al (2000) propose dimensions specific to the situation of hospitalization or some types of
patients (age, gender, hospital services ...).

According to Rumpler (2004) "literature in the area of patient satisfaction in hospitals is
based around four dimensions:

- Interpersonal relationships with different categories of staff (medical and paramedical,
nursing, administrative).

- The technical quality of care which refers mainly to the skills and professional practices.

- The physical environment (hospital and providing "hotel services" - catering).

- The different procedures of reception, consultation coordination, exit".

The problem with this measure is that satisfaction as a psychological step cannot be easily
and directly observed.

Anderson (1997) distinguishes three criteria to be taken into account when measuring.

- Objective of the study: is it about maximizing satisfaction or minimizing dissatisfaction

- Objective or subjective nature of the measure.

- The time of measurement: two stages can be distinguished:

« Initial stage: immediately after the purchase or consumption.

« Final stage: after a while allowing reception of any complaints from consumers to process
and respond to.

According to Pascoe (1983), "patient satisfaction is defined as the reaction to their personal
experience during the service". This quote is interpreted by some authors such as, Pourin. C,
Barberger Gateau P, Michel. P and R Salamon (1999), as implying that satisfaction is a cognitive
development (concept of knowledge) and emotional response (affective domain) to structures,
procedures and outcomes of the service.

Several models are used the models made by Staines (1995) to measure the satisfaction. One
of these models is the disconfirmation model. It shows that “consumers satisfaction (S) is equal to
the perception (P) of the presentation provided to them and the one they had previously: S = PA".
This model assumes that satisfaction comes from an overlap between consumer expectations and
perception. Expectations are the expectations that customers have of the likely performance of the
product or service. They then assess the performance of this brand or service during its
consumption. When performance is better than expected, customers are satisfied, otherwise they
are dissatisfied, and moderately satisfied when performance is in line with expectations.

Research Methodology

Our empirical approach is based specifically on a study based on data collected from a survey
of patients in some public hospitals in Greater Tunis. Hospitals in which we conducted our
investigation are three in number; RABTA hospital CHARLE NICOLE hospital and HABIB
THAMER hospital.

In our study, we chose non-probabilistic sampling by which a selection of a population
element is based in a large part on the researcher’s criterion.

Of the non-probabilistic sampling methods, we chose reasoned convenience sampling. It is a
rational choice as we tried to interview only those patients who are not in much pain in order for
them to respond to our survey. We selected also patients in the following services: cardiology,
diabetic, orthopaedic and surgical services.

Similarly, distribution took place in the concerned hospitals in the patients’ rooms
themselves, outside of visiting hours.

We interviewed 100 patients at each hospital. We wanted to examine more than 100 per
hospital, but giving the time constraints, or the inherent difficulties of the health sector we retained
a total of 300 patients.

Data Analysis

To check for the dimensionality and reliability of our measures, i.e., the different dimensions
of quality and satisfaction in the Tunisian context, we conducted two PCAs with varimax rotations
using the Statistical Package for the Social Sciences software (SPSS), version 12.0. The first PCA is
for perceived quality and the second is for satisfaction.
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Satisfaction Map:

For each dimension of quality of the three hospitals (Charles Nicole Habib Thamer and
Rabta) we calculated the average satisfaction as well as average importance done through changing
the scale from (O to 10) to (-5 to 5). For each hospital, we thus obtained a satisfaction map. This

map will be very useful to guide marketing decisions on service data.

Figure 1: Charles Niole satisfaction map

Figure 3 : Habib Thamer satisfaction map

Figure 2 : Rabta satisfaction map

A: reception of the
administrative staff
B: reception of
health care staff
C: Information on
your rights and
duties

D: Explanation of
your health case
E: respect for your
privacy

F: physician
availability

G: nurses
availability

H: Politeness of
staff

I: friendliness of
staff

J: provided day
care

K: provided night
care

L: provided
weekend care

M: offered room
services

N: The comfort of
your room

O: Meal times

P: The presentation
of the meal

Q: The quality of
meals

A: The amount of
food

S: The temperature
of the meal

T: Noise

Analysing the satisfaction map (figures 1, 2, 3) allowed us to notice that "provided weekend
care"”, "comfort of the room", "meals times", "the quality of the meal", "the amount of the meal",
and "the presentation of the meal” are important expectations but underperforming. The map
suggests that paying attention to these aspects to take their place at the top right of the map.
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The relationship between perceived quality and satisfaction

Our analysis allowed us to determine that there is a strong correlation between the first
component and the following variables: physician availability, nurses availability, staff politeness,
staff friendliness, day care quality, night care quality which allowed us to label this component:
Care Quality.

The second component strongly correlates with the variables quality of meal times, quality of
meal presentation, quality of meals, quantity of meals, and temperature of the meal.
This component is labelled Food Quality.

The variables quality of the information on the rights and duties of visitors, quality of
explanations about the health status of the patient, respect of patient privacy are highly correlated
with the third component which may be labelled Communication Quality and Relevance of
Information.

Finally, the fourth component is labelled Hospital Accommodation Quality following its
strong correlation with the variables quality of services offered in the room and the comfort of the
room.

We also noted that each satisfaction variable correlates with at least one other variable which
explains the use of a PCA. For example, there is a strong correlation of 0.812 between the variable
patient satisfaction and physician availability and patient satisfaction and nurses availability. There
is also a strong correlation of 0.864 between this variable and politeness of the staff. Similarly, we
note that the use of PCA is relevant: Bartlett’s significance is equal to 0.000 and KMO index is
about 82.7%.

The analysis allowed us to identify a strong correlation between the variables patient
satisfaction with meal times, meal presentation, quality of meals, quantity of meals, temperature of
meals and the first component, hence the label: satisfaction with provided food component.
The second component has a strong correlation with the variables patient satisfaction with
physician availability, nurses availability, politeness of staff, friendliness of the staff, provided night
care, provided day care, provided weekend care, then this component can be identified as the
satisfaction with care services component.

The third component can be labelled: the satisfaction with communication and
relevance of information component because of its strong correlation with the variables
patient satisfaction with the information on the rights and duties of visitors, explanation of health
status. The fourth component can be labelled satisfaction with hospital accommodation because of
its high correlation with the variables patient satisfaction with provided room services and comfort
of the room. Finally, there is a strong correlation between the variable patient satisfaction and
respect for patient privacy and the fifth component then we may retain the name of this latter
variable.

In our analysis, the age variable has a significant relationship with the components: quality of
food, quality of communication and relevance of information and quality of hospital
accommodation. But the regression of this variable with the component of care service quality is
not significant as a whole. This is justified by the significance of the 0.124 value. This finding makes
sense because care service quality can not be a dependent linear function of age however food,
communication and hospital accommodation can be largely affected by the age of the individual.

In our empirical study, we found that the gender variable has no effect on the care service
quality or food quality components or quality of communication and relevance of information
component, or hospital accommodation quality. This is justified by the significance of values that
are greater than 0.05 and which are respectively 0.087, 0.587, 0.123, and 0.333. This result makes
sense because gender has no effect on the quality offered by Tunisian hospitals.

The results indicate that the CSP variable has no effect on food quality, the quality of
communication and relevance of information and hospital accommodation quality. However, this
variable has a significant relationship with care quality component.

According to the results, the variable profession affects care quality, quality of
communication and relevance of information and hospital accommodation quality, yet this variable
has no effect on food quality component. This finding can be seen as logical as in the Tunisian
context profession largely affects Tunisians’ assessment of the accommodation offered, the care
and communication provided.
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We note also that accommodation affects only quality of communication and relevance of
information component.

In our study, we notice that the variable length of stay has a significant relationship with the
care quality and food quality and there is no significance between this variable and the other two
components: the quality of communication and relevance of information, and quality of hospital
accommodation.

In our analysis, the simple regression of care service quality on length of stay and quality of
food provided on this variable are significant and this can be justified by the significance of the
regression coefficients which are respectively 0.016 and 3 = 3 = -0.0244. We also note that these
two statistics are not very strong as R 2 for the first order regression is 0.026, i.e 2.6% of the
variance of care service quality is explained by the variable length of stay and the remaining 97.4%
is explained by other variables not taken into account.

For the second regression, R 2 is equal to 0.059, i.e. 5.9% of the variance of the quality of food
provided is explained by the variable length of stay. However, the variable length of stay can not
explain in a meaningful way quality of communication and relevance of information and hospital
accommodation quality.

Multiple regression of satisfaction on perceived quality components:

We find that the regression model is significant as a whole and 62% of the variance of
satisfaction with provided food quality component is explained by the four components of
perceived quality, more specifically by the second component namely food quality. This is justified
by the fact that only the latter component has a significant regression coefficient f = 0.785, with a
confidence interval of [0.714, 0.855]. However, satisfaction with care service component is
explained largely by the first component namely care service quality where the regression
coefficient is about 0.921, which is statistically significant. However, food quality and housing
quality have a significant low effect on satisfaction with care service component by Tunisian
patients. This explains the adjustment coefficient R 2 which is quite high and significantly equal to
0.866 where only 13.4% of the variance of satisfaction with care service depends on other variables
other than the four components of perceived quality.

Similarly, we note the importance of quality of communication and relevance of information
for patients’ satisfaction. Meanwhile, satisfaction with hospital accommodation by the Tunisian
patient depends on hospital accommodation quality and food quality with a low intensity.
The regression coefficient for the first component is 0.274 (statistically significant coefficient) and
for the second component, the coefficient is 0.222, in contrast other components of perceived
quality have insignificant coefficients. This result largely explains the low value of R 2 which is
equal to 12.6%.

Finally, the analysis also indicates that privacy of the Tunisian patient does not depend on
the four components of perceived quality; rather it depends on other variables which are not the
subject of this study. This is explained primarily by the fact that no component of perceived quality
has a significant regression coefficient, and secondly by a low value of the linear adjustment
coefficient R 2, which is about 1.5% and explains 98.5% of the variance of the respect for privacy
component. This latter component is explained by other variables other than care service quality,
provided food quality, quality of communication and relevance of the information and hospital
housing quality.

Conclusion

In our paper, we tried to' examine the relationship between perceived quality and patient
satisfaction, ie, what are the different criteria used to assess perceived quality in public hospitals?
What is the level of these criteria? What are the different elements that contribute to patient
satisfaction? does perceived quality have an effect on patient satisfaction?

To check the theoretical assumptions, we studied the case of Tunisian public services, namely
health services. We chose three public hospitals, where we surveyed 300 patients. Through this
empirical study, we came to confirm the presence of a positive relationship between perceived
quality and satisfaction of patients and to test the hypotheses we mentioned in the general
introduction section which are: first, the positive effect of perceived quality on patients satisfaction;
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secondly the impact of some individual variables on the variable quality and the variable
satisfaction, and finally the impact of the variable length of stay on the latter two.

The specific conclusion we have drawn from this Tunisian case study is the importance of
variable privacy as a central component of the Tunisian patient’s satisfaction. This can be explained
by the socio-cultural context and especially the effect of the patient’s ethics.

These results enable for a better guidance of applied marketing strategies in hospitals, i.e
considering the above-mentioned aspects to improve the quality of services offered in Tunisian
hospitals and even for a better knowledge of the characteristics of Tunisian patients to better meet
their specific needs.

However, our study suffers some limitations:

The first methodological limitation is that we have worked with a convenience sample
thereby reducing the external validity of our research. At this level, our investigation is part of an
exploratory process that should be completed by conducting additional research on other
Hospitals.

A second methodological limitation relates the problem of the reliability of the reported data
collected to measure patient satisfaction. Patients’ statements may be affected by their worries with
the staff, for fear or ignorance.

A third limitation is the relatively small number of selected hospitals. A more comprehensive
study covering all the Tunisian territory can be considered and thus may reach more reliable
results.

In this context we will consider a theoretical and empirical study that takes into account all
these limitations and would, among other things, focus on the importance of the variable "respect
for privacy" to patient satisfaction in Tunisian hospitals.
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