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The customer satisfaction is a field which is ndlyfexplored, especially in its transpositipn

to non-profit services like health-care systems.sAswn in many researches, in the seryice
area, the satisfaction can be approached with éneice quality concept. The customer
satisfaction is an important aspect of the busimemdormance. In health-care systems,
medical services managers, public institutionscttraners and employees are interested in
knowing and evaluating the patient satisfactionisTten be a dimension of the patient
satisfaction in the health-care “industries” angheaformance indicator. Researchers have
identified the dimensions of satisfaction and workits measurement. Thus scales can be
used to measure the customer satisfaction andotligy 0 deliver a good service quality. The
researches showed that a direct link exists betveagisfaction and service quality. We
propose in this article a reflection on the posstibhnsposition of these scales to evaluate the
patient satisfaction. For that we have used a wizie approach (semi-conducted interviews
on patients, doctors and nursing staffs), then aselproposed aad-hocscale to measure

both patient satisfaction and service quality. Fjna model has been created.

Design, study and management of hospital systemsnareasingly difficult and expansive
areas existing multiple and complex system. A haspan be defined such as an Health care
Supply Chain (Chabrol et al., 2006). Health carp@BuChain is an opened set, crossed by
human, material, informational and financial flomspmposed of autonomous entities
(suppliers, hospital departments, logistic serviemed external medical services...) which use
restricted resources (time, material, capital, anjl coordinate their actions thanks to an
integrated logistic process to improve firstly theollective performance (patient’s
satisfaction) and secondly their individual perfame. Most part of the studies in patient
satisfaction is done for Operation Research modeld does not deal with qualitative
approach. Linking patient satisfaction and custoseisfaction is one of the goal of this



paper. The realisation of the customer satisfacwrthe most part of companies is still a
challenge, because many don’t succeed in develdpeaipng term advantage which is a high
level of customer satisfaction. The abundant academworks shows that the customer
satisfaction is a real opportunity of profits. Threks between satisfaction and profitability

have between highly studied. More recently, theettgument of international standards based
on quality have integrated the customer satisfacéi® an important indicator of the quality

generated.

The customer satisfaction has been approachedsatiti its operational dimensions: the
capacity to deliver products and services respgdpecifications and delays, the capacity to
manage the claims. Now obtaining customer satisiacs a stake with tactical and strategic
dimensions.

The measure of the customer satisfaction has twibate to develop more efficient processes
and to build a long term advantage. It is a reall ¢ piloting of the performance.

If the research and the measurement of the cussonsatisfaction interested at first
companies, the structures which directly not beloggo the trade sphere are henceforth
interested too in this aspect of the performancew® suggest in this communication to think
about the transposition of the models used to nmeasfithe customers’ satisfaction in the non
trade area. First we will present what the custogagisfaction is. In a second part, we will
study how patient satisfaction is studied in therditure. In a third part, we will discuss the
link between (service) quality and customer satigdm using some models as the
SERVQUAL model and the service quality gaps modélis paper is the first step of a
beginning research program on patient satisfaetma@hhealth care service.

1. Customer satisfaction building

The building process of the satisfaction is based onodel of the consumer behaviour called
"multi-attributes” model. This model is the storfelee classic marketing theory. Every goods
can be seen as a basket of attributes (use funatiesign, price, ergonomics...). The
consumer as a rational person looks for the goadhwimas the higher sum of the associated
profits. In the facts he buys a future satisfactibhe unconscious reasoning leads to the
selection of the good among others and it can bersatized as follows (Figure 1).

Identification of key attributes => weight of aktutes=> for every good allocation of a mark
for every attribute => Selection of the good obitagrnthe best global score

Figure 1. Good selection and customer behaviour.

This model is based on the principle of a lineamtabution of every attribute to the global
satisfaction.

The mode of evaluation that a customer uses fopdugt is based on its evaluation of three
criteria: his perception of the good, his expeotai and the time.

The satisfaction varies according to the levels)giectation. Those are directly linked to the
state of the market, to the personal experiencesi@hase, to the information obtained by the
consumer and diffused by the firm. The expectatamesdefined according to the current state
of the offers; these offers evolve with the comipmti and with the time. In practice the
measurement of the customer satisfaction is madevaty precise time, but we notice that
the satisfaction evolves during the use of the pebdunder the influence of certain
phenomena such as the everyday acceptance of tugdr(which can then lose its
competitive advantage which was the dominant el¢mwiesatisfaction).



So the evaluation of the satisfaction is the resiét confrontation between perceived quality
and expected quality.
Three perceptions can be identified (figure 2).

Perceived quality < expected quality = dissatisferct
Perceived quality = expected quality = satisfaction
Perceived quality > expected quality = strong $attson

Figure 2.Good perceptions.

Most of the Anglo-Saxon measures of customer saticin are diverted from this classic
vision, indeed scales are generally built aroumddlstates: “worse than expected”, “just have
expected”, “better than expected”. For each ofdh&tates, nuances can be brought, that is
why the satisfaction is generally considered asrdicuum with two extremes: one extreme
represented by the extreme dissatisfaction andttiex by the extreme satisfaction.

However there are domains for which this continudoes not exist. The customer who buys
a car waits that his car starts, thus there arg omb possible states of satisfaction in that
case: satisfaction (it starts), dissatisfactiord@ies not start). This type of criteria constitytes
the base of the satisfaction. It is normal thatgedormance is good for these criteria (the car
starts) and that the customer removes no particasfaction (it is a normal event), but in
case of abnormality he is dissatisfied. Besidescarsd situation related to satisfaction can be
identified. We have cases without dissatisfactiod aome with an over satisfaction. So the
satisfaction and the dissatisfaction are not tw@osfe states because they result from
different elements (figure 3).

Customer | | Firm
: To listen customer
Expected quality 1 > | Desired quality
A
Level of 2
i Satisfaction ?
' 3
Perceived quality | < realized qualit
To sell g Y

| l

Measure of the satisfaction Measure of the quality
(perception) (reality)

Figure 3: performance measure and satisfactionuneas




The satisfaction measures the potential gaps betwee beginning and the end of the
process. To satisfy the customer it is necessargdoce the gaps, to match the expectations
and the perceptions or to create some positive. gaps

The links represented on the scheme focus on tesilge origins of the dissatisfaction.

A gap on link 1 (expected quality and desired duaBhows that in this company customers
are not listened. This gap reveals a non customented company. A gap between desired
quality and realized quality (link number 2) undeek difficulties to manage quality and to
respect the quality standards. The gap betweeizedaduality and perceived quality focuses
on the communication and selling process, the problin this case have a logistic origin
(delays, errors on delivery...). In this scheme we claarly see the two types of indicators:
the indicators of the internal quality which measthre real performance of the firm and the
measure of the customer satisfaction which inclualeshe process. If it is easier to use
quality criteria as service rate, or defection rageause they have a reality, the satisfaction
criteria (for example customer perception) are batd manage.

The researches done in the satisfaction area shdweatdit is necessary to integrate the

specificities of each economic sector. In the servarea because of the intangibility,

heterogeneity, and because production and consoimpte simultaneous, the measurement
of the service quality is more difficult. The evation of the quality of service is at the same
time on the final result (outcome) and on how thevise has been produced (the process)
(Boss, 1999).

2. Health care system and services evaluation

The major contribution for services evaluation ealth care system is done by operation
researches models. The goal of this section im&byae patient satisfaction in this kind of
model and to test if measures of quality servigesracluded in this kind of model.

The hospital manager has to possess a set ofandlmethods able to help him in design and
in piloting problems. In a generic way, whateves bospital under study, these problems can
be classified according to three temporal levelall@, 1992):(i) strategic level, which
correspond to design problem and hospital’s netisarknstructionyii) tactical level which
corresponds to hospital’s utilization, adequacy mségeeds;(iii) operational level which
relates to hospital’s piloting with short-term. Bleevarious temporal horizons need different
modelling levels for any modelling study realizenl lbiring decision-making tools. It is
interesting to couple temporal sight with variowsgible types of modelling and simulation
on HSC. Three approaches (Chalebhl., 2006) allow characterizing a modelling approach
by flows thanks to 3 types of modelling: macroscopmesoscopic, and microscopic
modelling. Macroscopic modelling considers the floma complex system as an aggregated
phenomenon, whereas microscopic modelling consigheligidual interactions. Mesoscopic
approach incorporates entities in pack-age formd eonstitutes an intermediate level
between the macroscopic one and the microscopicTatge 1 shows the coupling between
these three approaches with various temporal hasizBxamples of decisional studies are
included in the proposed matrix.



MACROSCOPIC| MESOSCOPIC |MICROSCOPIC
Hospital design | Processesdesign | Activity design
STRATEGIC
Ex: hospital desig Ex: Operating | Ex: redesign the
Abouissa edl., theatre design | supply of gasse$
2003 Rossetti etl., for the hospital
2001 Van Donk., 2003
Flow Processes Activity
configuration in | configuration configuration
TACTIC hospital
Ex: resources | EXx:resources| EX:resources
planning for the| planning for planning for
whole hospital operating supply of gasses$
Brigl etal., 2004 processes Syi etal.,2002
Artiba etal., 2003
Hospital Processes Activity
controlling controlling controlling
OPERATIONAL| Ex:interaction | Ex:Operating| Ex:Resources
management process daily adjustment i
between hospita] modification nursing staff
entities according Bard etal., 2005
Lanzola edl., emergency
1999 situation
Doheny etl.,
1996

Table 1. The coupling temporal horizons and surdounareas of modelling

A literature review about the health care systent @atient satisfaction is given in (Fenies
and Tchernev, 2005). Judging from the literatuszy\few papers proposes decisional models
in which satisfaction patient is evaluated. Mosttleem focus on patient route and then
deducted workload resources. In these papers, aledisources are considered fixed. For
example, Artiba edl., (2004) deal with hospital problematics as a hWy/pwbshop. They use
simulation to find an optimal method to allocatdigrat beds in a healthcare unit. They take
into consideration different assignment rules, thg.sex of the patient or his age, in order to
compare an exact method and three heuristics.ers@ime way, Swisher et al. (2001) use a
discrete event simulation to model the behavioua bkalthcare clinic which is based on the
patient moves between the different rooms. The damluthis study is to provide a tool for
decision-making in order to determine the numbeahefmedical staff and rooms for patients
satisfaction. Most of the paper in Operational Resde models for hospital decisional tools
includes patient satisfaction such as a time dePualitative satisfaction is not included, or
not transformed in quantitative metrics.

3. Measuring services qualities

There are a number of different "definitions" asMioat is meant by service quality. One that
is commonly used defines service quality as therdgxtio which a service meets customers’



needs or expectations (Lewis and Mitchell, 1990tcbim and Oakland, 1994a; Asubonteng
et al, 1996; Wisniewski and Donnelly, 1996). Service lgquaan thus be defined as the
difference between customer expectations of seauceperceived service. If expectations are
greater than performance, then perceived qualigsis than satisfactory, and hence, customer
dissatisfaction occurs (Parasuranemal ., 1985; Lewis and Mitchell, 1990). According to
Edvardseret al. (1994) the starting point in developing qualityservices is analysis and
measurement.

— The Definitions of the SERVQUAL

Many researches had been done on this point. TR/QEJAL approach of A. Parasuraman,
V. Zeithaml and L. Berry is a strong reference whtan be used to measure the service
quality, even if this model had been criticizedeTBERVQUAL scale was first published in
1988 and has undergone numerous improvements ansiores since then. The scale
currently contains 21 perception items distributdmioughout the five service quality
dimensions.

The five main dimensions to evaluate the qualityegated are :

» Tangibles elements like physical facilities, equgms, front line employees’
appearance, tools, communication materials ...,

» Reliability: ability to perform the promised sergiaccurately,

» Helpfulnessresponsiveness: Willingness to answer to the custemo help them and
to provide a prompt service.

» Assurance: skills and courtesy of the front lineptayees, the ability to inspire trust
and confidence

» Empathy: to take care of the customer, to pay divitualized attention.

In the SERVQUAL instrument, 21 statements measwegerformance across these

five dimensions, using a seven point Likert scélenf strongly disagree to strongly agree)
measuring both customer expectations and percepf@abbie and O'Neil, 1996).

Public utilities are not the last ones to be irgegd in measuring the satisfaction of the users.
They are conscious firstly that the satisfactiom ipart of their performance evaluation and
secondly that the satisfaction of the users cara Istrongly mobilizing objective for the
employees. The health care area is a good illustratf this aspect. But in this area there are
some particularities which need to adapt the modelently used to measure the customer
satisfaction to the patient satisfaction evaluation

We can explore what are the expected quality aeghénceived quality for a patient? Because
of the specificities of the health care it is mdr#icult to reach the wished quality and the
realized quality. The process of realization of$bevice is complex.

— The Model of service quality gaps presented figair@Parasuraman et al., 1985; Curry,
1999; Luk and Layton, 2002) can be useful to haueeter understanding of the possible
origins of patient dissatisfaction; it can be uasd basis to propose a most adapted model to
represent the service satisfaction for the patretite health care industry. As in the monetary
economy we can imagine that the expected servidhesresult of personal needs, past
experience, word of mouth and communication. Buhaee to consider at the same time that
in the health care industry the professionals dentify better than the customer his needs on
the strictly medical point of view (technical aspedn this case the identification of the
“personal needs” is also the result of a good diagnof the “service provider”.




We have to pay a particular attention to the lirdkdween “external communication to
customers” and “expected service”. If we have nofew external communications it is
probably because of the bad quality of the contadtis patient. But what is a bad quality
contact? The patient directly can help us to deifinthat is why in our research project we
plan to use non structured interviews (before,muand after the care process) but also to
pay attention to critical incidents and complaidt&er this step we could be able to propose a
list of criteria on which the patients evaluateitisatisfaction and to classify them according
to their contribution to the satisfaction (key erit,, secondary criteria).

We have enlighted the importance of the understandf what is the expected service for a
patient. The cure sometimes is not realistic thiay we propose that it does not intervene or
interfere a lot in the definition of the expectashlity of service. Only a qualitative approach
can allow us to estimate the main dimensions orchvtiie patient estimates his experiment of
care, and the way he lives the stages of the psawfesare.

Employees and managers have to clearly know wlepétient expectations are. Do they
really know their expectations how do they evalugitem? And how the perceptions of
patient expectations are integrated in the sexyidity specifications?

We have to consider if and how the process of card the process of service are
differentiated or considered as a whole (figure 4)

Word of mouth and
Personal needs Past experience communications

| l

\4

Consumer or - Expected service | *
Consumer or s
patient N ' Gap 5
O@Q’/, / *
(;0 Perceived service e
o A
______ T £ T
-/ | Service delivery External
’;>l‘\\ (lncludlng pre_and *----- > Communlcatlons tO
7 \ ‘~\
” G “\
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Employee . Lo
perceptions of " . | Translation of
consumer D GRS » | Management perceptions into
expectation - —* service quality
p
Gap 7 perceptions of | (. ___.___ > e
specifications
consumer Gap 2
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Figure 4. The Model of service quality gaps (Parasan et al., 1985; Curry, 1999; Luk and
Layton, 2002)

According to Brown and Bond (1995), "the gap madebne of the best received and most
heuristically valuable contributions to the sergidéerature". The model identifies seven key



gaps relating to managerial perceptions of sergicaity, and tasks associated with service
delivery to customers. The first six gaps (Gap ap@, Gap 3, Gap 4, Gap 6 and Gap 7) are
identified as functions of the way in which servisalelivered, whereas Gap 5 pertains to the
customer and as such is considered to be the tessure of service quality. The Gap on

which the SERVQUAL methodology has influence is Gap

4. Proposition of a model to investigate the satisfaction of the patient.

The first step of the process of the evaluatiompatient satisfaction is to explore the link

between expected quality and perceived qualityuégb) on the three steps of a health care
service (before the care, during the care and dfier care). Therefore, we propose a
gualitative analysis in order to evaluate patieatisaction in health care system. A matrix

(table 2) is built and is now on test with medisgff in hospital and patients.

Some items to explore during the Beforecare During care After care
interviews

Tangibles dimension:

Buildings, rooms,

Equipments,

Physical facilities,

Employees appearance,

Materials associated with service...

Reliability dimension:

The promise done,

The importance of respecting delay
Technology

Diagnosis,

Interest and involvement of the
“hospital” and the staff...

Helpfulness dimension:
Importance of information,
Explanations,

Answer to questions...

Assurance

Courtesy,

Knowledge to answer,
Confidence,

Empahty
Individual attention, consideration

Politeness,
Respect.

It is a base to develop and adapt the items cuyresed by the SERVQUAL model to the
health care area or to find new items to explore.

Conclusion
In this paper, we studied if it was possible toleate patients’ satisfaction such as customers’

satisfaction. The first result of our studies sedmgprove that marketing tools could be
adapted without many difficulties on this domain.eVWropose a matrix to test patient



satisfaction in the hospital system. Further redess (qualitative interview and quantitative
analysis) will give us the possibility to proposenadel for patients’ satisfaction evaluation.
We also would like to introduce this kind of pat€rsatisfaction evaluation in OR models.
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