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ABSTRACT

Indian Healthcare is one of India’s largest se¢tiorserms of revenue and employment, and one ahwitness
the sector to expand rapidly. With the fast growmgchasing power, Indian patients are willing &y pnore to avail
health care services of international standardhénera of globalization and heightened competitibhas been observed
that delivery of quality service is imperative frdian healthcare providers to satisfy their indasrwell as outdoor
patients. Hence, it is essential to be aware of th@wpatients and patient parties evaluate thatyudlhealth care service.
Such an understanding facilitates hospital adnmatisin to enhance quality of service and satisfyepis to a great extent
as well. SERVQUAL instrument among several toolsmaasuring service quality and patient satisfactoothe most

widely used tool.

This paper focuses on the measurement of servigktygprovided by hospitals. Quality is conside@xione of
the important factors in differentiation and exemtte of services and it is a basis of competitiveaatage so that its

understanding, measuring, and developing it arertapt challenges for all health services orgaiinat

The objective of this research is to examine #heise quality influence in hospitals of Bangaloservice quality
measures are based on some of the dimensions ERY/QUAL, namely responsiveness, empathy, reltsgbédnd

tangible are considered.

The research is purely based on primary data; #éite llas been collected by 50 respondents by usincfiged
guestionnaire. The data has been analysed by osmgample t-test and regression analysis. Thétsasuealed that all
the four dimensions were positively related to slaéisfaction level of patients. It has been founat if the customers

‘perception on service quality is high, it resuitdhigher customer loyalty.

KEYWORDS: Patient Satisfaction, Customer Expectations, Custo@onvenience, Hospitals, Service Quality,

Measurement, Service Sector
INTRODUCTION

Healthcare sector in India is one of the Indialgést service sectors terms of revenue and empiayr@a the
back of continuously rising demand, the hospitavises industry is expected to be worth US$ 81libhiby 2015. With
the fast growing purchasing power, Indian patiets willing to pay more to avail health care segsiof international
standard. In the era of globalization and heighdec@mpetition, it has been observed that delivdrguality service is
imperative for Indian healthcare providers to $attheir indoor as well as outdoor patients. Herités essential to be
aware of how the patients and patient parties etalthe quality of health care service. Such aretstdnding facilitates
hospital administration to enhance quality of sesand satisfy patients to a great extent as SEIRVQUAL instrument

among several tools of measuring service quality@atient satisfaction is the most widely used.tool
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During the last few decades, the number of pricatetres providing health care services in Bangabtaie been
growing, and the private sector health care sesvinarket has turned out to be a competitive enmient. And the vital
need of increasing service organizations and adwgrbeir services necessitates the measuring refcgequality. The

peer competitions have made the hospitals to peostigherior services in order to retain in the cditipe environment.
OBJECTIVES OF THE STUDY

» The main objective of the research is to studySterice Quality in selected hospitals in India.

* To measure the Service Quality in selected hospétatl find out the reasons for gaps.

» To analyse the perceptions of Staff and Patients.

 To suggest some measures for the policy makersedaitth care sector and the selected specific hdsita

reducing, eliminating the Service Quality gap aimalfy making the health care delivery in Indiaesffive.
METHODOLOGY

This part of the study deals with the selectiorsafple including the selection of respondents,stiection of

sampling technique to be used and the layout oftiprenaire.
DEVELOPMENT OF THE QUESTIONNAIRE

The best-known method of operationalizing serviaality is the Gap Model / SERVQUAL approach suggdst
by Parasuraman, Zeithaml and Berry (1988)27. based on the “expectancy disconfirmation” paradam measures
service quality perceptions (as opposed to soddidjective” quality) by comparing customer expiins with the
service performance (Boshoff and Gray, 2004: 36)28neasures patient satisfaction with human aspettservice
(responsiveness, reliability, empathy and assujanody one factor of the instrument is devotedhe non-human aspect
of care rendered (tangibles)

A thorough literature review on SERQUAL and pariéely its application in medical situations was artdken.
Having done this the consideration of which dimensiidentified by Parasuramaat,al., (1988)30 as being appropriate to
these hospitals, whose services had many similaliteggs to the original service categories, wassidered. Then we
adapted the SERVQUAL statements to reflect theisemuality aspects of these hospitals in diffedimensions. When
developing the statement and dimension definititims viewpoint from these hospitals patients wierao help stop the

development of a biased survey reflecting the sergrovider’s view.
QUESTIONNAIRE LAYOUT

In the survey, the Service Quality of each hosp#tavaluated in terms of patients’ perceptionsniadstrators’,
doctors’, nurses’, para-medical staffs’, and sufipgrstaffs’ (on a rating scale of 1 for strongigabree, to 7 for strongly
agree) for 5 different dimensions as shown in agpehe respondents (patients, administratorsfatecnurses, para-
medical staff, and supporting staff) were clasdifd confined to the individual hospital.

SAMPLING TECHNIQUE

The sampling procedure used was simple random s@gnilach member of the population who used theitals

had an equal chance of being selected.
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COLLECTION OF DATA

Hospitals in the city of Bangalore constitute tlogplation under study. As stated earlier, the sarigptomprised
of simple random selection of hospitals belongm¢hie broad categories under (as explained ea@ievernment, Private,
Public — Private Partnership (semi-government) poate, and Trust based were selected. The sunestignnaires were

distributed to all of the five hospitals as menédrabove.
LIMITATIONS

The time frame selected to conduct the surveymgdd and chosen based on convenience and notsaeitg o

produce the similar results and interpretatiorieéfsame survey is administered again.

Language interpretation found to be one of thetétions by some of the patients in both rural arizho areas.
Researcher explained the meaning of the questi@renvbr and whenever necessary to the patient itota language
with a greater diligence as not to provide any rdomtampering of the meaning. Some other patiegse unable to
express their feelings exactly

CONCEPTS USED IN STUDY
Hospital

The World Health Organization defines modern hadpias “The modern hospital is an integral padazfial and
medical organization, the function of which is tooyide for the population complete health care botinative and
preventive and who's out patient services reachmttie family in its home environment. The hodpiaalso a center for
training of health workers and for bio-social resbd

Health Care

The World Health Organization defines Health Cae€Ehe prevention, treatment, and management ésh
and the preservation of mental and physical weldpehrough the services offered by the medical atiéd health

professions.”
Service Quality

“Service quality as perceived by the customerésdbgree and direction of discrepancy between mestservice
perceptions and expectations.”42 (Parasuramath, B9&5: page 41) This definition provided for first time recognition

that perception by the customer was as much arfacservice quality as the actual service delidere
Service Quality Gap
Parasuraman et al (1988)43 identified the parameteBervice Quality as below.

Tangibles or the appearance of physical faciligegjipment, personnel and communication materidéliability
or the ability to perform the desired service dejadatly and accurately - Responsiveness or the wiléss to help

customers and prompt service

Assurance as measured by the competence of théfidelivering the promised service, courtesy edézhto the

customer, the firm’s creditability and the extemtithich customer feels secure.

Empathy or the caring, individualized attentiontttie firm provides to customer Customer perceaidbility,
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assurance tangibility responsiveness and empatlyrder to determine the service quality of the fivdhen positive
perceptions are not confirmed by the actual peréoree of the firm, a gap occurs, and this has ba#ladcthe Service
Quality Gap.

SERVQUAL

SERVQUAL as developed by Parasuraman, et al (1988)the optimum measuring device that can be rigatlif
to accomplish predicting customer perceptions ajarpectations and the casting of those perceptod expectations
against the service provider perceptions of wheaflitrequire to satisfy the customers’ service d®eSERVQUAL model

is predominantly used to evaluate service quality.
LITERATURE REVIEW

The observations noted in the literature revievd$e an understanding that a remarkable researobniducted
in countries like USA including the many generalas in health care and service quality. The sateesity of work is yet
to be triggered in India. Health is one of the impot sectors and development of this sector dyretntributes to the

development of any country;

India has no exception to this. Now a days, thotlggre are many alternatives available to the hecdile
managers, the external people including patiervary cautious to follow them due to increasenmdwareness. Slowly,
the thrust is shifting towards “institution basemmpetition from “product based” competition. st of public is also
shifting from “doctor” to “institution”. Patient l|abecome icon. Against the traditional “customewy/i the “hospitals’
view”, which was not much focused earlier, stargaining strength. This made the hospitals to beeniorneed of
calculating the service quality gap. As mentionadier, through the understanding from literatueeiew, in the history of
Indian health care, much work is yet to be evid@nthe calculation of service quality gap. Thishiscoming very
important, as patient is now the central figuree Thecessity to study the institutions is also chapdrom doctors’
perspective to patients’ perspective. All thesestireng reasons for the researcher to make antttenstudy towards this
gap 5. Due the constraints of time and effort, gighre questionnaires for inpatients and oral inéave with critical stake
holders in all the categories of administrationgtdes, nurses, paramedical, supporting and pafiérissdecided to study
only the Gap 5. Hence a specific thrust on the meimg 4 gaps is not taken up in this study. Butdestified by all most
all eminent contributors in this field, it is velpportant to note, that gap 5 is equal tothe fuomctf gap 1, gap 2, gap 3
andgap 4. Gap 5 =f (Gap 1, Gap 2, Gap3, Gap 4)

FINDINGS OF THE STUDY

The study was conducted by designing a cross sedtaudy of patients attending the OPD of the hakpusing
the SERVQUAL questionnaire developed by Parasuraazathe Survey instrument. The SERVQUAL instrumiess
been empirically evaluated in the hospital envirenimand has been shown as a reliable and valicuinent in that

setting.

SERVQUAL is designed to measure quality expectatimd perceptions about quality of services usthgeins
representing five dimensions, using a seven-pakgrt.scale:

e Tangibles: Physical facilities, equipment and appearancescégnnel.
» Reliability: Ability to perform the promised service dependadutygl accurately.
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* ResponsivenessWillingness to help consumers and provide proraptise.

« Assurance:Competence, courtesy and security.

» Empathy: Caring and individualised attention.

Table 1: SERVQUAL Dimension Scores for Hospital Oupatient Department Services

243

Dimension Cr%\gﬁ;h s Exp?Et)atlon Perception (P) gicrx:?Pci?EF)) P Value*
Tangibles 0.78 6.61 6.06 0.55 < 0.001
Reliability 0.79 6.38 6.34 0.04 1.00
Responsiveness 0.78 6.53 5.88 0.65 < 0.001
Assurance 0.80 6.59 6.31 0.28 0.463
Empathy 0.82 6.39 6.28 0.11 0.155
Total unweight SERVQUAL score (=) 1.63

*P value < 0.05 is considered statistically significan
DISCUSSIONS

The study population was defined as patients aittgrntie general as well as specialist OPDs of tispital. The
sample consisted of 50 patients, a little abové bfkhe respondents being female (53%). Resposdestre mostly
between the age of 21 and 45 (72%) and predomineegitesented by service personnel posted to thumyistation and
their dependents (81%). A small percentage of nedpats were veterans and their dependents in tfiehage group of
40-65 years. Majority of the respondents were mdrand 86% of the respondents had at least higltemdary

education. Civilian non-entitled patients beingeatied as a welfare measure were excluded froscte of the study.

Every third patient who had utilised the OPD segsiof the hospital at least once before the cumrisitt was
requested to respond to the self-administered ipmestire on-site. Patients were assured full camfiglity and
anonymity and requested to complete the surveyewlwiiting for their supply of medicines at the dispary after

completing the doctor’s consultations.

To confirm reliability and internal consistency tfe study instrument, Cronbach’s coefficient alphas

calculated for each dimension of the study instmini€able 1).

By using the SERVQUAL instrument, expectation (Bl goerception (P) of each respondent was assessesba
each of the 22 items of the instrument and theigemuality gap evaluated by measuring the gapes(®+E) across the

same 22 items.

The score on each dimension of the scale was thienlated as the mean of the corresponding itemescand
the mean expectation and perception values for dawbnsion was tested for difference between thamseores of the

dependent sample at 0.05 level of significancernahyeing the data using SPSS, Version 2 (Table 1).

Finally, the mean expectation (E) and perceptiames¢P) as well as the gap score across each @Rtlitems of
the instrument was examined and similarly analyfmdtesting difference between the mean values statistical

significance, so as to correctly identify the seevijuality gaps in respect of the OPD servicesgosindied (Table 2).
RESULTS

The coefficient alpha values were observed to besistently high, ranging from 0.78 to 0.82 acrobdiee
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dimensions, indicating high internal consistencyamitems within the SERVQUAL The E values weresistently high
for all the items, the mean scores being abovdosiall items except the two items of ‘staff alwaygling to help’ and
‘readiness for personal attention.” The highesteetgtion value was observed against the item ‘ptorapponse to

request’ (Table 2).

Perception (P) mean scores were mixed in theiresceqith several item scores being close to the eapien
values while an appreciable number of item scobsgived to be significantly lower than the recigiexpectation scores
(Table 2).

Service quality gaps (P—E) have been illustratdabith Tables 1 and 2. As can be seen from Taldedlity gaps
exist along all five dimensions of the survey iostent, with the gap across the dimensions of ‘talegi and
‘responsiveness’ being statistically significanka2.001 value. The quality gap was further em@sakby the observation
of an overall unweighted SERVQUAL score of (-) 1.63

Service quality gaps across 20 of the 22 itemsefsurvey instrument demonstrated a negative Jadtween
perceptions and expectations. Quality gap acrogeusitems, particularly those under the dimensioh‘tangibles’ and
‘responsiveness’ were statistically significantatalue of < 0.05. However, the quality gap showesitive value across

the items of ‘individual attention to patients’ ameadiness for personal attention’ (Table 2).

Table 2: Item Score Analysis for Expectations and &ceptions

Item Expectations (E) Perceptions (P) Sewlc(ep(_BE)p el P Value*
Tangibles
Modern equipment 6.74 5.24 -1.50 <0.001
Physical facilities 6.50 6.04 —-0.46 0.009
Clean and hygienic 6.68 6.38 ~0.30 0.041
appearance
Clean smart staff 6.66 6.30 —0.36 0.003
Reasonable waiting 6.50 6.34 016
time
Reliability
Sympgthetlc attendance 6.52 6.62 010
to patients
Dependable OPD 6.24 6.24 0
services ' )
Punctual OPD staff 6.76 6.52 -0.24
Accurate OPD records 6.00 6.00 0
Responsiveness
Easy
appointment/attendange 6.64 6.34 —0.30
Prompt service 6.64 5.50 -1.14 < 0.001
Staff always willing to 5.80 568 012
help
Prompt response to any 6.96 6.02 ~0.94 <0.001
request
Assurance
Can trust OPD staff 6.46 6.20 -0.26
Feel safe 6.58 6.28 -0.30
In-Care of OPD Staff
Polite OPD staff | 6.74 | 6.52 | —0.22 |
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Table 2 — Cond.,
Adequate | 6.58 | 6.24 | —0.34 | 0.045
Support by the Hospital to the OPD
Empathy
Ind!wdual attention to 6.56 6.84 0.28
patients
Read|_ness for persona 576 596 0.20
attention
OPD staff aware of the 6.18 588 030
needs of the patients
Staff have best interests
of the patients in their 6.72 6.52 -0.20
heart
Convenient working 6.72 6.62 _0.10
hours

*P value < 0.05 is considered statistically sigrafit.
OPD: outpatient department.

DISCUSSIONS

Understanding quality from the perspective of tlmsumer, particularly functional quality is emengias a
critical issue in health service delivery with reteesearch showing that physicians do not havel gowerstanding of
consumer expectations. Studies show that percesgadce quality is directly linked to compliancetivimedical advice
and treatment regimes to achieving best healthoouts.12 Quality has been defined as “The totalitjeatures and

attributes of a service that bear on its abilitgatisfy a given need”.13

However, service quality is being increasingly egsed as a function of consumer expectations wvicseto be
provided compared with their perceptions of theualctservice experience.14 Consumers are becomicrgasingly
knowledgeable, discriminating and demanding of theale service, with their access to the interpeinig up the realm
of consumer medical knowledge. The high expectatsmores, where the mean scores across majoribe dafems of the
survey instrument are above six in a seven-poialespossibly reflect the new paradigm of increastmgppsumer
expectations and demand for high quality care leyabnsumers of service hospitals. The quality imafge healthcare
organisation is made of a set of expectationswliaserve as a standard for comparing the perceperformance of the
service provider, once the need for a service emeouarises. The result of a service encounter &atesfaction or
dissatisfaction judgment, the judgment being thec@me of the patient’s comparison of perceived iserperformance
with the expectations brought by the consumer &hbspital. Mean perception scores observed duhiegstudy gives
conflicting results, with scores along majoritytheé survey items being less than the expectatioresovhile exceeding
such scores against two items listed under the mioe of ‘empathy.” Service quality gaps existedoas all five
dimensions of the survey instrument with the tatalveighted SERVQUAL score standing at () 1.63.sEhéndings
demonstrate that the patients’ perceptions of effeservice were falling short of their expectatidmsrespect of all
dimensions of hospital OPD services. The studyifiigsl are similar to the findings of a study condddby Lam,16 where
gap scores were observed in the dimensions ofilija responsiveness, assurance and empathyicgequality gap
across the dimension of ‘tangibles’ was observektstatistically significant at < 0.001. This dims@n consisted of five
items representing the physical infrastructure tmd-out of OPD staff along with waiting time. Thap score across alll
items except waiting time were also observed tastatistically significant, pointing towards an apgable deficiency

across these items. Probably the peripheral latatidghe hospital, being located in a field statt@am partially explain the
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gap. However, the gap was also a wake-up calliferhiospital management to drastically improve thectire of the

OPD services of the hospital.

Consumer ratings for paired expectation and peimepscores were observed to demonstrate appreciable
convergence across the dimensions of ‘reliabiltgd ‘assurance’, signifying high confidence amolng ¢onsumers in
respect of dependability and competence of theice\being provided. However, statistically sigrafit quality gap
existed across the item ‘adequate support by thpitad to the OPD’. This particular perception neéather analysis as

to the reason behind such perception.

Statistically significant quality gap was also alvegl across the dimension of ‘responsivenessh witde gaps
between expectation and perception observed agamstecessity of prompt service and prompt resptysOPD staff.
This deficiency possibly referred to requirement ddditional inputs in behavioural training of OREaff. However, it
may also be interpreted as inadequate staffingeo@PD, as dependable and helpful OPD staff ibeiotg able to deliver

prompt service, though willing to do so.

It was comforting to observe reasonable converg@né&?P scores across the dimension of ‘empathgicating
careful, compassionate attendance by OPD staffitiRogap score was also observed across the itdnisidividual

attention to patient’ and ‘readiness for persotigirgion’, which point towards consumer delightass these dimensions.

The study had significant implications for the hitelpmanagement, as service quality gaps along thir
specific dimensions were correctly identified, thiliecting focused improvement efforts for addnegssuch gaps in the

hospital OPD services.

It will be appropriate to acknowledge the explorgtmature of the study, as the study did not cdnfoo
important confounders such as educational and rolgial status of the respondents, illness seveitgl physician
characteristics which may impact quality perceptioe to possible attribution effects. There is adnfor further research

with a bigger sample size on this issue for gaimsingnger insights.
CONCLUSIONS

Service quality has become an increasingly imporfiaeus among health organisations, and has bekadito
patient recovery and wellbeing. As health servigleee greater focus on patient satisfaction, habpitanagers have to

direct resources to quality management and theemehtation of techniques to improve service dejiver

Service quality gaps were identified to exist asradl the five dimensions of the survey instrumensith
statistically significant gaps across the dimensiofi ‘tangibles’ and ‘responsiveness.” The qualigps were further
validated by a total unweighted SERVQUAL score-¢f1.63.

The study concludes that significant service gyalaps existed in the delivery of the hospital Osdvices,

which need to be addressed by focused improvenfiemtsby the hospital management
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