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I. INTRODUCTION
GENERAL

The patient's perceptions of the health care encounter have been
shown to influence the degree to which medical care is sought and
the extent to which medical advice 1is accepted and complied
with.l Whether these perceptions are, in actuality, valid is
irrelevant because the patient's behavior is predicated upon his
opinion of the quality of the encounter. Barbara Hulka has observed
that consumer opinion is a factor which can either promote or inhib-
it the wutilization of medical services.2 Donabedien and others
have argued that patient satisfaction not only affects compliance
with medical regimens but is an important outcome in evaluating the

3,4,5 Other authors have noted the use-

quality of medical care.
fulness of patient perceptions in understanding why people do or do
not seek care, as opposed to describing merely who does or does not

seek care. 6.7

Victor Slater has stated that consumer opinion is
particularly needed in ambulatory care settings where providers have
less influence over adherence to treatment regimens than they might
have in a hospital environmen’t:.8 This observation has particular
merit for the military health care setting where the great prepon-
derance of medical care is provided on an outpatient basis.

Other authors have also cited the need for more patient input

into decisions affecting the delivery of health care. Freeborn has

commented on the necessity for patients, as well as providers and




administrators, to have a voice in developing strategies for the
provision of high quality medical care if client satisfaction is
going to be achieved.9 Eleanor Nelson-Wernick echoes this belief
by stating that, to the extent judgments about quality of care are
made exclusively by providers, the health care system has limited
knowledge concerning its overall performance.10

The bottom line in all these studies is the importance of con-
sumer feedback concerning their satisfaction with health care ser-
vices and the increasing importance for health care managers to be
aware of and to be able to accurately assess that feedback. The age
of consumerism has not bypassed nor will it bypass the health care
industry. Health care professionals must anticipate the demands of
the patient population and use the data obtained through consumer
opinion polls constructively to effect positive change to the health
care delivery system.

The purpose of this study is to expand the knowledge of patient
perceptions within the military health care system through the
assessment of patient satisfaction within an Army medical treatment
facility. This appraisal will take the form of a patient satisfac-
tion questionnaire which will be designed, fielded, and tested as a
measure of patient percepiions concerning the military health care

environment.

CONDITIONS WHICH PROMPTED THE STUDY

The stimuli for this research effort were both

extra-ingtitutional and intra-ingtitutional. On the larger scale,

-2




this researcher had the desire to expand the body of knowledge con=
cerning patient perceptions of health care within the military en-
vironment., The Army Medical Department (AMEDD) lags far behind its
civilian counterparts in measuring patient satisfaction with health
care services, Few published studies could be found which addressed
patient satisfaction within military medical treatment facili-

ties.ll'12

Additionally, an annual survey conducted by Health
Services Command fails to provide accurate, relevant, and timely
feedback to local commanders. It seems ironic that so little time
and effort have been spent assessing the needs of the most important
person in the health care encounter, the patient. Since the
initiation of this study, a Department of the Army pamphlet
addressing interpersonal relations with patients has been published
and distributed.13 This document provides some excellent
information on human relations and encourages the utilization of
patient satisfaction questionnaires to assess patient perceptions.
The pamphlet provides a suggested format for a survey instrument
that, while not following state of the art design, 1is an
acknowledgment that Department of the Army realizes the importance
and value of patient opinions concerning the health care delivery
system.

Too often military health care administrators and providers have
become too immersed in their own roles and their own perceptions of
the important aspects of the health care encounter. They have

assumed, just as their civilian counterparts, that their beliefs

represent the oninions of the patients when, in fact, studies have




shown that patients, administrators, and providers have different
perceptions of certain dimensions of health care.14

Military health care planners need to more actively seek input
from beneficiaries, as well as providers, when planning and develop-
ing health care facilities and services. Increasingly tight
resource constraints and a growing emphasis on quality assurance
issues within the military health care system dictate that patients
be included in planning efforts. This researcher hopes to shed
further 1light on patient perceptions and expectations which will
assist planners in formulating a sound and workable health care
strategy, a strategy which will insure the fitness and well-being of
the military's most valuable asset, the soldier.

Intra-institutional stimuli also provided impetus for the con-
duct of this study. The commander and staff at Xenner Army
Community Hospital (KACH) are concerned with the population's per-
ceptions of the quality of care provided by the institution. A sur-
vey conducted at this facility last year alerted the staff to some
areas of beneficiary concern among hospital services.15 While
this survey erffort provided valuable information about overall per-
ceptions of care within the hospital clinics, it failed to isolate
specific causes of satisfaction and dissatisfaction within the
departments. The desire of the commander was to 1identify the
particular dimensions of medical care which affect patient
perceptions so that a planning strategy could be developed to
improve services to the constituency. Routine, periodic use of a

patient satisfaction questionnaire is seen by the commander and




staff as a valuable management tool in assessing departmental
performance and as a way of letting the beneficiaries Xknow that
their opinions are valued and that they can effect changes in the
health delivery system.

This research project utilized the results of the previous hos-
pital survey as a beginning point in an attempt to measure specific
causes of satisfaction and dissatisfaction with services at KACH.
Based upon the results of the 1983 study, the Internal Medicine and
Gynecology Departments at Kenner Army Community Hospital were
selected as the clinics to evaluate with a patient satisfaction
questionnaire. These services were chosen because they represented
extremes of satisfaction and dissatisfaction among patients. The
earlier study indicated that consumers were satisfied with the
treatment which they received in the Internal Medicine Clinic while
they were not pleased with the medical care provided by the Gynecol-
ogy Clinic staff. The researcher felt that perceptual differences
among specific dimensions of health care would be more easily mea-
sured in clinics with such polarized patient opinions.

The goal of this research project was to provide the commander
with a reliable survey instrument which focused on specific aspects
of health care and provided accurate and timely feedback concerning
patient satisfaction with care. This knowledge should lead to a
greater awareness of patients' desires and resolution of problems
with a corresponding increase in consumer satisfaction and an im~
provement in the beneficiaries' health. 1t was hoped that the value

of a patient satisfaction questionnaire would be demonstrated in
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this survey effort and that the results would encourage repeated and
regular use of the survey to monitor patient perceptions and to
improve services. The researcher also Dbelieves that this
questionnaire has applicability outside of KACH to other Army

medical treatment facilities.

LITERATURE REVIEW

Social scientists have been surveying patient satisfaction for
over thirty years with early efforts by Abdellah and Levine, Gary
and Cartwright and others focusing on general satisfaction levels
with medical care.16'l7 It is only within the past ten vyears
that research in the area of patient satisfaction has exploded.
The intensified emphasis on cost containment, the increasingly com-
petitive health care arena, and the growing awareness of a smarter
and more discernable consumer all have contributed to the prolifer-
ation of patient satisfaction surveys in an attempt to measure what
consumers want from their health care experiences. Hospitals are
utilizing marketing techniques in the hope of finding a more
effective approach to solving the problems of declining census,
attracting physicians and resources, and building strong community
commitment to their institutions.18

This swelling demand for patient feedback has led to the devel-
opment of patient satisfaction gquestionnaires in every conceivable

health care environment. In addition to hospitals, surveys have

been conducted in family practice clinics, health maintenance




organizations, nursing homes, and many other health care facilities
in an effort to measure patient satisfaction levels.lg'zo'zl'22
In their preoccupation with consumer opinions, these studies
focused more on the levels of satisfaction expressed by respondents
than on the quality of data obtained from the surveys. In a review
of over one hundred studies, John Ware found only a handful that
even reported reliability estimates for patient satisfaction mea~
sures.23 He pointed out the fallacy in drawing conclusions about
the usefulness of these surveys without taking into account how
well satisfaction was actually measured.

These patient satisfaction questionnaires have provided the
much needed impetus for new research into the development of tech-
niques to assess the reliability and validity of survey instru-
ments. Ware, Hulka, 2Zyzanski, and Aday have conducted studies on
patient satisfaction using state of the art statistical techniques

24,25,26,27 Different scal-

to measure reliability and validity.
ing techniques also have been used in studies of patient satisfac-~
tion. Most of the instruments have used single-item measures to
assess patient satisfaction even though multi-item scaling tech-
niques have been shown ¢to yield more reliable and valid re-
sults.28 Multi-item scales measure satisfaction along a
continuum as opposed to the simple "yes"™ of "no" responses elicited
by the single item measures. Several valid techniques have been
used to construct satisfaction scales, including the Method of

Equal-Appearing Intervals (Thurstone scale), the Method of Summated

Ratings {Likert scale), and Scalogram Analysis (Guttman




scales).29'3°’31

The majority of the state of the art survey
ingstruments have utilized one of these scales to measure patient
satisfaction. In addition to multi-item scales, the use of
positively and negatively worded questions has proven valuable in
measuring the reliability of survey items as well as the
reliability of responses to the questiormaire.43

Increasing emphasis has been placed on the measurement of spe-
cific dimensions of health care which affect patient satisfaction
as opposed to the general satisfaction levels measured by earlier
surveys. The use of sophisticated statistical techniques and
multi-item scales have enabled social scientists to identify and
measure specific factors which affect patient satisfac-

32,33,34

tion. Ware discusses a taxonomy of patient satisfaction

which identifies and defines the major characteristics of providers
and medical care services that influence patient satisfaction.35
This taxonomy serves as a basis for grouping results in terms of
the dimensions of satisfaction studied and as a standard against
which to judge the comprehensiveness of a particular questionnaire,
Some research efforts have concentrated on one or two dimen-
siong which purport to influence patient satisfaction with the
health care encounter while others have measured several

36,37,38,39,40,41 Ware, Snyder, and Chu conducted

factors.
extengive literature reviews and identified twenty factors
affecting patient satisfaction with health care.42 Through the

use of factor analytic techniques, they were further able to reduce

the number of factors which influence patient satisfaction to five




dimensions: (1) quality of care; (2) accessibility/convenience;
(3) finances; (4) physical environment; and (5) availability. The
reliability and validity of these factors have been confirmed and
future research efforts should, therefore, be designed to encompass
most, if not all, of these factors.

The review of the 1literature also revealed an interesting
correlation between patient satisfaction and health and illness
behavior. Satisfied patients have been found to utilize more
services than less satisfied consumers. Additionally, patients are
thought to choose services which 1increase their satisfac-

tion.44'45'46

These findings motivate <civilian hosgpitals to
satisfy patients' needs in the belief that satisfied consumers will
frequent their facilities more often. Ironically, too great an
increase in patient satisfaction could be detrimental to the mili-
tary health care system as the greater use of services caused by
the improved levels of satisfaction might overwhelm. the already
undermanned medical treatment facilities.

Sociodemographic factors also have been shown to correlate with
patient satisfaction. Studies have been conducted which indicate
that age, education, family size, income, race, and other variables
affect patients' perceptions of health care. Results of these
research efforts have shown that satisfaction varies with the di-
mension of health care being measured. For example, higher income
persons tend to be more satisfied with accessibility/convenience

but less pleased with continuity of care.52 Unfortunately, some

studies provide contradictory results concerning the effects of




socioeconomic and demographic factors on patient satisfaction.
This area should be researched more thoroughly as the ability to
measure satisfaction differences among populations could provide
valuable information for health care planners.

Questionnaire design has been given much more thought and em-
phasgsis in recent years. In addition to multi-item scaling tech-
niques and polar-paired questions, much effort has gone into the
formulation of individual gquestions and the format of question-
naires. According to Ware, reliability is a function of two
measures: (1) the extent to which items are homogeneous and (2) the
length of the survey.53 Morrison has identified three elements
as essential to a good survey instrument: (1) brevity; (2) simplic-
ity; and (3) attractiveness.s4 The American Psychological Asso-
ciation has published an entire text on the caveats to the design
of a reliable and valid questionnaire.55 The ideal questionnaire
would be attractive and simple and would contain the minimum number
of questions necessary to assure its validity and reliability.

This researcher attgmpted to apply principles learned from a
review of the multitude of studies conducted in the area of patient
satisfaction. Validated dimensions of health care were utilized in
this study along with a multi-dimensional scale and positively and
negatively worded survey questions in an effort to produce a survey
instrument which would reliably measure patient satisfaction with

health care.
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STATEMENT OF THE PROBLEM

The problem was to construct, field and evaluate a patient sat-

isfaction questionnaire which would measure specific causes of pa-

tient

satisfaction and dissatisfaction with services provided

within clinics at an Army medical treatment facility.

DEFINITIONS

For an explanation of the terminology used in this study, refer

to Appendix A,

OBJECTIVES

The objectives of this research project were:

1.

To identify the target population from which to draw the
sample.

To ascertain the appropriate sample size which would allow
statistical inferences to be made.

To test the reliability of the results of the previous
patient satisfaction questionnaire conducted at Kenner Army
Community Hospital (KACH),

To design a survey instrument which accurately measures
specific causes of consumer satisfaction and
digsatisfaction with the Internal Medicine and Gynecology
Clinics at KACH.

To field the patient satisfaction questionnaire.

To analyze and interpret the results of the survey.

To make recommendations contingent upon the results of the
study.

=]ll-




CRITERIA

The patient satisfaction questionnaire fielded for this research
project consisted of two batteries of questions. The first set of
questions, hereafter called the battery I questionnaire, mirrored
the queries from the 1983 study and polled overall consumer satis-
faction with hospital clinics. The second, and more important,
group of questions, referred to as the battery II questionnaire,
measured specific factors which affect patient satisfaction and dis-
satisfaction within designated clinics.

Comparison of the results of the battery I questionnaire con-
cerning overall satisfaction with the findings of the 1983 survey
served as a reliability measure of the questions used in both stud-
ies. A one-way analysis of variance (ANOVA), described by Iversen
and Norpoth, was used to compare the overall mean responses to the
two survey instruments.56 In this test, the composite mean for
the eighteen clinics from the 1983 study was compared with the com-
posite mean for the same c¢linics evaluated by the battery I ques-
tionnaire of this project. The level of significance for this test
was established at alpha equals .05. The null hypothesis stated
that no significant difference existed between the composite mean
for the eighteen clinics surveyed during both years. Acceptance of
the null hypothesis would indicate that there had been no signifi-~
cant change in the overall mean response since the administration of

the survey in 1983,

-12-




Responses indicating satisfaction with an individual clinic were
analyzed by a two-tailed Z-test to determine if a significant change
in patient perception concerning a particular clinic had occurred in
the interim between the administration of the two ques-
tionnaires.57 The mean response attained on the two surveys for
each of the eighteen clinics was contrasted by the Z-test. The null
hypothesis stated that there was no significant difference between
the mean response for a particular clinic surveyed during both
years. A significant level of alpha equals .05 was also established
for this test. Acceptance of this null hypothesis would mean that
patient satisfaction with a specific clinic had not changed since
the last survey.

The battery II questions measured specific causes of satisfac-
tion and dissatisfaction with the Internal Medicine and Gynecology
Clinics at KACH. These particular dimensions of medical care, which
have been isolated and validated through extensive statistical
analyses, were presented and discussed in the 1literature review
section. The emphasis in this study was to measure the reliability
of the questionnaire in soliciting responses to the proven causes of
patient satisfaction and dissatisfaction. Polarized questions were
employed in the questionnaire design to measure the specific dimen-
sions which affect patient perceptions of medical care. A positive
response to one question was expected to elicit a negative response
to the corresponding polar question. The correlation for parallel
measures, as described by Carmines and Zeller, was used to test the

reliability of the paired quest:icms.58 The square root of this

-13—




correlation measured the strength of the relationship between the
polar questions, with a score of one equaling a perfect associa-
tion. A reliability estimate of .5 was established as the minimum
acceptable criterion for each pair of responses in the battery II
questionnaire. This criterion is considered significantly high as
reliability coefficients of .4 and .5 have been widely cited in the
literature as acceptable for social science research which relies
upon subjective human opinions and behaviors from which to draw its
conclusions rather than upon concrete, scientific data.59'6o’6l
In addition to measuring the reliability of the polar-paired
questions, the mean satisfaction level for each cause of patient
satisfaction and dissatisfaction was calculated. The mean response
to the positively worded polar-paired question was perceived by the
researcher to represent the level of patient satisfaction with a
particular dimension of health care. A two-tailed 2-test, as
described by Isaac and Michael, was used to contrast patient satis-
faction between the Internal Medicine and Gynecology Clinics.62
With the 1level of significance set at alpha equals .05, this
technique tested the null hypothesis that no significant difference
existed between the two clinics in patient perceptions concerning
specific dimensions of care. This test was conducted for the nine

factors of health care evaluated in this study.

LIMITATIONS
The following factors restricted the researcher in the conduct

of this study:
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The population estimates for the Kenner Army Community
Hospital catchment area used in this study were from Fiscal
Year 1983. While these estimates are the most recent
available, the numbers and stratification of beneficiaries
may have changed slightly since the publication of these
statistics.

Nonavailability of Air Force, Navy and Marine personnel
rosters restricted the telephonic survey to Army personnel
and their family members.

Survey participants were identified through the Defense
Eligibility Enrollment Reporting System (DEERS). Informa-
tion from the Office of Civilian Health and Medical Program
of the Uniformed Services (OCHAMPUS) indicates that only
about seventy percent of the family members of retirees are
presently enrolled in the DEERS system.63 As a result,
some eligible ' beneficiaries probably were artificially
excluded from participation in the survey.

The interviewers did not have access to toll-free telephone
extensions for the conduct of the survey. Because of this
limitation, only beneficiaries listed in the local
telephone directory were included in the study.

The time frame for completion of this study precluded re-

fielding of this questionnaire at a later date as a longi-
tudinal measure of reliability of the survey instrument.

ASSUMPTIONS

The following assumptions were made for the conduct of this

research study and were predicated upon the use of a telephonic sur-

vey for the administration of the survey.

l.

The active duty population is homogeneous and changes in
personnel do not significantly affect the stratification or
the perceptions concerning the quality of medical ser-
vices. The grade structure of active duty soldiers remains
relatively constant as transferred soldiers are replaced by
those of comparable rank and military occupational special~
ty (MOS). Because of the similar demographics and military
experience of personnel of the same grade and MOS, it is
assumed that their opinions concerning medical care will
also be similar. Inherent in this assumption is constancy
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The

in the types and numbers of military units stationed at
Fort Lee. No significant changes in unit composition or
type have occurred between the fielding of the 1983 study
and the completion of this research effort.

Opinions of Army active duty personnel, their family mem-
bers, and Army retirees and their family members reflect
the feelings of their Air Force, Navy and Marine counter-
parts who are eligible for care at KACH.

The population within a fifteen mile radius of Fort Lee is
representative of the total population served.

RESEARCH METHODOLOGY

steps to accomplish the research objectives were as follows:

Identification of the population size and distribution were
determined from the fiscal year 1983 outpatient catchment
area population estimates computed by Department of the
Army Resources, Management, Programming, Evaluation and
Systems Division. A copy of the document provided by this
agency is included at Appendix B.

Telephone sampling for this study was restricted to an
approximate fifteen mile radius of KACH as defined by the
geographic area encompassed in the local telephone direc-
tory listings.

Stratification was used to control the representativeness
of the sample, that is, to insure the similarity between
the sample and the population in the proportion of cases
falling into each of the different strata. Stratified ran-
dom sampling was accomplished by chance selection from the
stratified population. Active duty and retired personnel
and their dependents were each classified into four cate~-
gories: (1) field grade officers and above; (2) company
grade and warrant officers: {3) noncommissioned officers in
grades E-6 and above; and (4) enlisted personnel in grades
E-5 and below. Printouts by grade and social security
account number were obtained from the ALPHA roster for
active duty soldiers and from the Retirees Affairs Branch,
Army Community Services for retirees. The sample of family
members for this survey was drawn by cross-referencing
these rosters with the data files in the DEERS computer.

Sampling without replacement was used in the fielding of
this questionnaire. Sample size (n) was determined by the

formula
n = Nz%pg
d
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utilizing a ninety-five percent confidence interval where
q=l-p, p=.5 and d=.05.%54 Based upon the total population
estimate of 23,701 for the KACH catchment area, a sample
size of 378 was calculated. This figure represented the
number of battery II questionnaire responses required for
the study. It was estimated that the sample size would
have to be increased by approximately twenty percent to
account for those survey participants who had not visited
either the Gynecology or Internal Medicine Clinic and would
not respond to the questions which addressed specific
causes of satisfaction and dissatisfaction with health care.

The design of the patient satisfaction questionnaire was
based upon a review of other survey instruments with
questionnaire items patterned after validated ques-
tions.65, 66, 67 The questionnaire contained twenty-
five items and was divided into three areas of interest.
The first five questions provided demographic and
background information to enhance the knowledge of the
patient population. The next question mirrored to the
survey instrument used in the 1983 study and was called the
battery I questionnaire. This item elicited responses
concerning general satisfaction with eighteen departments
within the hospital. The remaining questions, identified
as the battery II questionnaire, measured specific causes
of patient satisfaction and dissatisfaction within the
Internal Medicine and Gynecology Clinics. A copy of the
patient telephonic survey used in the pilot study is at
Appendix C. A copy of the earlier survey instrument is
attached at Appendix D.

The battery I and battery II questionnaires incorporated a
nine-point Likert scale to measure patient satisfaction
along a continuum. A multi-item measure, such as the
Likert scale, was identified in the literature review as a
valid and preferred methodology for use in opinion sur-
veys. This measurement scale was consistent with the pre-
vious study which allowed for the direct comparison of
results.

The battery II questions, limited in scope to the Gynecol-
ogy and Internal Medicine Clinics, were designed to measure
proven causes of patient satisfaction and dissatisfaction
with medical care. These causes, as mentioned earlier in
this chapter, have been tested and validated as factors
which affect patient satisfaction with the health care en-
counter. Within each of these major categories are sub-
factors around which the individual survey questions were
designed. Two questionnaire items, constructed as polar-
paired responses, were composed for each subfactor as an
internal reliability measure of the questions. The major
dimensions and their subfactors are listed here, followed
by the numbers which correspond to the questionnaire items
which address each subfactor.
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1.

2.

MAJOR
DIMENSION

Access to Care

Availability of

Resources

Physician/Staff
Conduct

SUBFACTOR

Availability
of Appointments

Waiting Time

Doctors

. Facilities

Quality of Care

QUESTIONNAIRE
ITEM

6,15

7,10

b. Humaneness 13,19

¢c. Caring 14,21

d. Courtesy 11,24

The number of questions per subfactor was intentionally
limited to two items to keep the survey brief. Two
additional questions were asked to assess patient percep-—
tions of the Internal Medicine and Gynecology Clinics in
comparison with similar clinics at other military hospi-
tals. These items are numbers 12 and 22 on the question-
naire.

A telephonic survey was the selected methodology for the
administration of this questionnaire. A high response
rate was desired and telephonic questionnaires have been
shown to elicit higher response rates than some other sur-
vey techniques.68 This technique also had worked very
effectively in the previous survey effort at KACH. Red
Cross and Army Community Service volunteers were solic-
ited to administer the survey instrument. Instruction was
provided by the researcher to insure consistency of the
interview technique among the volunteers and to minimize
interviewer bias. A copy of the interviewer's instruc-
tions is at Appendix E. Volunteers placed telephone calls
during both daytime and evening hours in their efforts to
contact all participants.

A telephone pilot test was conducted to evaluate the ques-
tionnaire and to uncover any possible interviewer preju-
dice, A second pilot survey was performed within the
Internal Medicine and Gvnecology Clinics using a self-
administered questionnaire. This pilot test was to serve
as a reliability measure for the telephonic pilot survey.
The questions on this survey were identical to the tele-
phonic one with only the instructions modified for self-
administration. This clinic questionnaire is attached at
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Strongly
Disagree

Appendix F. Clinic receptionists received instructions on
how to distribute and collect the questionnaires and how
to respond to questions. Modifications were made to the
survey based upon the results of the two pilot tests.

The parent survey was administered and the results encod-
ed, analyzed, and interpreted. Responses to the first
five questions of the survey were used to develop a demo-
graphic profile of the respondents. Analyses of the bat-
tery I questions were accomplished through the use of two
statistical techniques. First, a one-~way analvsis of
variance was performed to test the null hypothesis that
there was no significant difference between the composite
mean responses for the eighteen clinics surveyed during
the 1983 study and the present one, Secondly, a
two-tailed Z-test was used to determine if a significant
change in patient perceptions concerning specific clinics
had transpired between the administration of the two
questionnaires. The null hypothesis for this test stated
that there was no significant difference between the mean
response for a particular clinic surveyed during both
studies. A significance level of .05 was established for
both tests.

The dimensions of medical care selected for the battery II
questions were chosen, as mentioned earlier, because of
their known validity. The thrust of the analysis for this
research effort was to test the reliability of this survey
instrument in measuring these proven factors. The polar-
paired questions were designed to measure the internal
reliability of the questionnaire items. This paired ques-
tion technique is illustrated in figure 1 with perfectly
correlated responses to the polar items.

FIGURE 1
POLAR-PAIRED QUESTION TECHNIQUE

Neutral Strongly
Agree

Its hard to get an appointment for this clinic.

X

2 3 4 5 6 7 8 9

X

2 3 4 5 6 7 8 9
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- e,

The correlation for parallel measures was used to test the
reliability of the battery II questions. The square root
of this association of the polar-paired questions was
established as the reliability estimate with a minimum
acceptable criterion of .5. The mean responses to the
positively weighted battery II questions represented a
measurement of patient satisfaction with the specific
dimensions which affect perceptions of medical care. A
two-tailed Z-test was performed to detect any differences
in these perceptions between the Internal Medicine and
Gynecology Clinics. The level of significance was
established at the .05 level. BAny significant difference
in patient perceptions between clinics would indicate that
patients are more or less satisfied with a particular
dimension of health care within a specific clinic.

Computer support for this project was provided by the Army

Logistics Management Center (AIMC), Fort Lee, Virginia through the

B6810 Burroughs Mainframe Computer. The survey data were analyzed

s s 9
by use of BMPD statistical software.6 A representative from

ALMC assisted the researcher in the entry of data into the computer

and in the analysis and interpretation of results.
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II. DISCUSSION

GENERAL APPROACH

The discussion of this research effort will be divided into two
principal sections: (1) the pilot patient satisfaction question-
naire and (2) the parent patient satisfaction questionnaire.
Examination of the pilot surveys will include a review of the ad-
ministration of the questionnaire along with an analysis and inter-
pretation of the results of the surveys. Modifications to the
questionnaire and the method of administration dictated by the
results of the pilot studies also will be elaborated on. The par-
ent patient satisfaction questionnaire will then be discussed fol-

lowing the same outline as the examination of the pilot studies.

THE PILOT PATIENT SATISFACTION QUESTIONNAIRE

The pilot patient satisfaction questionnaire was fielded both
telephonically and within the 1Internal Medicine and Gynecology
Clinics. Administration of the survey in the clinics was designed
to serve as a reliability check of the telephonic questionnaire and
to explore the feasibility of using the clinic environment to con-
duct future survey efforts. The instructions for both surveys were
worded to eliminate duplicate polling of the same beneficiary in

the clinic and by telephone.
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FIELDING THE PILOT SURVEYS

The Pilot Telephonic Questionnaire

The first step in the conduct of the pilot telephonic question-
naire was the determination of the sample size and stratification.
While most texts on social science research recommend the conduct
of a pilot test, the researcher could find no consensus on an ap-

propriate sample size for a pilot study.l'2

A sample size equal
to twenty percent of the total of the parent study was determined
to be adequate by this writer. This percentage equated to a sample
size of 76 based upon the figure of 378 required for the larger
survey. A sample of one hundred beneficiaries was selected in
order to allow a margin of approximately twenty-five percent for
unusable questionnaires (i.e., improperly completed forms, incon-
sistent responses), refusals to participate in the study, and un-
contactable survey participants. This percentage is consistent with
the results of the 1983 study conducted at Kenner Army Community
Hospital.3

Seven Red Cross and Army Community Services interviewers were
used during the conduct of the pilot telephonic survey. The volun-
teers were each given a list of approximately fifteen names divided
into the desired stratification groupings. They were cautioned to
interview only the persons named on the list and not any other fam-

ily members so that the proper stratification of the respondents

would be maintained. The interviewers were counseled to attempt to
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contact a person a minimum of three times and to call at different
times during the day and evening. If they were unable to complete
any interview, they annotated the reason next to the person's name

on their list of contacts.

The Pilot Clinic Questionnaire

A pilot patient satisfaction questionnaire was admiﬁistered for
one day in the Internal Medicine and Gynecology Clinics during the
same time frame as the conduct of the pilot telephonic study. A
total of thirty questionnaires were distributed to each clinic for
this pilot study. This survey was self-administered with each
patient asked to complete a questionnaire while he or she was wait-
ing to see a provider. Surveys were handed out until the supply
was exhausted with no attempt made to select participants based
upon stratification. The questionnaire results, however, provided
demographic information which allowed the researcher to retrospec-
tively determine the stra;ification of the sample.

Clinic receptionists were responsible for the distribution and
the retrieval of the questionnaires. They were briefed on their
responsibilities and their importance to the success of the survey
effort. Clipboards and pencils were provided to participants to

facilitate the completion of the questionnaires.
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ANALYSIS OF RESULTS

Encoding Data from the Pilot guestionnaires

The researcher manually entered thz2 responses to the question-
naires into the Burroughs computer with assistance provided by the
Army Logistics Management Center (ALMC) representative. Five cate-~
gories of respondents were identified during the data entry pro-
cess: (1) telephonic respondents who answered the battery II
questions about the Internal Medicine Clinic; (2) telephonic re-
spondents who answered the battery II questions about the Gynecol-
ogy Clinic; (3) clinic respondents who answered the battery 1II
questions about the Internal Medicine Clinic:; (4) clinic partici-
pants who responded to the battery II questions about the Gynecol-
ogy Clinic; and (5) respondents who did not answer the battery II
questions. Each completed questionnaire was assigned a case number
and each case contained forty-seven input variables corresponding
to items on the survey instrument. The descriptive data from the
telephonic and clinic pilot surveys, to include the case variables
and their frequencies, means, and standard deviations, are present-

ed in Appendix G.

Responses to the Pilot Telephonic Questionnaire

In the pilot telephonic survey, seventy-four persons were con-

tacted from the gross sample size of one hundred. Only two persons
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refused to answer the questionnaire equating to a very high re-
sponse rate of 97.3 percent (72/74). The completion rate for the
questionnaires, that is, the number of completed questionnaires
divided by the sample size, was a much lower seventy-two percent
(72/100). 1In addition to the two refusals, several other factors
contributed to the low completion rate. The principal cause was
the illness of one interviewer which prevented her from contacting
thirteen people on her list. Other reasons for failure to complete
interviews were: (1) incorrect telephone numbers; (2) disconnected
telephones; (3) no answer after three or more attempts; and (4)
illnesses or deaths of persons. The volunteers reported that the
questionnaire was easy to administer and was well received by the
respondents.

The returned questionnaires were screened for completeness. Of
the seventy-two completed surveys, sixty were utilized in the
analysis. Two problems accounted for the discarding of the other
twelve questionnaires. In one instance, an interviewer failed to
specify whether the battery II responses applied to the Internal
Medicine or the Gynecology Clinic. The other problem focused on
the format of the questionnaire. The battery I items were listed
too closely together which caused interviewers to occasionally
circle two responses on one line and invalidate the answers,

A review of the usable questionnaires revealed that thirty-two
of the sixty respondents had answered the battery I and battery II
questions. The remaining twenty-eight persons had not utilized

either the Gynecology or the Internal Medicine Clinics and could
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offer no responses to the battery II questions. Table 1, page 33,
profiles the sampling results from the pilot telephonic survey.
The table reflects the consistent underrepresentation of the en-
listed E-5 and below population in the pilot survey. The illness
of the volunteer and the discarding of some questionnaires caused
this imbalance in the stratification of the sample. Data in the
table also reveal that usage of the Gynecology and Internal
Medicine Clinics does not break down evenly among the stratified
groups. As would be expected, the family members of active duty
and retirees constituted the bulk of the users of the Gynecology
Clinic while elderly beneficiaries frequented the Internal Medicine

Clinic more often than younger consumers.

Responses to the Pilot Clinic Questionnaire

Of the the sixty questionnaires distributed to the Internal
Medicine and the Gynecology Clinics during the pilot clinic survey,
fifty-six were returned. One person in the Gynecology Clinic re-
fused to complete the questionnaire while only twenty-seven pa-
tients were seen in the Internal Medicine Clinic on the day the
questionnaire was administered. These figures equal a completion
rate of 93.3 percent (56/60) and a response rate of 9B.2 percent
(55/56) for the pilot clinic study. Clinic personnel reported few
complaints or questions from patients concerning the completion of

the surveys.
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TABLE 1

SAMPLE SIZE FOR PILOT TELEPHONIC QUESTIONNAIRE

Gross! Desired? Total3 # Usable? # Responses to Battery 115
Stratification Sample Sample Surveys Surveys Questions

Active Duty

Field Grade and above 2 1 2 2 1/0
Company Grade and WOs 4 2 3 4 0/1
Enlisted E-6 and above 6 4 4 3 0/0
Enlisted E-5 and below 14 11 7 6 0/1
Family Members
of Active Duty
Field Grade and above 3 2 3 2 0/1
Company Grade and WOs 4 3 4 3 0/2
Enlisted E-6 and above 8 6 6 5 1/3
Enlisted E-5 and below 11 8 6 4 0/3
Retirees
Field Grade and above 5 4 4 2/0
Company Grade and WOs 2 1 2 1 1/0
Enlisted E-6 and above 15 13 14 12 5/0
Enlisted E-5 and below 1 1 1 1 1/0
Family Members
of Retirees
Pield Grade and above 5 4 4 3 1/1
Company Grade and WOs 2 1 1 1 0/1
Enlisted E-6 and above 17 14 10 9 3/4
Enlisted E-5 and below 1 1 0 0 0/0
15/17
Total 100 76 72 60 32

1 allows for 25% unusable responses.

2 20% of sample size of parent study.

3 Includes those responding to battery I and/or battery II questions.

4 Total # surveys minus discarded surveys.

5 # respondents obtained from the # of usable questionnaires. Internal Medicine

respondents listed first followed by Gynecology respondents. Total block for this column
lists totals by clinics above overall total for Battery II Questionnaire.
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All of the returned questionnaires from the Gynecology Clinic

were usable while twenty-four of the twenty-seven surveys from the
Internal Medicine Clinic were acceptable. Failure to complete all
the pages of the questionnaire surfaced as the cause for rejection
of the three surveys from the Internal Medicine Clinic.
The lack of adequate spacing between items in the battery I ques-
tionnaire caused problems in the clinic study just as it had in the
telephonic survey. In addition, some of the written responses to
the demographic questions were illegible and had to be discarded.
Of the fifty-three usable questionnaires in the pilot clinic study,
forty-six contained completed battery II questions. Seven respon-
dents were first-time clinic users and, as directed by the ques-
tionnaire, did not answer the battery II items.

Table 2, page 35, shows the sampling results from the pilot
clinic survey. The figures in this table represent the actual
stratification of the users of the Internal Medicine and Gynecology
clinics on the day the survey was conducted. The highest users of
the clinics for that day were family members of - irees, followed

by family members of active duty, retirees, and . 72 duty.

Demographic Profile of the Pilot Studies

The responses to the demographic questions from the pilot sur-
veys indicated that the average respondent from the 113 partici-
pants utilized the services at Kenner Army Community Hospital 5.83
times in the past year and 17.42 times over the past three years.

He or she has resided in the Fort lee area for almost eleven years
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TABLE 2

SAMPLE SIZE FOR PILOT CLINIC QUESTIONNAIRE

Desiredl Total #2 # Usable3 # Responses tu Battery 114

Stratification Sample Surveys Surveys __Questionnaires
Active Duty
Pield Grade and above 0 0 0/0
Company Grade and WOs 4 4 3/1
Enlisted E-6 and above 2 2 0/0
Enlisted E-5 and below 1 1 0/1
Family Members
of Active Duty
Field Grade and above 1 1l 0/1
Company Grade and WOs 2 2 0/1
Enlisted E-6 and above 7 6 1/5
Enlisted E-5 and below 5 5 0/5
Retirees
Pield Grade and above 1 1l 1/0
Company Grade and WOs 1 1 1/0
Enlisted E-6 and above 8 7 5/1
Enlisted E-5 and below 3 3 1/0
Family Members
of Retirees
Field Grade and above 0 0 0/0
Company Grade and WOs 2 2 0/1
Enlisted E-6 and above 19 18 7/11
Enlisted E-5 and below 0 0 0/0
19/27
Total 60 56 53 46

1 Column blank except for Total because no attempt was made to stratify the sample.
2 Includes those responding to battery I and/or battery II questions.

3  motal # surveys minus discarded surveys.

4 # respondents obtained from the # of usable questionnaires. Internal Medicine

respondents listed first followed by Gynecology respondents. Total block for this column
lists totals by clinics above overall total for Battery II Questionnaire,

=35=-




and lives approximately 7.4 miles from the hospital. Users of the
Internal Medicine and/or Gynecology Clinics visted the services an
average of twice during the past year and five times over the past

three years.

Comparison of the Results of the Pilot Studies

A one-way analysis of variance test was performed on the bat-
tery I and battery II questions to determine if there was a signif-
icant difference in the responses to the telephonic and clinic
questionnaires. The ANOVA on the battery I questions revealed no
significant differences between the mean responses for the tele-
phonic and clinic surveys in all but four of the eighteen clinics.
It was felt that the small sample size of the pilot studies ex-
plained the deviations in the Internal Medicine, Pharmacy, and
Audiology Clinics and the Inpatient Surgery responses.

The null hypothesis of equality in mean responses between the
telephonic and clinic surveys was accepted for all battery II re-
sponses. This consistency in results between telephonic and self-
administered questionnaires is supported by other studies which
have found that if the questionnaires are similar and interviewer
influence is minimal, then self-administered and interviewer-

administered surveys produce comparable results.4'5
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Comparison of the 1983 Study with Pilot Battery I Questions

Once the comparability of the pilot surveys was confirmed, the
results of the two studies were combined for the remainder of the
analyses. The composite mean of the battery I questions from the
pilot studies was compared with the composite mean of the 1983 sur-
vey by a one-~way analysis of variance to determine if there was a
significant difference between the overall mean responses for all
clinics surveyed during the two studies. The null hypothesis of no
significant difference was rejected at the alpha equals .05 level
of significance. This finding, while not statistically significant
because of the small sample size of the pilot audience, seemed to
indicate a major shift in patient perception between the time of
administration of the previous questionnaire and the pilot ques-
tionnaire. The mean responses for individual clinics were not
analyzed but figure 2, page 38, shows the comparison by clinic of
the 1983 survey with the pilot study. Responses seemed to indicate
that patient satisfaction had improved in almost all clinics with
dramatic results seen in several services. This apparent percep-
tual change will be further explored later in this chapter through

comparison of the parent study with the 1983 survey results.

Reliability Testing of the Battery II Questions

The reliability of the battery II questions from the pilot

studies was tested by the correlation for parallel measures with
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COMPARISON OF MEAN SATISFACTION RESPONSES BETWEEN THE 1983 STUDY AND THE PILOT STUDY
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the square root of the association of the polar-paired questions
expressed as the reliability estimate. Table 3, page 40, shows the
reliability estimates of the positive and negative responses with
the results from the Internal Medicine and Gynecology Clinics com-
bined into one composite measure. Five of the nine factors exceed-
ed the established reliability criterion of .5 and the other four
were close to meeting the standard. It was anticipated that the
larger sample size of the parent study would strengthen the relia-
bility estimate of the other factors to at least the minimum ac-

ceptable level.

Comparison of Satisfaction Measures Between Clinics

The mean responses to the positively weighted questions for the
Internal Medicine Clinic and the Gynecology Clinic represent a
measurement of patient satisfaction with the specific dimensions
which affect perceptions of medical care. Comparison of these
satisfaction measures is illustrated in Figure 3, page 41l. While
not statistically significant because of the small sample size,
the results point to some decided differences in perceptions within
and between the clinics, Among all factors, patients reported
greater satisfaction with the Internal Medicine Clinic than with
the Gynecology Clinic. Substantial preferences were noted in the
areas of availability of appointments, caring, waiting time,
humaneness, and comparison with similar clinics. The lowest satis-

faction levels in both clinics appeared in the factors of waiting
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time and shortage of doctors. Tﬂe results will be further explored
in the parent study but these preliminary findings seemed to indi-
cate that the battery II questions were able to measure differences
in patient perceptions concerning particular dimensions of health

care,

LESSONS LEARNED FROM THE PILOT STUDIES

Telephonic Versus Clinic Survey

The results of the pilot studies provided valuable feedback
about the methods of administration of the survey. Comparison of
the pilot telephonic and clinic questionnaire results caused the
researcher to reconsider the use of the telephonic survey for the
parent study. Many of the original assumptions and limitations of
this project were overcome by the administration of the survey in
the clinics. The most important benefit of the c¢linic
questionnaire was the apility to measure the perceptions of all
clinic users and not just those whose names appeared in the local
telephone directory. This expanded audience included active duty
soldiers who reside in the barracks, personnel who have moved to
the Fort Lee area since the publishing of the telephone directory,
and those beneficiaries who live outside the radius covered by the
phone directory.

Another advantage of the clinic survey which surfaced during

the pilot study was the higher percentage of respondents who

~42-




answered the battery II questionnaire. Only fifty-three percent of
those who completed the telephonic survey responded to the battery
II questions while eighty-seven percent of the clinic participants
completed these items. This differential is significant because it
indicates that the telephonic audience would need to be approxi-
mately forty percent larger than the clinic sample to obtain the
same number of battery II responses. Other advantages of the con-
duct of the survey in the clinic included ease of administration
and a reduced requirement for external resources such as inter-
viewers. These benefits will encourage more frequent use of the
survey and, thereby, enhance its value as a management tool.

One limitation of the clinic survey results from the stratifi-
cation of the sample. This stratification may skew the responses
to the battery I questions because the clinic survey limits respon-
dents to the users of the Internal Medicine and Gynecology Services
and does not accurately reflect the demography of the overall popu-
lation supported by the hospital. While this limitation m«_ affect
the comparison of the results of the battery I questions with the
1983 study, it was considered more important to obtain a high rep-
resentation of clinic users in the survey in order to measure ac-
curately the causes of satisfaction and dissatisfaction within
specific clinics. Because of the overriding advantages of the
clinic survey methodology, the researcher decided to administer the
parent study in the Internal Medicine and Gynecology Clinics rather

than telephonically.
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Modifications to the Questionnaire

No major shortcomings with the questionnaire design were un-
covered during the pilot studies. However, several minor modifica-
tions to the format were incorporated to improve the survey. Among
the battery II questions, the word "military" replaced "Army" in
questions fourteen and eighteen which address how the quality of
care within a clinic compares with similar clinics at other hospi-
tals. This change was accomplished to encourage responses to these
items by all beneficiaries, Army, Navy, and Air Force alike. Other
improvements to the clinic questionnaire included: (1) the assign-
ment of a code number to each item on the questionnaire to aid in
the computer entry of the data; (2) the elimination of the require-
ment to write out responses to certain demographic questions by
bracketing responses into intervals; (3) the placement of a con-
tinuation statement at the bottom of each page of the questionnaire
to reduce the likelihood of incomplete questionnaires; and (4) an
increase in the spacing between battery I questions to reduce the
possibility of inadvertent multiple responses to a single item.
The revised questionnaire, which was fielded in the parent study,

is at Appendix H,
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THE PARENT PATIENT SATISFACTION QUESTIONNAIRE

FIELDING THE SURVEY

The parent patient satisfaction questionnaire was £fielded in

the Internal Medicine and Surgery Clinics over a period of three
weeks during March and April 1984. A total of 300 questionnaires
were distributed to each clinic, a figure which included a thirty
percent surplus over the required sample size of 378 to allow for
refusals and unusable questionnaires. Sampling without replacement
was achieved by instructions which asked beneficiaries to not com-
pPlete the survey if they had filled out a questionnaire or partici-
pzted in a telephonic survey within the past month.

Administration of the questionnaire followed the fofmat of the
pilot study. The receptionists and other staff members were brief-
ed anew regarding the purpose of the guestionnaire and their re-
sponsibilities. Every patient was to be asked to complete a
questionnaire while waiting to see a provider. Again, as in the
pilot study, stratification of the respondents was determined
retrospectively from the demographic data obtained from the ques-
tionnaires. It was felt that the time frame allotted for the con-
duct of the survey would result in a representative stratification

of the beneficiaries.
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ANALYSIS OF RESULTS

Encoding Data from the Questionnaire

Responses to the questionnaires wer: manually encoded by the
researcher into the Burroughs computer. The surveys completed dur-
ing this study were assigned to either of two categories:
(1) Internal Medicine Clinic respondents or (2) Gynecology Clinlic
respondents. Each questionnaire was identified by a case number
for accountability and retrievability with each case containing
forty-eight input variables corresponding to items on the patient
survey. If a respondent did not answer a question, then a blank
space was entered for that input variable and it was not tabulated
in the results. Because the survey was conducted by sampling with-
out replacement and no significant differences existed between the
pilot and parent survey questionnaires, the responses from the
pilot study were included in the analysis of the parent study. The
descriptive data from the survey, to include the case variables and
their frequencies, means, and standard deviations, are at Appendix

I.

Responses to the Questionnaire

A total of 413 questionnaires were completed in the Gynecology
and Internal Medicine Clinics with 379 of the surveys containing

usable responses. In the Gynecology Clinic, 279 of the 300
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questionnaires were returned for a 93 percent completion rate. Ten
persons refused to participate in the survey while eleven question-
naires had not been handed out by the end of the survey period. Of
the 279 returned questionnaires, 268 were used in the analysis of
the survey. The other eleven surveys were discarded because re-
spondents had not completed the entire questionnaire. The recep-
tionist indicated that several patients were called for appoint-
ments before they could finish the survey and turned in partially
completed questionnaires. The Internal Medicine Clinic results
were less heartening. Of the 300 guestionnaires distributed in
that clinic, only 126 or 41.6 percent were completed. Eleven bene-
ficiaries declined to participate in the survey while 163 blank
questionnaires remained when the survey was terminated. Of the 126
completed questionnaires, 111 were utilized in the analysis. The
remaining surveys were rejected because of inconsistent responses
or failure by the respondent to complete the entire questionnaire.
The low survey completion rate from the Internal Medicine
Clinic was due primarily to three factors., The most critical rea-
son was the departure on emergency leave of the nurse who was
coordinating the survey effort in the clinic. In her absence, no
other clinic personnel assumed the initiative to see that the ques-
tionnaires were distributed to the patients. Also contributing to
this problem was the absence of the researcher from the hospital
during the weeks of the conduct of the survey. Rotations at civil-
ian institutions and attendance at conferences limited his monitor-

ing of the survey effort. The third cause for the low number of
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questionnaires was the absence of one internal medicine physician
due to surgery. This loss reduced the patient visits in the clinic
by approximately one-third. Notwithstanding these problems, the
total sample size for the survey still exceeded the predetermined
requirement. The stratification of the sample drawn for the parent
survey is shown in Table 4, page 49.

The histogram in fiqure 4, page 50, reveals the high percentage
of retirees and family members who frequented the Internal Medicine
Clinic as compared with active duty personnel and their family mem-
bers. In the Gynecology Clinic, the majority of patient visits
came from the family members of both active duty and retirees. The
representation in both services was consistent with the results of
the pilot clinic studies and with a review of clinic sign-in logs
conducted by the researcher.

The composition of Internal Medicine and Gynecology Clinic
users by grade is illustrated in Figure 5, page 51. The grade per-
centages in this figure include both sponsors and their family mem-
bers. The enlisted E-6 and above category easily dominated the
grade structure of beneficiaries in both clinics. A high percen-
tage of enlisted E-5 and below and family members of junior enlist-
ed soldiers utilized the Gynecology Clinic while relatively low
percentages of the officer categories visited either of the ser-
vices. This beneficiary mix was expected since the number of en-
listed personnel far exceeds the officer strength at Fort Lee, just
as it does at most military installations,

Of the 379 patients whose questionnaires were analyzed in the

study, 313 answered the battery I1I responses. Of the 111 Internal
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TABLE 4

SAMPLE SIZE FOR THE PARENT QUESTIONNAIRE

# Respondents

Total # From I/M From GYN # Responses to Battery 1l
Stratification Respondents Clinic Clinic Questionnaires
Active Duty
Pield Grade and above 2 0 2 0/1
Company Grade and WOs 7 2 5 2/5
Enlisted E-6 and above 16 10 6 8/5
Enlisted E-5 and below 50 1 49 0/31
Family Members
of Active Duty
Field Grade and above 18 1l 17 0/13
Company Grade and WOs 17 1 16 0/10
Enlisted E-6 and above 45 0 45 0/43
Enlisted E-5 and below 26 0 26 0/14
Retirees
Field Grade and above 9 9 0 9/0
Company Grade and WOs 2 2 0 1/0
Enlisted E-6 and above 49 43 6 37/6
Enlisted E-5 and below 2 2 0 2/0
Family Members
of Retirees
Field Grade and above 22 10 12 9/12
Company Grade and WOs 14 4 10 4/8
Enlisted E-6 and above 72 18 54 17/49
Enlisted E-5 and below 8 2 6 2/5
91/202
Total? 359 106 253 293

1 Internal Medicine respondents are listed first followed by Gynecology respondents. Total
block for this column lists totals by clinics above overall total for Battery II
Questionnaire.

2 Total blocks do not include 20 respondents who did not state their status and/or grade.
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the larger parent clinic surveys.

TABLE 5

the survey in the clinic instead of telephonically.

TOTAL NUMBER OF QUESTIONNAIRES USED IN THE ANALYSIS

Responses to

Responses to

Battery I Battery II
Questions Questions
Gynecology Clinic 314 261
Internal Medicine Clinic 150 130
*No Clinic Usge 28 0
Total 492 391

Medicine questionnaires, 96 conﬁgined responses to the battery II
questions while 217 of the 268 Gynecology patients answered the
questions addressing specific causes of satisfaction and dissatis-
faction with health care. These high response rates of 86 and 81
percent respectively supported the rationale for administration of
Table 5, below,
shows the total number of questionnaires analyzed in this study.

The figures represent the combined totals of the pilot studies and

*Pilot telephonic questionnaires which contained no responses

to the battery II questions.

Demographic Profile of Survey Participants

In addition to the stratification of the sample discussed above,

several other demographic questions were asked on the survey.
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of hospital services, longevity in the Fort Lee area, and domicile
distance from Fort Lee are variables which will be profiled in this
section. PFigure 6, page 54, illustrates the frequency of hospital
visits among survey respondents within the past three years. This
histogram does not reflect those who had not used KACH services for at
least three years. The results indicate that the great majority of
consumers visited the hospital at least two to three times annually
over the past three years. This statistic is significant because it
means that the perceptions expressed in the survey belong to frequent
users and are based on a relatively high experience factor with the
hospital services,

A histogram displaying longevity in the Fort Lee area is presented
in Pigure 7, page 55. This graph highlights the fact that the
majority of the survey participants have resided in the Fort Lee area
for more than four years, More families are represented in the
interval of "more than ten years" than in any other grouping. This
stratification by years in residence 1is consistent with the large
number of retirees and their family members in the survey sample,

The final demographic variable to be presented in this section is
domicile distance f£rom Fort Lee. The histogram in Figure 8, page 56,
illustrates the five intervals used to group responses to this
demographic question. Most of the survey participants lived within
ten miles of +the Thosgpital. A surprisingly high number of
beneficiaries reside in excess of twenty miles from the hospital. The
relatively isolated location of Fort Lee and the limited number of

medical treatment facilities outside of the immediate area of
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FIGURE 6

FREQUENCY OF HOSPITAL VISITS WITHIN THE PAST THREE YEARS
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FIGURE 7

PROFILE OF YEARS OF RESIDENCE IN THE FORT LEE AREA
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the installation probably account for this large number of
beneficiaries who travel over twenty miles to receive their medical

care.

Comparison of Battery I Responses with the 1983 Study

A one-way analysis of variance was used to compare the overall
mean responses for the 1983 study and the present one for the
eighteen clinics surveyed during both years. The purpose of this
test of the battery I responses was to determine if there had been
a significant change in patients' general perceptions concerning
outpatient medical care since the conduct of the earlier study.
The null hypothesis was accepted at the .05 level of significance
indicating that there was no significant change in the overall
perception of medical care provided in the clinics.

While the overall perception of <care did not change
significantly from one study to the next, a comparison of
satisfaction within individual clinics revealed some dramatic
shifts in perceptions. A two-tailed 2Z-test was performed to
measure any changes in the mean responses to individual clinics
between the two surveys. The ten clinics which evoked
significantly different perceptions are presented in Figure 9, page
58. The most dramatic changes in perception occurred in the
Optometry and Gynecology Clinics.

The difference in the results in the Optometry Clinic was

probably due, in large part, to the much larger and, theoretically,
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FIGURE 9

CLINICS WITH STATISTICALLY SIGNIFICANT CHANGES IN PATIENT
PERCEPTION BETWEEN 1983 and 1984
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more reliable sample size of the 1984 study. A total of 185
persons rated the clinic in this survey as compared to only twenty-
five in the previous study. No such obvious reason could be found
for the great disparity in results in the Gynecology Clinic
ratings. While the pilot surveys and studies by other researchers
indicated no significant difference in the results between clinic
and telephonic responses, the method of administration cannot be
ruled out as a possible cause of differing results. The
significant differences in mean responses for so many services
indicated that conduct of this survey in the clinic may encourage
different responses than a telephonic interview. The different
stratification in the two studies also may have contributed to the
measured differences in mean responses between the two surveys.
The stratification of the present study may have skewed the
responses to the battery I questions because the clinic survey
limited respondents to the users of the Internal Medicine and
Gynecology Services and did‘ not accurately reflect the demography
of the overall population supported by Kenner Army Community
Hospital.

Another factor which could have contributed to the measured
changes in overall satisfaction with so many clinics is the
transient nature of the military population. Approximately
one-third of the beneficiaries and the staff turnover every year
and these frequent personnel rotations might have had some affect
on the satisfaction ratings. The results obtained in this study do

not repudiate the reliability or validity of the 1983 survey but
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suggest that more testing is necessary among other military
populations. It may be found that the transience of the military
community actually can contribute to substantial shifts in

perceptions in a relatively short period of time.

Reliability Testing of the Battery II Questionnaire

The battery II questionnaire measured known, validated causes
of patient satisfaction and dissatisfaction with medical care. The
strength of the relationship of the polar-paired questions served
as the test of the reliability of each set of questions to measure
a particular dimension of health care. The reliability of the
battery II questions was tested by the correlation for parallel
measures with the square root of the association of the
polar-paired questions expressed as the reliability estimate. A
reliability coefficient of .5 or greater was considered acceptable
for this study. Table 6, page 61, shows the reliability estimates
for the Gynecology and Internal Medicine Clinics as well as the
combined overall estimates.

The results of the reliability testing revealed that, in all
but three instances, the reliability estimate exceeded the minimum
criterion. The three cases all appeared in the Internal Medicine
Clinic with the reliability estimates for <courtesy (.458),
facilities (.441), and quality of care (.207) falling below the
established criterion. The results, especially the very low

correlation for quality of care, raised questions concerning the
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Factors
Appointments
Facilities

Quality of Care
Shortage of Doctors
Courtesy

Caring

Waiting Time
Humaneness

Comparison with Similar
Clinics

TABLE 6

RELIABILITY ESTIMATES OF THE BATTERY II QUESTIONS

Gynecology Clinic Internal Medicine Clinic Overall
.647 .549 .631
.620 .441 .560
.610 .207 .514
.567 .596 .573
.603 .458 .565
.657 .507 .669
.642 .628 .645
.728 .502 .696
.626 .534 .618
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accurate measurement of these factors by the questionnaire. The
smaller sample size of internal medicine respondents probably
affected the reliability estimate more than the researcher had
anticipated. A sample size corresponding to that of the Gynecology
Clinic might have been sufficient to raise the scores for
facilities and courtesy to at least the minimum reliability crite-
rion. The m;xch lower reliability for the quality of care dimension
is more puzzling. It does not appear that an increase in sample
size above could raise the reliability estimate for this factor
above the .5 1level. Considering the much higher reliability
coefficients for the Gynecology Clinic, it is possible that the low
score was an aberration and would be repudiated by another survey
of Internal Medicine Clinic patients.

Other possible reasons for the low correlation on the quality
of care questions also must be investigated. The majority of the
patients in the Internal Medicine Clinic were elderly and their age
and health could have affected their ability to interpret and
answer the questions properly. If this possibility is likely, it
is baffling that responses by these patients did not produce
correspondingly low correlations among the other dimensions of
health care. The wording of the questions concerning quality of
care may have contributed to the low reliability estimate but it is
puzzling that the Gynecology Clinic respondents did not have the
same difficulty in answering the polar~paired gquestions. The
length of the survey and the positioning of the questions within

the survey are other plausible contributors to the extremely low
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reliability correlation for the quality of «care questions,
Refielding of the same questionnaire with a larger sample size
would seem to be the most prudent action. Confirmation or repudi-
ation of the results from that survey would provide better insight
into whether modifications to the quality of care questions are

necessarye.

Comparison of Satisfaction Measures Between Clinics

The positively weighted responses from the battery II question-
naire were used to measure patient satisfaction with the specific
dimensions which affect perceptions of medical care. A comparison
of the mean responses to the positively weighted questions for the
Gynecology and Internal Medicine Clinics provided insight into
perceptual differences among patients regarding treatment in <the
two clinics. PFigure 10, page 64, displays a comparison of patient
satisfaction measures between the Internal Medicine and Gynecology
Clinics. In every dimension of care, the satisfaction level was
higher among medical patients than among gynecology patients. A
two-tailed Z-test showed a significant difference in mean responses
among all factors at the alpha equals .05 level of significance.
These results lend credence to the belief that patients can and do
discriminate among services based upon known causes of satisfaction
and dissatisfaction with medical care.

More important to this study, than the comparison of overall

satisfaction ratings from the battery I questionnnaire, is the

_63_




Factors

Appointments

Facilities

Quality of Care

Shortage of Doctors

Courtesy

Caring

Waiting Time

Humaneness

Comparison with
Similar Clinics

FIGURE 10

COMPARISON OF SATISFACTION MEASURES BETWEEN CLINICS
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insight gained f£from the identification of specific fzctors
affecting perceptions. The mean rating of 7.027 for the Internal
Medicine Clinic and the mean response of 6.736 for the Gynecology
Clinic obtained in the battery I questionnaire indicated a €fairly
high degree of satisfaction with both clinics. The results of the
battery II questionnaire, however, revealed dramatic differences in
patient perceptions concerning care. The results enabled the
hospital staff to identify concrete, specific problem areas within
the Gynecology Clinic that may have otherwise gone undetected. The
results also revealed areas of patient concern in both clinics,
such as waiting time and the shortage of physicians, which received
relatively low marks among respondents in both services.
Consistently low scores from more than one clinic may indicate a
systemic problem which transcends clinic boundaries and adversely
impacts on the entire hospital. Administration of the survey in
other departments would help to pinpoint these systemic problems.
The bottom line appears to be that patients tend to respond more
positively when asked for their general impressions of health care
but are more discriminating in their opinions when probed about

specific dimensions of care.

Comments from Survey Participants

Comments were solicited from survey participants on the last
page of the questionnaire. Patients were encouraged to write down

their opinions concerning any clinic or any aspect of the care
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provided by the hospital. The purpose of the comment section was
to allow participants to amplify on their responses to the
questionnaire or to address any areas not covered in the survey.
It was felt that responses to this portion of the questionnaire
would identify consumers' most important concerns and strongest
opinions since they would have to take the time to write them out.
Approximately nineteen percent of the survey participants
commented on services within the hospital. Of the ninety-four
people who wrote comments, thirty~four had €favorable opinions,
fifty expressed dissatisfaction, and ten wrote both positive and
negative remarks. Most of the comments were of a general nature
and mirrored responses to the battery II questions. The comments
did, however, identify some specific patient concerns. Respondents
voiced the greatest dissatisfaction with the waiting time for
prescriptions. Additionally, a couple of practitioners were
identified as being rude and unprofessional. Sick call procedures
also were criticized but no specific reasons for dissatisfaction
with the procedures were given. On the positive side, the comments
repeatedly cited the excellent care provided by the staff but
rarely made specific reference to a provider or a clinic. As
expected, people seemed to be more vocal in expressing complaints

than in voicing satisfaction with care.
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LESSONS LEARNED FROM THE STUDY

Several problems were observed during the administration and
analysis of the patient satisfaction questionnaire which require
resolution prior to refielding of the instrument. The major
problem, the low reliability estimates for some factors in the
Internal Medicine Clinic, was discussed earlier in the chapter,
This section will focus on flaws in the administration, design, and
wording of the questionnaire which were uncovered during the

fielding of the survey.

Adnministration of the Questionnaire

Selection and supervision of clinic coordinators to monitor the
distribution and collection of questionnaires surfaced as a major
problem in the Internal Medicine Clinic. The low number of
questionnaires returned from the clinic pointed out the critical
importance of active involvement and commitment on the part of the
clinic staff to the success of the survey effort. The prolonged
duration of this survey tended to dampen the enthusiasm of the
receptionists and erode their dedication to the project. The loss
of the coordinator c¢u emergency leave only served to exacerbate the
problem. The receptionists in the Gynecology Clinic were
self-motivated and, with the encouragement of the supervisor,
persevered in the distribution and collection of the surveys. From

the feedback from the staff in the clinics, it is obvious that the
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researcher failed to anticipate the cumulative motivational impact
of the lengthy survey administration. Greater involvement by the
researcher might have helped to keep the staff of the Internal
Medicine clinic more enthused about the project and might have

resulted in a larger sample size.

Modifications to the Questionnaire

The results of the survey revealed areas where changes in the
questionnaire are needed. The questions concerning the frequency
of visits to the hospital (question three) and the frequency of
visits to the clinic (question six) caused some confusion among
respondents. The intent of the questions was to determine the
number of visits to the hospital within the past year and within
the past three years. A cumulative number, including visits within
the past year, was the desired response to the query concerning
vigits Auring the three year period. During the data encoding
process, the researcher noted some inconsistencies in the responses
to these questions. Some patients indicated monthly use of the
hospital services over the past year while recording an average of
only one visit a year over the past three years., Additionally,
many respondents who had not lived in the area for more than one
year (as determined from question four), completed the item
concerning the use of services within the past three vyears.
Rewording of these demographic questions to eliminate the am-
biguity- and confusion should be accomplished prior to refielding of

the questionnaire.

-68-




Some participants had trouble-following the directions for the
battery I questionnaire. The instructions asked the respondents to
circle the appropriate answer. Many persons, however, failed to
circle any number next to some of the items. They consistently
circled responses for services they had used but, instead of
circling the zero, left the line blank for services they had not
used. Rephrasing of the directions is necessary to emphasize the
marking of a response for all departments, even those never used by
the respondent. Another problem with the battery I items concerned
the location of a particular question. The query concerning the
Social Work Service/Community Mental Health Activity was placed too
near to the top of the page which caused it to be inadvertently
overlooked by many survey participants. This error resulted in
fewer people responding to this item than any other on the
questionnaire. Relocation of this questions should remedy this
problem.

The change in the nomenclature of the scale responses between
battery I and battery II questions may have confused some
respondents. It was noticed during the data encoding that some
people continued to mark one or nine for the battery II questions
just as they had done in the battery I items. This pattern
resulted in inconsistent responses to the battery II questions and
adversely affected the reliability estimates of the polar-paired
questions. More explicit directions or a reorganization of the
questionnaire format is needed to alert people to the change in the

response rating scheme.
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Review of the responses to the battery I and battery II
questions revealed a very high number of responses at the one, five
and nine levels on the Likert scale. This observation seemed to
indicate that either the nine point scale was not as discriminating
as desired or that most people's opinions lay at the extremes or
ceﬁter of the scale. A possible solution to this problem is the
use of more explicit directions to encourage more varied
responses. Another alternative which should be considered is the
elimination of the neutral r. . .nse, At least one other study has
used this technique to force either a positive or negative
decision.6

The length of the questionnaire may have accounted for the
failure of some people to start but not finish the entire
questionnaire. The lack of numbered pages may also have
contributed to this problem. Numbering the pages and shortening
the questionnaire should help to alleviate this shortcoming. The
questionnaire should be refielded after the incorporation of the

modifications to determine if the problems have been resolved.
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III. CONCLUSIONS AND RECOMMENDATIONS

CONCLUSIONS

The results of this study indicated that the patient satisfac-
tion questionnaire does provide valuable information concerning pa-
tient satisfaction with the medical care provided at Kenner Army
Community Hospital. The battery I and battery II guestions provided
insight for the commander and staff into the patients' perceptions
of strengths and weaknesses within the hospital clinics. This sec-
tion will relate the conclusions drawn from the results of the two
batteries of questions.

The battery I questions were fielded as a longitudinal relia-
bility test of the 1983 study at KACH, The results indicated no
significant change in the overall satisfaction level with hospital
services but revealed dramatic changes in perceptions concerning
individual clinics. These substantial differences in satisfaction
levels seemed to indicatg one of two possibilities; either patients®
opinions of services have improved substantially during the interim
between the two surveys or one or both of the studies were unreli-
able estimates of patient satisfaction., No definitive conclusions
can be drawn from the comparison of the results of the two surveys
because of the different population samples. The stratification for
this survey included only visitors to the Internal Medicine and

Gynecology Clinics while the previous survey sampled a cross section
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of the eligible beneficiaries. iﬁ is quite possible that the vari-
ous categories of beneficiaries perceive the quality of services
within the clinics differently. Further internal and external test-
ing of the general satisfaction questionnaire would be necessary
before conclusions could be drawn concerning its reliability.

While the battery I items measured overall satisfaction with
medical care, the battery II questions addressed specific causes of
satisfaction and dissatisfaction within the Internal Medicine and
Gynecology Clinics. This questionnaire demonstrated its ability to
measure differences in patient satisfaction among specific dimen-
sions of health care. The survey also enabled the commander and
staff to compare satisfaction with dimensions of care between the
Internal Medicine and Gynecology Clinics. Unfortunately, the fail-
ure of three health care factors in the Internal Medicine Clinic to
meet the minimum reliability criterion raises some doubts as to the
general applicability of this instrument. Notwithstanding the low
reliability estimates, the researcher feels confident in drawing the
following conclusions frqm the results of the battery II question-

naire:

1. Beneficiaries are more satisfied with the health care they
receive in the Internal Medicine Clinic than in the Gynecol-
ogy Clinic.

2. Patients are most satisfied with courtesy, caring, and hu-
maneness in the Internal Medicine Clinic and courtesy, qual-
ity of care, and facilities in the Gynecology Clinic.

3, Patients are least satisfied with waiting time and the
availability of physicians in the Internal Medicine Clinic
and waiting time and the availability of appointments in the
Gynecology Clinic.
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4‘

Based upon the results of the battery II questions and the
comments £from beneficiaries, waiting time is the single-~
most irritant to patients.

Overall, this study met the established goal of developing,

fielding, and testing a survey instrument which measures specific

causes of patient satisfaction and dissatisfaction. Most impor-

tantly,

it provided a wvehicle for patients to input their opinions

concerning the quality of medical care at Kenner Army Community

Hospital and a mechanism for the staff to receive, evaluate and act

upon these patient concerns.

RECOMMENDATIONS

Based upon the results of this research project, the following

recommendations are made:

The patient satisfaction questionnaire should be refielded
at KACH with the recommended modifications to verify the
internal reliability of the survey instrument.

The questionnaire should be fielded in other clinics with-
in the hospital to test its general applicability.

The questionnaire should be fielded at other Army medical
treatment facilities to test its applicability outside of
the isolated environment of KACH.

The length of the questionnaire should be reduced to the
minimum possible while still maintaining the reliability and
usefulness of the survey.

The sample size of future survey efforts should be con-
sistently reduced until the minimal sample size, contin-
gent upon acceptable reliability criterion, can be
established.
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6. Possible perceptual differences among categories of bene-
ficiaries should be a topic of investigation in future
studies.

7. Future research efforts should include the exploration of
staff opinions concerning medical care at Arm