
 

0504

 
 
Searching for the most suitable tool to 
measure satisfaction with healthcare: the 
importance of patient discontent 
 
 
Rafael Serrano-del-Rosal,  
Esperanza Vera-Toscano and  
Victoria Ateca-Amestoy 
 
 
Instituto de Estudios Sociales de Andalucía 
(IESA –CSIC) 



 1

Searching for the most suitable tool to measure 
satisfaction with healthcare: the importance of patient 
discontent 
 
Abstract 
 
User´s satisfaction is an important tool to evaluate the performance of healthcare services. 

This paper aims to provide the most suitable measure of quality assessment that can help 

policy-makers in the design and implementation of programs oriented to successfully 

increase healthcare satisfaction.  In doing so, a comparative study is proposed to 

simultaneously study the effects of individual and market characteristics on two alternative 

measures of user’s quality assessment, namely: (1) level of confidence with the service 

provided (5-point Likert scale response), and (2) whether or not you would recommend the 

service to a friend or relative (dichotomous response). Results indicate that there seems to 

be an invariant relationship between the two alternative variables and the latent and 

unobserved variable on users’ global satisfaction opinion or service quality assessment. 

However, when considering the different dimensions of the service provided, there is a 

different ranking on the relevance of these dimensions, with the relative importance for the 5 

points variable being more equilibrated than the binary choice one. This observation has 

important implications for health policy management. It is suggested that the dichotomous 

response is a better tool to highlighting areas of patient discontent. 

 
Keywords: Patient satisfaction, determinants, dimensions, health policy management. 
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1. Introduction 
 

 The use of patients’ opinion in the quality assessment of public healthcare services 

to complement other methods of quality evaluation has gained greater importance over the 

past three decades (Clearly et al., 1991). The social policy background to this trend is the 

call for a more people-centered service, and the desire for increased patient representation 

and participation in public policy management (for instance Department of Health, 1991 and 

(Welsh Office, 1993)). This requires a better understanding of what makes users satisfied, 

and more importantly how this can be measured.   

 

Although there are a variety of approaches to elicit patients’ views of health services 

(Beverley et al., 2001), a frequently used one has been the patient satisfaction surveys 

(McIver and Meredith, 1998; Coyle, 1999), as they have proved valuable in the evaluation of 

healthcare.  Their strength lies in the use of large samples to address specific questions, 

and as indicated by Jones et al. (1987), their ability to reveal the reasons for low use or non-

use of services. However, a common criticism in many patient satisfaction surveys is that 

very few patients state dissatisfaction or are critical of their care (Hopton et al., 1993).  For 

instance, in a meta-analysis of satisfaction conducted by Hall and Dornan (1990), the 

authors found average satisfaction levels to be 76% across more than 200 studies, and 

equally, Fitzpatrick (1991a) identified that at least 80% of respondents express satisfaction 

for any given question.  

 

While such a positive result may please health care managers, the lack of response 

variability is a problem for researchers who should be cautious in their interpretation of such 

positive answers. This trend may have a twofold explanation: it may be partly explained by 

the methodological issue of how questions are asked (method, moment and place), and the 

types of scale used to best elicit a more critical response (Richardson, 1994). Thus, 

satisfaction responses are linked to a wide range of socio-psychological biases, such as 

“gratitude” (Williams, 1994) or simple “indifference” (Ley, 1972) that seem to induce positive 

answers/replies.  But, it may also be due to a conceptual matter: the multidimensional 

nature of satisfaction with care by which individuals are able to distinguish various 

dimensions of care and to evaluate them separately in terms of how satisfied they are with 

respect to each of them (Fitzpatrick, 1984; Rubin, 1990). In doing so, they provide greater 

response variability than when asked very generalised questions on general satisfaction 

with care, which tends to produce high rates for satisfaction as found by Jones, et al. (1987).  

 

As a result, along with the need for a more informed understanding of the concept of 

satisfaction, researchers should also concentrate on how to better interpret the results of 

patient satisfaction surveys. While the general trend so far has been on the analysis of high 
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reported levels of patient satisfaction as a way of making sense of this difficult area, there is 

a call in the literature for greater attention to be paid to dissatisfaction rates. In this line, Fox 

and Storms (1981) argued that the lack of variability in satisfaction responses should prompt 

a shift in focus from obtaining stability of results to understanding the conditions under which 

discrepant findings (expressed dissatisfaction) can be predicted. This latter recommendation 

has been further proposed by Carr-Hill (1992), Sitzia and Wood (1997) and Williams et al. 

(1998) with little empirical, comparative data on this matter published so far.  

 

High reported satisfaction ratings cannot be taken to indicate that patients have had or are 

having good experiences in relation to a particular service, indicating that nothing extremely 

wrong happened.  “Dissatisfaction” rates, however, may be of more use as an indication of a 

minimum level of negative experience and may therefore be of potential use in 

benchmarking exercises.  One of the major criticisms made of the use of satisfaction 

surveys is that their design reflects a “managerial bias” (Calnan, 1988) in that the issues to 

be assessed are defined by health professionals and managers rather than by the potential 

users of the service. In our survey, the variables for users´ evaluation are drawn from an 

intense literature revision on the topic, and the results from focus groups established when 

this Survey was first run in 1999 (see Fernández-Esquinas, et al. 2001 for reference).  

However, this does not seem to be a problem here, as the interest of this piece of research 

is on how policy makers should pay special attention to those individuals that assess a 

negative valuation of the service. 

 

Therefore, the purpose of this paper is to seek the most suitable measure of quality 

assessment so as to help policy-makers in the design and implementation of programs 

oriented to successfully increase healthcare satisfaction. To do so, next section presents the 

general hypothesis and methods to test it, as well as the dataset, variables and analytical 

methods. Section 3 reports the estimation results to justify the tested hypothesis, while 

Section 4 concludes and discuss the policy implications of above findings. 

 

 

2. Methods 
 
In this paper, we hypothesize that despite the existence of two generally accepted measures 

of quality assessment (in terms of recommendation of the service, or confidence with it) 

which are likely to represent the same latent and unobserved variable, one of them may 

prove more valuable in terms of healthcare management. 

 

In order to contrast this general hypothesis, we present a comparative study between the 

two sources of quality assessment measurement. A two layers model is followed so as to 
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disentangle the sources of overall satisfaction and to choose the most suitable tool. In this 

approach, overall service satisfaction is seen as an aggregate concept, which can be 

unfolded into its different dimensions. These dimensions act as mediators between 

individual and market determinants and overall user’s satisfaction, as the level of 

satisfaction derived from a given dimension will eventually be an important component of 

overall satisfaction with the service. The four dimensions included in this analysis are: 

organizational issues, professional competence, human characteristics and status of 

facilities. Each dimension further depends upon measurable variables including individual 

(i.e. personal, household type, socio-economic, psychological variables and individual 

expectations) and market determinants. 

 

In this sense, we will perform a study on: 

1. the determinants of patient evaluation of the system in terms of (i) confidence, and 

(ii) recommendation; 

2. the influence of the satisfaction assessment on different aspects of the service. 

 
2. 1. Sample 

 

The dataset is derived from the Survey for Improving Patient Satisfaction in Andalucía 

(IESA, E-0409). This consists of an individual survey conducted by the Institute of Advanced 

Social Studies (CSIC) in Spain with funding from the Department of Health of the 

Andalucian Regional Government of a representative sample of approximately 20.000 

individuals for 2004. The target population is all users of the region’s public primary non-

emergency health care service (including pediatric care). They were personally interviewed 

after receiving medical care in the primary non-emergency medical centres. 1   

 

Each individual is asked two questions regarding the quality of service: 1) “Overall, how 

confident do you feel about the care received at the health centre?” with responses ranging 

from 1 (very unhappy) to 5 (very happy); and 2) “Would you recommend this healthcare 

service to a relative or friend?” which answer is dichotomized into 1 (yes, I would 

recommend it) and 2 (No, I would not recommend it).  Moreover, each individual is asked 

questions regarding different dimensions of healthcare including user’s satisfaction with 

treatment received by health care professionals, amenities, service organization etc. 

Independent variables that explain differences in quality assessments include individual 

(personal, socio-economic and psychological variables, and patients’ expectations) and 

market (provider) characteristics. Table 1 reports the variables used in this study. 

                                                 
1 The sample is drawn using a stratified, multi-stage design using probability sampling.  The principal 
stratification of the sample takes place by health districts, basic health zone (ZBS), and health centers.  Primary 
sampling units were selected in different ways depending upon the relevant size of the health center.   
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2.2 Data analysis and Methods 

 

As an attitude, the satisfaction level derived from a given healthcare service is a latent and 

unobserved variable. However before performing any analysis on the relative importance of 

each determinant of overall satisfaction with care, we will contrast the validity of the 

“representation criterion”. By this statement we mean that confidence and 

recommendation assessments are related to this unobserved satisfaction, and thus both 

can be used as valuable measures of healthcare quality assessment. 

 

We propose the following two parts methodology: 

1. If the sources of variability of each dependent variable are similar, we will find 

empirical evidence to support that both are likely to represent the same latent 

variable. To test for it, we estimate two regression models with the same set of 

explanatory variables X  and two different dependent variables.  

Given the ordinal nature of the confidence variable (measured in 5-point Likert 

scale), we firstly estimate a usual ordered probit regression (Greene, 1990). The real 

axis is divided in intervals ( ] ( )∞∞− ,,...,, 71 µµ , such that the latent variable  

OQ ( ]1, +∈ kk µµ  if CONFI = k. 

Later on, and since the recommendation variable, our second dependent variable, 

is a dichotomous one, a probit regression is estimated. The relationship between the 

latent and observed variable is established as follows: 

( ]*,0 µ∞−∈→= OQRECOM i  and ( ]+∞∈→= ,1 *µOQRECOMi . 

 

2. In order to further investigate on the relative importance of satisfaction with different 

dimensions of service on the assessment of overall quality, optimal scaling among 

each dependent variable and the valuation of the different dimensions is undertaken. 

In particular, Pratt Indexes are estimated (Pratt, 1987). Because of its additive 

property and simplicity in interpretation, the relative Pratt index has an advantage 

over the semi-partial correlation and lends itself as the most appropriate index to use 

in determining relative importance and ordering of variables. Furthermore, according 

to Ochieng and Zumbo (2001) relative Pratt index remains relatively robust in terms 

of variable ordering of relative importance under the stated conditions of types 

correlation matrix, type of response pattern distribution, use of Likert scale data and 

number of Likert scale points.  
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3. Estimation Results 
 

We first ask “how do individual and market characteristics affect service quality 

assessments?” As already indicated we are considering two approaches that collect 

information on the question to be answered in a different manner: (1) confidence, and (2) 
recommend (see results in Table 2). 
 

In both approaches, older people declare higher level of confidence/recommendation 

with/of the service, while gender, household composition nor socio-economic variables 

follow a clear significant pattern of confidence/recommendation. Health status does not 

seem to improve quality assessment while the number of visits to the system significantly 

improve the confidence level (no significant results are found for recommendation of the 

service). Lower satisfaction is associated with the negative evaluation of the current 
situation of the system and the pessimistic foresights for the future in both approaches. 

Since the value of coefficients for the assessment on the past evolution of the service is 

greater than the coefficient for foresights, it seems that the past rules with greater intensity 

on the formation of reference points for aspirations. 

 

Market characteristics also have a say on individual’s quality assessment of the service. 

Patients value quality greater if they previously request an appointment than if they “wait in 

line” until being attended. Furthermore, an increase in the number of patients per doctor 

leads to greater dissatisfaction this being clearer in the confidence level and only in the 

extreme situation (the largest patient density ratio) for the recommendation approach. Type 
of center has a significant influence on the level of confidence provided to the user as 

patients attending consulting rooms are significantly more confident than those attending 

health centers. We understand this may be due to the more personalized treatment likely to 

be received in smaller centers where the patient/doctor density ratio is lower. However, this 

is only valid for confidence, no conclusive results can be found in the recommend approach. 

 

Lastly, the estimated parameters on the habitat dummies indicate that individuals living in 

rural and small size towns are less likely to recommend the service (rural also have lower 

confidence level) than those living in larger cities.  

 

In general, the estimated coefficients (those significant coefficients) for the models that 

explain confidence and recommendation in terms of market and personal characteristics are 

of similar order. Therefore, we have evidence (result 1) that points out that there is an 

invariant relationship between the two alternative variables and the latent and unobserved 

one (global opinion/assessment of the quality of the provided service). Thus, we cannot 

reject the validity of the “representation criterion”. 
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Assuming now the multidimensional nature of the patient satisfaction concept, we examine 

the importance of each healthcare dimension in overall satisfaction using relative 

importance Pratt indexes (see Table 3) for both of the quality assessment variables used. 

The dimensions include organizational issues, professional competence, human 

characteristics, and status of facilities as those attributes playing an important role in the 

relation between patients and the healthcare sector. If we first look at the response to the 

question on the degree of confidence assigned to the service provided, organizational 

issues (39%) contribute most to patient’s confidence with the service. The second most 

important factor is status of facilities (34.5%) followed very closely by professional 

competence (15%) and human characteristics (10.9%). However, at the response to the 

question whether or not you would recommend the service to a relative or friend, results 

vary both in ranking and proportion. Again, organizational issues contribute most to patient’s 

recommendation of the service. If something “extremely bad” occurs with respect to 

organizational issues (45.1%), this is likely to cause greater discontent on patients than any 

other dimension. The second most important factor is status of facilities (26.8%) followed 

this time by human characteristics (24.1%). The least important factor appears to be 

professional competence (4.0%).  

 

It is essential to highlight the low relative importance given to the human aspect of care in 

both approaches, which is regarded in many other studies as the principal component of 

satisfaction (e.g. Blanchard et al. 1990). The explanation may be the satisfaction concept 

that underlies the question formulated. Individuals may adopt a different position (being 

more or less critical) when evaluating the importance given to the different dimensions of 

overall satisfaction depending on how the question is asked. Furthermore, there is a 

different ranking on the relevance of opinion with different dimensions of the service. The 

relative importance (contribution of each domain) for the 5 points variable is more 

equilibrated than for the binary choice variable while it seems that satisfaction with 

organizational issues leads to greater discontent (result 2). It is suggested that the 

dichotomous response is a better tool to highlighting areas of patient discontent, concluding 

that for policy-makers it looks more useful to take into account results derived from a 

dichotomous evaluation of the dependent variable.  

 
4. Discussion 
 

Recall the multidimensional nature of the satisfaction concept from the user’s 

perspective. These dimensions also correspond with the main attributes of the service 

provided so that they can be modeled subject to the decision of the policy-maker. When 

deciding on how to allocate scare resources from public budgets, healthcare managers have 

to decide in which attribute to intervene. If they know that organizational issues accounts for 
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nearly half of patient discontent (overall quality assessment), they may establish the 

objective of decreasing patient discontent by improving some aspect of the system’s 

organization. Overall results indicate that recommendation proves to better identify the main 

source of discontent (i.e. organizational issues with 45% of relative importance on overall 

quality assessment).  

 

While effectiveness of diagnosis and treatment should be a priority in an effective health 

policy management, once this is guaranteed extra/additional resources should be devoted to 

achieve service excellence. In this sense, the analysis performed for Andalucía has shown 

that among the 8.93% of users that declare they would not recommend the service –thus 

informing on a deficient quality-, 45% of this negative opinion derives from a low valuation of 

organizational issues. It is suggested then that the dichotomous response is a better tool to 

highlighting areas of patient discontent. 
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Table 1: Sample Statistics 

Variables 
% 

(means if 
counts) 

Std. errors 

Overall Patient Satisfaction (RECOM) – Would you recommend 
the service to a friend or relative?   

Would recommend the service 0.8590 0.003 
Would not recommend the service 0.0893 0.002 
No response 0.0516 0.001 

Overall Patient Satisfaction (CONFI) - How confident are you 
with the service provided?   

Very little confidence 0.0099    0.001 
Little confidence 0.0234    0.001 
Some confidence 0.1281    0.002 
Quite a lot of confidence 0.6447    0.004 
A lot of confidence 0.1864    0.003 
No response 0.0073    0.001 

Patient  Satisfaction with organisational issues   
Much unsatisfied 0.0110 0.001 
Unsatisfied 0.0419 0.001 
Not satisfied not unsatisfied 0.1405 0.002 
Satisfied 0.6858 0.004 
Much satisfied 0.0866 0.002 
No response 0.0339 0.001 

Patient  Satisfaction with professional competence   
Much unsatisfied 0.0077 0.0009 
Unsatisfied 0.030 0.001 
Not satisfied not unsatisfied 0.072 0.002 
Satisfied 0.669 0.004 
Much satisfied 0.219 0.003 
No response 0.0006 0.0001 

Patient  Satisfaction with human characteristics   
Much unsatisfied 0.2004 0.003 
Unsatisfied 0.1894 0.003 
Not satisfied not unsatisfied 0.1915 0.003 
Satisfied 0.2043 0.003 
Much satisfied 0.2141 0.003 

Patient  Satisfaction with status of facilities   
Much unsatisfied 0.0132 0.001 
Unsatisfied 0.0506 0.002 
Not satisfied not unsatisfied 0.1250 0.003 
Satisfied 0.7070 0.004 
Much satisfied 0.100 0.002 
No response 0.0030 0.0002 

Objective Personal Variables   
Age1 0.1877    0.003 
Age2 0.5049    0.004 
Age3 0.3053    0.003 
Female 0.6829    0.003 

Household Composition Variables   
Household type   

Living alone  0.0883    0.0024 
Living with couple  0.1892    0.0033 
Nuclear family 0.5541    0.0042 
Lone parents  0.0766    0.0023 
Other household types 0.0916    0.0025 

Marital Status   
Single 0.1581    0.0031 
Married / Common law 0.7060    0.0039 
Divorced 0.0314    0.0015 
Widow 0.1034    0.0026 

Socio-Economic Variables   
Education   

No schooling 0.2689    0.0036 
Primary schooling 0.4838    0.0044 
Secondary schooling 0.1677    0.0032 
University degree 0.0769    0.0024 

Occupation   
Working 0.3179    0.0040 
Unemployed 0.0558    0.0019 
Retired 0.1114    0.0025 
Student 0.0237    0.0013 
Housewife 0.4471    0.0042 

Household Income (Euros per month)   
Income 1 - <= 500 € 0.1311 0.002 
Income 2 - >500 € & <=750 € 0.1170 0.002 
Income 3 - >750 € & <=1000 € 0.1408 0.003 
Income 4 - >1000 € 0.2440 0.003 
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Subjective Personal Variables   
Reported Health Status   

Good health 0.6916    0.0038 
Regular health 0.2504    0.0035 
Bad health 0.9443    0.0019 

Number of visits to primary care physician last year   
Freq 1 - <= 4  0.2557    0.0037 
Freq 2 - 5 - 11 visits 0.2502    0.0038 
Freq 3 - 12 - 21 visits 0.2616    0.0040 
Freq 4 - 22 or more visits 0.1452    0.0031 

Expectation variables   
Evaluation of current situation of health care service   

Paspi_1 – Very bad 0.0032 0.004 
Paspi_2 – Bad 0.0499 0.001 
Paspi_3 – No bad, no good 0.2887 0.004 
Paspi_4 – Good 0.5501 0.004 
Paspi_5 – Very good  0.0353 0.001 
No response 0.072 0.002 

Evaluation of the situation of health care service in 3 years time   
Faspi_1 – Very bad 0.0038 0.0005 
Faspi_2 – bad    0.0262 0.001 
Faspi_3 – No bad, no good 0.1597 0.003 
Faspi_4 – good  0.5703 0.004 
Faspi_5 – Very good 0.0551 0.001 
No response 0.1842 0.003 

Market Characteristics   
Scheduling   

Appointment  0.7127    0.0039 
Number  0.2370    0.0039 
Other 0.0501    0.0026 

Patient density ratio   
ratio_1  - ≤5.000 patients/doctor 0.1933 0.004 
ratio_2 – 5.001-6.000 patient/dr. 0.2431 0.004 
ratio_3 – 6.001-7000 patients/dr. 0.2611 0.002 
ratio_4 - >7.000 patients/dr. 0.3023 0.002 

Type of centre   
tcentre_1 - health centre  0.7250 0.00001 
tcentre_2 - consulting room 0.251 0.003 
tcentre_3 - part-time consulting room 0.0233 0.003 

Habitat   
rural  - ≤5.000 inhabitants 0.2286    0.0051 
nonrur – 5.001-100.000 0.2464    0.0044 
urban - >100.000  0.5249    0.0026 
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TABLE 2 
Ordered probit  and normal probit regressions 
 ORDERED 

PROBIT 
NORMAL 
PROBIT 

 Variables 
CONFIβ̂  RECOMβ̂  

Objective personal variables   
Age _1 -0.134*** -0.204*** 
Age_3 0.183*** 0.317*** 
Female -0.006 -0.030 

Household Composition vars.   
Living with couple 0.037 0.092 
Nuclear family 0.037 0.103 
Lone parents 0.107* 0.042 
Other household types 0.082 0.032 
Married/common law 0.032 0.040 
Divorce -0.050 -0.033 
Widow 0.067 0.133 

Socio-Economic vars.   
Primary schooling 0.027 -0.099* 
Secondary schooling -0.041 -0.266*** 
University level 0.073 -0.060 
Unemployed -0.081 -0.080 
Student 0.065 0.340** 
Retired 0.019 -0.114 
Housewife 0.064* -0.006 
Income_1 -0.040 0.138* 
Income_2 -0.020 0.037 
Income_4 -0.001 0.038 

Subjective personal variables   
Bad health -0.058 -0.107 
Good health 0.033 0.067 
Freq_1 -0.070* 0.020 
Freq_3 0.065* 0.007 
Freq_4 0.072* 0.005 

Expectation variables   
Paspi_1 -0.262 -0.892*** 
Paspi_2 -0.179** -0.508*** 
Paspi_4 0.271*** 0.441*** 
Paspi_5 1.001*** 0.681*** 
Faspi_1 -0.745*** -0.606** 
Faspi_2 -0.167* -0.146 
Faspi_4 0.123*** 0.134** 
Faspi_5 0.182** 0.217* 

Market variables   
Number -0.100*** -0.138** 
Other scheduling -0.126 -0.282** 
Ratio_2 -0.163*** -0.071 
Ratio_3 -0.226*** -0.160 
Ratio_4 -0.284*** -0.257** 
Tcentre_1 -0.175*** 0.074 
Tcentre_3 0.041 0.057 
Rural -0.165*** -0.241** 
Ronrur 0.007 -0.188*** 
γ̂ 1  -2.427*** n.a. 
γ̂ 2 -1.899*** n.a. 
γ̂ 3 -1.001*** n.a. 
γ̂ 4 0.971*** n.a. 

Omitted Categories: Male, living alone, single, no schooling, working, Income_3, Regular health, 
Freq_2, Paspi_3, Faspi_3, Number, ratio_1, Tcentre_2, urban. 
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TABLE 3  
Relative importance Pratt indexes for different dimension of satisfaction with primary 
care: comparative results from 2 dependent variables. 
 CONFI RECOM 
DIMENSIONS Importance (%) Importance (%) 

Organizational Issues 0,393 0,451 

Professional competence 0,153 0,040 

Human characteristics 0,109 0,241 

Status of facilities 0,345 0,268 

Dependent variables: CONFI = patient satisfaction with overall primary care in terms of how 
confident individuals feel with the healthcare provided. The answer takes discrete values from 1 (very 
badly) to 5 (very well). 

RECOM = patient satisfaction with overall primary care in terms of whether 
she would recommend or not the service to a friend (0= ‘I would not recommend the service at all’; 1= 
‘I would recommend the service’. 

 
 


