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Abstract: An expectation specific version of the QUOTE questionnaire was developed to measure the patients’
perspective on part of the healthcare providers. The consistency and validity of the questionnaire was
assessed. Extensive literature review and focus group discussions were used to select aspects for inclusion
in the questionnaire that are important to patients. Item and factor analysis and reliability analysis were

performed to test the internal consistency and validity of the questionnaire. Sixteen items were used in the
QUOTE- Expectation questionnaire. Factors analysis showed that the scale items were loaded on three distinct
factors with eiginvalues more than 1 were obtained. The overall explained variance of scale was 84.28% of the
total variance.The internal consistency of the total questionnaire was good (Cronbach’s alpha >0.90).
Test-retest reliability was used to check the stability. Pearson correlation coefficient between the two
assessments was high (1= 0, 967 p> 0.001). The QUOTE- expectation questionnaire has proved likely to be a
valid and reliable tool that could be used to measure patient's expectation on part of the healthcare providers.

Key words: Expectation -

QUOTE - Healthcare Provider - Skills -+ Communication

INTRODUCTION
Health services have witnessed great changes,
most notably the increased competition in the area of
health service provision. Also Patients’ expectations of
service quality are extremely growing and being higher
than ever [1, 2]. Therefore, better understanding of patient
expectations has become crucial for most medical service
providers in a way that enables them to compete
effectively [3]. Caring has been identified as the most
important factor that impacts on health care customer
satisfaction. There are specific skills that patient expects
in health service providers and mostly fall under the
caring term. Lim et al. [4] and Perucca [5] stated that
caring has two main aspects;- aspects
(competence of the provider, thoroughness, clinical and
operating skills of doctors and interpersonal aspects
(humane, socio-psychological relationships between
patient and health care provider), explanations of illness

Technical

and treatment, availability of information and courtesy

and warmth received). Quality is often used as a criterion
to assess the excellence of services and considered one
of the sources of competition in health care provision
[6,7].
facing important challenges in term of understanding,
measuring and improving the quality of care [8].
Professional, timely and proper
what the patients expect from the health organizations.
Although quality of services provided is determined
mainly by the process-related factors like scheduling,
delivery of care in correctness and fastest time [9].

Therefore, health institutions are increasingly

services are

However, the accurate discrimination of the clients' needs
and expectations is the most important step in identifying
and providing high quality services [10].

International studied
expectations in relation to services and health quality.
Parasuraman et al. [11] defined service quality as the gap

between consumers' expectations and their perceptions of

literature frequently

how the service is performed. Donabedian [12] defined
quality as the degree to which health services meet the
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needs, expectations and standards of care of the patients,
their
Thorsteinsson [13] described satisfaction as occurring
when services are rendered according to customer
expectation, needs and perceptions. The patient
perception of optimal care standards combined with

families and other Dbeneficiaries of care.

previous experience in term of using health facilities are
determinant factors of patient expectation [14].

Grol et al. [15] studied patients' priorities in general
practice. They found that doctor-patient communication
and accessibility of services are common priorities
among general practice visitors in different countries.
The needs, requests or desires prior to seeking the
doctor [16], demands or wants and preferences [17],
market communication, word of mouth,
prior experiences with organizations, along with
organizational and structural attributes [18] are other
ways to express and explain the base of expectations.

image,

Bendall and Powers [19] described quality of care as a
process by which health care providers influence loyalty
and maintain existing patients. When patients’ quality of
care expectations have been exceeded, they will be
satisfied and the health care service provider will retain
customers and of course, if expectations are negatively
disconfirmed, customer dissatisfaction will occur and the
possibility of complaints opens. It is because of this fact,
“looking at quality from customer’s view” being important
issue in modern marketing approach [20].

Literature referred to attempts to measure patients'
expectations, but no more standardized instrument are
currently dependable [21, 22]. Dawn and Lee [23] reviewed
the definition of expectation as well as its measurement
methods. They summarized data collected from many
articles and produced a list of important characteristics
when reviewing measurement approaches such as:
orientation, specificity, type,
categories of expectations measured, clinical setting type,
visit type, timing of data collection and instrument
type". They also indicated that the self-administered
questionnaire the most commonly used tool.
Although expectations instrument types are different,
"the patients’ satisfaction does not appear to depend on
the expectations instrument used” [21, 23, 24].

This paper aimed to  develop
and  reliable QUOTE-expectation  questionnaire
(QUality Of care Through the patients Eyes) and to
explore that QUOTE-model could be used to
measure people's expectation on part of the healthcare

"definitional content

is

valid

providers.
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MATERIALSAND METHODS

Questionnaire Development: The international literature
identified different versions of QUOTE instrument which
has been used for many reasons [25-34]. There is no strict
guideline regarding the number of items to be included
[30]. Extensive literature review and focus group
discussion to develop the
questionnaire's items and main domains. Face validity,
content validity and construct validity are common

have Dbeen used

procedures used to establish instrument's validity. In term
of internal consistency and reliability, cronbach's alpha
and  test-retest [28] are recruited to test the
questionnaire's homogeneity and stability respectively.
Understanding and interpretation of questions have been
enusred through pilot studies, while the psychometric
performance was tested by relatively large public sample.
Participants in two pilot studies and later in psychometric
study were asked to respond on a 5-item Likert scale
(strongly agree, agree, don’t know, disagree,
strongly disagree) to each statement. A ‘‘don’t know’’
or neutral option was included, as we did not expect all
participants to be able to offer a view on all aspects of
care [25].

Item Development: Panels or focus group discussion
method was used to explore a specific set of indicators in
relation to one topic [30]. In this step, group of seven
academics conducted two moderated group sessions;
each lasting for 90 minutes. Audio-tape has been used to
record and translate these into formal
statements. Discussions mainly focused around health
service provision and quality of care from the patients’
point of view [27, 28]. In the first session, bank of relevant
prepared in advance through extensive
literature review [25-34] or by adding extra questions
when needed. In second session, the type of main
domains, number of items in each domain, the concept of
the questions, which question is ambiguous, or question
has to be changed in translation to make it clearer as well
as the fluency and understandability of the items were the
main topics discussed by participants. Experts decided on
16 items mostly have been chosen from the generic part of
QUOET questionnaire.

sessions

questions

Arabic Version: A commission of five experts:
two academics working in the community health science
in addition to three linguistic experts with the required
competence in English language and familiar with the
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literature has been used to translate the first version into
local language (Arabic) using standard translation
safeguards. In term of content validity, both versions
have been reassessed to avoid the pitfalls in the
translated versions. After the evaluation, the commission
decided that there are no discrepancies between content
and meaning of the both forms.

First Pilot Study: Both versions applied to twenty
academics and graduate students in the related field to
test for parallel test validity.

Second Pilot Study: The Arabic version was piloted with
twenty patients, during which time they were asked to
comment on omissions or irrelevant items.

Construct Validity: The degree to which an instrument
measures the theoretical construct it is intended to
measure. In this step, psychometric study including
explorative factor analysis (Principal Component Analysis
with Varimax Rotation and Kaiser Normalization) [26-32]
was run to explore factors within the questionnaire.
Although internationally known that the recommended
sample size required in questionnaire development using
factor analysis could be up to 10 times the number of
variables [35], however, in QUATE questionnaire the size
is more inflated to avoid bias in sample collection and
high rate of incomplete questionnaires. The confirmed
version has been distributed over six hundred heads of
household selected by a multi stage sampling method.
Each respondent must had the use of at least two or more
types of health care services in the last year as inclusion
criteria.  After checking the questionnaire for
completeness of data and excluding the healthcare
providers, 450 out of five hundred questionnaires,
(ninety percent) made complete questionnaires used for
empirical analysis. The other hundred questionnaires were
recruited for pilot study and test-retest reliability.
The acceptability of the questionnaire was also examined
by reporting response rates of questions.

Internal Consistency and Reliability: The questionnaire’s
internal consistency and homogeneity was calculated by
Cronbach’s alpha, while the qestionnaire’s stability
chicked by test-retest reliability. Therefore, a sample of
forty respondents asked to complete the
questionnaire twice with an interval of three weeks.

Wwere

Statistical Analysis: Normality tests were done and all of
the quantitative data were found to be normally
distributed; therefore, Pearson's correlation coefficient
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was assessed between the two completed questionnaires.
Statistical Package for Social Science (SPSS) programme
(version 16; SPSS Inc., Chicago, IL, USA) was used for
data analyses.

RESULTS

This section concentrates on the QUOTE-expectation
instrument as it was derived from the second empirical
test, with analysis being performed on the sample of
450. The mean age of response group was 44.59 years
(SD 13.67). In the year before receiving the questionnaire,
respondents have at least two conducts with health care
services.

Face and content validity: With respect to the
validity of the conceptual framework of the QUOTE
instruments, we followed the de Vaus model to test the
questionnaire validity. All items were considered as one
topic and recruited in analysis to test whether the 16
QUOTE instrument could be used to measure patient's
expectation from healthcare provider and health care
institutions. The focus panels included three women and
four men with mean age 46 years (range 32—60). They met
up twice in Iraq in January 2013. Many versions of
QUOET questionnaire have been reviewed. Face validity
was good: all Panel group agreed on 16 items from the
specific and generic parts of QUOET questionnaire.
Content validity was also good: committee of two
academics and three linguistic experts suggested keeping
the same items with some changes in the translation to
make it clearer and understandable. Out of the 500
questionnaires collected from heads of household using
multi stage sampling method, 450 (90.0%) have been
completed and entered analysis. The median
(interquartile range) completion rate for questions was
92.0%. Scale scores were calculated for a median
(interquartile range) of 93.5% of responses.

Parallel Test Validity: Twenty academics and graduate
students participated in scoring the Arabic and English
forms for parallel test validity. The correlation between
the scores obtained from two forms were significant
(r=0.92, p >0.05).

Construct Validity: The construct validity was
determined using principal components analysis with
Varimax rotation method (PCA). The sample adequacy for
extraction of the factors was confirmed through
Kaiser- Meyer-Olkin (KMO) test and Bartlett’s test of
sphericity. The Bartlett’s test result was significant
(p <0.001) and the KMO value (0.902) showed that using
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Table 1: Total Variance Explained Among Factors With Eigen Values

Initial Eigen values Rotation Sums of Squared Loadings
Component Total % of Variance Cumulative % Total % of Variance Cumulative %
1 8.829 55.179 55.179 6.372 39.823 39.823
2 3.521 22.006 77.185 3.585 22.404 62.226
3 1.136 7.097 84.282 3.529 22.056 84.282
4 .649 4.057 88.339
5 427 2.671 91.010
6 342 2.138 93.148
7 263 1.647 94.794
8 240 1.500 96.294
9 182 1.137 97.431
10 124 775 98.206
11 .098 611 98.817
12 .066 409 99.227
13 .057 359 99.585
14 .039 246 99.832
15 .018 110 99.942
16 .009 .058 100.000

* Extraction Method: Principal Component Analysis

Table 2: Components loadings, Eigenvalue and Total Variance Explained of QUOTE- 16 items Expectations about Health Care Providers as result of Principal Component Analysis with

Varimax rotation

Rotated Component Matrix

Component

No. Items included in QUOTE-expectation

Health care providers and health care Institutions should..... 1 2 3 mean S.D
1 : should make sure that, in urgent matters, I can consult a specialist soon after a referral. 0.939 * * 3.45 0.63
2 : should always be easily accessible by telephone. 0.933 * * 3.47 0.63
3 : should always inform me, in understandable language, about the medicines and possible risk or side effects involved

in any treatment. 0.909 * * 3.47 0.63
4 : should have waiting and consultation rooms that are easily accessible for disabled people or people in a wheelchair. 0.893 * * 3.47 0.63
5 : should be willing to discuss matters with me if I feel things have not run satisfactorily. 0.890 * * 3.47 0.61
6 : should always allow me to manage my own budget for care. 0.832 * * 3.48 0.59
7 : should always allow me to choose another professional. 0.789 * * 3.50 0.59
8 : should always take me seriously. * 0.869 * 3.57 0.57
9 : should always have enough time for me. * 0.860 * 3.56 0.58
10 : should have a good understanding of my problems. * 0.830 * 3.56 0.58
11 : should work efficiently. * 0.803 * 3.85 0.57
12 : should always advice services or prescribe medicines which are free of charge or fully covered by insurance. * * 0.892 3.31 076
13 : should always keep appointments punctually. * * 0.867 3.40 0.70
14 : should not keep me waiting in the waiting room for more than 15 minutes. * * 0.859 3.28 0.79
15 : should always allow me to decide on which help to get. * * 0.812 3.28 0.77
16 : should arrange with me what to do in case of an emergency. * * 0.761 3.44 0.66

Eigen value 6.372 3.585 3.529

% of Variance 39.823 22.404 22.056

* This table shows only the values more than 0.40.

PCA is suitable. In this analysis, the factors with eigen »« Factor 1 included seven items which explained

values equal or higher than 1 were considered significant 39.82% of the total variance and was labeled as
and chosen for interpretation. By PCA, three factors “accessibility and communication skills”.

were extracted as showen in screen plot, Figure 1, * Factor 2 included five items which explained
explaining 84.28 % of the total variance in Table 1. 22.40% of the total variance and was named
All factor loadings were higher than 0.4, indicating that “organizational skills”.

they were statistically significant and higher than the « Factor 3 included 4 items, which explained
recommended level. The factor loading of each item has 22.06 % of total variance and was named
been listed in Table 2. “professional skills”.
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Table 3: Test- retest reliability between two measurements

Test Re-test
n 40 40
mean 12.58 2.24
sd 2.32 2.22
t-test 1.170
p 0.059 < 0.05
r 0.967
p 0.000 >0.001
Scree Plot
s o
g
&
@+
o —
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Component Number
Fig. 1: Screen Plot
Based on our findings, the mean scores of

expectations were high and ranged from 3.28 for
(item 14: should not keep me waiting in the waiting room
for more than 15 minutes and item 15: should always
allow me to decide on which help to get) to 3.85 for
(item 11: should work efficiently). The total means score
of patients’ expectation was 3.46. Among the three
factors, the highest expectation related to the professional
skill (mean score = 3.85) and the lowest expectation related
to the organizational skills (mean score = 3.28). The four
items with highest expectation score were related to the
professional skills. Of the four items with lowest
expectation score, all 4 items related to organizational
skills.

Internal Consistency and Reliability: The Cronbach’s
alpha coefficient for assessment of the questionnaire’s
internal consistency was 0.914 for the total means
and in the range of 0.89 to 0.91 for all items studied.
The test-retest reliability was used to check the stability.
For this purpose the questionnaire was applied
to forty participants two times with an interval of 21 days.
The Pearson correlation coefficient and paired t-test was
calculated. According to the results in Table 3, there is a
significant positive correlation between two measurement
(r=0, 967 p> 0.001) and there is no difference between the
means of two tests (p < 0.05). The results indicated the
good stability of the questionnaire and sufficiently
reliable.
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DISCUSSION

The questionnaire has been developed using item
analysis and factor analysis on items with face,
content and construct validity [36]. While the reliablity
tests (Cronbach's alpha and test retest ) have been used
to test the consistency or repeatability and stability of the
questionnaire.

Face and content validity have been ensured during
the qualitative phase by group of seven academics in two
focus group discussions. All the important items to panel
group as well as elements identified from other studies
have been included [37]. Experts adopted 16 elements
from different dimensions to be the basis of the first
version. This version has been translated to local
language (Arabic) to be tested in a larger group of
population. Specialized committee of two academics and
three linguists has been assigned to translate the
questionnaire. Two pilot studies have been used.
First, both versions distributed to twenty individuals who
are academics and grduate students in the feild of public
health to test for parallel validity. Positive and significant
correlation (r= 0.92, p >0.05) showed that the two forms
have validity of parallel test [38]. Also the mean scores
obtained from the translated Arabic form did not have any
significant difference from the mean scores of the English
form. In the second pilot study, 20 respondents agreed to
keep the same items indicating that the questionnaire was
fulfilling content criteria.

In order to test the questionnaire's acceptability to
participants, response rates for each question and scale
scores have been calculated. Out of the 500 participants
in the empirical study, questionnaire was completed for
450 (90.0%). The completion rate was high with median
(interquartile range) for questions of 92.0%. The scale
scores were also high for a median (interquartile range) of
93.5% of responses. This showed that the tool can
successfully be a self administered or at interview to wide
range of population.

In the present study factor analysis
(principal component analysis with varimax rotation)
was used to test the construct validity. Factors analysis
with 16 items showed that the scale items were loaded on
three distinct factors with eiginvalues more than 1 were
obtained. The overall explained variance of scale was
84.28% of the total variance.This result was consistent
with studies conducted elsewhere [25-34]. Factor one
included seven items which explained 39.82% of the total
variance and described the action of communication
between the healthcare provider and patients and
accessibility. Some statments referred to information
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about the medicine and the risk that may involved.
Accessibility to other caregivers on need or for
consultation soon if patient being referred. Availability of
consultation room that are easily accessible for disabled
people or people in a wheelchair. As communication and
accessibility is a closely associated condition; they may
be loaded in a single factor. Five items in relation to health
institution skills were loaded in the second factor and
explained 22.40% of the total variance. Issues such as
(appointment waiting time, the way of
reimbursement of health service or prescribed medicines,
patient's opinion in case of emergency or any treatment)
are addressed in this factor. Third factors included items
such as (always take me seriously, have enough time for
me, have a good understanding of my problems and work
efficiently ) which explained 22.06 % of total variance and
described specific professional skills which are expected
to be in health care providers [32, 39].

The widely accepted social cut-off is that Cronbach’s
alpha coefficient should be 0.70 or higher for a set of items
to be considered as a reliable scale [40]. In this study,
Cronbach’s alpha coefficient for homogeneity was 0.914
for the total means and in the range of 0.89 to 0.91 for all
items studied indicating a high degree of internal
consistency [40]. Test-retest reliability was used to check
the stability. The QUOTE-expectation has proved likely to
reproduce similar results at an interval of three weeks.
Pearson correlation coefficient between the
assessments was high (r =0, 967 p> 0.001). There was no
difference between the means of two tests (p <0.05).
The indicated the good stability of the
questionnaire and was sufficiently reliable [38].
Thus the study reveals that the questionnaire is reliable
and valid.

and

two

results

CONCLUSION

The questionnaire was developed systematically and
was confirmed to be satisfactory valid and reliable
instrument. The QUOTE-expectation instrument described
in this article is an assessment tool for patient's
expectation from healthcare provider. This tool can be
considered as a new model or method, rather than a
collection set of items to measure the patient's
expectation. However, we think that the conceptual
framework underlying this new tool have also to be tested
languages,
since health care systems differ from coutry to country.

in different communities and different
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