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The purpose of this study was to develop the Perceived Community Pharmacy
Service Quality (PCPSQ) scale to assess the clients’ perception on quality of
pharmacy service in community pharmacy. The method involved four steps: (1) sub-
scale and items development, (2) expert reviews of the scale, (3) pre-testing of the
scale, and (4) large sample testing of the scale. One hundred drugstore clients were
questioned on “quality and services demanded from drugstores™ using interviewing
and small group discussion. The information started the initial PCPSQ with 150 items
in accordance with the concepts of Donabedian’s theory, SERVQUAL, and client
satisfaction. The 150-item PCPSQ consisted of 60 items under the “structure”, 71
under the “process”, and 19 under the “outcome” dimensions. The 0-10 agreement
continuous scale format was used with 10 reflecting most strongly agree and 0 for
most strongly disagree. The last item was added requesting respondents to rate the
overall drugstore performance. After content validation via expert review, the scale
was pre-tested in 231 clients. The final-io-test PCPSQ for the large scale data
collection was reduced to 100 items with 37, 48, and 15 items in the three dimensions
respectively. A sample of 50 clients per drugstore totaling 1,950 was recruited from
39 drugstores. The exploratory factor analysis was conducted using principal axis
factoring and direct oblimin rotation. The item analysis was followed and confirmed
by the split sample technique. —The final PCPSQ remained 30 items under six
subscales: (1) Physical and structural facilities of care (3 items), (2) Process
evaluation of technical care — provider aspect (8 items), (3) Process evaluation of
technical care — counseling aspect (5 items), (4) Process evaluation of technical care —
labelling aspect (5 items), (5) Process evaluation of social functioning — disease and
self-care understanding aspect (4 items), and (6) Outcome evaluation - overall
satisfaction with visit (5 items). The construct validity was tested and the internal
consistency of all dimensions was ranged 0.6970-0.8860. These findings confirmed
preliminary evidence for the validity and reliability of the PCPSQ scale.
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CHAPTER |
INTRODUCTION

Measuring client satisfaction has become an integral part of health service,
including pharmacy service, management strategies worldwide. Moreover, the quality
assurance and accreditation process in most countries, with no exception for Thailand,
requires that the satisfaction of clients be measured on a regular basis. Although there
are many literatures on the topic of satisfaction and service quality measurement, not
many local published studies, especially in community pharmacy service, could be
found. Based upon literature review mostly in medical or nursing care in and outside
Thailand, it has revealed that the interest in clients’ opinions has been considerably
increased alongside the sociological interest in interpersonal relationship, giving rise
to the growing number of studies in the area client -practitioner relationship. This has
demonstrated the importance of understanding the client’s point of view (Cartwright,
1964, 1967; Locker and Dunt, 1978). Many studies on client satisfaction were
conducted to seek the views of clients for the processes of monitoring and improving
quality of services. However; some practitioners still believe that scale cannot be
counted as measurement related to standard service because they are subjective and
may reflect clients’ unstable thoughts and feelings (Fitzpatrick, 1991; Armstrong,
1991; Meredith et al., 1993). There are a variety of measurement concerns among
different groups in health care. Health care providers tend to focus more on technical
and clinical outcomes than quality outcomes in clients’ perspective. Even the criteria
used to measure patient satisfaction were based on providers’ assumptions rather than
clients’ values and experiences.

Despite the direct and indirect benefits of improving client satisfaction, there
has been growing criticism of its measurement. Due to the backlash against the
measure of client satisfaction, many organizations now emphasize the measure of
"client perceptions”. The Joint Commission on Accreditation of Healthcare
Organizations (1999) in U.S., for instance, has replaced the term "satisfaction™ with
"perception of care and service" in an effort to "better measure the performance of
organizations on how well they meet the needs, expectations and concerns of
individuals”. What critics have tended to forget is that satisfaction is a measure of
client perceptions as clients' report on provider friendliness, for example. Satisfaction
should be defined by client experience rather than providers' definitions of quality.
Even providers could reduce waiting times to five minutes, for example, but if they
are rude -and the waiting area-is-uncomfortable, those five. minutes can.make clients
feel interminable. Unfortunately, most health care scales have focused on evaluating
"the different dimensions of patient services... with little attention being directed to the
relative importance of these dimensions” (Dansky & Brannon, 1996, p. 504).

Quality improvement in health care and pharmacy requires the effective
measurement of both client satisfaction and perceptions of quality. Consider the
usefulness of a scale that asks clients to report, "Did the doctor spend enough time
with you?" If two physicians were similarly rated by their clients, say 60% of their
clients said yes, the providers could not conclude that they both communicate equally
well (or badly). The result from this example also could not indicate how the service
would be improved. Even if clients were asked to rate providers' communication
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using response choices ranging from "very poor"” to "very good", the providers maybe
find that over half of their clients rated this communication as "good" or "very good,"
while only a third of other clients rated it that highly. Multiple-response scales, like
the "very poor" to "very good" scale, permit greater client responses than variability
"yes or no" scales and allow researchers to prioritize quality improvement efforts.
However, not all multiple-response scales are useful for quality improvement.
Despite being quite popular (e.g., Ware & Hays, 1988), the "excellent-to-poor"
response scale (excellent, very good, good, fair, and poor) fails to meet several criteria
for sound scale construction (Vavra, 1997). This scale is neither uni-dimensional nor
balanced. Response categories are inconsistent, and responses on either side of the
central category are not parallel. In addition, the application of parametric statistical
analyses (e.g., t tests, ANOVASs, etc.) is questionable because the responses may not
be equidistant. That is, one cannot assume that the distance between "fair" and "poor"
on the response continuum is equivalent to the distance between "very good” and
"excellent”. There may be a tendency among respondents to mentally balance the
scale, causing favourable responses to be associated with negative performance.
Measurement of client satisfaction and subsequent performance improvement efforts
will become paramount as competition for clients increases. It is therefore critically
important that the measures must be valid and reliable.  Unfortunately, many current
client satisfaction scales have not been adequately validated and may do more harm
than good. So, the further research of client satisfaction to evaluate their perception of
service and care should focus on its scale, aiming to develop the scale that is more
relating to clients’ perception and consideration for services they perceived. All items
should cover all dimensions that represent the clients’ point of view, and of course, all
of them should be brought out from the clients themselves.

Assumptions for Developing the New Scale

1. In theory, as the above suggests, a scale measuring from clients perceptions
should be an important aspect of the service provided by health care center and
pharmacies. However, a major problem with the application of a client satisfaction
scale reporting in many studies (Sitzia and Wood, 1998, Lebow, 1974) is that studies
of this topic are often local, poorly designed and lack reliability and validity.
Moreover, there seems to be little agreement on what is an acceptable response rate. A
further problem with the ‘methodology used in the implementation of a client
satisfaction scale is that there is often a non-response bias when evaluating the result.

To counter this problem, the literature recommends that the target populations
should be well defined, that the sampling -method should be sound, the number and
characteristics of non-respondents should be well documented, and the scale should be
personally administered to clients (Sitzia and Wood, 1998).

2. Some studies have however questioned whether a scale actually measures what
it intends to measure. Even the criteria used to measure client satisfaction were based
on providers’ assumptions rather than clients’ values and experiences.

It is therefore imperative that any study of this nature must be based on a clear
understanding of how clients evaluate the health services. A major question is that
what are real clients’ need and expectation and how to measure and evaluate it.
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3. A further challenge to the development of a valid and reliable scale for
measuring client’s quality perceptions is to ensure that the scale is designed taking
cognizance of the variables that can significantly influence the clients’ perception of
the care they receive(Minnick et al., 1997). Individuals could well have their own
preferences, and it may be extremely difficult for health care centers to meet
individual preferences. Other variables that are commonly associated with a client
satisfaction or service quality tool include clients’ age, education, occupation, and
ethnic group, also timeliness to meet practitioners or receiving services and continuity
of care.

4. SERVQUAL is one of the most popular tools for measuring clients’
perceptions in use in medical centers overseas. The literature demonstrates that scales
of this nature work well in developed countries, where literate clients complete the
questionnaire on their own. No published study could be found which demonstrates
that a SERVQUAL scale works equally well in developing countries (and Thailand)
where clients may be unable to complete either the expectation or perception section
on their own.

In conclusion a new developed scale for measuring clients’ perceptions after
receiving pharmacy service at drugstores should be well designed with full
participation from clients. 1t must be easily understandable and take cognizance of the
clients’ ability to complete the scale while still maintaining confidentially.

Purposes of the Study

The inspiration of this study comes from the lack and therefore in need of a
well-founded tool for measuring Thai community pharmacy performance from the
client perspective. Hence, this study is conducted with the aim of developing a
reliable and valid scale named as “Perceived Community Pharmacy Service Quality
scale (PCPSQ)” used for assessing the clients’ perception on quality of pharmacy
service in community pharmacies.

Significance of the Study

1. This new valid and reliable scale can be used as a standard measure of
client’s quality perception. The Perceived Community Pharmacy Service Quality scale
(PCPSQ) will be the first scale in pharmacy service measurement area in Thailand. It
can also be modified and applied to other medical health care service.

2. . The PCPSQ can-be used-as a measure -for accreditation .of drugstore
standard practice program. This scale will be designed to achieve quality assurance
standards specific to community pharmacy and to raise the standard of customer
service and care in individual pharmacies across Thailand. This would strengthen the
policy and strategy to develop the community pharmacy profession service in the near
future.

3. This scale can create benchmark indicators for community pharmacy
services and other pharmacy services from client perspective in Thailand.

4. The process of scale development in community pharmacy service from
this research will serve as a foundation for more advanced methodological research.
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5. The developed scale (PCPSQ) will facilitate future research in quality
measurement. This could ultimately produce more studies in this area.

Conceptual Framework

The conceptual framework is founded on the Donabedian’s concept of quality
including structure, process, and outcome measures in combination with the constructs
of the SERVQUAL instrument, i.e., tangibles, reliability, responsiveness, assurance /
competence, and empathy.

Customer perceptions of service are first impressed by the structure of the
community pharmacy including physical setting, environment, and facilities used to
render service to customers. It also depends on the attitudes and performance of the
provider. Tangibles depend on the appearance of the physical facilities, equipment,
personnel and communication materials. These all are identified as customer
requirements in the first dimension.

How the service delivered is the second importance. Standards can be
examined from the perspective of the client. This specification can be judged based
on clients’ ratings of the responsiveness of the service setting. Responsiveness,
empathy, and assurance directly reflect the interaction between clients and providers.
Those to be concerned in the second dimension are behaviour — skill - knowledge of
the provider, participation / relationship, problem solving, resource management,
record or link between past and present status, and prompt service.

Finally, the ways in which clients judge a service depend on the outcomes.
After receiving the service, clients will judge reliability that measures the ability to
perform the promised service dependably and accurately. Consumers want and
demand the very best care possible. Even they lack the technical expertise to
accurately assess the clinical quality of the services being provided, they have some
sense of what they perceive from the emotional, supportive, and caring qualities of the
services they receive. They measure whether they feel understood, respected or
emotionally cared for. If they are satisfied with the care and service, they certainly
come back and mostly share the experiences with their family members or friends.
Then they perceive this third dimension of quality in- five sub-dimensions:
professional care quality, service quality, relationship quality, technical quality, and
overall satisfaction.
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Figure 1: Conceptual frame work of this study




Definition of Terms

Client is a person using the services of a setting of unit. He or she who gets the
service may be a patient of any health care unit. This term also refers to customer and
consumer.

Client perspective is the client’s ability to perceive things in his/her actual
interrelations or comparative importance.

Client satisfaction is the client’s fulfilment or gratification of a desire, need, or
appetite.

Community Pharmacy is a drugstore where provides service to clients by a
pharmacist.

Expert is a person with special or superior skill or knowledge in a particular area

Health care profession is a person who is specialized in medical service including
doctors, pharmacists, nurses, and other medical staff.

Quality perception the representation of quality is perceived.

Primary care is the provision of integrated, accessible health care services by health
care providers who are accountable for addressing a large majority of personal health
care needs, developing a sustained partnership with clients, and practicing in the
context of family and community. Primary care is accessible, longitudinally
continuous, adequately communicated, contextual (based on a provider's accumulated
knowledge of the client and family), comprehensive, and coordinated.

Provider is a person who gives service to clients.

Scale is a standard of measurement or judgment; a criterion. This term also refers to
instrument or measure.

Subscale is a subset of a scale.



CHAPTER I
LITERATURE REVIEW

This chapter is divided into eight parts: models used for patient perceptions,
perspectives on the quality of care, the concept of service quality and client’s
perception, quality evaluation and improvement, concepts of client satisfaction, scales
for quality of care in Thailand, community pharmacy practice in Thailand and its
standard guideline and scale development. These information and references guided to
essential dimensions and items in the methodology.

Models Used for Patient Perceptions

Measurement of quality from client perceptions has been developed based on
various models and theoretical concepts. Summarizing here is some frequently found
in research literatures and has been examined in this study as a basis for further
development.

1. Patient Satisfaction

To meet the expectations of their clients, pharmacists will need to continually
improve quality and increase client satisfaction. As often used among health care
providers, report cards for client s' health are effective for comparing the performance
of medical services on technical outcomes, but their use for improvement is
counterproductive (Solberg, Mosser, & McDonald, 1997). To improve the health care
service, providers should identify those issues that are important to clients and their
perceptions on quality. Increasingly, the measure of client satisfaction is viewed as
important in outcomes research and quality improvement efforts (Ganey & Drain,
1998; Pichert et al., 1998; Press, 1993; Press, Ganey, & Malone, 1992). Many reports
have shown clients' perceptions on primary care and identify the aspects that influence
clients' satisfaction and decisions to return.

"Several lines of research have converged on the finding that [care provider]
interactions with patients and their families... have remarkably strong effects on
clinical outcomes, functional status, and even physiologic measures of health"
(Kenagy et al., 1999, p. 663).

In addition to increased -client: compliance and health outcomes, client
satisfaction has been linked to greater service utilization and-risk management
(Burroughs et-al.,-1999). -As a result, managed- care organizations-in U.S. are placing
greater emphasis on client-perceived outcome measures, such as satisfaction and
functional status (Kaldenberg & Malone, 1997).

As clients take on a greater share of their own health care costs, they will
expect more from pharmacists and reward those who exceed their expectations. Poor
service will contribute to clients' decisions to go elsewhere, and client dissatisfaction
will drive clients to switch to other pharmacies. Primary care providers like
pharmacists are in a particularly vulnerable position. Although specialists rely heavily
on referrals for their livelihood, primary care providers and pharmacists must focus on
keeping the clients they have. Dissatisfied clients are less likely to return to a
pharmacist or to seek treatment at all, so client dissatisfaction can have a devastating
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effect on a pharmacist’s retention efforts. In fact, dissatisfied clients can adversely
affect a pharmacy business through negative word-of-mouth communication to others
no matter whether they leave or not. So, service improvement will improve
compliance and medical outcomes and increase future service utilization.

2. Perceived Quality Concept

“Perceived quality” is usually defined in literature as an evaluative judgment
on an attitudinal nature (Parasuraman, Zeithaml, and Berry 1988; Carman 1990;
Cronin and Taylor 1992). It has the following characteristics: (1) it is formulated by
the client (Steenkamp 1990; Holbrook 1994, p. 21-71), (2) it is an overall judgment on
a global character, although shaped by the object’s characteristics and attributes
(Olshavsky 1985, p. 3-29), (3) it is relative, since it is determined by the interaction
between the object and the subject who evaluates it (Steenkamp 1990).

In this sense, client evaluation on the quality of health care are not limited to
the characteristics of the service, but include all elements, such as price, image,
reputation, and so on (Olson and Jacoby 1972; Olson 1977; Gronroos 1982;
Olshavsky 1985; Parasuraman, Zeithml, and Berry 1988; Bitner and Huber 1994).
These elements are integrally considered and inseparable from services received.
They are perceived and evaluated as a whole by clients.

Furthermore, the perceptual process of quality is explained by Steenkamp
(1990) as a process structured in three stages: (1) acquisition and categorization of
quality cues, which are defined as the stimulus related to service features, (2) quality
attribute beliefs formation, that is, the informational and/or inferential beliefs that the
consumer forms about the functional and psychosocial benefits the service might
offer. These quality attributes can be based on both the quality cues and the
experience of the service during Its use or enjoyment, (3) integration of the quality
attribute beliefs through-out the formation of an overall assessment of the quality of
the service. In the case of pharmacy service, this judgment will represent the
“perceived quality™ of the client.

This process of perceiving, categorizing, evaluating, and forming the judgment
or attitude requires increasingly greater levels of abstraction (Zeithaml 1988). This
enables the step to be taken from quality cues to the “perceived quality”. Thus, this
global valuation considers all the features perceived by the client, and it is conditioned
by a set of personal (for example, knowledge of the product, previous experience,
perceived risk), situational (for example, type of use, availability of time, moment of
the evaluation) and . comparative factors (for example, available alternatives)
(Steenkamp 1990; Holbrook 1994).

According to this definition of perceived quality and the quality perception
process, its attitudinal nature justifies its possible use in all kinds of businesses, since
clients can form their own judgments on the quality of any “attitude object”.
Nevertheless, several authors argue that, given the characteristics of services
(intangibility, heterogeneity, and inseparability between production and consumption),
objective measurements based on tangible attributes or characteristics are not
applicable to services, and suggest the need to employ different evaluation processes
from those used on tangible objects (Zeithaml 1981; Parasuraman, Zeithaml, and
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Berry 1985). These authors think that this differentiation does not prevent perceived
quality and its operationalization being used to evaluate objects of tangible nature,
although it may have to be adapted to the attitude object. These adaptations refer not
only to the variety and extent of the construct domain elements, but also to the type of
attributes to be considered and their relative importance (Rust and Oliver 1994).

3. Donabedian’s Theory

Any sound quality assurance process, according to Donabedian (1980) should
include the following three components: structure (physical and human resources);
process (technical and interpersonal performance) and outcomes (results of inputs and
process). The literature review suggests that this theory should be a key concept for
developing a tool to identify areas of improvement and demonstrate to external
reviewers the quality of the care that clients are receiving (Epstein et al., 1996;
Maxell, 1984, 1992).

Perspectives on the Quality of Care

Quality of care has long been on the agenda of health care providers
worldwide. However, all countries are struggling to formulate a concise, meaningful,
and generally applicable definition of the quality of health care (Kazandjian, 1997).
Brook and Williams (1975) defined quality of care as follow:

“Quality of Health Care = (Technical Care)

+ (Art of Care)

+ (Technical Care)*(Art of Care) + ¢
Here, technical care includes the adequacy of the diagnostic and therapeutic
processes. Art-of-care relates to the milieu, manner, and behavior of the provider in
delivering care to and communicating with the patient. The interactive term
emphasizes the notion that the two terms are not just additive. Finally, an error term
is included as a reminder that a measurement of any construct, such as quality,
includes random error ....”

The definition of care also adapted to the needs of the client. For example,
Bass and Windle (1972) said,

“We have defined continuity of care as the relatedness between past and
present care in conformity with the therapeutic needs of the clients.”

According to Shortell (1976),

“Continuity of medical care can be defined as the extent to which medical care
services are received as a coordinated and uninterrupted succession of events
consistent with the medical care needs of the patients.”

In 1980, Donabedian (1980) defined care of high quality as
"that kind of care which is expected to maximize an inclusive measure of

patient welfare, after one has taken account of the balance of expected gains and
losses that attend the process of care in all its parts.” He also mentioned that “...
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quality is influenced through the quantity of services and the types of services
recommended by the practitioners and accepted by the patients. Quality is also
influenced through the social distribution of services and their benefits.”

So, Donabedian defined the quality of care as its expected ability to achieve
the highest possible net benefit according to the valuations of individuals and of
society.

In 1984, the American Medical Association (1986) defined high-quality care
as care "which consistently contributes to the improvement or maintenance of quality
and/or duration of life."

The association identified specific attributes of care that should be examined in
determining its quality, including an emphasis on health promotion and disease
prevention, timeliness, the informed participation of clients, attention to the scientific
basis of medicine, and the efficient use of resources. One of the most widely cited
recent definitions, formulated by the Institute of Medicine in 1990, holds that quality
consists of the "degree to which health services for individuals and populations
increase the likelihood of desired health outcomes and are consistent with current
professional knowledge."

The complexity and variability of these and many other definitions of quality
can be confusing even to experts, let alone physicians and providers who are not
versed in the technicalities of debates about quality. With characteristic wisdom,
Donabedian, (1988) a leading figure in the theory and management of quality of care,
has suggested that

"several formulations are both possible and legitimate, depending on where
we are located in the system of care and on what the nature and extent of our
responsibilities are.”

Different perspectives on and definitions of quality will logically call for
different approaches to its measurement and management.

Health care professionals naturally tend to define quality in terms of the
attributes and results of care provided by providers and received by clients. Providers
tend to define quality not in general terms, but by specifying in detail the clinical
activities. of patient care, focusing almost-exclusively. on technical. management. As
other-authors in this series will note, these definitions of quality emphasize the
technical excellence with which care is provided and the characteristics of interactions
between provider and client (Donabedian, 1988). The technical quality of care is
thought to have two dimensions: the appropriateness of the services provided and the
skill with which appropriate care is performed (Donabedian, 1988). High technical
quality consists of "doing the right thing right." To do the right thing requires that
practitioners make the right decisions about care for each patient (high-quality
decision making), and to do it right requires skill, judgment, and timeliness of
execution (high-quality performance) (Blumenthal & Scheck, 1995). The quality of
the interaction between providers and client depends on several elements in their
relationship: the quality of their communication, the provider's ability to maintain the
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client’s trust, and the provider's ability to treat the client with "concern, empathy,
honesty, tact and sensitivity" (Donabedian, 1988).

Although the perspective of health care professionals is widely acknowledged
to be important and useful, other perspectives on quality have been emphasized in
recent years. Perhaps the most important change has been a growing recognition and
insistence that care must be responsive to the preferences and values of the consumers
of health care services, especially individual clients, (Mulley, 1995) and that their
opinions about care are important indicators of its quality. Thus, the US Institute of
Medicine's definition of quality includes the extent to which health care results in
"desired health outcomes,” and other recent definitions refer to care that meets the
"expectations” of clients and other customers of health care services (Laffel &
Blumenthal, 1989). An interest in the views of clients is not fundamentally
inconsistent with physicians' views of quality. In their concern with the quality of
personal interactions, health care professionals have always acknowledged that
satisfying clients at some level is essential to providing care of high quality. At the
same time, however, health care professionals have often discounted the importance
of clients' perspectives in the belief that clients have very limited knowledge of what
constitutes technical quality and because of the difficulty of measuring clients’ views
accurately and reliably. Both political and scientific developments have fostered the
growing emphasis on the importance and legitimacy of clients' perspectives on the
quality of care.

In almost all the studies reviewed, quality is defined not in terms of the
consequences of care but in terms of attributes of the providers and of their behavior.
There are some discrepancies between what clients want and what providers think the
clients want. This means that problems might arise partly because providers
misperceive what clients want, and partly because they cannot, or do not wish to,
respond to what they correctly perceive clients to prefer. As a corollary, it would be
unrealistic to expect that the performance of any one practitioner, or of an institution
as a whole, would be so uniform across these many ingredients of quality that the
goodness of one aspect would signal the presence of goodness in many of the others
also. This is an issue that will challenge us to further think of the quality improvement
and measurement as standard.

The Evaluation of Quality in Health Care Service

Donabedian (1980). suggested three approaches to the evaluation of quality in
health care service: structure, process, and outcomes or end results. There is a
fundamental functional relationship among the three elements, which can be shown
schematically in figure 2 as follow:

Structure —p Process —p Outcome.

The concept of structure includes the human, physical, and financial resources
that are needed to provide medical care. It also includes the number, distribution, and
qualifications of professional personnel, and so, too, the number, size, equipment, and
geographic disposition of places/settings and other facilities. The term structure also
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includes the characteristics of the administrative organization, the manner, and the
kind of care that is provided. Donabedian (1980) indicated that

“Structure is relevant to quality in that it increases or decreases the
probability of good performance.”

However, he mentioned that structure could only indicate general tendencies
and there was insufficient knowledge about the relationships between structure and
performance.

Donabedian (1980) defined process as the evaluation of activities of physicians
and other health professionals in the management of patients. The criterion used is the
degree to which management of client conforms to the standards and expectations of
the respect professions. When the evaluation of process was the basis for judgment
concerning quality, there was the explicit or implicit assumption that particular
elements and aspects of care were known to be specifically related to successful or
unsuccessful outcomes or end results (Schluz & Johnson, 1990).

Donabedian used outcome to mean a change in a patient’s current and future
health status that could be attributed to antecedent health care. Schluz and Johnson
(1990) summarized that Donabedian evaluated outcomes or end results as quality of
health and satisfaction together with client attitudes. They also indicated that the
service quality in health care was the most difficult to measure.

Inputs
Structure
Organization
Content
Process
Configuration
Procedural End Point
Impact

Figure 2:Donabedian’s Formulation
Sources; Donabedian 1980

In many publications of Donabedian, he concluded that the basic formulation
of structure, process, and outcome gained in validity and usefulness as a result of all
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comparisons to other formulations. This model demonstrated flexibility without the
loss of its fundamental classificatory or conceptual significance. He suggested using
this model as approaches to the acquisition of information about the presence or
absence of the attributes that constitute or define quality, not as attributes of quality
itself (Donabedian, 1980).

Follow Donabedian’s concept, Schulz and Johnson (1990) had concluded that
there were eight characteristics of a good medical care:
1. Good medical care was limited to the practice of rational medicine
based on medical science;
2. Good medical care emphasized prevention;
3. Good medical care required intelligent corporation between lay public
and parishioners scientific medicine;
Good medical care treated the individual as a whole;
Good medical care maintained a close and continuing personal relation
between the provider and the patient;
Good medical care was coordinated with social welfare work;
Good medical care coordinated all types of medical service; and
8. Good medical care implied the application of all necessary service of
modern scientific medicine to the needs of all people.

ok

~No

In addition, Schulz and Johnson (1990) had described the definition of the
quality of health service that a client might identify the quality as being treated with
empathy, respect, and concern, while a provider might define it as delivering patients
the most advanced knowledge and skill of medical science to save the patients.
Moreover, the quality in health care service should have a dimension of efficiency,
and the providers should look at the quality in many aspects for all stakeholders in the
service.

The Concept of Service Quality and Client’s Perception

Service quality is a combination of two words — service and quality; its
definition suggested that the quality of service depended on the ability to satisfy needs
of users or anyone dealing with-the service (lvancevich, 1997). Edvardsson (1993)
defined that the service should be corresponding with ‘the clients’ expectation and
fulfill their needs and requirements. In addition, Egidio (1990) indicated that service
quality was the ability to meet the clients’ expectation.

Service encounter Service design

QUALITY

Service productivity Service organization & culture

Figure 3: The impact of quality Source; Mudie & Cottam, 1999
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The definition of service quality is the difference in levels of perception and
expectation as shown in the following formula (Schmenner, 1995, Kurtz & Clow,
1998):

= Service satisfaction
= Delivery — Expectation
= Perception - Expectation

Service quality

The service quality can be evaluated with the concept of reaching the
expectation levels of client needs by comparison of the expectation with the real
perceptions of clients. The research program on service quality study done by
Parasuraman, Zeithaml and Berry (1991) during 1983 to 1989 was under MIS
sponsorship and had three major phases. From the study, it was concluded the model
for service quality that the measurement of the gap between the service expected and
the service perceived is a routine customer feedback process that can be practiced in
many leading service companies. Peter Mudie and Angela Cottam (1999) had
concluded about the most important insight obtained from the research on this model:

“A set of key discrepancies or gaps exist regarding executive perceptions of
service quality and the tasks associated with service delivery to consumers. These
gaps can be major hurdles in attempting to deliver a service which consumers would
perceive as being of high quality.”

So, the key features of the Service Quality Model are:

1. The identification of key attributes of service quality from a management
and consumer perspective

2. Highlighting the gaps between consumers and service providers with
particular reference to perceptions and expectations

3. Understanding the implications for service management of closing the

gaps.

From this model (figure 4), the gap between client expectations and
perceptions (Gap 5) was shown to be dependent upon the size and direction of the
other four gaps that were associated with the delivery of the service. Expectations
were the reference level of satisfaction that clients-expect before getting the service,
while perceptions reflect the service that clients actually receive. The idea was that
firms need to close this gap to satisfy their customers. In addition, the model
suggested that-other gaps also-needed to be closed.

The gap of the difference between clients’ expectations and management
perceptions of the clients” expectation (Gap 1) was related to marketing research
orientation, upward communication, and levels of management. Then this gap was
resulted from inadequate marketing research orientation and lack of upward
communication (Parasuraman, Zeithaml & Berry, 1991, Kurtz & Clow, 1998,
Zeithaml & Bitner, 2000).

The gap of the difference between the organization’s perceptions of client
expectations and the translation of these perceptions into the service quality
specifications (Gap 2) could be closed by setting goals and standardization of service
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delivery. Factors influenced this gap were management commitment to service
quality, goal setting, task standardization, and perception of feasibility (Parasuraman,
Zeithaml & Berry, 1991, Kurtz & Clow, 1998, Zeithaml & Bitner, 2000).

The service performance gap (Gap 3) meant that the actual service delivery did
not meet the specification or standard set by the Board/manager. This gap was related
to teamwork, employee-job-fit, technology-job-fit, perceived control, supervisory
control systems, role conflict, and role ambiguity (Parasuraman, Zeithaml & Berry,
1991, Kurtz & Clow, 1998, Zeithaml & Bitner, 2000).

The gap of the difference between service delivery and external
communications in the form of exaggerated (Gap 4) promises and the lack of
information provided to service personnel were resulted from poor or lack of
communication with customers, over promising to customers, ineffective management
of customer expectation, and inadequate horizontal communications (Parasuraman,
Zeithaml & Berry, 1991, Kurtz & Clow, 1998, Zeithaml & Bitner, 2000).
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Figure 4: Service Quality Model
Source; Parasuraman, Zeithaml and Berry, 1985

Follow to Parasuraman, Fitzsimmons JA and Fitzsimmons (1998) used the
concept of the service quality by comparing perceptions of the service received with
expectations of the service desired in five dimensions (tangible, reliability,
responsiveness, assurance, and empathy). They also considered such factors as word-
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of-mouth, personal own needs, past experiences, and external communication into the
clients’ expectation and perceptions of the service quality. When satisfaction levels of
the service received exceeds the expectation levels, service was considered good or
quality surprise. But if the expectation levels of satisfaction were not met, the service
quality was considered unacceptable. Clients’ expectation and perceptions of the
service quality were also based on such factors as word-of-mouth, personal own
needs, past experiences, and external communication (figure 5).

Word-of-mouth Personal needs Past experiences

Perceived service quality
Dimensions of v 1. Expectations
service quality exceeded
- Expected =
1. Reliability (Quality surprise)
service
2. Responsiveness 2. Expectations met
3. Assurance | (Satisfactory quality)
4. Empathy 3. Expectations not met
5. Tangibles ) : (Unacceptable quality)
r
y erceived

service

Figure 5: Perception of service quality
Source; Fitzsimmons & Fitzsimmons, 1998

For service quality in health care ( Biggs, 1996) defined the quality as the
degree to which client care services increase the probability of desired client outcomes
and reduce the probability of undesired outcomes. Loveridge and Cummings (1996)
defined the quality in the medical care as meeting professional standards or knowing
intuitively of providers. Similarly, lvancevich et al. (1997) indicated that service
quality was the conformance of the service to customer specifications and expectation.
To a medical clinic administration, service quality was often viewed as physicians’
credentials; however, clients were more concerned with waiting time and interactions
with doctors and staff members rather than concerned with the qualifications of
doctors.

The quality in the medical care service had four components: professional
performance, efficient use of resources, minimal risk to the client of illness or injury
associated with care, and client satisfaction (Stanhope & Lancaster, 1996). While in
Thailand Supachutikul and Sriratanaban (2000) concluded that the service quality
should be able to conform to the standard, satisfy client life, and meet or exceed client
needs to get good outcome with zero defects (figure 6).
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Figure 6: Definition of Quality in Medical Service
Source; Supachutikul & Sriratanaban, 2000

Recently published research article of Baltussen, Haddad and Sauerborn
(2002) in Health Policy and Planning, reports on the measurement of perceived
quality of care of primary health care services in the health district of Nouna, Burkina
Faso. It shows a tendency for respondents to respond favorably to items, but
respondents’ opinions are not very favorable. The findings of this study have shown
the feasibility of conducting a detailed assessment of indicators of perceived quality
across a variety of health centers. The scale by Haddad et al. (1998) is an example of
appropriate scales to assess patient perceptions on quality of care with precision and to
make changes in policy. In the case of Burkina Faso, improving drug availability and
accessibility to health services were identified as the two main priorities for health
policy action. All four dimensions of the scale are:

1. Health personnel practices and conduct: compassion/support for clients,
respect for clients, reception of clients, honesty, follow up, good clinical examination,

2. Adequacy of resources and services: adequacy of medical equipment,
adequacy of rooms, adequacy of doctors for women, number of good doctors,
availability of drugs for all diseases on the spot,

3. Health care delivery: good diagnosis, prescription of drugs by doctors,
quality of drugs, recovery/cure,

4. Financial and physical accessibility ‘of care: payment arrangements,
adequacy of costs, ease of obtaining drugs, distance, allowing sufficient time for
clients.

Quality Evaluation and Improvement

While the preceding are very generic strategies to define the term “quality” in
a given service organization, the literatures provide a variety options. Some examples
of defining both quality and the implementation of total quality service in different
sectors are provided. The most common ones (Stamatis, 2000, Czarnecki, 1999) are
based on the theories of:
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Dr. Joseph Juran (1979): Juran’s quality improvement strategy stresses
project-by-project implementation and the breakthrough sequence. He
warns against taking shortcuts from symptom to solution without finding
and removing the cause. Juran also provides several problem-solving tools
in addition to statistical process control (SPC). With his definition of
quality as fitness for use, he is strongly oriented toward meeting customer
expectations.

Philip B. Crosby (1979): Crossby’s approach gives attention to
transforming the quality culture. He is able to involve everyone in the
organization in the process by stressing individual conformance to
requirements. He suggests fourteen steps to provide management a
prototype and easy-to-understand approach for management to follow and
meet world-class quality. His approach is a top-down process.

Dr. W. Edwards Deming (1982): Deming’s strategy is based on statistical
tools. It is a bottom-up process, comparing to Crosby’s. The emphasis of
the strategy seems to be on continual improvement and measurement. It is
to look at the process to remove the variation that is management
controllable. Deming describes quality as a predictable degree of
uniformity and dependability at low cost and suited to the market. He
strongly believes in empowering the workers to solve problems through
the appropriate tools. However, he does not recognize the cost of customer
dissatisfaction as he thinks that it is impossible to measure.

Taguchi (1987): Taguchi’s strategy is focused in the loss function, which
defines any deviation from the target as a loss that someone will pay. He
provides specific guidelines for improvement and cost considerations,
especially in the service industry.

Comparison of these four major quality philosophies is shown in table 1.

Table 1: Comparison of the Four Major Quality Philosophies

Juran’s

Crosby’s Deming’s Taguchi’s

1. Assign priority to
projects

2. Pareto analysis of
symptoms

3. Theorize on
causes of symptom
4. Test theories,
collect and analyze
data

5. Narrow list of
theories

6. Design
experiment(s)

7. Approve design,

1. Management
commitment

2. Quality
improvement team
3. Quality
measurement

4. Cost of quality
evaluation

5. Awareness

6. Corrective action
7. Zero defects
planning

8. Quality education

9. Zero defect day

1. Create constancy of purpose for
improvement of product and service

2. Adopt the new philosophy: of refusing to
allow defects

3. Cease dependence on mass inspection
and rely only on statistical control

4. Require suppliers to provide statistical
evidence of quality

5. Constantly and forever improve
production and service

6. Train all employees

7. Give all employees the proper tools to
do the job right

8. encourage communication and

1. An important dimension of the
quality of a product/service is
the total loss generated by that
producer to society

2. In"a competitive environment,
continual quality improvement
and cost reduction are
necessary for staying in
business

3. Continual quality
improvement includes
continuous reduction in the
variation of product

performance characteristics




20

Juran’s

Crosby’s

Deming’s

Taguchi’s

provide authority
8. Conduct
experiment,
establish proof of
cause

9. Propose
remedies

10. Test remedy
11. Action to
institute remedy
12. Control at new

level

Note: Items 1-8 define
the journey from
symptom to cause
and items 9-12 define
the journey from
cause to remedy.
Juran distils his
philosophy in the
famous triology which
identifies: 1. plan, 2.

control, 3. improve.

10. Goal setting

11. Error cause
removal

12. Recognition

13. Quality councils

14. Do it all over again

Note: Crosby distils
these 14 points of four
absolutes;

1. Definition of quality
Conformance to
requirements

2. System
Prevention

3. Performance standard
Zero defects

4. Measurement

Cost of quality

productivity

9. Encourage different departments to
work together on problem solving

10. Eliminate posters and slogans that do
not teach specific improvement method
11. Use statistical methods to continuously
improve quality and productivity

12. Eliminate all barriers to pride in
workmanship

13. Provide ongoing retraining to keep
pace with changing products, methods,
etc.

14. Clearly define top management’s

permanent commitment to quality

Note: Deming distils these 14 points into the
following model: Plan — Do — Check (Study) —
Act. This model 1. symbolizes the problem
analysis process and quality improvement
cycle and 2. provides focus on defect

correction as well as defect prevention.

about their target values

4. The customer’s loss due to a
service’s performance variation
is approximately proportional to
the square of the deviation of
the performance characteristic
from its target value

5. The final quality and cost of a
product/service are determined
to a large extent by the
engineering designs of the
product/service and its process
6. performance variation can be
reduced by exploiting the non-
linear effects of the product or
process parameters on the

performance characteristics

Note: Taguchi distils his
philosophy down to the loss
function, which recognizes that any
deviation from the nominal (target)

is costly and somebody pays for it.

Source; Stamatis 2000

None of the specific definitions of the gurus is all-inclusive. None is perfect.
Rather, each definition emphasize that everyone needs an operational definition of
quality. An operational definition will be a description in quantifiable terms of what to
measure and the steps to follow in order to consistently measure it. It shows that the
purpose of the measurement in these four concepts. is expanding to determine the
actual performance of the process, not only on structure as in the initial focus of
quality. However, each service organization usually defines quality based on its own
objectives, expectations, culture, and customers. Mostly it is based primarily on three

points:

1. Quality characteristics, which are the characteristics of the output of a
process that are important to the customer. Quality characteristics require
knowledge about the customer in every respect.

2. Key quality characteristics, which are the most important quality
characteristics. Key quality characteristics must be operationally defined
by combining knowledge of the customer with knowledge of the process.

3. Key process variables, which are the components of the process that have
a cause-and-effect relationship of sufficient magnitude with the key
quality characteristics such that manipulation and control of the key
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process variables will reduce variation of the key quality characteristics
and/or change their level to either a quality or a key quality characteristic.

In addition, Schulz and Johnson (1990) defined quality improvement as a
methodology used for saving cost.

In defining quality service, there are additional characteristics to be accounted
for. Garvin (1988), for example, identified eight dimensions of quality, with each
dimension contributing to a set of requirements. In quality service, it is paramount that
those dimensions be accounted for and planned in the service process. The dimensions
in a modified version of Garvin’s are:

1. Function: The primary required performance of the service
Features: The expected performance of the service
Conformance: The satisfaction based on requirements that have been set
Reliability: The confidence of the service in relationship to time
Serviceability: The ability to service if something goes wrong
Aesthetics: The experience itself as it relates to the senses
Perception: The reputation of the quality.

Nogakown

Stamatis (2000) also addressed that it was important to recognize Garvin’s
dimensions in order for service to be effective and efficient. And the following
additional characteristics must be present:

e Be accessible
Provide prompt personal attention
Offer expertise
Provide leading technology
Depend on subjective satisfaction
Provide for cost effectiveness.

Refer to the Service Quality Model; service quality is viewed as a
multidimensional concept. Consumers assess and evaluate a number of factors or
dimensions. Clearly the question of what to measure will vary from one service to
another, but a list of dimensions by which consumers’ judge quality has been
developed (Zeithaml, Parasuraman & Berry, 1990). The appropriateness of these
dimensions has been tested in a variety of service industries. Consequently they
appear applicable to most services, including the health ‘care service. The original
dimensions of the Service Quality Model are:

1. Reliability: The ability to ‘perform the promised service dependably and
accurately. It also includes that the service is accomplished on time
without error. It is regarded as the most important determinant of
perceptions of service quality (Zeithaml, Parasuraman & Berry, 1990).
This dimension is particularly crucial for services such as railways, buses,
banks, building societies, insurance companies, delivery services and trade
services, e.g. plumbers, carpet fitters, car repair.

2. Responsiveness: The willingness to help customers and to provide prompt
service. It also includes the ability to recover quickly if a service failure
has occurred. And professionalism leads to the positive perception level of
service quality. This dimension is particularly prevalent where customers
have requests, questions, complaints and problems.
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3. Assurance: The employees/providers’ knowledge and courtesy, and the
ability of the service to inspire trust and confidence. The assurance
dimension includes: competence to perform the service, politeness and
respectiveness to the customers, effective communication with the
customers, and having the general attitude that the most important thing for
the service is the understanding of customer’s interests. This dimension
may be of particular concern for customers of health, financial and legal
services.

4. Empathy: The caring, individualized attention the service provides its
customers. Empathy includes: approachability, sensitivity, and effort to
understand the customers’ needs (Fitzsimmons & Fitzsimmons, 1998).
Small service organizations are better placed for treating customers as
individuals than their larger invariably standardizes counterparts. However,
relationship marketing is designed to offer a more individualistic approach
for customers of large organizations.

5. Tangibles: The appearance of physical facilities, equipment, personnel and
communication materials. All of these are used in varying degrees to
project an image that will find favour with customers. Tangibles will be of
particular significance where the customer’s physical presence at a service
facility is necessary for consumption to occur e.g. hair salon, hotel, and
night club.

For the five determinants of service quality already mentioned, a multiple-item
scale called SERVQUAL has been developed (Zeithaml, Parasuraman & Berry,
1990). It aims to measure customer expectations and perceptions and the gaps as
described in the service quality model. Measurement is done through a Likert scale in
which respondents are required to indicate their strength of agreement/disagreement to
statements about the delivery of service quality. Generally, this service principle
would provide service organizations with explanations of upward and downward
trends in quality. It would be an index of customer satisfaction, measuring all the
activities and attributes that affect customer satisfaction.

Although SERVQUAL is an excellent instrument for measuring service
quality, it still has three potential problems. First, SERVQUAL can measure the
clients’ expectation of the ideal organization in only a particular service firm. Second,
it is generic nature. And third, measuring clients’ expectation after a service has been
provided with bias of the clients’ responses. If the clients have a positive experience,
they will-give-a high score; but if they-have a negative experience, they will lower the
score for the service received at the current period.

In addition, the study of Kurtz and Clow (1998) has suggested that there are
three principles for the service quality evaluation:

1. Service quality is more difficult to be evaluated by customers compared to
the evaluation of quality of products.

2. Service quality is based on clients’ perceptions of the service outcome and
the evaluation of the service process.

3. Service quality perceptions result from a comparison of what the clients
expected prior to getting the service and the actual perceptions after
receiving the service.
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Many service organizations do however fall into a category similar to the
concept of service quality. They can be portrayed as visible operational processes in
which the client is directly involved in some way. Unlike the purchase of a packet of
soap powder or other consumer products where it is fairly certain that it will do the job
it is intended to, a stay in a hospital or buying medicines at a drugstore is potentially
full of uncertainty in that so many things can go wrong and must be concerned.
Uncertainty about what the client actually wants is a key factor for organizations
whose major activity is providing a service, especially the health care services. The
uncertainty can occur before, during and after the service (Mudie & Cottam, 1999).

In health care service, Canadian Council on Health Services Accreditation
(1995) defined the quality improvement as an organizational philosophy that tries to
meet clients’ needs and exceed their expectations by using a structured process that
selectively identifies and improves all aspects of care, treatment, and service.

Strasser and Davis (1991) had quoted in their book “Measuring Patient
satisfaction — For Improved Patient Services” of Dr.William F. Jessee of the Joint
Commission on Accreditation of Healthcare Organizations in a speech at a conference
on “The Service Quality Connection” in May, 1990:

“The challenge of quality improvement is to try to measure how well we’re
doing in meeting our customers’ requirements, not as a means of identifying who’s
screwing up and punishing them, but rather as a tool for us to figure out where
improvements can be made. This is a different philosophy than we’ve been operating
under in the recent past.”

Increasing consumerism poses many challenges for health care providers,
particularly for those in primary care. Quality improvement to meet clients'
heightened demand for service excellence will require effective, continuous
measurement of client perceptions. The U.S. health care system has been under
significant pressure from consumers, employers, and payers to reduce costs. In the
current climate of accountability, measuring health care quality has become a fact of
life, with public report cards on hospitals, medical groups, and even individual
physicians now commonplace (Bodenheimer, 1999; Mayer & Cates, 1999). The
disclosure of such information was expected to help consumers choose health plans
and their physicians. Unfortunately, the primary audience of report cards currently
tends to be the entities being measured, not consumers (Goldfield et al., 1999). There
are a-variety of measurement concerns .among- the different groups-in health care.
Physicians tend to stress clinical outcomes, for example, and managed care companies
often emphasize utilization measures (Bodenheimer, 1999). As a result, today's report
cards often highlight technical outcomes rather than patient experiences (Goldfield et
al., 1999). Although accountability measures can identify areas and organizations that
need improvement, they rarely improve the delivery of health care (Solberg, Mosser,
& McDonald, 1997), which is the clients' primary concern. Although clients have
access to an increasing array of health care information, service quality continues to
play a disproportionate role in their choice of provider (Baker, 1998; Mayer & Cates,
1998, 1999; also see Gabel, Hunt, & Hurst, 1998).
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"Loyalty to providers and loyalty to managed care plans are largely functions
of patient-- perceived quality and satisfaction-not official published outcome data™
(Press, 1997a, p. 1).

In fact, clients consider information provided by family and friends to be the
most credible source of information about the quality of medical care (Kaiser Family
Foundation & Agency for Health Care Research and Quality, 1996). Health care is
now entering an age of "accountable consumerism™ in which patients demand service
excellence (Vinn, 2000). To meet the expectations of their clients, clinicians will need
to continually improve quality and increase client satisfaction. Report cards are useful
for comparing the performance of medical groups or other health care organizations
on technical outcomes, but their use for improvement is counterproductive (Solberg,
Mosser, & McDonald, 1997). Only by identifying those issues that are important to
patients and their perceptions of quality can primary care physicians truly focus on
improvement.

The improvement in health care process (Griffith, Sahney & Mohr, 1995 -
figure 7) needs to be focused on:

1. Client’s expectations: This is the first step for the improvement process.

2. Professional standards: This is the second step to understand clearly the

professional clinical standards.

3. Current system capabilities

4. Specification of process requirements: This is based on the knowledge of
customer needs and expectations, professional standards, and current
system capabilities.
Process design and redesign
Current system performance
Measurement and gap analysis
Provider/employee’s education and training
Provider/employee’s social support and organizational culture
O Organizational technical resources

H©P°>‘.®.°"
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2 8 9 10
Professional Provider's Provider's Organizational
standard education social technical
& training support resources
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Customer | Specify process —————— Process — Current
expectation requirement design/redesign system
performance

T

6

Current system

F 4 7
capabilities

Measurement &

f Gap analysis

Figure 7: Framework for customer focused process improvement
Source; Griffith, Sahney & Mohr, 1995

There are eleven indicators relating to factors of medical care service in US
follow to Joint Commission on Accreditation of Healthcare Organization (JCAHO,
1989, in Supachutikul and Sriratanaban, 2000): accessibility, timeliness, effectiveness,
efficacy, appropriateness, efficiency, continuity, privacy of care, confidentiality,
participation of patient and patient family in care, and safety of care environment.
Similar to Canadian Council on Health Services Accreditation (CCHSA, 1996, in
Supachutikul and Sriratanaban, 2000), that™ focuses on safety, competence,
acceptability, effectiveness, appropriateness, efficiency, accessibility, and continuity.

Client Satisfaction

The model used to explain the occurrence of satisfaction is known as the
expectancy-disconfirmation model. It was first proposed by Oliver in 1977 (Oliver,
1977). The model (figure 8) suggests that satisfaction is dependent on the clients’
expectations, and their perceptions of performance exceeding those expectations. As
peters and Austin (1985) state:

“Managing expectations is all about under-promising and over-delivering™.
So, expectations are formed prior to usage of the service and perceptions are

the client’s evaluation of the service. After the service has been consumed clients
compare the perceived service with the expected service and if the perceived service
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meets or exceeds the expected service, the client is satisfied. Maister (1985) had
concluded that it needed to recognize the important of the first law of service which
states:

Satisfaction = Perception - Expectation.

Expectations

> Disconfirmation > Satisfaction

Performance

Figure 8: Expectancy-disconfirmation model of consumer satisfaction
Source; Oliver, 1977

Past experience

Word-of-mouth

> Expectations of
Personal needs

performance

Marketing

communications

Involvement

Figure 9: Antecedants of expectations
Source; Mudie & Cottam, 1999
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Measuring the client’s perceptions and expectations is vitally important.
However, a study which examined doctor / client relationships (Brown & Swartz,
1989) found that

“... gaps can arise from inconsistent perceptions of expectations and
experiences between patients and physicians.”

This research was prefaced with a statement that should act as a continuing
reminder for all service organizations, as summarised (figure 9) by Mudie and Cottam
(1999):

From a marketing perspective, the provider would design, develop, and deliver
the service offering on the basis of his or her perceptions of client expectations.
Likewise, modifications to the service offering would be affected by the provider’s
perceptions of client experiences. Whether these experiences exceed, match, or are
below expectations can have a profound effect on future client / professional
relationships™.

Then the service organization should measure all three gaps: 1. perception —
expectation, 2. customer expectation — service organization’s perception of customer
expectation, and 3. customer experience — service organization’s perception of
customer experience.

So, client satisfaction measurement is a series of processes that gather real
information about what past, current, and future clients perceive about the service.

“Usually customers begin to experience dissatisfaction when they feel they are
no longer getting superior relative value from their current supplier. Thus, customer
satisfaction becomes a leading indicator for predicting revenue growth in relation to
total market growth or market share” (Hamilton-Smith & Morris, 1993).

Increasingly, the measure of client satisfaction is viewed as important in
outcomes research and quality improvement efforts (Ganey & Drain, 1998; Pichert et
al., 1998; Press, 1993; Press; Ganey, & Malone, 1992).

"Several lines of research have converged on the finding that [care provider]
interactions with patients and their families... have remarkably strong effects on
clinical -outcomes,. functional- status,- and -even -physiologic-measures of health"
(Kenagy et al., 1999, p. 663).

Strasser and Davis (1991) defined “client satisfaction” in comprised of four
ideas: stimuli, value judgment, reactions, and individual differences. Statistically,
clients’ dispositional and experiential characteristics serve as the moderator variables.
Stimuli are the independent variables, value judgments are mediating or intermediate
variables, and reactions are dependent variables (figure 10). They indicated that:

Patient satisfaction is conceptually defined as patients’ value judgments and
subsequent reactions to the stimuli they perceive in the health care environment just
before, during, and after the course of their (hospital) stay or (clinic) visit. These
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value judgments and reactions will be influenced by the dispositional characteristics
of the patients and their previous life and health care experiences”.

Individual Differences
1. Patient’s disposition, personality, and values

2. Patient’s life and health care experiences

Patient’ s Patient’ s

Stimulus > >

Value Judgment Reaction

Figure 10: A Definition of Patient Satisfaction and the Patient Satisfaction Process
Source; Strasser and Davis, 1991

In figure 10 of Strasser and Davis’s definition (Strasser & Davis, 1991),
stimuli are signals/signs/indications in the clients’ environment that they sensory
perceive/expose: sense, smell, see, feel, or hear. Such as signs directing patients from
one place to another, insurance forms to complete, forms to fill and sign, medical
equipments involved, parking spaces to secure, registration and admitting clerks to
work with, decoration to notice, smells around/in the environment, the level of
comfort of chairs in admitting, physicians’ attitudes, nurses’ behaviour, laboratory
technicians’ procedures, dispensing practice by pharmacists, distances to walk, etc.
After observing or perceiving these stimuli, clients will respond by making conscious
or unconscious judgments about them. For example: clients may think it is impossible
to understand the form (stimulus), or they feel that registration clerk (stimulus) should
lose some weight, or they consider their room (stimulus) be so spacious, etc. The key
to these judgments are the values clients attach to them. These value judgments can be
expressed in term such as good, bad, cold, funny, soft, scary, tasty, helpful, hard (to
read), positive, negative, neutral, etc. And these are first key elements of client
satisfaction to measure. Following the clients’ value judgments, clients may (or may
not) react. They may react affectively and cognitively with feelings and thoughts of
satisfaction (or dissatisfaction), pleasure (or displeasure), anger, joy, sadness, and so
on. They also may react both affectively and behaviourally — for example, they angry
(the affect) about a rude manner of nurse and subsequently write a complaint letter
(the behaviour). In addition, a form of behavioural reaction may be shown in
physiological reaction such as with a faster heart rate, shallow respiration, profuse
perspiration, etc. Further more, personality, need structure, values, beliefs, personal
life, and prior health care experiences can modify and shape up the responses to the
stimuli. These moderating effects are individual differences.

In addition to increased client compliance and health outcomes, client
satisfaction has been linked to greater service utilization and risk management
(Burroughs et al., 1999). As a result, managed care organizations are placing greater
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emphasis on client-perceived outcomes measures, such as satisfaction and functional
status (Kaldenberg & Malone, 1997). Client satisfaction even has been found to
moderate individuals' decisions to sue in the face of adverse outcomes (Pichert et al.,
1998; Press, 1984; Spiegel & Kavaler, 1997). Because client satisfaction is directly
related to the amount of freedom clients have in their choice of providers (Kaldenberg,
1999), many of the Fortune 500 companies that fuelled the growth of managed care in
the 1980s are rethinking employer sponsored health benefits (McNeill, 1998).
Businesses are moving from defined benefits and contributions to defined
compensation, giving the consumer more purchasing power and choice in health care.
Already, national enrolments in Health Maintenance Organizations (HMOs) are
declining while those in PPOs, which allow patients a greater choice of providers,
have exploded (Vinn, 2000). As clients take on a greater share of their own health care
costs, they'll expect more from physicians and reward those who exceed their
expectations. Poor service will contribute to clients' decisions to go elsewhere during
open-enrolment periods, and client dissatisfaction will drive clients to switch
providers or to disembroil from health plans (Ware & Davies, 1983). Primary care
physicians are in a particularly vulnerable position. Although specialists rely heavily
on referrals for their livelihood, primary care physicians must focus on keeping the
clients they have. Dissatisfied clients are less likely to return to a provider or to seek
treatment at all, so client dissatisfaction can have a devastating effect on a health care
provider's retention efforts (Bendall & Powers, 1995). In a study by Rubin et al.
(1993), client satisfaction levels clearly predicted clients' switching behaviour.
Regardless of practice type (solo, single-specialty group, or multispecialty group) or
payment arrangement (fee-for-service or prepaid), physicians with client satisfaction
ratings among the lowest 20% were nearly four times more likely to have clients leave
within six months than physicians in the highest 20%. More troubling than this
finding, perhaps, is the fact that dissatisfied patients can adversely affect a provider's
business through negative word-of-mouth communication to others-whether they
leave or not. Drain and Kaldenberg (1999), estimate that a conservative 5%
dissatisfaction rate among clients can cost a physician $150,000 in revenue. Clearly,
client satisfaction affects a provider's recruitment and retention of patients. The costs
associated with lost clients-- from the expense of acquiring new patients to reduced
capitation rates-add up quickly. It is simply more cost effective for providers to satisfy
the clients they have than to continually recruit maore. Service improvements improve
compliance and medical outcomes and increase future service utilization. In addition,
service improvements increase employee satisfaction, putting practices in a more
competitive position to attract both clients and staff in the future.

Most of these studies are tailor-made surveys (Strasser & Davis, 1991). They
developed a list of items upon to the needs of the organization. In fact, as suggested by
Strasser and Davis (1991), to design their own scales, health care organizations should
firstly review the literatures on client satisfaction measurement and get an inside,
well-trained staff person to manage survey research methodologies and implantations.
They should not only think of the causes and problems in their service process. Even,
some of these Thai studies were conducted by the research experts and the health care
organizations could credibly say to the public that these are “objective” and
“independently” gathered measures of services and clinical quality, very few of them
could be generalized, especially to quality service measurement in drug stores or
primary care settings.
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Moreover, there are some resistances to client satisfaction measurement. Some
said that ““it is the worst kind of evaluation — evaluation by the ““uninformed”
patient”. A research in the area of cognitive psychology had repeatedly proven that
patients could be biased in their perception (Strasser & Davis, 1991). It also is often
argued that lay clients are unable to assess the quality of clinical treatment they
receive.

In conclusion, a well-designed, implemented, and utilized client satisfaction
measurement system will be a challenging scale in organizational development and
strategic management for health care organizations in the 2000s and beyond. It can be
implied to evaluate the quality of clinical treatment client s received, as well as the
administrative activities. It helps health care providers and managers better understand
and ultimately work with their patient groups. It can become more useful when it is
compared to some other group, standard, or norm (Strasser & Davis, 1991). However;
it is only perspective (from the patients’ point of view) of the performance and service
quality. The main challenge in client satisfaction measurement is to define the core
facets of client satisfaction and the possible stimuli, value judgment, and dispositional
and experiential moderators that influence the reactions. It means that the health care
setting that needs a standard of client satisfaction or service quality measurement tool
must identify of the concepts and dimensions they wish to measure.

Conceptual Framework for Quality of Care in Thailand

Supachutikul and Sriratanaban (2000), the experts in Hospital Accreditation of
Thailand, had reviewed and indicated that there were four perspectives of service
quality in medical care: provider perspective, client perspective, system theory, and
performance.

1. Provider perspective (Palmer et al., 1991, in Supachutikul and

Sriratanaban, 2000) — factors influencing in this perspective are

1.1 Technical quality — providers concern on “doing the right thing”

and “doing the thing right” (both in process/technique and time)
Medical professionals who can do the right thing and do the
thing right must have well decision-making and well-trained in
alternatives of treatments. This will depend.-on each provider’s skKill,
commonsense and quality of practice (Mulley, 1995, in Supachutikul

and Sriratanaban, 2000).

1.2 Functional quality — upon. to. quality. of communication, trust on
provider, capacity -of provider .in care, empathy, honesty, and
sensitivity to client’s changing/development (Palmer et al., 1991, in
Supachutikul and Sriratanaban, 2000).

2. Client perspective

The value of service is created in clients’ value-generating processes
when they make use of the solution or package they have received.
System theory
Performance

DrJiruth Sriratanaban, et al. (2000) had developed three group
indicators for Hospital Accreditation (HA): Clinical Quality Indicators,
Service Quality Indicators, and Management Quality Indicators. They also

P w



31

suggested that dimensions for quality improvement in Hospital
Accreditation are: competence, effectiveness (including goal achievement,
responsiveness and consistency), appropriateness, safety, continuity,
efficiency, accessibility, accountability and acceptability, and
commitment.

The Conceptual framework for Hospital Accreditation in Thailand was revised
from Omachonu’s and Barber’s concept (Supachutikul and Sriratanaban, 2000). There
are two main factors to consider: quality of conformance and perceived quality
(Omachonu, 1990, in Supachutikul and Sriratanaban, 2000). And there are eleven
specifications (figure 11) for good quality hospital (Barber, 1996, in Supachutikul and
Sriratanaban, 2000):
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Patient-centered service

Leadership commitment

Continuing in development and learning

Staff involvement

Evidence-based management

Performance appraisal

Responsibility to community and social marketing
Process development

Internal and external factors concern

10. Vision to future
11. Responsive and changeable organization for success
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Figure 11: Conceptual framework for quality of care in hospitals
Source; Omachonu, 1990 (in Supachutikul & Sriratanaban, 2000)

Service quality development (figure 11) in medical care in Thailand
(Supachutikul & Sriratanaban, 2000) was first developed in 1981 to improve
management and quality of care in community hospitals and extend to general

hospitals in 1983.

Dr.Banlu Siripanit created the “Star for Hospital” project following to the US
system of Hospital Accreditation in 1984-1985. After that Dr.Chaisitti Tharakul
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suggested the concept of “Health Zone” and “comprehensive health service” and set
the standard of primary medical care (Supachutikul & Sriratanaban, 2000).

In 1985, there was the first “Nursing Audit” and “Standard of Nursing Care”
implemented by the Nurse Department in Ministry Of Health. This conveyed to
“Nursing Quality Assurance” in 1995 (Supachutikul & Sriratanaban, 2000).

After there was the Act of Social Insurance, during 1993 — 1994, the Office of
Social Insurance, ministry of Health, Health System Research Institute (HSRI) and
some experts had developed “Standard of Health Service Organization” followed by
the Australian standard. One year later, the Ministry of Health announced the policy
of “Qualified Hospital” under the concept of TQM/CQI or continuous quality
improvement. At that time Health System Research Institute (HSRI) successful
developed the Guideline of Hospital Accreditation under the auspices of Mr.John K.
Lee from Seventh Day Adventist and also Mr.Anthony Wagemaker and Mrs.Marion
Susky from Canada (Supachutikul & Sriratanaban, 2000).

After the pilot study, there were thirty five volunteer hospitals joining in the
“Hospital Accreditation” (HA) project in 1997. This project was strongly supported by
many experts in health professionals such as Prof.Praves Wasee, Prof.Charas
Suwanwela, Dr.Pairoj Ningsanont, etc. Two main strategies for continuing
development of Hospital Accreditation are HA preparation & Internal Survey and
Accreditation Survey (Supachutikul & Sriratanaban, 2000). This HA project is an
example of success in social accountability for other service quality of care such as
primary care service, community pharmacy service, etc.

Medical care in Thailand is improving rapidly. In the large cities of Bangkok
and Chiang Mai, the quality can be comparable to the care one would receive in the
United States. Bangkok is in fact a referral center for patients from nearby countries.
In other parts of Thailand, the quality of care generally does not meet western
standards, though it continues to improve and is, in some areas, excellent. Currently
doctors are being trained along American standards, using English language
textbooks, and are required to pass rigorous medical tests before practicing.
Additionally, a growing number of medical graduates are taking some postgraduate
training in the West.

Thailand has public hospitals and clinics throughout the country that provide
medical care to all in need. If the person can afford to pay, a charge for care is made.
If a patient goes to private hospital and cannot pay, the patient will be transferred to
public hospital after their condition is stabilized. The doctors in these facilities are all
salaried although they are permitted some private practice when not on duty at the
public facility. They charge a fee for their private practice services. A small but
growing number of people have private health insurance that enables them to pay for
care in both public and private hospitals. This has prompted a growing number of
Thais to take out private health insurance to pay for care in the private hospitals.
Private hospitals are numerous in the large cities and in resort areas. Although the
quality varies, many of the private hospitals provide excellent care. Doctors treating
patients in private hospitals will be paid on a fee-for-service basis, and many of these
doctors will also be practicing on a private basis in their own clinics in the
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community. Recently, in February, 2001, the government under Dr. Pol. Maj. Taksin
Chinnawat had started implementing a new health insurance project “30 Baht — treat
for all” for all Thai citizens who are excluded from the current health insurance and it
was national covered on 1st April, 2002. This project focused on “primary care
gatekeeper”. Doctors and providers in the project were allocated the financial budget
by capitation upon to the amount of population in area responsible, and it was the first
performance related payment. Patients or clients coming for service have to co-pay at
the same rate of 30 baht each time of visit (Office of Health Insurance, 2002). There
are also a number of Thai military hospitals which are staffed and equipped to provide
excellent care, but civilian access to these facilities, including access by foreigners, is
only possible on referral. Because of tradition, as well as the costs of care, a great
many Thai people still rely on traditional, herbal medicine.

Community Pharmacy Practice in Thailand

Community pharmacies with full-time pharmacists in Thailand are
increasingly reported as an important primary care and health advice center. The
reasons are ease of access, availability of medicines, whole day service, inexpensive
products, availability of credit or the option to buy drugs in small amounts, and
increasing service with pharmaceutical care and community pharmacy standard.
Pharmacy service are defined as professional activities that involves in helping their
clients making health care decisions, especially selection of pharmaceuticals, and
directly influences the health self care of their clients. There are two types of drug
stores in Thailand. First is type | drug store that legally requires a pharmacist on duty
during the period of store hours. The other one is type Il drug store that requires only
a nurse or a well-trained health staff to help dispensing ready-packed medicines, items
legally allowed to be sold in this type of store. Hence, in this research study, type I
drug stores or drug stores with full-time pharmacist (s) will be chosen as sites of the
study.

In fact, community pharmacy plays an important role in drug distribution of
medical care in Thailand. For the majority of the Thai people, even they have health
insurance or not, drugstores are the first entry point of health services
(Ratanawijitrasin, 1998, Panyawuthikrai, et al., 2001). Most people go to drugstores
when they are ill, describe their symptoms, and purchase the medication dispensed by
the pharmacist or pharmacy staff (Ratanawijitrasin, 1994, Ratanawijitrasin, 1998,
Panyawuthikrai, et al., 2001). Review of a number of studies carried out over the past
two decades indicate that 12.0 = 85.2 percent of the Thais/ used pharmacy services
when they feel ill (Ratanawijitrasin, 1998, Thai Farmer Bank Research Center, 1998 a,
b, Pothisiri, 1998, Panyawuthikral, et al., 2001).

In Thailand, community pharmacies are referred to as a 'ran kai yar' with 'drug
store' often written in green below the sign. They are also recognizable by the "Rx"
symbol displayed outside or within the store window. Back to the Ayutthaya reign of
King Narai, in 1662 there was first coming of a French doctor named De Meys who
compounded 81 drug recipes, including western and traditional Thai medicines for the
king. Then in 1824 of King Rama Il (King Nangklao), Mr.Robert Hunter, a Scottish
lately named Luang-Arwut-Piset had opened the first department store in Thailand. In
someway it was like a general western store in that it carried a variety of merchandise
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mainly imported such as cloths, perfumes, incense, drugs, herbs, tobacco, coffee,
weapons, etc. as they became available. At that time, there also was the first
advertisement of modern medicines. On 18" July, 1835 one of American missionary,
Dr.Dan Beach Bradley came to Bangkok and opened “Osothsala”, the first drug store
and clinic using western medicines for treatment. Mr.John Babtis had worked there as
a community pharmacist. This was recorded the first foundation of community
pharmacy profession. In the reign of King Rama V (King Chulalongkorn), in 1872
Maj.Praya Sarasarnsonsawamipak (Tien Hee Sarasin), who graduated from
Pensilvania University, was the first Thai doctor that worked for the government. This
was the first record of modern medicine in pharmacy and medical governmental body
of health care (Suchate Leelahacheewa, 1997).

Many international pharmaceutical companies had set up in this era of change,
in the reign of King Rama V. First was B.Grimm & Co. in 1877 managed by a
German pharmacist, Brandhard Grimm, and an Austrian merchant, Erwin Miller.
Then two Swiss companies, Berli Jucker and Diethelm had come. Western medicines
became more popular; Dr. T. Heyward Hays's drugstore was founded at the beginning
of the nineteenth century (1902), and was one of the earliest and longest lived
"coloured" businesses, not only in the city of Bangkok, but of Thailand as well. This
national institution was well known as British Dispensary or ‘ran kai yar tra ngoo’
because of its logo. The store has survived the time change. It is now 100 years old
with much more progress under management by the next generation of Mr.Luan
Wongwanit (Samart Ungsusingh, 1994, Suchate Leelahacheewa, 1997).

The drugstores made another major move after the foundation of Modern
Medical and Pharmacy Education in Thailand. Some more recorded drugstores at that
time are: Western Dispensary (Mr.Boonchuay Thitiwes or Luang Bhasaj Kijkosol
joined the firm in 1900 as a pharmacist), Baan Mo Dispensary, English Pharmacy
(Mr.Boonchuay Thitiwes worked here -in1904), Tra Bua Pharmacy (American
pharmacy in the US consul), Mo Plai Dispensary, Siam Drugstore (owned by the first
medical board of Thailand, Dr.Att or Luang Wimnate and managed by Mr.Boonchuay
Thitiwes in 1905), Boon Mee Dispensary (owned by Mr.Boon Mee Kasemsuwan),
Mo Suk Dispensary, and Union Pharmacy (founded by Mr.Boonchuay Thitiwes and
Mr.S Yooseng-in.1907). After WWW 1, in 1919 there were about 30 drugstores and
there were no Drug Act or any Professional Act. At that time there were only 8
pharmacists working full-time in drugstores. Another part of the history were in the
period of WWW _lII, Vidthayasom was established and has been a blessing to the
community it serves ever since. It was founded by a group of pharmacists (Dr.Waew
Polwattana, Prof.Kleiw Boonnak, Mr.Thien Jiwalak, Mr.Plang Ruengpaka, Mr.Tiem
Utchin, and Mr.Damrong Poonnahatanon). The drug store not only had an outstanding
full-time pharmacy, but it offered many other services including drug manufacturing,
and some personal products. The most popular products of Vidthayasom are Mixtures
and Tinctures that are still available now. After WWW I, there were much more
changes again, the international pharmaceutical companies came more and more
(Samart Ungsusingh, 1994, Suchate Leelahacheewa, 1997).

The first Drug Act was established in 1967 (Thai FDA, 1994) and it was the
first time to focus mainly in modern medicine, separately drug distribution and
manufacturing. From that Act, there are three types of drugstores: modern medicine
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drugstores or type | (pharmacist’s responsibility), ready-pack drugstores or type 1l
(pharmacist’s / nurse’s / or trained pharmacy co-staff’s responsibility), and traditional
(Thai and Chinese) drugstores (traditional practitioner’s responsibility). Most of them
had legally registered to open the business with a pharmacist’s working hours at least
three hours per day. But practically, regular business hours for drugstores are 8 a.m. to
9 p.m. Monday through Friday or some drugstores open 10-15 hours per day
everyday.

Now there are 5,720 type | drugstores and 5,317 type Il drugstores (Thai FDA
on 27 Dec. 2001, in Wibulpolprasert (Ed.), 2002). Most of type | drugstores (81.43%)
are in Bangkok and large cities while type Il drugstores are distributed in rural area in
the up-country. So, over 10,000 drugstores distributed all over the country together
become the largest channel of drug distribution in Thailand, with 32 percent of total
drug consumption while other channel (including government and private hospitals,
public health centers, private clinics, and non-medical outlets e.g. mobile units,
supermarkets, groceries, etc.) was about 68 percent (Wibulpolprasert (Ed.), 2002).

Community Pharmacy Standard Practice Guidelines in Thailand

The Thai Pharmacy Council had declared the Pharmacy Professional Act in
1994. This Act included the first standard of pharmacy practices in Thailand
(http://www.pharmacycouncil.org). Then the Community Pharmacists Club (or now
the Community Pharmacy Association (Thailand)) drafted its standard practice
guidelines for community pharmacists. This guideline composed of six standards:
place, equipment, personnel, drug products, services, and health promotion activities.

In 1997, Thai FDA, the Thai Pharmacy Association, the Thai Drugstore Club,
and the Community Pharmacy Association (Thailand) adapted Good Pharmacy
Practice (GPP) of FIP/WHO to a new standard guideline using in “the Community
Pharmacy as Community Health Care Unit Project”. This guideline focused on
physical structures, asking prime questions, providing advice on drug administrations,
providing health related brochures, and labeling generic names of drugs (Pumthing S,
1998).

In 2000, the Community Pharmacy Association (Thailand) revised its first
draft standard guideline by focusing on the philosophy of pharmaceutical care and the
(draft) new Drug Act. This guideline comprised of ten standards: personnel, mission
and -responsibility, . facilities  and equipments, drug product = distribution,
pharmaceutical 'service, dispensing, promotion of rational drug uses, drug information
system, research in community pharmacy area, and others.

In 2001, the subcommittee of the Community Pharmacy Development and
Accreditation was assigned by the Thai Pharmacy Council to review all standard
guidelines for community pharmacy practice. It came up with the Thai Community
Pharmacy’s Standard Practice Guidelines to implement to volunteer pharmacies in
2003. There are five standards in this guideline: Facilities-Equipments-Auxiliary
Services, Quality Management (for Personnel and Quality Process), Good Pharmacy
Practice (Drug Procurement & Storage and Community Pharmacy Service), Law-
Regulations-Ethics, and Social and Community Participation.



37

When applying the Donabedian’s concept, the structures included these
aspects of the standard: facilities & equipments, drug products, and personnel whereas
the processes are quality process and pharmacy services. In the guideline developed
by pharmacy professionals, it also mentioned about monitoring the clients’
satisfaction related to outcome. Nau, Ried and Lipowshi (1997) indicated that current
client satisfaction scales were not accurate representations of objective quality or
measurable to “perceived value” after service. However, service evaluation by clients
and overall satisfaction are considered keys results of quality service or patient care.

Factors Influencing the Perceived Quality of Care in Pharmacy Service

From the literature review, as the above suggests, the factors that influence the
perceived quality of care are those that influence the perception of the expected
service and the perceived service. Factors influencing the perception of the expected
service are: Past experience, External influences, Personal needs, and Word of mouth.
Factors influencing how patients perceived the service are: tangibles, reliability,
responsiveness, competence, courtesy, credibility, security, access, communication,
and understanding the client.

Client satisfaction and SERVQUAL are the main concepts and models for the
measurement of client’s perception in quality of care. However, in terms of
Donabedian’s framework for some health care evaluation, client satisfaction may be
generally thought of as a measure of the “process” of care (Sitzia & Wood, 1997,
Redfern & Norman, 1990; Van Maanen, 1984; Locker & Dunt, 1978). Donabedian
regarded “outcome” as the most important aspect, some health care practitioners
define outcomes of health care to devise a classification of “end results’ of patient care
referring to outcomes which occur only when the patient receives medical care —
“process outcomes”, or to changes occurring in the natural history of the disease —
“patient end results”. One of the most popular classifications, Elinson’s “Five Ds” —
death, disease, discomfort, disability and dissatisfaction — has been used as a basis for
several others, such as Patrick’s “death, disease, physical well-being, psychological
well-being, social well-being, and quality of life” (including health perceptions and
satisfaction) (Patrick, 1986). Donabedian also stated that “client satisfaction” is not
simply a measure of health, well-being, or any other state; it is a change in a patient’s
current and future health status that can be confidently attributed to antecedent care
(Donabedian, 1966, 1980). “Quality of care”, fromthe client’s point of view, therefore
may most simply be seen in the framework of clients’ expectations versus actual
experiences. As expectations are subjective, so “quality” may be seen as essentially
subjective (Hopkins, 1990).. Recognising the unreliability of satisfaction as an
indicator of quality, Redfern and Norman (1990) maintained that quality health care
must also incorporate considerations of “equity, accessibility, acceptability, efficiency,
effectiveness, and appropriateness”.
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Models for Developing a Scale to assess Quality of Care in Clients’ Perception
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Scale Development
Steps of scale development (Juniper, Guyatt and Jaeschke, 1996;
Wongwiwatthananukit, Newton and Popovich , 2000) were as follow:

1. Definition
This step would scope the direction of scale development.

2. Specifying measurement goal
The target should be specified in age, education background, scope to study,
and others as needed. But too much specified might be the limitation. A good
scale should be modified to use in general or could be generalized (Juniper,
Guyatt and Jaeschke, 1996).

There were three specific types of scale that were (i) evaluative instrument (to
measure the changes within subjects over time), (ii) discriminative instrument (to
measure the difference between subjects at a point in time), and (iii) predictive
instrument (to predict future outcome) (Juniper, Guyatt and Jaeschke, 1996;
Fayers and Machin, 2000; Cramer and Spiker, 1998; Luemanukul, 2000). A scale
can be evaluated and/or discriminated and/or predicted but it is difficult and
complicated to develop such scale like that (Juniper, Guyatt and Jaeschke, 1996).

When developing a scale, the researcher should decide the format of the scale,
number of items and factors, how to get the data (self-report / personal interview /
telephone interview) (Juniper, Guyatt and Jaeschke, 1996; Luemanukul, 2000).

3. Identification of subscales
Refer to Donabedian’s theory, the scale should have at least 3
domain/dimension/subscale/factor that were structure, process, and outcome.

4. Generation of items

A good scale should start with item pool as much as possible and could be
extracted to get the most appropriated subscales (Nunnally, 1978; Devellis, 1991;
Juniper, Guyatt and Jaeschke, 1996; Fayers and Machin, 2000). Each item should
represent only one indicator but in the same indicator there might be more than
one item. So, in the step of generation of items, the researchers should list items
as many as they could and covered all indicators (Jamornmarn, 1987;
Kijpreedaborisut, 1999).

To get item pool, the researcher might get from 1.the current scales by
reviewing the literatures, 2.structured / unstructured / semi-structured / or in-depth
interview, 3.focus group discussion (Kijpreedaborisut, 1999; Fayers and Machin,
2000).

Spector (1992) recommended that a good scale should be

One idea for 1 item — to reduce the confused response

Both positive and negative meaning statement in a scale — to reduce the bias
Clear, understandable and non-technical words using

Clear and understandable statements

Negative words should be omitted — to reduce the misunderstanding
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Instrument format and response choices
Types of the response choices were binary format (yes / no), Likert scale, and
visual analogue scale (VAS)

Likert scale was popular for evaluative instrument such as Short-Form Health
Survey 36 (SF-36), etc. It was a summated rating scale being used in
psychometric properties because of its high validity and high reliability. It was a
popular scale with a convenient and understandable format to response. Each item
was correlated and focused on the same measure Originally Likert scale was
ordinal but it could be used in advanced statistics for interval or ratio factors
(Spector, 1992)

VAS was a scale format being used in EuroQol (Juniper, Guyatt and Jaeschke,
1996; Fayers and Machin, 2000). It was shown as a line with the approximate
length of 10 cm. starting from O to 10. It was good to measure as continuous
factors.

To evaluate subjects, time specification should be decided. In general, it was
specified at not more than 2 weeks because the respondents might not remember
the happened in the past (Lermankul, 2000).

Jamornmarn (1997) and Fayers and Machin (2000) recommended a good scale
format as follow:

e Easily readable font and size

e Formatted statements with the instruction to response

e Point out the impartance or mark the key word / concern

And steps of instrument testing were:
Expert review of the instrument

Expert review was a step of content validity to check for the scale relevance
and representativeness.

To get more reliability, the researcher should use the content validity index
(CVI) (Lynn, 1986) as shown in table 2.

Table 2: Reliability guideline for expert review

No. of Total No. of Expert agreed with the item
Experts 2 3 4 5 6 7 8 9 10
2 1.00
3 0.67 | 1.00
4 0.50 | 0.75 | 1.00
5 0.40 | 0.60 | 0.80 | 1.00
6 0.33 | 0.50 | 0.67 | 0.83 | 1.00
7 0.29 | 1043 | 0.57 | 0.71 | 0.86 | 1.00
8 0.25 | 0.38 | 0.50 | 0.63 | 0.75 | 0.88 | 1.00
9 0.22 | 0.33 | 0.44 | 0.56 | 0.67 | 0.78 | 0.89 | 1.00
10 0.20 | 0.30 | 0.40 | 0.50 | 0.60 | 0.60 | 0.80 | 0.90 | 1.00
P<0.05
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2. Pre-testing of the instrument
The objectives of this step were to check how understandable of each item,
how difficult to response, how to format the statements, and time to response

About 10 — 30 samples would be tested by interviewing after completing to
response of the pilot scale (Guyatt and Jaeschke, 1996; Fayers and Machin,

2000).

After the pre-testing, next step was the large scale testing to check for
reliability, validity.

3. Reliability
A reliable scale should be stable, consistent, accurate, and dependable.

Methods of reliability test were (Prasitratsindhu, 1995; Kijpreedaborisut,

1999):

1. Test-retest method (Pearson Product Moment) — measure the same group
twice in time different more than 1 week.

2. Equivalent form or Parallel method (Coefficient of equivalence) -
measure 2 sets of scale to the same subjects

3. Internal consistency (Split-half method / Kuder-Richardson formula /
Cronbach’s coefficient alpha / Variance analysis)

4. Validity

A valid scale is a scale that could measure as objective.

There were 3 types of validity:

1.
2.
3.

Content validity — each item was relevant and representative
Criterion-related validity (Concurrent validity and Predictive validity)
Construct validity — related to the theories or conceptual frameworks

Methods of validity test were

1.
2.
3.

4.

Convergent evidence

Known-group validity

Multitrait- Multimethod . ~Matrix; - -MTMM- (Discriminant validity,
Convergent validity)

Exploratory factor analysis — Correlation analysis, Multiple regression
analysis

5. Responsiveness
This was a step to check sensitivity to change within group



CHAPTER 11
METHODS AND RESULTS

This research was developed and implemented through four steps over the
course of a one and a half year period. The four major steps of the procedure for
developing the measurement scale (Supakit Wongwiwatthananukit, et al., 2002) were:
(i) sub-scale development; (ii) expert review of the scale; (iii) pre-testing of the scale;
and (iv) large study testing of the scale.

Four Major Steps in Developing the Measurement Scale
Step 1: Sub-scale Development
e Identification of Subscales and Generation of Items
e Scale Format and Design

Step 2: Expert Review of the Scale
e Client Expert Review
e Provider Expert Review

Step 3: Pre-Testing of the Scale
e Small study or pilot testing of the test items

Step 4: Large Study Testing of the Scale

Item Selection for the Developed Scale
Social Desirability Test

Statistical Analysis

Scale revision

Replication of Item Analysis

STEP 1: SUB-SCALE DEVELOPMENT

Purpose of the Scale Design

The purposes of this step were to: (i) define “perceived quality”, (ii) identify
subscales for the scale, (iii) generate items for the scale, and (iv) design the scale
format.

The developed scale was planned to be a tool to evaluate service quality of
community pharmacy care in Thailand by clients. This scale was named as “THE
PERCEIVED COMMUNITY = PHARMACY SERVICE QUALITY SCALE
(PCPSQ)”. The PCPSQ would be used as a performance indicator in the Pharmacy
Accreditation process related to the “Thai Community Pharmacy’s Standard Practice
Guideline” (and Good Community Pharmacy Practice) issued by the Thai Pharmacy
Council.

Definition of the construct
Perceived quality is an overall judgment on an attitudinal nature toward quality
after getting the service.



44

Conceptual Framework

After literature review on service quality measurement in perspective of
clients, it was considered that only one concept either SERVQUAL (Parasuraman’s
Concept of Perception and Expectation Score) or Patient Satisfaction theory was not
enough to be the key concept of the scale. It was further reasoned that, taken together,
all these theories based on Donabedian’s theory might actually correspond to be
noted, a related but conceptually distinct construct. Then, the content domain in this
research was a client’s quality perception after getting services from a pharmacist in a
community pharmacy. A client’s quality perception was a perception relating to
inputs, (service) process, and outputs of service quality in community pharmacy.

Relating to the Donabedian’s theory, “structure” referred to inputs of the
service or customer requirements that included both service providers’ input (i.e.
personnel — pharmacists & staff, place, technology, system, information, etc.) and also
client’s input (i.e. participation, etc).

“Process” to meet the client’s perceived quality of the service depended on a
continual improvement of the guality management system (QMS) and “Service” itself.
The QMS were composed of “service realization”, “measurement and analysis”,
“management responsibility”, and “resource management”.

“Outcome” was the outputs of the service including output quantity and
quality. The client would measure the “output quality” from its outcome and process
relating to his/her quality perception, images of the professionals & brand,
expectations, and (previous) experiences. The perception to quality was evaluated
from “Service Quality”, “Professional Care (in this research referred to Community
Pharmacy Service by the Pharmacists) Quality”, “Relationship Quality”, and
“Technical Quality”. This also related to the client satisfaction and professional

ethics.

Regardless of the model, client-derived information helps facilitate measure of
performance improvement on specific elements of care. The elements measured must
not only be meaningful to the clients but also relevant to the pharmacists who
managed the service delivery process. The conceptual dimensions of service quality
and client quality perception often were constructed inductively through statistical
analysis of the individual attributes of the service experience rather than deductively
through the existing theoretical concepts that were ready for use.. Nevertheless, the
iterative process of item construction and test permitted the development and testing
of generated conceptualizations.  While the dimensions or components of care were
valuable intellectual tools for organizing the thoughts about patient care, the work of
performance improvement depended on the specific actions and experiences related to
service delivery. If the questions in a questionnaire reflected the essential elements of
the service experience, they might fit a variety of theoretical models.

Methods
Sub-scales Identification and Items Generation for the Scale

At the first step of scale development, items were developed following an
extensive review of existent client satisfaction and service quality measurement
literature. To get clients’ real needs and expectation of service, clients were asked
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using open-ended questions about “quality and services demanded from drugstores”.
Then small group discussion and in-depth interview with clients were followed to gain
more understanding of their service needs. The objective of this preliminary survey
was to get a better understanding of what clients wanted and how they assessed
quality of pharmacy service in drugstores. Another reason was to know more about
the term of “Quality” and “Expectation service” at drugstores in the client’s
perspective. Every detail and information from the clients and pharmacists were
pooled and the initial items were developed. All questions were written relating to
each issue concerned or mentioned by the clients. Then, items measuring similar
issues were categorized together and the major dimensions of care and services
provided by community pharmacists were hypothetically identified.

Results

During the process of learning about clients’ needs, about 100 customers were
willing to respond to the open-ended questions. Information gained from the open-
ended were in-depth interviewed or discussed in small groups with 30 more clients

Some feedbacks from the interview about “Quality and Services at drugstores”
in clients’ points of views were detailed below:

“l always go to a drugstore near my house or office. When getting sick, I first
go to drugstore to need some advice related to my health problem.”

“Quality at drugstore is to have a specialist in medicine there.”

“If I get cost-effective product, | think that this is a good drugstore.”

“I want to be cured from medicine I pay for.”

“Qualified drugstores should be accredited by a trustable organization.”

“l respect to the pharmacist here, think that she has good relationship and
nice manner, and then the products sold there should be guaranteed.”

“A qualified drugstore should have a certificate and show all information
about the pharmacist such as name, license number, picture, time of work, place of
study, etc.”

“Quality means clean, tidy, not many advertisements, ...”’

“Qualified medicine is the un-expired one.”

“The place should be comfortable appearance.”

“There should be a professional to explain and answer properly.”

“Qualified drugs should be well-kept in a good quality place.”
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“In my idea, a qualified drugstore should have a pharmacist working there all

day.

“Qualified service is to listen to me, smile and be able to solve my health
problem.”

“I will come back if I think this is a good drugstore.”
“I want to know more about medicine such as name, how to use, toxicity, ...”

“I don’t like an insincere drugstore, for example giving too many medicines or
selling only expensive one.”

“Inconvenient time and place to access, slow response, and unprofessional
service are unqualified in my thought.”

“When we go in a drugstore, we should be able to identify who is a pharmacist
and how he can help us.”

“This drugstore always ask me about my problems, dug allergy, ... These
sound good.”

“Good drugstore is the one that tell us everything about medicines and other
such as name of product, how to use, side effect, etc.”

“Each drugstore should have a pharmacist to give advice about drugs and
good health.”

“Variety, item coverage, and service as needed are my concern about the
quality.”

“A qualified place should have appropriate light and temperature.”
“Cheap and good is perfect!”

“Data information and network is essential at this time.”

“Clarity, understandably, perfect details-in-each instruction!”

*“| respect to a pharmacist who respects to me.”

““Service should be on time and fast!”

“We can express its service by counting drugstore’s customer.”

“Pharmacy knowledge, such as medicines, vitamin, food supplement, etc., is
the basement of service quality in drugstores.”

“A qualified product should have a clear and good label.”
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“Quality means responsibility, sincere and honest.”

“Being a qualified drugstore should be guaranteed or accredited by a
trustable organization.”

“Good service is giving the right drug to my problem.”

“I want to have a health or drug counselor center, not a drug selling place.”
“I like to go to a good design and good image drugstore.”

“Good drug, good advice and good pharmacist are keys of a good drugstore.”

“l can meet and ask a pharmacist whenever | have a health problem or
questions about drug.” etc.

These wordings were grouped into four aspects:

Place — cleanliness / convenience /counseling corner / accreditation

2. Service - knowledge of drug use / knowledge of side-effect & drug interactions
/ knowledge of complications / knowledge of diseases & drugs / knowledge of
cautions & prevention / knowledge of results / knowledge of self-care / refill
drug / inform & describe / care / advice / alternatives / advice & consultation /
reasonable price / time / good clinical outcome

3. Pharmacist — ethic / finding need / good dispensing / friendship / words
expression — clear & understandable / diagnosis & check-up / personality

4. Drug - quality of drug / label — drug name.

=

Then, all issues were listed and re-written as items in scale format. After that
they were grouped and analyzed whether they would be assessed the aspect/domain of
tasks/activities according to the concepts of Donabedian’s theory, SERVQUAL
(Parasuraman’s Concept of Perception and Expectation Score), and also the “Thai
Community Pharmacy’s Standard Practice Guideline” set by the Pharmacy Council.

After reviewing, there were 150 items related to the conceptual framework.
Follow the Donabedian’s theory; there were 60 items in the “structure”, 71 in the
“process” and 19.in the “outcome™ aspects. ' Ten items related to Murawski’s Concept
of Pharmaceutical Therapy-Related Quality of Life (PTRQoL) were revealed and
included under the process aspect. Five SERVQUAL aspects totalling 26 items were
also covered as following: the “tangible” dimension had 7. items, “reliability” had 6,
“responsiveness” had 5, “assurance” had 2, “empathy” had 6, and the other 124 items
could not be identified under SERVQUAL concepts. It had shown that 57.33% of
total listed items in client’s perspective were matched to the Thai Community
Pharmacy’s Standard Practice Guideline. The preliminary classification illustrated
that the dimensions derived from clients corresponded to clients' access to care, office
visits, care providers or pharmacists, personal issues, and overall assessments-issues
important to both clients and community pharmacists shown in table 3.
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Structure

Process

Qutcome

(& Total Satisfaction)

® Place — Structure / Environment /
Temperature, Display, Counseling area

7 items

® (Verbal) Information of Drug Use
/ Name / Indication / Side-effect
/ Drug interaction

18 items

®Evaluation of care

3items

® Products — Number and Variety of items,

® (\Written) Information of Drug Use

® Health status &

Quality / Name / Indication / Side-effect Improvement after the
6 items 12 items service
6 items
® Person — Good looking / Personality, ® Social interaction ® Cost-effectiveness
Professional Guarantee, Knowledge & Skill, 2 items 2 items
Identification
43 items
® Apparatus and Facilities ® Communication Skill ® Overall Satisfaction
2 items 4 items 8 items
® [mage and Accreditation ® Advice
2 items 3 items
® Technical Care
14 items
® System management
2 items
® Service skill
4 items

® Service by the Pharmacist

2 items

® Murawski's

10 items

Total = 60 items

Total = 71.items

Total = 19 items

Scale Design and Format

After several testing with the potential subjects, the summated rating scale of
0-10 was selected to be the response choices for PCPSQ. Each item included
summated rating scale of scale as in figure 15:
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Item Item 10 9 8 7 6 5 4 3 2 1 0

XXXXXXXXXXXX

YYYYYYYYYYYY

150 27277277777777

Figure 15: The scale format of first 150-item PCPSQ

Each subject would be asked to rate how satisfied they are for each item when
thinking of the service quality at the drugstore. Subjects rated their satisfaction with
each item on the ordinal scale of 0-10. The scale was presented in a choice format
with 10 representing most satisfied and 0 for most dissatisfied. In case respondents
could not evaluate nor had no comment on the particular item for any reason, the
“cannot evaluate” answer was provided for selection. The scores got from the
respondents would be coded as actual mark scores. The “cannot evaluate” answers
would primary be coded as “111” and mark as “0” for statistical analysis.

In summary, PCPSQ was designed to use by community pharmacists working
in drugstores to their clients as an evaluation after the service. It was designed to be
either self-report or personal interview questionnaire. This scale would be a client-
assessment tool to evaluate the quality of service and help the pharmacists to learn
how to improve their services. The design of the PCPSQ scale was based on models
of Donabedian’s Theory (Structure, Process, Outcome), SERVQUAL (Parasuraman’s
Concept of Perception and Expectation Score), Murawski's Concept of
Pharmaceutical Therapy-Related Quality of Life (PTRQoL), and Patient Satisfaction,
a preliminary survey and focus groups with patients, initiated a 150-item PCPSQ.

STEP 2: EXPERT REVIEW OF THE SCALE

Purposes
The purpose of this step was to obtain content validity of the scale items that
should be relevant and representative of each subscale’s domain.

Methods
The review of the scale was divided into 2 stages. The first stage was general
review by clients and experts. The last stage was expert review on content validity.

General Review

The first stage used one group of clients and a group of the experts. Clients
were those who had ever gotten the service from drugstores. The expert group was
pharmacists who had good dispensing practices in compliance with the standard of
community pharmaceutical care, faculty members, and community leaders in the area
of community pharmacy.

First, five volunteered clients were asked to participate for review and
comment. Each item was reviewed for content, wording, correctness, readability,
understandability and clarity. After clients review, the total items were prepared and
formatted to be further reviewed by a community pharmacy expert group.
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A community pharmacy expert group included five pharmacists whose
practice were congruenced with standard of community pharmaceutical care and five
faculty members and community leaders whose area of research interest was
community pharmacy. They were contacted by phone, interview, or via e-mail. The
experts were asked to comment the relevance of the proposed items on the service
quality in community pharmacies. After reviewing, some items were added,
modified, or deleted. The items were then formatted and randomly ordered. The
questionnaire was then prepared for the pilot test step.

Results

Five pharmacies experts practicing in the community pharmacy setting and
five faculty members and community leaders reviewed the initial pool of 150 items.
Some items were excluded from and some were added in the item pool in this revision
process. Results from client interview revealed that when being asked to evaluate the
person who rendered the service, most clients did not call the attention to a pharmacist
provider only. Some rated in the questionnaire for whoever served them. The
decision concerning the items on providers was then generalized as the service
provider with no specification as a pharmacist provider or a pharmacist assistant.
Those items that separately guestioned about the service characteristics of pharmacists
and pharmacist assistants had been grouped together. The modification had resulted
in a 117-item version of the PCPSQ.

Content Validity Testing

The objective for this stage of expert review was to test content validity to
ensure that each item was relevant and representative to the service quality from
client’s perspective. The 117 questions were then administered to nine independent
experts for categorization. The participants were given the 117 items along with the
definitions of PCPSQ and the research concept on a paper. The participants evaluated
the content validity from their experiences and were asked to sort the items into the
appropriate categories corresponding to the definitions. An item was discarded when
it was assigned to the wrong category by more than two judges.

Results
All nine experts were in those participated-in the research networks, with five
females and four males, their.age ranged from 27 to 53 years-old.

As a result, thirteen items were discarded and four were replaced by four new
items-generated by-the research team. -Then, small group discussion with some clients
was set to examine for understandable words and language. The researcher followed
all recommendations and rewrote each item. Finally, 108 items were prepared for pre-
testing study.

During the review process, the scale format was changed from O0-10
satisfaction response to 0-10 agreement scale (figure 16) with 10 being most strongly
agree and 0 being most strongly disagree. The “cannot evaluate” response was still
provided as a response choice. The decision of changing the scale response was based
on the concept of the questionnaire designed to be a performance appraisal tool and
not as a satisfaction scale.
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Item Item ,l ) can't evaluate
No. S o 8 7 6 5 4 3 2 1 v
10 0
XXXXXXXXXXXXK 10 9 8 7 6 5 4 3 2 1 0
YYYYYYYYYYYY 10 9 8 7 6 5 4 3 2 1 0
B 10 9 8 7 6 5 4 3 2 1 0
117 | zzzzzz2222222 10 9 8 7 6 5 4 3 2 1 0

Figure 16: The scale format of the developed 117-item PCPSQ

If subjects could not evaluate any item or no comment, they could mark in the
last column of “cannot evaluate”. The researcher planned to key 111 for the “cannot
evaluate” data and score as zero in the statistical process.

STEP 3: PRE-TESTING OF THE SCALE (Study 1)

Purposes

This step was set to examine how understandable of each item to client’s point
of view. It was performed to explore the subscale or factor structure of the developed
scale. This was the step to reduce items of the initial PCPSQ scale.

Methods

A random selection of ten community pharmacies was asked to participate in
this step. The researcher was the person who came to each drugstore to collect the data
using the initial scale to 20-30 clients in each setting. After collecting the data from
all participants in this step, data was analyzed and managed by using the SPSS
software system.

Participants

The ten community pharmacies participated in the pre-testing study recruited
231 participants, 127 females and 104 males who filled out the questionnaire. Among
the sample, 25% were 24 years old or below, 66% were between the age of 25-49, and
9% were 50 years old or above. - The ten participated community pharmacies were
located in Bangkok and vicinity.

Results

As a result; a total of eight items were eliminated. Thus; the 108-item PCPSQ
was refined to 100 items.

Each item was recommended to use with “I” instead of “You” to get real
opinion and comments relating to the service quality directly and naturally from the
respondents. The scale was modified to ask “how each item was matched to my
perception when thinking of the service quality at a drugstore”. Corresponded to the
changed question, the scale format was changed to the continuous scale of 0-10 and
put symbols showing the most corresponded to participant’s thought or perception as

AV (at 10) and being not at all corresponded to participant’s thought or perception
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as O (at 0) as well cannot evaluate as @ at the top of the scale column for better
communication. It was suggested to put number 1 to 10 on the question line of each
item for more convenient rating.

From 231 samples of this study 1, it was also found that:
1. Time to complete the questionnaire was 5 — 40 minutes and average was 15.5

minutes.

Hown

About 78% of respondents preferred self-report to an interview.
Four items were recommended to add to re-check the intention of response.
A complimentary gift as a thank you reward was recommended and the top

three expected as a pleasant gifts were book about health, medicine, and
discount coupon when getting service at the drugstore. The most unpleased

gift was a pen.

5. Ten items from Murawski’s concept should be re-written using easier and

clearer phrasings.

6. Inclusion criteria should be added because some items could not immediately
be evaluated after the service. It took time to process and to get the outcome.
So, the participants in this study should be the clients who had ever come to
get service from the targeted drugstore. After discussion, the researcher
decided to use the question ““In this recent one month, how many times

(including this time) you go to visit this drugstore?”’.

or more, the subject would be included to the study.

If the answer was three

The final-to-test 100-items PCPSQ was grouped and summarized with the
aspect/domain of tasks/activities in the conceptual framework of Donabedian’s theory

as shown in table 4 below:

Table 4: The dimensions of 100 final-to-test items

Structure

Process

Outcome (& Total
Satisfaction)

e Place — Structure /
Environment /
Temperature, Display,
Counseling area

6 items

e (Verbal) Information of
Drug Use / Name /
Indication / Side-effect /
Drug interaction

8 items

eEvaluation of care
2 items

e Products — Number and
Variety of items; Quality

o (Written) Information of
Drug Use /- Name /

e Health status &
Improvement after

6 items | Indication / Side-effect the service
10 items 5 items
e Person — Good looking / e Social interaction e Cost-effectiveness
Personality, Professional 2 items 2 items

Guarantee, Knowledge &
Skill, Identification

21 items
e Apparatus and Facilities e Communication Skill ¢ Overall Satisfaction
2 items 4 items 6 items

e Image and Accreditation

e Advice
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Structure Process Outcome (& Total
Satisfaction)
2 items 3 items
e Technical Care
4 items
¢ System management
2 items
e Service skill
4 items
e Service by the Pharmacist
1 item
e Murawski's
10 items
Total = 37 items Total = 48 items Total = 15 items

The final-to-test scale was presented in a continuous response choice format
and labelled. Each participant would be asked “how each item was matched to my
perception when thinking of the service quality at a drugstore”. The scale format of
the final-to-test items (figure 17) was also changed to the continuous scale of 0-10 and
put symbols showing the most corresponded to participant’s thought or perception as

: L"'"_ (at 10) and being not at all corresponded to participant’s thought or perception
(i 177
as (at 0) as well cannot evaluate as @ at the top of the scale column for better
communication.

Y

Item Item " )
No. A1l (ar
e b can’t evaluate
10....9...8.....7....6...5...4....3....2...1...0
2| YYyyyyyyyyy 09800543 0

Figure 17: The scale format of the final-to-test items
STEP 4: LARGE STUDY TESTING OF THE SCALE (Study 2)

Purposes

The main objective of this step was to reduce the final-to-test
multidimensional scale. The specific objectives were: to determine the factor
structure of the items, to select items that loaded clearly on these factors and to
determine reliability of the PCPSQ.

After item reduction, it would get the final PCPSQ as aimed in the objectives
of the study.
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Methods
Participants

Clients who came to the targeted drugstore at least three times in the month of
data collection were included to the study.

A sample of 1,950 respondents was recruited from 39 drugstores enrolling in
the accreditation process under the *“Qualified Drugstore” project of the Thai
Pharmacy Council (50 respondents were recruited from each drugstore). They were
asked to complete the second phase of the survey by self-administration. Sixteen
drugstores were located in Bangkok and 23 in up-country with 11 in the Central, five
in the North, five in the North-East and two in the South of Thailand. There were 26
independent drugstores, five chain-stores, and eight state or university drugstores.
Twenty six of these 39 drugstores were accredited to be Qualified Drugstores and got
the certificate since September, 2003. Half of the 26 accredited drugstores got high
marks from the survey while the other half passed the accreditation with conditions.

There were 1,290 female and 660 male. The majority of the sample aged
between 19 - 42 years old (58%), participants aged 19 or lower accounted for 17% of
the sample, while participants aged 50 or above accounted for 25%. Participants were
recruited if they were the drugstore’s regular clients which were defined as those who
had been going to the sample drugstore twice every month or 3 times in 2 months.

According to Comrey (1973), sample size was very important for the
exploratory factor analysis: 100 samples were considered “poor’, 200 were ‘fair’, 300
were ‘good’, 500 were ‘very good’, and 1,000 were ‘excellent’. In this study, the
sample size was 1,950 that would be enough and excellent for the exploratory factor
analysis.

Instruments

The instrument was designed on the 12- page A4 book sheet comprising 5
sections: the instruction (*2 page), the 100-item PCPSQ (7 and Y% pages), the
demographic data form (% pages), the open-ended questions asking for the quality
aspects when getting service at a drug store (¥ page), and the short form of the
Marlowe-Crowne Social-Desirability Scale (% pages while another % page was the
detail of data collection i.e. name of drug store and its address, name of data collector,
method of data collection, date of data collection). The other two pages were the front
cover (with the running number of questionnaire and number of participant in each
target-drugstore) and the back cover (with the researcher’s mailing-address, telephone
and fax number).

The Demographic Data Form
The Demographic Data Form included age, gender, area of residency,
occupation, income, education background, and type of insurance support.

The Short Form of the Marlowe-Crowne Social-Desirability Scale

The PCPSQ scale was developed from a personality variable that should be
concerned about the possible biasing effect of social desirability. The literature had
shown that distributing questionnaires by hand may increase patients' feelings of
social desirability and fear of reprisal, leading to unreliable and misleading data.
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"Anonymity is particularly crucial in the physician office setting where patients can be
expected to return regularly” (Seibert et al., 1996). So, the short version of the
Marlowe-Crowne Social Desirability Scale (MCSDS) was included while
implementing the developed PCPSQ scale to assure that the response to the developed
scale would be unaffected by the social desirability of respondents. This could be
used as an external criterion for item selection. After statistical test, items that
significantly correlated with the social desirability scale would be deleted from the
PCPSQ scale.

The 100-item PCPSQ
The 100-item PCPSQ was classified according to Donabedian’s, CPA, and
SERVQUAL dimensions shown in table 5.

Table 5: The 100-item PCPSQ classified according to Donabedian, CPA, and
SERVQUAL dimensions

No. ltem SPO /M CPA SERVQUAL
N EA
1 Fusied il ld S 1.1.7
Ed
o v |
2 wianiwiiluseidiouSouson S 116 T
Ed
3 Juidniimilazen S 1.1.2 T
4 o Y= 1y Ay Y o
wianiwidiidunlsuims T
3
5 Muiannutinasainaing dy S 1.1.2 T
Ed
6 Muianniuiinruguamrgiilud i lanmnedy S 1.1.3 T
v A 1Y Am = v Ao 9
7 wAahHwiilowazduinsuniinudeants S
v oa v 9 dyl 9 =2 w
8 wAnwiineudrann dada S 1.1.4
v A Jmt { g o
9 suaauiifivsnaiqeilymguamiilumsdaudaie S 1.1.5
Y
Aoems
v Ed
10 | suwneldsuenarslianuiidens tanni i S 116 T
' ] Ed
11 | swiulvildSuerilaease lidlusuasieansmi S 3.1.1 R
T Ed
12 | swagldsunivuaeganiui S 3.1.2 R
o A T ) <
13 | sudadhdwiinusnme1da wuivenluditu Teedn S 3.1.1 R
e
¥
14 | sufheulwuludwil dundwsns S 2.1.1
o o - { H ' o 4 <
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16 | sudadundans/fliusmsndmiliasdensvedes S 2.1 RP
] Ed
17 | sudadwndyns/fiusmsimdiyaqoediagnim S 2.1
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=
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Y
AsURI
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SPO = Donnabedian’ s Theory, S= Structure, P = Process, O = Outcome

CPA = Standard of Drugstores, Community Pharmacy Development and Accreditation by
Thai Pharmacy Council

M = Murawski ’s Concept of Pharmaceutical Therapy-Related Quality of Life (PTRQoL)
SERVQUAL = Parasuraman’ s Concept of Perception and Expectation Score, T = Tangible, R
= Reliability, RP = Responsiveness, A = Assurance, E = Empathy

TS = Total Satisfaction

Based on models of Donabedian’s Theory (Structure, Process, Outcome),
SERVQUAL (Parasuraman’ s Concept of Perception and Expectation Score),
Murawski's Concept of Pharmaceutical Therapy-Related Quality of Life (PTRQoL),
and Patient Satisfaction, a preliminary survey and small group discussions with
clients, processing content-validity by five experts in community pharmacy field,
initiated a 100-item PCPSQ.

The items included ratings of overall of ‘care, behavioural intent, and items
tapping the following three main dimensions and subscales shown in table 6:
e Physical and structural facilities of care (37 items)
e Process evaluation of care (48 items) — technical (38 items) and social
interaction (10 items)
e Outcome evaluation of care (6 items) and Overall satisfaction with visit (9
items)



Table 6: The subscales of 100-item PCPSQ

59

Structure

Process

Qutcome

(& Total Satisfaction)

Physical and structural facilities of care

Process evaluation of care

Outcome evaluation of care &

Overall satisfaction with visit

37 items

1. Technical care

38 items

1. Outcome evaluation

9 items

® Place - Structure / Environment / Temperature,
Display, Counseling area

6 items

® Technical Care

4 items

® Evaluation of care

2 items

® Products — Number and Variety of items, Quality

® (Verbal) Information of Drug Use /

® Health status & Improvement

6 items Name / Indication / Side-effect / after the service
Drug interaction 5 items
8 items
® Person — Good looking / Personality, Professional | @ (Written) Information of Drug Use / ® Cost-effectiveness
Guarantee, Knowledge & Skill, Identification Name / Indication / Side-effect 2 items
21 items 10 items
® Apparatus and Facilities ® Advice
2 items 3 items
® |mage and Accreditation ® System management
2 items 2 items
® Service by the Pharmacist
1 item
® Murawski's
10 items

2. Social interaction

10 items

2. Overall satisfaction with visit

6 items

® Social interaction

®Overall Satisfaction

2 items 6 items
® Communication Skill

4 items
® Service skill

4 items

Total = 37 items

Total = 48 items

Total = 15 items

These dimensions reflected care that were important in patients’ point of view
and related to the “Thai Community Pharmacy’s Standard Practice Guideline”.

The scale was designed to be self-administered on-site, immediately following
the visits. All of the items in the scale used a numerical response set (from 10 to 0) to
relate how much the item precisely measure the patient’s perception.
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Data collection

Thirty-nine pharmacy students were interviewed and recruited as researcher
trainees for data collection. All of them were intensively trained to learn about the
questionnaire and its process. Two days of the training program included how to be a
good researcher/interviewer, how to monitor (and instruct) and get complete
questionnaire from the respondents, the difference between good and bad responses,
and good techniques for interviewing. The script to remind how to do the survey was
produced and taken to the field.

A hand-out methodology by the researcher, not by the pharmacists or other
providers, was chosen to minimize cost and to the eliminate selection and
acquiescence biases found in other surveys of health care quality. From the literature
review, it had shown that handing questionnaires out by the providers themselves
increased the chance that the provider would inadvertently bias the sample by
distributing questionnaires non-randomly. "Personally distributing a questionnaire to
patients in the hospital, outpatient setting, or physician offices... results in highly
inflated responses that are virtually useless for identifying improvement
opportunities” (Carey, et al, 1999, p. 23). So, the clarification that this research did
not implement by the pharmacists themselves and the researcher was separated from
the pharmacists who provided the service, helped clients to feel free in making
decision as they wish. This research did not use the drop boxes and mailing as they
might get less participation. Drop boxes were no better; they were often treated as
they were in hotels-ignored-- and did not afford the client the opportunity to reflect his
or her experiences. Mailing also contained risk to lose the return response.

Anonymity and confidentiality were ensured in the instruction section and the
respondents’ consent was indicated by their willing and voluntary participation in the
survey (see Appendix A). Respondents who were drugstores’ customers were asked
to rate the extent to which the items applied to them on a 0-10 continuum scale (0 =
Most Strongly Disagree and 10 = Most Strongly Agree). To ensure integrity of the
results, respondents were instructed to complete all items on the form. In cases where
an item was missed, the researcher or the researcher trainee would instruct the
participant to complete the missed item. If any respondent did not understand any
item or words, the researcher would note, then explained and asked what the term
should be in the respondent’s understanding.

The research trainees would start with the inclusion criteria question “In this
recent- one month, how-many -times (including-this-time)-you- go /to visit this
drugstore?”” If the answer was lower than 3, the subject was excluded from the study.

The scale was developed to be either self-report or personal interview
instrument. However, the research trainee would let each subject first do as a self-
report. If there is missing or misunderstanding or being requested from the subjects,
the research trainee would help by interviewing without his/her own comments added.
If the research trainee could not convince to get the complete response from the
subject or if they considered there was something wrong in the response, he/she would
separate this subject to an unsure group and recruited new subject instead to meet 50
respondents in each drugstore.



61

Respondents were instructed to read each item of PCPSQ and indicated how
each item was matched to his/her perception when he/she thought of the service
quality at a drugstore using a scoring response format ranging from 0 (not at all
corresponded to participant’s thought or perception) to 10 (most corresponded to
participant’s thought or perception).

Research trainees went to the site of to-be-sample drugstores during October to
November, 2003. Fifty clients from each site that meet the inclusion criteria were
selected through convenient sampling.

The PCPSQ scale was handed to sample clients after their visit to the targeted
drugstore. This process was conducted outside each pharmacy setting; only the clients
who confirmed that they directly received services from the target pharmacies were
considered for inclusion as subjects in the research. A cover letter of the research
purposes was indicated in each scale forms. Clients involved in the survey process
immediately after their visits. Before including in the study, clients would be asked to
clarify whether they were regular customer of the targeted drugstore. If they answered
that they had come to that drugstore three times or more in the study month, they
would recruited in the study. The data collection process took only about fifteen
minutes for each respondent to finish the survey form.

A cover page of the objectives of research was included with each scale forms.
Each respondent was asked to accept and volunteer to be in the research shortly after
their visit to the drugstore. All respondents were informed that all information would
be confidential and used only for the research purpose.

Steps of Data Collection were as follows:

Self introduction

Explanation about the research

Screening by the exclusion question

Verbal consent agreement process
Explanation how to response the questionnaire
Response process

Data rechecking

Giving gift for participation

LN~ WNE

Statistical Analysis

The 100-item version-of -PCPSQ -was tested with. a large sample of 1,950
respondents in varieties of drugstores across the country. “All data were analysed by
the Statistical Package for Social Science (SPSS version 11.5). The level of
significance for any statistical tests were at o = 0.05. The statistical tests were such as
descriptive statistics, Pearson correlation coefficients, and exploratory factor analysis
and Cronbach’s coefficient alpha for internal consistency, and exclude case listwise.

Descriptive analyses were frequency, percentage, average, mean, standard
deviation, variance, and item frequency. Exploratory factor analysis was used to
reveal the underlying dimensions and construct validity of the item set. It was a very
useful technique for the multidimensional scale. In statistical terms, factor analysis
was a technique used to identify dimensions that explained as much variance in the
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data as possible. Factor analysis helped identify which items belonged together,
confirming an item’s construct, or structure/dimension. There were no priori
assumptions about the orthogonality of factors. So exploratory factor analysis was a
technique used to detect and assess latent sources of variation and covariation in
observed measurements that were clients’ quality perception in this research.

Steps of exploratory factor analysis were (i) data screening (correlation matrix,
Kaiser-Myer sampling adequacy, anti-image (residual) correlation), (ii) factor
extraction (eigenvalue, scree plot, proportion variance account for, reproduced
correlation matrix), (iii) factor rotation (factor loading > 0.6), (iv) interpreting, and (v)
item analysis (Corrected-item total correlation, Cronbach’s coefficient alpha).

The first step of the exploratory factor analysis was data screening, it was
essential to analyze the factorability of the data. This was the step to consider
correlation matrix using Pearson correlation that should be more than or equal to 0.30.
Partial (anti-image) correlation matrix should be nearly zero or minus zero. Kaiser-
Meyer-Olkin Measure of sampling adequacy; KMOMSA for overall should be 0.60 —
1.00 (Tabachnick and Fidell, 1996).

Next the initial communality in the communality estimation which was more
than 0.62 would be the appropriated data for the exploratory factor analysis
(Tabachnick and Fidell, 1996; Wongwiwatthananukit, Newton and Popovich, 2002).
The initial communality was the squared multiple correlation (SMC) of the multiple
regression equation between dependent factor and independent factors and would be
iterative again in the final communality.

Step 2 of the exploratory factor analysis was to determine method of factor
extraction. This step aimed at the common variance. In SPSS, there were 6 methods
in the program: unweighted least squares, generalized least squared, maximum
likelihood, principle axis factoring, alpha factoring, and image factoring. This
research used the principle axis factoring because the sampling technique was
convenient sampling, not the random sampling. The principle axis factoring was
descriptive factor analysis that was not limited of being normal distribution
(Tabachnick and Fidell, 1996). However, this was accepted because the sample size
of 1,950 was more than the minimum 200 (Gorsuch, 1983; Widaman, 1995).

To determine number of factors to be retained was considered from
1.Eigenvalue (Kaiser’s criterion)-(eigenvalue was-more than-or-equal, to 1 and its
difference should be more than 0.2), 2.Cattell’s scree plot, showing the relation of Y
and X (considering number of factors at the point of the lowest slope), 3.Percentage of
variance (considering number of factors at variance was more than 50% of the total
variance), 4. Factor solution (considering the difference of connecting factor more
than 0.2) (Tabachnick and Fidell, 1996; Reise, Waller and Comrey, 2000;
Wongwiwatthananukit, Newton and Popovich, 2002).

Step 3 of the exploratory factor analysis was to choose the rotation to extract
factors. After getting the number of factors, next process was to determine a method
of factor rotation. There were orthogonal rotation and oblique rotation. In this study,
the factors were rotated using direct oblimin under oblique rotation to allow
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correlation between dimensions since the nature of the quality of pharmacy services
was not independent from one another.

Criteria of item selection for each factor were factor loading, factor grouping,
and number of items in each factor (Reise, Waller and Comrey, 2000;
Wongwiwatthananukit, Newton and Popovich, 2002).

Tabachnick and Fidell (1996) suggested that the higher factor loading
confirmed that the item was supposed to the real part under the particular factor.
Factor loading should be more than 0.32 and the difference from loading on other
factor should be at least 0.2. This was similar to Hair, et al (1998)’s suggestion in the
multivariate data analysis textbook that it was a rule of thumb used frequently as a
means of making a preliminary examination of the factor matrix. And factor loadings
greater than +0.3 were considered to meet the minimal level while the loadings of
+0.5 or greater were considered practically significant. This research considered the
factor loading at more than 0.3 which translated to approximately 10 percent
explanation. This was acceptable because the sample size of this study were 1,950. It
was suggested that factor loading of 0.3 was identified significance if the sample were
350 or more (Hair, et al, 1998).

Residual analysis was also important by considering residual correlation
matrix. It indicated the difference between observed correlation coefficient and
expected correlation coefficient. This reproduced correlation matrix should be lower
or minus (Reise, Waller and Comrey, 2000; Wongwiwatthananukit, Newton and
Popovich, 2002).

Step 4 was the interpretation and naming the factor of those items. Next and
last was the most important step, the item analysis (Reise, Waller and Comrey, 2000;
Wongwiwatthananukit, Newton and Popovich, 2002).

After the validity of the PCPSQ scale had been established, the item analysis
of the scales was assessed. Responses to a reliable survey should differ because
respondents had different experiences. This was not because the scale was confusing
nor had multiple interpretations. As a measure of reliability, internal consistency was
concerned with the-homogeneity of the items comprising a scale (DeVillis, 1991) and
was an indicator of how well the individual items of a scale reflected a common,
underlying construct (Spector, 1992).. The internal consistency of each subscale was
assessed-by corrected -item-total correlations-and Cronbach's coefficient alpha. This
was the step of item analysis to check for scale reliability.

Coefficient alpha (Cronbach, 1951) was the statistic most often used to assess
internal consistency (Spector, 1992) and was used in this research, as computed by
SPSS. It was suggested by Nunnally and Bernstein (1994) that an alpha level of at
least .80 was sufficient for most purposes given that correlations were attenuated very
little by measurement error at that level. At least, coefficient alpha to be considered
acceptable should be 0.70 or more (Nunnally, 1978). Furthermore, DeVellis (1991)
had laid out the criteria to consider the merit of alpha coefficient as following: a
coefficient alpha of less than 0.60 was considered unacceptable, 0.60 — 0.65 was
undesirable, 0.65 — 0.70 was minimally acceptable, 0.70 — 0.80 was respectable, 0.80
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— 0.90 was very good and the coefficient alpha of more than 0.90 showed the
excellence result and could reduce some items in the factor. For corrected item-total
correlation, each item should be correlated with its own dimension at least 0.30
(Nunnally and Bernstein, 1994).

The following steps were employed in analyzing the items: (a) Reliability
analyses using SPSS were conducted for each subscale/dimension to provide
quantitative data regarding item performance; (b) within each subscale, all items
corresponding to the objective of the study were evaluated quantitatively by
examination of the corrected item-total correlation and the resulting coefficient alpha
if the item were deleted; (c) concurrently with step 2 (experts review of the scale),
items were qualitatively examined in terms of readability, clarity, relevance, and
length; (d) based on the results of step 2 and 3, items that performed poorly, either
quantitatively or qualitatively, were deleted; and (e) the remaining items were
examined for content validity and congruence with the scale’s purpose.

There was three criteria of item analysis being used in the reduction of the item
pool at this stage: 1.0verall Cronbach’s alpha coefficient of the dimension was 0.70 or
more, 2.Corrected item-total correlation of the particular item was 0.30 or less, and 3.
Cronbach’s coefficient alpha of the particular item (alpha if item deleted) was more
than overall Cronbach’s coefficient alpha of its dimension. Any item that possessed
all 3 criteria was deleted.

Results
Three Major Results
1. Demographic Data
Gender, Age, Occupation, Income, Education, Insurance support
2. Exploratoty factor analysis
3. Validity and Reliability Analysis Data

Demographic Data

From 1,950 samples, the demographic data (table 7) was analysed as follow:

Gender: Male = 33.8%, Female = 66.2%

Age: between 13 =78 years old, majority =19 — 42 years old (58%)

Occupation: vary: in all, with Student = 14.3%, Private employee = 15.7%,
Business owner = 15.4%

Income: vary in all, with s 5,000 — 7,999 = 20.1%, 2,000 — 4,999 = 15.5%, »
8,000 = 10,999 =15.0%

Education; vary in all, with Bachelor degree or above = 34.4%, High school or
equal = 24.0% and Under high school = 30.5%

Insurance support; Card 308 = 40.0% (Gold = 1.3%), Social Welfare = 27.4%,

Civil = 13.6%, Private = 7.7%, Company = 6.9%



Table 7: Demographic data of samples in large scale testing of the scale

variable sample

N = 1,950 %
Gender Male 660 33.8
Female 1,290 66.2

Age (years) 13-18 113 5.8
19-24 302 15.5
25-30 250 12.8

31-36 236 121
37-42 343 17.6

43 -48 111 5.7

49-54 88 4.5

55 - 60 51 2.6

61-66 29 1.5

67 - 72 12 0.6

73-78 6 0.3

missing cases 409 21

Occupation No work 35 1.8
Retired 12 0.6
Student 279 14.3

Housewife 113 5.8

Government officer 127 6.5
Private employee 306 15.7

Temporary employee 111 5.7

Permanent employee 236 121
Business owner 300 15.4

Farmer 107 5.5
missing cases 324 16.6

Income No income 121 6.2
Less than 2,000 baht 18 0.9
2,000 — 4,999 baht 302 15.5

5,000 = 7,999 baht 392 20.1
8,000 — 10,999 baht 293 15.0

11,000 - 13,999 baht 103 5.3

14,000 - 16,999 baht 82 4.2

17,000 - 19,999 baht 55 2.8

20,000 — 22,999 baht 60 3.1

23,000 - 25,999 baht 29 1.5

26,000 — 28,999 baht 10 0.5

29,000 - 31,999 baht 43 2.2

32,000 - 34,999 baht 10 0.5
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variable sample
N = 1,950 %

35,000 - 37,999 baht 8 0.4
38,000 — 40,999 baht 14 0.7
41,000 - 43,999 baht 6 0.3
44,000 - 46,999 baht 10 0.5
47,000 — 49,999 baht 6 0.3
50,000 baht or more 33 1.7
missing cases 355 18.2
Education Uneducated 107 55
Primary school 189 9.7
Secondary school 298 15.3
30.5

High school 345 17.7
Poly-technigue or Diploma college 123 6.3
24

Bachelor degree 606 311
Higher bachelor degree 64 3.3
34.4

missing cases 218 1.2
Insurance support Card 30 B 780 40.0
Gold card 10 0.5
Civil 265 13.6
Social welfare 534 27.4
Private 150 7.7
Company welfare 135 6.9
missing cases 76 3.9

Descriptive Analysis Data
Mean and standard deviation of each item in the 100-item PCPSQ was shown

in table 8.

Table 8: Descriptive Statistics of 100-item PCPSQ

Mean Std. Deviation
go1l 8.553 2.6547
g02 8.592 1.5830
qo3 8.734 1.4068
qo4 8.624 1.5364
qo5 8.147 1.8378
g06 8.073 1.9066
qo7 8.079 1.9773
qo8 4,711 4.3992
go9 5.926 3.0702




Mean Std. Deviation
q10 5.715 4.4668
qll 8.646 1.7693
q12 280 1.2273
q13 7.576 2.5865
ql4 8.823 2.2137
q15 7.971 3.7941
q16 8.846 3.4890
ql7 8.912 1.4527
q18 8.751 1.5143
q19 8.660 1.5443 |
q20 8.570 1.7038 |
q21 8.491 1.5366 |
q22 8.316 1.6348
923 8.002 1.7908 |
q24 7.886 1.7957 |
925 7.371 2.2019
926 8.163 1.7999
q27 8.135 1.8845 |
q28 8.477 1.6620 |
629 9.091 1.3525 |
30 8.929 1.4079 |
g31 8.686 3.3293 :
032 8.644 1.5862
33 8.571 1.7442
q34 8.705 1.7667
q35 8.419 1.5550
36 2.230 2.6932
q37 4.808 3.3522
038 7.060 | 2.7242
q39 7.157 | 2.7708
q40 5.337 3.7712
g4l 6.116 3.3060
q42 8.295 1.8365
943 8.063 1.9648
q44 1.667 2.6467
45 7.448 2.6464
q46 8:583 1.7014
q47 8.484 1.7672
q48 7.911 2.2825
949 6.561 2.9608
q50 5.970 4.3026
q51 5.741 3.4112
q52 8.004 2.2359
q53 8.181 2.4190
q54 8.017 2.5717
q55 8.242 2.4423
056 5.035 3.9291
q57 7.848 2.3190

67



Mean Std. Deviation
058 6.952 2.9192
q59 7.926 2.7515
q60 8.394 1.7461
q61 8.628 2.7343
062 8.618 1.5900
63 6.127 3.3444
q64 6.523 4.3566
65 7.103 2.7171
66 7.547 2.5151
q67 7.254 2.5961 |
68 6.793 3.2065 |
q69 7.694 2.2520 |
q70 7.717 2.0895
q71 7.848 3.6684
q72 7.706 2.2219 |
q73 7.767 2.2132
q74 8.268 1.8844
q75 7.737 2.0736 |
q76 6.972 2.5534 |
q77 7.721 2.0446 |
q78 7.222 3.8627 |
q79 7.802 2.2552 :
q80 8.290 1.8557
q81 7.729 3.3741
082 8.423 3.0074
83 8.283 2.5423
q84 7.305 3.9368
85 8.014 2.0415
86 8.388 3.3931
q87 8.065 | 1.9914
q88 8.564 1.7418
q89 8.597 1.7279
q90 8.489 1.7066
qo1 8.709 1.7697
q92 8.332 3.5967
q93 9.093 5.2707
q94 8:622 2.0718
q95 7.465 2.8160
q96 8.518 4.7583
q97 8.837 1.9540
q98 8.831 1.9461
q99 8.840 1.6662

68

When consider the items of the “cannot evaluate” column, it indicated that the
most confused and under-understandable items was Q12 (mean = 0.280). Also the Q8,
9, 10, 36, 44, and 56 were not clear to be evaluated. This was practically decided to be

deleted.
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KMO and Bartlett's Test

Table 9: KMO and Bartlett's Test of 100-item PCPSQ

Kaiser-Meyer-Olkin Measure of

Sampling Adequacy. .966

Bartlett's Test of  Approx. Chi- 74959.3

Sphericity Square 76
df 4851
Sig. .000

Kaiser-Meyer-Olkin Measure of Sampling Adequacy for the 100-item PCPSQ
(table 9) was 0.966 which was above 0.50 and indicated appropriateness of applying
factor analysis.

Exploratory Factor Analysis

To interpret factors, the researcher made decision regarding to each item mean
as well as factor loadings shown in the pattern matrix. First round of the exploratory
factor analysis was done with the principal axis factoring, rotating with direct oblimin
and Eigen value = 1. The result was summarized in table 10. The first exploratory
factor analysis (EFA) of the 100-item PCPSQ resulted in 41 iterations and 19 factor
extractions with 61.653 % cumulative variance.

The first decision was to delete the problem items with a lower mean and
hardly understandable. Those first deleted items were Q 8, 9, 10, 12, 36, 44, and 56.
Second round showed 29 iterations and 17 factor extractions with little higher %
cumulative variance at 62.143.

Then, the items with loading lower than 0.3 were considered to be deleted in
the third and forth round. The researcher also tried to consider getting the appropriate
factor extractions with lower iterations and higher %cumulative variance when
reducing items to 67 items. At this stage, it seemed that 11 factors were to be
concerned. However, some items were considered to add back relating to the literature
review and the research team discussion.

The final result of this step was 40-item PCPSQ with 39 items of factor
loading and one open-ended rating  item (Q100).

Table 10: Details of Exploratory Factor Analysis of 100-item PCPSQ

EFA Iterations % cumulative Action Factor Note
variance extractions
1 41 61.653 Start from 100 19 (use Eigen value = 1 and
items Maximum iterations for

convergence = 99)

2" 29 62.143 Remain 93 items 17 Cut Q8, 9, 10, 12, 26, 44, 56

3 22 62.736 Remain 80 items " CutQ1,8,9,10,12,
26,35,39,44,52,




70

EFA

Iterations

% cumulative

variance

Action

Factor

extractions

Note

56,62,70,75,82,84,89,91,93,
95

24

47.102

Remain 67 items

CutQ1,6,8,9,10,
11,12,20,26,35,36,39,44,52,
53,54,55,56,57,61,62,66,70,
74,75,82,83,84,88,89,91,93,
95

16

53.604

Remain 67 items

CutQ1,86,8,9, 10,
11,12,20,26,35,36,39,44,52,
53,54,55,56,57,61,62,66,70,
74,75,82,83,84,88,89,91,93,
95

17

59.199

Remain 67 items

1"

CutQ1,6,8,9, 10,
11,12,20,26,35,36,39,44,52,
53,54,55,56,57,61,62,66,70,
74,75,82,83,84,88,89,91,93,
95

17

61.835

Remain 67 items

12

CutQ1,6,8,9,10,
11,12,20,26,35,36,39,44,52,
53,54,55,56,57,61,62,66,70,
74,75,82,83,84,88,89,91,93,
95

18

64.346

Remain 67 items

13

CutQ1,6,8,9, 10,
11,12,20,26,35,36,39,44,52,
53,54,55,56,57,61,62,66,70,
74,75,82,83,84,88,89,91,93,
95

th

10

23

70.257

Remain 41-items

10

CutQ1,7,8,9,10,11,
12,13,15,16,21,22,26,28,29,
31,32,35,37,38,39,40,41,44,
52,56,58,59,60,61,62,65,68,
69,70,71,72,73,74,75,76,77,
78,79,80,81,82,83,84,86,87,
89,91,92,93,95,96,97,99

"

20

64.797

40-item PCPSQ

"

Add some and Cut some
And add Q100
Remain

Q2,3,4,5,7,17,18,21,22,24,26
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EFA

Iterations % cumulative

variance

Action

Factor

extractions

Note

,28,29,31,32,33,34,38,42,43,
45,47,48,51,58,60,63,64,65,
67,72,76,78,79,83,85,90,92,
99

12

17

57.220

Remain 40 items

Add some and Cut some
And add Q100

Remain
Q2,3,4,5,7,17,18,21,22,24,26
,28,29,31,32,33,34,38,42,43,
45,47,48,51,58,60,63,64,65,
67,72,76,78,79,83,85,90,92,
99

th

13

16

59.620

Remain 40 items

Add some and Cut some
And add Q100

Remain
Q2,3,4,5,7,17,18,21,22,24,26
,28,29,31,32,33,34,38,42,43,
45,47,48,51,58,60,63,64,65,
67,72,76,78,79,83,85,90,92,
99

Refer to table 10, the 11" = 13" round of exploratory factor analysis showed

same result of 40 factors but the 11" round indicated the highest %cumulative
variance (64.797%). This 11" round got the highest iterations too but 20 iterations
indicated acceptable and not significantly different from the other two rounds. Then,
the researcher chose 11" rround as this step result. It also re-confirmed while
considering the items-in each dimension.

views after getting services from community pharmacies:
1. Process evaluation of technical care
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6. Outcome evaluation of care
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The result of exploratory factor analysis of this 40-item PCPSQ was shown in
table 10. The loading of 11 factors was considered significance because it gave high
% cumulative of variance at 64.797 (table 11) and 20 iterations. The scree plot test
was shown in figure 18.
Total Variance Explained

Table 11: Total Variance Explained of 40-item PCPSQ

Factor Initial Eigenvalues Extraction Sums of Squared Loadings Rotation (a)
Total % of Variance | Cumulative % Total % of Variance Cumulative % Total

1 5.619 14.047 14.047 | 5.143 12.857 12.857 3.486

2 3.067 7.667 21.714 | 2713 6.783 19.640 2.732

3 2.708 6.770 28.484 |  2.355 5.888 25.528 1.739

4 2.542 6.355 34.840 | 2.300 5.751 31.279 2.403

5 2.209 5.521 40361 | 1.833 4.582 35.861 2.350

6 2.040 5.100 45461 | 1674 4.186 40.047 2.231

7 1.749 4372 49.833 | 1.424 3.560 43.607 1.669

8 1.654 4136 53969 |  1.304 3.261 46.868 1.813

9 1.567 3.918 57.887 | 1.210 3.025 49.893 3.047

10 1.429 3572 61.460 1.069 2,671 52.564 3.072

1 1.335 3.337 64.797 | .869 2.172 54,737 1.392

12 1.233 3,082 67.878 |

13 1.161 2.903 70.782. |

14 1.066 2.665 73.446 |

15 897 2.242 75.689 |

16 882 2.205 77.893

17 768 1.921 79.815 |

18 730 1.824 81.639 |

19 685 1713 83.352 |

20 565 1.413 84.766 '

21 541 1.354 86.119 ‘

22 502 1.254 87.374 '

23 494 1.234 88.608

24 478 1.195 89.803

25 448 1:119 90:922

26 424 1.061 91.983

27 397 992 92.975

28 372 929 93.904

29 347 868 94.772

30 341 851 95.623

31 314 784 96.407

32 270 675 97.082

33 260 651 97.732

34 232 581 98.313

35 193 482 98.796

36 183 457 99.252

37 154 385 99.637

38 .080 200 99.837

39 041 102 99.939
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Factor

Initial Eigenvalues

Extraction Sums of Squared Loadings

Rotation (a)

Total

% of Variance

Cumulative %

Total

% of Variance

Cumulative %

Total

40

.024

.061

100.000

Extraction Method: Principal Axis Factoring.

a When factors are correlated, sums of squared loadings cannot be added to obtain a

total variance.

Eigenvalue

Scree Plot

7

L —

9 11 13 15 17 19 21 23 25

Factor Number

Figure 18: Scree plot of 40-item PCPSQ

Factor Correlation Matrix

Table 12: Factor Correlation Matrix of 100-item PCPSQ

-

27 29 31 33 35 37 39

Factor 1 2 3 4 5 6 7 8 9 10 11
1 1.000 | -.169 | .075 | -.073 054 | -225| -044| -005| -317 402 | -.055
2 -169 | 1.000 | -.055 | -033 | -.169 048 068 | -.019 285 034 053
3 075 | -.055"| 1:.000 | .019 021 | -093| -100| " -251| -.046 059 .048
4 -073 | -033| .019 | 1.000° ~-.006 027 | -046 029 071 041 | -072
5 054 | -169 | .021| -006 | 1.000| -056| -015| -047| -072 041 |  -010
6 -225| 048 | -093| .027| -056| 1.000 094 .005 027 | -179 .056
7 -044 | 068 | -100 | -046 | -.015 094 | 1.000 164 028 | -033| -085
8 -005 | -019 | -251 | .029 | -047 .005 164 | 1.000 | -006| -005| -.070
9 -317 | 285 | -046 | 071 | -072 027 028 | -006| 1.000| -.200 .008
10 402 | 034 | .059 | -.041 041 -179 -.033 -.005 -200 | 1.000 | -.027
1 -055 | 053 | .048| -072| -010 056 | -085| -.070 008 | -027 | 1.000

Extraction Method: Principal Axis Factoring.

Normalization.

Rotation Method: Oblimin with Kaiser




Pattern Matrix or Factor Loading

Table 13: Pattern Matrix of 40-item PCPSQ

Factor

1 2 3 4 5 6 7 8 9 10 11
q63 | .879 | .030 | -.016 | -.079 | .077 051 | .009| -044| .018| -.119 023
a64 | 914 | -.036 | -.033 | -.004 | .040 083 | .018| -012| .083| -.071 .038
65 | .375|-185| .038 | .033|-080| -.038|-.013 026 | -.132 194 | -042
a67 | 351 |-072| .008 | .030|-031| -.081|-.047 .056 | -.216 197 | -.037
058 | .390 | -.004 | .034 | .050 | -.055 | -.134|-.023| ~-.016 |-.095 147 -011
q42 | .037 | -.848 | -.015 | -.012 | -.090 016 | 049 | -049 | .134 044 .052
q43 | .005 | -.836 | -.028 | -.013 | -.076 010 | -.027 .000 | .032 038 | -.002
028 | .016 | .016 | .924 | .000 | .000 .059 | .059 A27 | 041 -.027 218
q60 | -.001| .017 | .793 | -.017 | -.002 070 | .047 | -031| .035| -022| -.042
q05 |-030| .010 | .220 {-010 | .001 | -.021 |-.029 | -.097 |-.019 016 | -.025
a33 | .022|-033 | .023 | -.996 | -.003 047 | -.033 024 | 079 | -034| -028
a34 | .008 | -.030 | .022 | -.938 | -.002 .052 | -.035 014 | 070 | -020| -.045
a9%8 | .020| .012 | .014 | -.629 | -.010 | -.406 | .022 001 | .011| -040| -.051
a32 | -.001 | .063 | -.047 | -.274 | -.044 099 | .043 | -.057 | -.220 112 148
q21 | .072| .104 | -.006 | .012 | .919 031 |-011| -011| .050 044 017
q22 | .022| .075 | -.005 | .011| .609 030 | 007 | -.016 | .022 .066 .001
q47 | -.046 | -.335 | .060 | -.004 | .582 026 | -.027 017 | -.395 | -145| -.034
q48 | .024 | -437 | .006 | .001 | .455 027 | -.004 | -.016 | -.253 | -.119 027
492 | .000 | -.010 | -.027 | .002 | -.006 | -.727 | -.003 005 | .005| -.031 121
a99 | -.059 | .035|-.044 | -.056 | -.017 | -.884| .053 .006 | -.057 | -.048 .050
q38 | .175| .009 | .078 | .032 | -.078 | -.234 | -024 .001 | -.043 067 | -.046
q02 | -010| .012 | -.021 | -.018 | -.004 041 | -699 | -042 | .015| -.004 017
q04 | -.005| .019 | -.004 | -.025 | .007 072 |-918 | -.068| .020 | -.006 061
429 | .027 | -015| .041 | -.010 | -.008 | -.013 | -.039 | -735|-007 | -.019 .005
ql7 | .034 | -.002  -.005  .009 | .007 031 008 -728|-028| -.024| -.047
q03 | -016 | -.033 | .014 | .017 | .002 | -.006 | -.074 | -.675|-.033 .007 061
a78 | .090 | .064 | .000 | .024 | -.065 | -064|-012| ~-.027|-731 166 | -.055
a79 | .014 | -.065 | -.014 | .009 | -.008 055 | .026| -.060 | -.656 .038 078
a76 | 201 | .050 | -.004 | .032'| .074-| -.189 | -.001 | --.035 | -.549 045 | -.026
a45 | -.049 | -138 | .023"| 007 | .348 0157) 2017 052 <434 -112 | -.032
q72 | .097 | -107 | .027 | .011 | 053 ~-.308 | -.012 020 | -.332 064 | -.105
083 | -067|-096 | .017 | .013 | .001 | -.055|-.021 | -.034 | -.006 819 | -.052
q31 |--.0421 .004 | 018 -.014 | 332 = -.244 | .015 -037 | .221 653 019
q24 | .057 | .018 |-.032 | -.012 | -.064 142 | 035 001 | -.119 512 .079
026 |.059 | .029 | -.028 | -.011 | -.016 139 | .043 .056 | -.105 488 .057
a85 | .129 | .029 | -.020 | .005| .245| -195| .016| -.089 | .207 431 | -016
q07 | .042| .005| .071| .025|-.066 | -.021|-.101 .058 | -.077 412 | -107
51 | .188|-.081 | .051 | -.164 | .138 | -.022 | -.042 107 | -.164 205 | -.058
90 | .003|-014 | -.011| .039 | .016 | -.214 | -345 160 | .009 | -.016 .855
ql8 | .034|-038 | .115| .024| .001 | -038| .073| -.114 |-.006 012 650
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Extraction Method: Principal Axis Factoring. Rotation Method: Oblimin with Kaiser
Normalization.
a Rotation converged in 20 iterations.
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Principal Axis Factoring Analysis on Item Selection

Before getting start the exploratory factor analysis, statistical test of social
desirability was done. There were only 2 items (Q59 and Q74) that significantly
correlated with the social desirability scale (p < 0.05). They should be deleted from
the PCPSQ scale but it was about 2% of the total. Then the researcher still kept those
2 items and start running the exploratory factor analysis.

An exploratory factor analysis was performed on all 100 items by a Principal
Axis Factoring utilizing a direct Oblimin rotation with Kaiser Normalization, rotation
converged in 20 iterations. The analysis produced 11 factors with eigenvalues greater
than one. Items with loading on more than one factor or with loading lower than 0.3
on all components were eliminated. As a result, a total of 60 items were eliminated,
thus, the original list of 100 items was refined to 40 items.

The results of the exploratory factor analysis were encouraging because most
components emerged corresponding to the theoretical categories and matching to
clients’ perception in the preliminary survey.

Item Analysis
In table 14, means, standard deviations, and alpha levels for the PCPSQ and its
sub-scales were as follows:

Tablel4: Reliability and descriptive statistics of each dimension of 40-item PCPSQ

No Item Mean | Std | Alpha | Alpha ﬁg;:igg ngggzﬁgﬁgd
Dev if item correlation
deleted
F1 | Process evaluation of 6.7890 0.7754 0.7920
technical care
58 | suwmeldsudwuzihdsmssnmn | 6.9608 | 2.9110 0.7481 | 0.5062
S uenmitonnms Iewaan
BSmsiiwii
63 | fwilidseldsuihsudn | 6.1277 | 3.3464 0.7275 | 0.5670
oz'ls
64 | fuiildsudiudanto dovi | 6.5094 | 4.3517 0.7523 | 0.5530
RTINS
65 | fwililsudheidinede | 7.1019 | 2.7171 0.7185 | 06155
ifevey s
67 | fwinolisuilosdummesn | 7.2453 | 2.6068 0.7278 | 0.5904
Tsa'ld
F2 | Process evaluation of 8.1757 0.8108 0.8118
technical care
42 | suaunsesmmmnovesinild | 8.2902 | 1.8424 . 0.6832
dolFanu
43 | fuaunsesumannvesiwild | 8.0612 | 1.9626 . 0.6832
wWhla/hitideasds
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No ltem Mean Std Alpha A|pha Qorrected SFandardized
Do e | e |
deleted

F3 | Physical and structural | 8.3393 0.6987 0.7016
facilities of care

5 | sufFnifuiinasahaminzay | 8.1498 | 1.8351 0.7216 | 0.4270

28 | wuAndundwns/fliusasisw | 8.4766 | 1.6587 0.5995 | 0.5226
fanunszdedeulums iy
SIERe)

60 | suiEnhiwiliuinsaia | 8.3914 | 1.7437 0.4880 | 0.6060

F4 | Process evaluation of 8.6845 0.8453 0.8489
technical care

32 | wuddnivodo nalundwns/gli | 8.6439 | 1.5835 0.8146 | 0.6603
vimsludwd

33 ﬁuiﬁnwa‘lmnﬁmnmm?mﬁy 8.5647 | 1.7598 0.7505 | 0.8018

34 | swldsuuSnsnnndynadienn | 8.7027 | 1.7786 0.8003 | 0.6894
1Fuimsnduil

98 | suntwiimsefindnslszdn | 8.8267 | 1.9541 0.8460 | 0.5968

F5 | Process evaluation of 8.3007 | 0.7638 0.7814
technical care

21 | fuAadundwns/gliusasidm | 8.4945 | 1.5352 0.6921 | 0.6123
i apudo ¢ A

22 | fudedundwns/fliusasidm | 8.3135 | 1.6331 0.7000 | 0.5856
i aoudiow Idaziduansudau

47 ﬁudmamﬂmﬂjm%’mﬁyxgﬁaiﬂww 8.4843 | 1.7749 0.6861 | 0.6048
fuferms/Tsnosls

48 | susmmanmmesdwindiie | 7.9107 | 2.2862 0.7625 | 0.5107
fdoefuuumila

F6 | Outcome evaluation of | 8.0755 0.4155 0.4797
care

38 | uldsudeyanasfunziidu 7.0596 | 2.7227 0.3295 | 0.3295
qmmwmqmmé’fmmsmﬂ?mi{

92 | fursnusihlgtunldusosi | 8.3276 | 3.5905 0.4026 | 0.4026
Suil

99 | suwndmimazfudmihide | 8.8393 | 1.6611 0.2723 | 0.2713
o

F7 | Physical and structural | 8.6127 0.8222 0.8223
facilities oyf care

2 | sufdnnfwiidusadouEon 8.5972 | 1.5789 0.6983
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No Item Mean | Std | Alpha _Al_pha ig;:igttzc: S}ﬁ:ngizrlgiﬁgd
Dev ifitem | corretation
deleted

%00

4 nuddnhfwihindunlduims | 8.6281 | 1.5367 0.6983

F8 | Physical and structural | 8.9118 0.7641 0.7652
facilities of care

3 sufdnniuilazen 8.7363 | 1.4049 0.7097 | 0.5721

17 | sudadundwns/fl¥usnsisne | 8.9091 | 1.4647 0.6914 | 0.5900
ﬁymﬂﬂa@ehaqmw

29 | sudeduadans/fl¥uimsaim | 9.0901 | 1.3503 0.6495 | 0.6280
fudaiazen Foudes

F9 | Process evaluation of 7.4355 0.7012 0.7310
social interaction care

45 | susweaneweshuiiudiiie | 7.4592 | 2.6437 0.6970 | 0.3421
upazdai 185 uRenoz s

72 | sumwnsolfiad dliguama 7.7061 | 2.2198 0.6281 | 0.5448
n¥unlFusmsfisii

76 | sufdnhawnsoegdiulsalded | 6.9812 | 2.5483 0.6060 | 0.5765
g wialfusmsiwi

78 | suliddnndiveoininielsnn | 7.2232 | 3.8467 0.7071 | 0.4118
Huod nianduimsiidi

79 | suligdndusindenild nde | 7.8080 | 2.2492 0.6303 | 0.5359
alfusmaid il

F10 | Physical and structural | 7.8344 0.6916 0.7439
facilities of care

7 | sudanuiillowazduiiasy 8.0784 | 1.9870 0.6558 | 0.4224
awiisudenms

24 | fudaduadans/§liusasidn | 7.8824 | 1.7959 0.6388 | 0.5247
fithlefennudeinsvessy

26 | fudadiadwns/fliusasiidn | 8.1560 | 1.8111 0.6325 | 0.5543
ﬁyﬁu“lmm:“ldﬁlﬁ]“luﬂﬂujmﬁuaﬁu

31 | duAndundwns/fliusasiidm | 8.6842 | 3.3167 0.7010 | 0.3009
fResasu

51 | wuswmanewesdwiluddien | 5.7381 | 3.4053 0.7059 | 0.2955
S dndensuenfomnslathe

83 | sufahfwilsiend Widmme | 8.2790 | 2.5343 0.6539 | 0.4138

85 | suldsumsusmsondmiduar | 8.0227 | 2.0374 0.6232 | 0.5650

Suunaegla




79

No ltem Mean Std Alpha A|pha Qorrected SFandardized
P item-total item alpha
Dev if item correlation
deleted
F11 | Overall satisfaction 8.6176 0.7461 0.7489
with visit
18 | suAadundwns/§liusmsisw | 8.7467 | 1.5277 : 0.5985
fiflufasuaz aniuduesd
90 | suftmelanazilsziuladmil 8.4886 | 1.7039 . 0.5985

Validation of Factor Analysis

To assess the degree of generalizability of the results to the population, the
researcher splitted the sample to 2 groups name half 1 and half 2. Each group
represented 25 clients® point of view of each drug store. Then, process the item
analysis again. The result was shown in table 15.

The result of two groups was similar in term of mean, standard deviation and
Cronbach’s alpha coefficient.




Tablel5: Validation of Factor Analysis with a split sample of 40-item PCPSQ

No Half 1 Half 2
Mean | Std | Alpha Alpha if Corrected | Standardized | Mean | Std | Alpha Alpha if Corrected Standardized
Dev item deleted | item-total item alpha Dev item deleted item-total item alpha
correlation correlation

F1 | 6.815 0.731 0.774 6.763 0.824 0.827
58 | 6.947 | 2.878 0.684 0.505 6.975 | 2.946 0.82 0.508

63 | 6.195 | 3.27 0.668 0.537 6.061 | 3.422 0.798 0.600

64 | 6.587 | 5.237 0.756 0.458 6.432 | 3.239 0.749 0.746

65 | 7.072 | 2.722 0.657 0.603 -/-182%| '2.715 0.788 0.63

67 | 1.275 | 2.547 0.677 0.551 7.216 | 2.667 0.787 0.634

F2 | 8.138 0.787 0.787 8.213 0.836 0.838
42 | 8.25 | 1.906 0.649 8.331 | 1.777 0.721

43 | 8.027 | 1.984 0.649 8.096 | 1.942 0.721

F3 | 8.343 0.738 0.739 8.335 0.659 0.663
5 |8.189 | 1.782 0.758 0.472 8.111 | 1.887 0.684 0.385

28 | 8.434 | 1.668 0.654 0.560 8.52 | 1.650 0.545 0.486

60 | 8.407 | 1.720 0.528 0.663 8.376 | 1.768 0.450 0.551

F4 | 8.705 0.839 0.843 8.664 0.851 0.853
32 | 8.659 | 1.527 0.800 0.668 8.629 | 1.639 0.827 0.654

33 | 8593 | 1.685 0.737 0.803 8.536 | 1.832 0.762 0.801

34 | 8.713 | 1.700 0.796 0.672 8.693 | 1.855 0.804 0.704

98 | 8.856 | 1.879 0.848 0.568 8.798 | 2.028 0.844 0.622

F5 | 8.266 0.74 0.760 8.336 0.788 0.803
21 | 8523 | 152 0.663 0.588 8.466 | 1.551 0.722 0.639

22 | 8.306 | 1.676 0.676 0.546 8.321 | 1.590 0.725 0.628

47 | 8.432 | 1.809 0.656 0.577 8.537 | 1.74 0.718 0.634

48 | 7.802 | 2.364 0.737 0.485 8.019 | 2.202 0.788 0.539

F6 | 8.11 0.252 0.373 8.041 0.635 0.668
38 | 7.035 | 2.672 0.126 0.172 7.085 | 2.774 0.728 0.352

92 | 8.425 | 4.575 0.410 0.117 8.230 | 2.208 0.396 0.545

99 | 887 | 154 0.141 0.238 8.809 | 1.774 0.506 0.499

F7 | 8.635 0.789 0.789 8.590 0.852 0.852
2 |8.621 | 1571 0.652 8.574 | 1.588 0.741
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No Half 1 Half 2
Mean | Std | Alpha Alpha if Corrected | Standardized | Mean | Std | Alpha Alpha if Corrected Standardized
Dev item deleted | item-total item alpha Dev item deleted item-total item alpha
correlation correlation
4 8.65 | 1.515 0.652 8.606 | 1.559 0.743
F8 | 8.928 0.769 0.769 8.895 0.759 0.762
3 8.766 | 1.376 0.719 0.572 8.707 | 1.434 0.700 0.570
17 | 8.928 | 1.466 0.676 0.590 8.891 | 1.465 0.707 0.566
29 | 9.091 | 1.381 0.671 0.628 9.089 | 1.320 0.628 0.639
F9 | 7.432 0.780 0.784 7.439 0.642 0.714
45 | 7.446 | 2.653 0.787 0.427 7.473 | 2.637 0.639 0.277
72 | 7.757 | 2.127 0.746 0.535 7.656 | 2.309 0.541 0.553
76 | 7.113 | 2.345 0.72 0.612 6.85 | 2.731 0.522 0.554
78 | 7.126 | 2.449 0.697 0.673 7.321 | 4.855 0.717 0.315
79 | 7.721 | 2.305 0.741 0.549 7.895 | 2.190 0.554 0.532
F10 | 7.81 0.766 0.807 7.859 0.635 0.720
7 8.088 | 1.920 0.741 0.467 8.069 | 2.053 0.594 0.388
24 | 7.904 | 1.766 0.721 0.584 7.861 | 1.827 0.579 0.478
26 | 8.165 | 1.729 0.723 0.580 8.147 | 1.891 0.565 0.534
31 | 8564 | 1.741 0.719 0.6 8.804 | 4.351 0.686 0.22
51 | 5.684 | 3.362 0.821 0.298 5.792 | 3.449 0.622 0.2945
83 | 8231 | 1.96 0.72 0.576 8.327 | 3.000 0.605 0.328
85 | 8.031 | 2.026 0.72 0.57 8.014 | 2.05 0.552 0.564
F11 | 8.616 0.739 0.74 8.619 0.752 0.758
18 | 8.750 | 1.539 0.587 8.743 | 1.518 0.611
90 | 8.483 | 1.619 0.587 8.495 | 1.785 0.611
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To ensure that the education background was not the potential influence of
individual cases or respondents on the overall results, the researcher divided the
sample to three groups relating to the clients’ education. Group | was the sample that
clients’ education was under high school. Group Il was the ones who finished high
school or equal. And group Il was the clients in higher education who graduated in
bachelor degree or higher. The results in table 16 also showed similarity of the three
groups in mean, standard deviation and Cronbach’s alpha coefficient.



Tablel16: Validation of Factor Analysis splitting by education background of 40-item PCPSQ
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No Under High school High School or Equal University or Higher

M Std Alpha | Alpha Corrected | Standardized M Std Alpha | Alpha Corrected | Standardized M Std Alpha | Alpha Corrected | Standardized

E Dev if item-total item E Dev if item-total item Alpha E Dev if item-total item Alpha

A item correlation Alpha A item correlation A item correlation

N deleted N deleted N deleted
F1 | 6.91 0.63 0.70 6.97 0.85 0.86 6.55 0.84 0.84
58 | 6.71 | 3.32 0.57 0.43 714 | 281 0.84 0.61 6.99 2.7 0.84 0.50
63 | 6.16 | 3.65 0.57 0.42 6.53 | 3.17 0.83 0.64 576 | 3.26 0.81 0.64
64 | 7.01 6.6 0.69 0.36 6.57 | 3.20 0.79 0.77 6.13 | 3.08 0.77 0.77
65 | 7.35 | 2.82 0.55 0.5 717 | 271 0.82 0.66 6.88 | 2.65 0.8 0.68
67 | 7.31 | 2.89 0.56 0.47 746 | 242 0.83 0.66 7.02 | 255 0.81 0.64

4 . |
F2 | 8.23 0.81 0.81 8.13 0.82 0.82 8.17 0.80 0.81
42 | 833 | 194 - 0.69 824 | 195 - 0.69 8.3 1.69 - 0.67
43 | 813 | 211 - 0.69 8.01 | 1.98 - 0.69 8.05 | 1.85 - 0.67
2z 4’1 4%
F3 | 843 0.71 0.72 8.38 0.66 0.67 8.24 0.73 0.73
5 8.08 | 2.13 0.74 0.44 8.14 | 1.89 0.66 0.41 8.20 | 157 0.75 0.45
28 | 8.66 | 1.82 0.64 0.51 851 | 1.63 0.58 0.46 8.33 | 156 0.59 0.59
60 | 853 | 1.89 0.47 0.65 851 | 1.65 0.45 0.56 820 | 1.71 0.56 0.62
il 2

F4 | 8.62 0.84 0.85 8.82 0.82 0.82 8.62 0.87 0.87
32 | 862 | 191 0.82 0.63 8.76 | 1.40 0.77 0.63 856 | 1.49 0.83 0.71
33 | 847 | 221 0.73 0.83 8.69 | 151 0.72 0.75 852 | 1.61 0.79 0.81
34 | 874 | 211 0.79 0.70 8.8 1.66 0.79 0.61 8.61 | 1.62 0.82 0.74
98 | 8.66 | 2.35 0.85 0.57 9.03 | 1.48 0.8 0.58 8.77 | 2.00 0.87 0.64
F5 | 854 0.77 0.79 8.33 0.74 0.76 8.12 0.77 0.79
21 | 875 | 1.69 0.71 0.6 8.52 15 0.66 0.60 831 | 144 0.7 0.62
2 855 | 1.83 0.69 0.62 839 | 148 0.68 0.56 8.10 | 1.59 0.71 0.57
2
47 | 878 | 1.73 0.7 0.62 851 | 172 0.67 0.56 8.27 | 1.82 0.68 0.63
48 | 8.08 | 2.29 0.78 0.50 7.92 | 2.27 0.74 0.5 7.78 2.3 0.76 0.53
F6 | 8.01 0.59 0.61 8.15 0.61 0.65 8.05 0.23 0.38
38 | 713 | 301 0.56 0.38 715 | 2.65 0.66 0.38 6.93 | 2.59 0.17 0.13
92 | 821 | 245 0.46 0.43 841 | 2.06 0.32 0.55 8.35 | 5.00 0.42 0.11
99 | 8.69 | 2.01 0.47 0.44 891 | 142 0.56 0.42 8.87 1.6 0.08 0.27
F7 | 8.68 0.84 0.84 8.62 0.84 0.84 8.56 0.79 0.79
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No Under High school High School or Equal University or Higher
M Std Alpha | Alpha Corrected | Standardized M Std Alpha | Alpha Corrected | Standardized M Std Alpha | Alpha Corrected | Standardized
E Dev if item-total item E Dev if item-total item Alpha E Dev if item-total item Alpha
A item correlation Alpha A item correlation A item correlation
N deleted N deleted N deleted
2 8.64 1.63 - 0.73 8.62 1.65 - 0.73 8.55 1.48 - 0.65
4 872 | 158 - 0.73 8.62 | 1.60 - 0.73 8.58 | 145 - 0.65
3
F8 | 8.92 0.79 0.79 8.96 0.71 0.72 8.87 0.79 0.79
3 8.7 1.59 0.72 0.62 8.8 1.35 0.62 0.52 8.71 1.32 0.77 0.56
17 | 9.03 | 156 0.71 0.64 8.88 | 152 0.63 0.52 8.85 | 135 0.72 0.62
29 | 9.03 | 1.68 0.72 0.63 9.2 1.18 0.60 0.55 9.05 | 1.23 0.63 0.7
F9 | 745 0.79 0.8 7.44 0.52 0.65 7.42 0.81 0.82
45 7.5 2.96 0.79 0.46 7.22 2.8 0.48 0.26 7.62 | 2.26 0.86 0.33
72 7.74 2.45 0.76 0.56 7.9 1.91 0.44 0.43 7.53 2.29 0.76 0.67
76 6.96 2.83 0.74 0.61 7.02 2.53 0.38 0.47 6.95 2.37 0.76 0.66
78 7.2 2.77 0.71 0.7 7.32 | 5.66 0.67 0.21 716 | 227 0.74 0.73
79 7.85 2.6 0.76 0.56 7.73 2.26 0.43 0.41 7.85 1.97 0.76 0.67
F1 | 8.01 0.70 0.77 701 061 | Lol 0.76 7.66 0.77 0.81
0
7 8.35 2.23 0.65 0.51 8.17 1.81 0.59 0.29 7.82 1.93 0.75 0.46
24 7.99 2.02 0.66 0.5 7.6 1.81 0.54 0.51 7.83 1.60 0.73 0.57
26 | 836 | 194 0.67 0.45 8.17 | 181 0.53 0.58 8.01 | 172 0.72 0.63
31 | 862 | 194 0.62 0.67 8.93 | 521 0.74 0.16 8.52 | 153 0.73 0.6
51 | 596 | 361 0.71 0.31 578 | 3.58 0.58 0.32 5.57 3.1 0.84 0.25
83 | 8.61 | 3.80 0.74 0.25 8.33 | 1.82 0.54 0.51 8.03 | 1.86 0.71 0.65
85 8.17 2.25 0.64 0.54 8.15 1.93 0.53 0.55 7.83 1.95 0.72 0.6
F1 | 874 0.78 0.78 8.62 0.7 0.7 8.56 0.77 0.77
1
18 | 8.93 | 1.60 - 0.65 8.74 | 152 - 0.54 8.62 | 1.48 - 0.63
90 | 855 | 1.80 - 0.65 8.5 1.74 - 0.54 8.45 | 159 - 0.63




Results
Follow the 3 criteria being used in the reduction of the item pool at this stage,
the results were shown in Tablel7:

Tablel7: Item Analysis Result of 40-item PCPSQ
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No

Overall Cronbach’s
alpha coefficient of each
dimension was 0.70 or

more

Corrected item-total
correlation of the
particular item was

0.30 or less

Cronbach’s coefficient alpha of

the particular item (alpha if item

deleted) was more than overall
Cronbach’s coefficient alpha of its

dimension

Note

F1

58

63

64

65

67

SNISISISS

F2

42

43

F3

2" deletion

28

&

60

\

2" deletion

F4

32

2" deletion

33

<

34

&

98

NISISS

F5

21

22

47

48

F6

38

2™ deletion

92

3" deletion

99

F7
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No Overall Cronbach’s Corrected item-total Cronbach’s coefficient alpha of Note
alpha coefficient of each correlation of the the particular item (alpha if item
dimension was 0.70 or particular item was deleted) was more than overall
more 0.30 or less Cronbach’s coefficient alpha of its
dimension

2
4
F8

3 v
17 J
29
F9
45 J
72
76
78 / J
79
F10

th .

7 4" deletion
83 4" deletion
85 3" deletion
24
26
31 s s 2" deletion
51 / / ‘/ 1% deleted — meet 3 criteria
F11
18
20 3" deletion

From the item analysis (table 17), Q51 possesses all three criteria and was the
first deletion. After the new: exploratory factor analysis of 40-item PCPSQ as 11
factors, items with loadings less than 0.3 (Q 5, 60, 32, 38, and 31) were deleted. The
researcher repeated the exploratory analysis again and again after the revision, Q 92,
85, 90, 7, and 83 were deleted. The PCPSQ was reduced to 29 items and the open-
ended rating item was added to be the final PCPSQ-30.

The result of the exploratory analysis of PCPSQ-30 was shown in table 18 —
24 and figure 19 - 20. Exploratory factor analysis using direct oblimin rotation of
PCPSQ-30 extracted 6 factors converged in 7 iterations with % cumulative variance
63.680 that represented good. This preliminary testing of PCPSQ demonstrated that
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the scale was acceptable as valid and reliable for measuring the service quality of the
community pharmacy from clients’ perspective.

Descriptive Statistics

Table 18: Descriptive statistics of PCPSQ-30

Mean Std. Deviation
058 6.959 2.9127
63 6.132 3.3446
q64 6.509 4.3549
065 7.103 2.7190 |
q67 7.246 2.6086 |
Q42 8.293 1.8408 |
943 8.064 1.9615
928 8.475 1.6654 |
433 8.571 1.7440 {
q34 8.710 1.7625 |
q98 8.834 1.9391
g21 8.495 1.5363
922 8.316 1.6327 |
q47 8.484 1.7753 |
948 7.909 2.2872 |
q99 8.841 1.6614 :
q02 8.598 1.5795
q04 8.629 1.5356
qo3 8.737 1.4051
q17 8.909 1.4659
029 9.093 | 1.3488
45 7.459. 2.6439
q72 7.706 2.2212
q76 6.980 | 2.5483
q78 7.223 3.8493
q79 7.808 2.2501
q24 7.885 1.7954
926 8.158 1.8115
q18 8.747 1.5271

Table 18 showed mean of each item of the PCPSQ-30 at range 6.132 — 9.093.

KMO and Bartlett's Test

Table 19: KMO and Bartlett's Test of PCPSQ-30

Kaiser-Meyer-Olkin Measure of
Sampling Adequacy.

Bartlett's Testof ~ Approx. Chi-
Sphericity Square

df

Sig.

937

19538.2

14
406
.000
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From table 19, it showed KMO of PCPSQ-30 at 0.937 that represented very
good.
Communalities

Table 20: Communalities of PCPSQ-30

Initial Extraction
q58 324 .359
g63 .365 474
q64 .360 429
q65 458 525
q67 491 530
q42 563 615
943 547 549
q28 565 581
33 657 711
q34 543 540
q98 515 .607
g21 .645 .634
g22 .616 .588
q47 488 515
q48 467 .500
q99 562 542
q02 .698 .789
qo4 .604 625
q03 .703 .806
gl7 .638 | .580
g29 .479i 472
q45 395 | 408
q72 523 | 574
q76 435 529
q78 227 .293
q79 372 432
q24 480 486
q26 521 514
ql8 .649 .601

Extraction Method: Principal Axis Factoring.

The communalities of the PCPSQ-30 in table 20 showed between 0.324 —
0.806 to confirm that all items in this scale could be in the scale go along together,
except Q78 that was lower than 0.3 (0.227) should be deleted from the scale. But
when looking at pattern matrix in table 23, its factor loaded at -0.523 that was high
enough to still put in the scale.



Total Variance Explained
Table 21: Variance of PCPSQ-30
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Rotation Sums of
Factor Initial Eigenvalues Extraction Sums of Squared Loadings Squared Loadings(a)
Total % of Variance | Cumulative % Total % of Variance | Cumulative % Total
1 10.724 36.979 36.979 | 10.291 35.486 35.486 7.608
2 2.459 8.478 45457 | 1.997 6.887 42.372 4.249
3 1.633 5.631 51.088 | 1.168 4.029 46.401 6.687
4 1.297 4.472 55.561 964 3.324 49.725 5.428
5 1.223 4.216 59.777 803 2.768 52.493 5.283
6 1.132 3.904 63.680 582 2.008 54.501 4.085
7 766 2.641 66.322
8 740 2.552 68.874 |
9 713 2.457 71331 |
10 669 2.308 73.630 |
1 628 2.165 75.804 |
12 624 2.151 77.955
13 567 1.957 79.912 i
14 551 1.901 81.813 | |
15 526 1.815 83.628 | |
16 511 1.762 85.390 | ;
17 493 1.700 87.090 |
18 459 1,582 88.672
19 426 1.468 90.140 |
20 386 1.331 91.471 |
21 370 1.276 92.747 |
22 334 1.150 93.897 |
23 315 1.087 94.984 |
24 293 1.011 95.996 |
25 267 919 96.915 !
26 252 869 97.784 ’
27 231 796 98.580
28 227 783 99.363 '
29 185 637 100.000 |

Extraction Method: Principal Axis Factoring.

a When factors are correlated, sums of squared loadings cannot be added to obtain a total

variance.

Factor Correlation Matrix

Table22: Factor Correlation Matrix of PCPSQ-30

Factor 1 2 3 4 5 6

1 1.000 .359 .538 489 504 -.355
2 .359 1.000 315 .160 214 -.426
3 .538 315 1.000 453 421 -.408
4 489 .160 453 1.000 416 -.207
5 504 214 421 416 1.000 -.269
6 -.355 -.426 -.408 -.207 -.269 1.000

Extraction Method: Principal Axis Factoring.

Normalization.

Rotation Method: Oblimin with Kaiser
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Scree Plot
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Figure 19: Scree plot of PCPSQ-30
Pattern Matrix of the final PCPSQ-30
Table 23: Pattern Matrix of PCPSQ-30
Factor
1 2 | 3" | 4 5 6
g21 .695 137 091 .053 -.009 .093
g22 673 144 077 .033 -.019 .057
ql8 632 -.082 012 150 .099 -.050
g28 595 .035 .060 -.052 140 -.134
gl7 587 -.106 027 .205 .087 -.044
q26 o 142 -.009 -.065 076 -.209
q24 498 039 041 .087 -.005 -.219
g29 .350 -.133 .188 248 .108 -.028
g63 016 .695 -.072 .003 136 .081
q64 .070 622 .038 .079 -.167 -.003
g65 .081 578 201 -.038 014 -.039
q67 .055 544 .053 012 .090 -.184
058 -.012 452 .025 .045 .035 -.206
g42 -.024 -.035 790 -.024 077 .019
g43 -.009 -.052 .699 .094 022 -.012
q48 012 .043 .688 -.028 .000 -.022
q47 125 .092 .664 -.123 021 034
q45 -.032 .009 571 146 -.042 -.051
q03 041 -.016 .046 .869 -.017 .025
go2 -.008 076 022 .858 .032 .025




Factor

1 2 3 4 5 6

q04 174 075 -.027 618 118  -.005
q98 -.078 042 028 030 778 -.016
q33 287 007 028 076 597 | -.009
q34 215 022 083  -.004 585 116
q99 -008  -013 110 203 466 -.222
q76 -.017 203 073 087 023  -553
q78 084 012 -017  -063| -009  -523
q79 104 -.049 228 059 033  -.449
q72 -.053 367 091,  .082 160  -.396

91

Extraction Method: Principal Axis Factoring. Rotation Method: Oblimin with Kaiser
Normalization.
a Rotation converged in 7 iterations.

Structure Matrix

Table 24: Structure Matrix of PCPSQ-30

Factor
1 2 41 3 0NN NS 6
921 781 382 489 433 | 405 -.257
922 752 .386’ 467 .4ooj 381 -.276
q18 751 216 | 456 504 481 -.302
028 732 .346’ 481 358 | 487 -411
q17 723 183 | 457 532 468 -.284
026 658 425 | 409 289 399 -.461
q24 651 336 | 447 398 366 -.445
029 589 127 504 535 446 -.253
065 399 684 431 199 258 -.391
067 395 | 679 372 226 311 -.483
63 268 673 181 129 242 -.228
64 269 637 238 161 .051 -.280
058 276 558 280 180 210 -.423
Q42 409 210 780 345 375 -.296
943 409 189 734 410 342 -.297
48 392 269 705 301 299 -.319
q47 453 316 699 255 322 -.300
45 346 213 626 384 258 -.295
qo03 469 139 440 .896 375 -177
02 458 213 433 .885 403 -.199
q04 550 255 421 753 468 -.247
033 646 263 474 480 789 -.301
q98 364 201 347 338 776 -.232
q34 519 201 403 362 701 -.160
099 459 246 480 486 650 -426
q76 346 474 402 268 273 -.687
q72 389 592 444 304 391 -.630
q79 415 268 493 313 316 -.580




Factor

1 2

3

4

5

6

q78

229

247

213

077

143

-.536

92

Extraction Method: Principal Axis Factoring. Rotation Method: Oblimin with Kaiser
Normalization.

Factor Plot in Rotated Factor Space

Factor 2

Factor 1

Factor 3

Figure 20: Factor Plot in Rotated Factor Space of PCPSQ-30

The revision after the reliability test was finalized to 29-item PCPSQ with 6
factors, then was added the last open-ended item to be the PCPSQ-30. The item
analysis was repeated to re-confirm the reliability of the PCPSQ-30 as shown in table

25.
Table 25: Reliability and descriptive statistics of each dimension of the final PCPSQ-
30
No Item Mean Std Dev Alpha Alpha if Corrected | Standardized
item item-total item alpha
deleted correlation
Fla | Physical and structural | 8.6539 0.8860 0.8875
facilities of care
3 ﬁugﬁnq‘ﬁ’mf’fagmﬂ 8.7363 | 1.4049 0.8222 0.8012
2 ﬁug”%n'jﬁ’mf‘fgﬂumﬁﬂuﬁau 8.5972 | 1.5789 0.8041 0.8159
$o
4 ”ug”%n'jﬁ’mf‘fuwﬁ’m“[q’;’ﬁnﬁ 8.6281 | 1.5367 0.8855 0.7244
F2a | Process evaluation of | 8.5079
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No Item Mean Std Dev Alpha Alpha if Corrected | Standardized
item item-total item alpha
deleted correlation
technical care — aaug
Tduims
8.0192 0.7346 0.7346
24| Sudadundens/usmsi
Suilidhloimudosmsves | (8824 | 1.7959 ) 0.5805
AU
% | Fudatundens/gdusmad
%’1uffauclmazﬂldiﬂuﬂagm 8.1560 | 1.8111 ) 0.5805
VPR
8.4040 0.8566 0.8575
2| SuRadundsns/¥uinsi
$uil aeudman IdFanu 8.4945 | 1.5352 ) 0.7505
2| Sudadundsns/fuinsd
Sl aeudinn IdagiBon 8.3135 | 1.6331 ) 0.7505
ATuRI
8.9996 0.7097 0.7112
71 SuRedundwns/fl¥usmad
%’mﬁwmaamaﬁmw 8.9091 | 1.4647 - 0.5518
29| Sudadundns/fl¥usmsi
Hufludeiazon Govdou 9.0901 | 1.3503 . 0.5518
8| Sudadundsns/fuimsi
2R unssieteZulums 8.4766 | 1.6587 0.5995 0.5226
Ttusns
181 SuRadundns/flHusmsi
Sihifudasing iy, | 8-7467 | 1.5277 0.5985
193A
F3a | Process evaluation of | 6.7890 0.7754 0.7920
technical care - daums
TEAYR
58 | Suneldsumuuziiaems 6.9608 | 2.9110 0.7481 0.5062
$mndu uenmiieanms 19
wianlSusmsawi
63 %’1u{'§lﬁdqm}qﬂﬁ’ﬁu§"'jﬁuuﬁ' 6.1277 | 3.3464 0.7275 0.5670
ooy 'ls
64 %’1uf:ﬁ11ﬁﬁ’ui’iqgﬁgggﬁ'aqg’|’aq 6.5094 | 4.3517 0.7523 0.5530
wedls
65 | i lisuiheildiinadhe | 7.1019 | 2.7171 0.7185 | 0.6155
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No Item Mean Std Dev Alpha Alpha if Corrected | Standardized
item item-total item alpha
deleted correlation
iAogegls
67 | 2y iigaeldsutlostunuesn | 7.2453 | 2.6068 0.7278 0.5904
Tsald
F4a | Process evaluation of | 8.0402 - -
technical care - du
AANYI
8.1757 0.8108 0.8118
2| gygunsasumannvesii 0.7748 | 0.6737
12 el Fouam 8.2902 | 1.8424 - 0.6832
83| Sugunsasunannvesiui 0.7810 | 0.6416
120 ido et 8.0612 | 1.9626 - 0.6832
8.1975 0.7133 - 0.7279
4] Suswmanevesdiudindai 0.7892 | 0.6221
nfiuforms/Tsnesls 8.4843 | 1.7749 ) 0.5722
8| suswmannvesdiufindadh 0.7811 | 0.6375
T 7.9107 | 2.2862 0.7625 | 0.5722
% | Fusmnanevesimiindiiin 0.8131 | 0.5694
el | 74592 | 26437 06970 | 03421
7R
FSa | Process evaluation of | 7.4296 0.6970 0.7322
social interaction care
-gauanudnlalulsauag
NIPUAAULD
76 sufdnhannsoegiulsnld 6.9812 | 2.5483 0.5801 0.5749
otrafugy niunldusmsi
S
78 wu'lifdnndadosimanielsn | 7.2232 | 3.8467 0.7168 0.4436
fifuey niunlFusmsnduil
9 ﬁu"l;ji’ﬁmﬂuﬁmadamﬁi%’ 7.8080 |.2.2492 0.6359 0.5297
wiunFUSms i
72 summsnlfiiad Idtiquama | 7.7061 | 2.2198 0.6188 0.5297
wiunldusmsiidnii
Féa | Qutcome evaluation - | 8.7335 0.8328 0.8331
Overall satisfaction
with visit
3| suldsuuSmsnnindsnsilewn | 8.7027 | 1.7786 0.8007 | 0.6347

Y a dy A&
1Fu5msnwi
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No Item Mean Std Dev Alpha Alpha if Corrected | Standardized
item item-total item alpha
deleted correlation
33 ﬁuiﬁﬂwa%mﬁmﬂmaﬁ'mﬁ 8.5647 | 1.7598 0.7577 0.7311
B | sundwimseiindsnslszi | 8.8267 | 1.9541 0.7781 0.6879
9 | sundwimsziuduiiige | 8.8393 | 1.6611 0.8146 | 0.6012
o

30 Y v a 1y Aa
Iﬂﬂﬁ?ﬂ!mﬁ] AUAAI ITUUUAN

mwegluszay

ASUHY

Then it was rearranged to the final PCPSQ-30 (table 26) with 3 dimensions
relating to the Donabedian’s theory and others in the conceptual framework of this
study.

Dimension 1 — Structure

Clients focused physical and structural facilities of the care receiving from
community pharmacy on the Q3, 2, and 4. The most importance things were the
cleanliness and tidiness of the place that relating to the image to get the service with
overall alpha coefficient at 0.8860 (F1a).

Dimension 2 - Process

Most clients did not know in details of the process of care they should receive
but they would evaluate as the outcome after the process. When comparing to the
provider’s concern, there would be two types of the process evaluation: technical care
and social interaction care divided to four subscales: provider (F2a), advice (F3a),
labelling (F4a), and-disease and self-care understanding (F5a).

There were five concerns to evaluate the provider or pharmacist. First was the
skill to response and understand the clients’ need and problem (o = 0.7346, 2 items).
Second was the skill to answer questions (o = 0.8566, 2 items). Third was about the
manner of the provider (a = 0.7097, 2 items). Forth was service mind (1 item) and
last was the good relationship of the provider (1 item).

Advice aspect of 5 items was focused on the prevention of drug use and
disease with o = 0.7754.

There were two points about the labelling. The first one (oo = 0.8108) was how
clear and understandable to read (2 items). The other (a = 0.7033) was about drug
information mainly in details of its name (1 item), indication, and how long to take (2
items).

The subscale of social interaction composed of 4 items related to Murawski’s
concept.




Dimension 3 - Outcome
The outcomes were the major emphasis in the clients’ perspective. And for the
overall satisfaction to the outcome evaluation (F6a), the clients thought about the

service from pharmacists (3 items with a = 0.8328).

The PCPSQ-30

The revised PCPSQ-30 was finalized as shown in table 26.

Table 26: The PCPSQ-30
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- < . 7T
ey Uszigu / Fosom p =
4 ul (i (=i
n Vi 1"‘5\ a ]
LY Uszidivlai
I8
Physical and structural facilities of
care
Fa
3
o 1 3 ~
Fa
Process evaluation of technical
care — in provider aspect
[ F
4 | sudeiundwns/gldusmshi il 10..9..8..7..6..5..4..3..2..1..0
Y =3 Y @
Whlanennudesmsvesny
' F
5 | sudndundsns/dliuimsndiudl 10..9..8..7..6..5..4..3..2..1.0
aulwazldlaluilgmvessu
] F
6 | sudAaiundwns/Gliusmsiduil 10..9..8..7..6..5..4..3..2..1..0
aoufian ldFau
] 2
7 fuaniwndsns/dlitusmansuil 10...9..8...7...6..5..4..3..2..1..0
o v = Y
aoumon ldaziBeaniuau
v Ed
WAAYOY YN IN
] F
9 | sudndwndwns/dliuimsisiuil 10..9.8..7..6..5.4.3..2..1..0
uRaiaznG ooy
] F
10 | sudAadundyns/GHusmsnd i 10..9..8...7..6..5..4..3..2..1.0
A A g Y a
anunsehesesulunsIdusms
] F
11 | SuAeduadwns/gIiuSmsisuil 10..9..8..7..6..5..4..3..2..1..0
IS a I @
Wudasuazanudluiued
Process evaluation of technical
care — in self-care aspect
12 | swaeldsudwuziidamssamn 10..9..8...7..6..5..4..3..2..1.0
A A v ) v
U wonmilennms lFeviaaanly
L 4y &
UImMsni vl
Fa
13 | $wilfidausheldsudndunie 10..9..8...7..6..5..4..3..2..1..0

oz'ls
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Fa 0
14 | Hwiildsuiindenieon desin 10..9..8...7..6..5..4..3..2..1..0
o84l
Ed ]
ozls
Ed
16 | Hudlaeldsuilostuauesnnlisa 10..9..8..7..6..5..4..3..2..1..0
Y
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Process evaluation of technical
care —in labelling aspect
EA
SelFanu
EA
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il lifdeaade
o F
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ude1ms/Isnos s
20 o 1 Y A v Y A 10 0
FuomnaIne1vesmindagiet
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dosnumumla
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uaazdnlasuneaes 1s
Process evaluation of social
interaction care
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va  dy &
nlFuSmsnsud
& o A 4 1
Wugy nadwnldusmsndui
o ' o A &
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IruSmsnsiud
Overall satisfaction with visit
A Ay &
UsMINFIu
Ed
F
28 ﬁluu’]%’1uu!wj1gu!ﬂﬁwﬁyﬂjﬂsxﬂo’] 10.987 54 0
o H & A
29 | sumndwiimazdudunuusede 10..9..8..7..6..5..4..3..2..1..0
Total rating
Ed

oglusziy (Pzuun)




SUMMARY THE STEP OF PCPSQ DEVELOPMENT
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Client Interview “Perception of Quality and Services at Drugstores”

+ Donabedian’s Theory
+ SERVQUAL

+ Murawski’s Concept of Pharmaceutical
Therapy-Related Quality of Life

(PTRQoL)
+ Patient Satisfaction

v

Sub-scale Development

150-item PCPSQ

20 items

3 items

o ———
grfE—=—wii=—

\ 4

Expert Review of the
Scale

117-item PCPSQ

9items ——————

8items ————

v
108-item PCPSQ

v

Pre-testing of the Scale
(n=231)

Content Validity

100-item PCPSQ

Large Study Testing of the Scale
(n =1.950)

60 items S —
Exploratory Factor Analysis
Item Analvsis

40-item PCPgQ
11 items N )
<: Rellabl“ty Ana|ySIS
1 item 0o : Revision
\ 4

PCPSQ-30
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Comments from the participant

1.

2.
3.

o o0&

There were too many items (100 items) and took long time. Should be
reduced — the appropriate number may be 20 - 30.

Some items were not clear and hard understandable such as Q39, 80, 81, 87
The Short Form of the Marlowe-Crowne Social-Desirability Scale was very
difficult to complete. When the research trainee explained or clarified, some
were confused.

Some items were duplicated.

Should be more systematic grouping.

The questionnaire was focused on the client’s perception on the service
quality, not like the patient satisfaction survey.



CHAPTER IV
DISCUSSION AND CONCLUSION

This chapter is divided into four parts: discussion, conclusion, limitation of
the study and suggestions for next study. In discussion section, the researcher had
followed the four steps of scale development, especially focused on exploratory factor
analysis and item analysis.

Discussion

STEP 1: SUB-SCALE DEVELOPMENT

1. A scale measuring from client’s perceptions of quality should be an important
aspect of the service provided by health care center and pharmacies. However,
a major problem with the application of a client satisfaction scale reporting in
many studies (Sitzia and Wood, 1998, Lebow, 1974) is that studies of this
topic are often local, poorly designed and lack reliability and validity.
Moreover, there seems to be little agreement on what is an acceptable response
rate. A further problem with the methodology used in the implementation of a
client satisfaction scale is that there is often a non-response bias when
evaluating the result. Thus, the PCPSQ being developed in this study would be
a challenge tool to measure the community pharmacy service by clients. This
is a tool getting start from the open-ended questions of the clients’ thoughts
and opinions about the service quality and their expectation from drugstores.

In the step 1: Subscale Development of this study is followed the
concept of how to develop good scales and comes out with the result of 150
items that are a big number to be chosen for the final items (Nunnally, 1978:
Devellis, 1991; Juniper, Guyatt and Jaeschke, 1996; Fayers and Machin,
2000). To get the real opinion from clients without the bias, this study got the
information from in-dept interviews and small group discussions with clients
and also with pharmacists. The target group was varied in sex, age, education
background, career, and being customer to drugstores.

2. The strength of the open-ended survey is to get the client’s perspective which
is the major emphasis of this study. Most of the other scales view from the
provider’s-or professional’s standpoint. The study conducted both the open-
ended and small group discussion.

One concern is a professional specialist in medicine or a pharmacist to
be the provider at a drug store “Quality at drugstore is to have a specialist in
medicine there.” “There should be a professional to explain and answer
properly.” When considering at the factor loading in items related to the
pharmacist in Q21, 28, 33, 34, 98 all these items are shown more than 0.9.

In client’s point of view, each will concern what (outcomes) he or she
gets rather than how to get the service (process). While the pharmacists or
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providers will consider the standard guideline and try to check whether they
meet the goal of the standard.

The recommendation to use with “I” instead of “You” helps the
respondents to be free and natural while they consider their perception after the
service at a drug store.

3. Scale format was the 0 - 10 continuum line which represented the interval

measure. This will be better than the ordinal Likert scale for each item.
However, with the summated rating, the total score from Likert could be
consider the interval measure but still controversial among researcher. Likert
scale was the ordinal scale with each score represented the specific answer,
e.g. 5 for strongly agree, 4 for agree, 3 for moderately agree, 2 for disagree and
1 for strongly disagree. The 0 — 10 continuous scale was the range of the
answer from one continuum to the other. The answer was provided only the 2
extremes e.g.,, 0 for not at all corresponded to participant’s thought or
perception and 10 for most corresponded to participant’s thought or
perception. The respondent then considered the degree along the continuum.
Another point is that the 0 - 10 scale would allow more variation of the answer
lead to better data for factor analysis than the 5-point Likert scale. We can
however increase variation of Likert scale by use more than five points. Seven
or nine points or even more could be used but with the label attached to every
score; it would be very difficult to write such the scale. Besides, patients
would have the problem in differentiating one answer from the next e.g.,
strongly disagree, disagree, somewhat disagree, little disagree, no comment,
little agree, somewhat agree, agree, strongly agree.

150-item PCPSQ firstly used the scale format as follow:

Item 10 | 9 8 7 6 > 4 3 2 1 0

XXXXXXXXXXXX

YYYYYYYYYYYY

150

2722777777777 77

To make more convenient to response, the 117-items PCPSQ changed

to:
Item Item U \t) '(‘_D can’t
No- evaluate
10 9|8 |7 6 5 4 3 |21 0
D o xxxxxxxx 10 | 9187 6 5 4 312 1 0
2 10 |98 7]| 6 5 4 312 1 0
YYYYYYYYYYYY
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_________ 10 9 8 7 6 5 4 3 2 1 0

"7

10 9 8 7 6 5 4 3 2 1 0

27777777777777

Finally, the researcher planned to have a continuous measure then
change the format of the final 100-item PCPSQ to:

Item

kN
S

Item [ oy )

can’t evaluate

XXXXXXXXXXXX

YYYYYYYYYYYY

100

27777777777777

Only few respondents marked on between the numbers (2%), but in depth-

interview, the clients indicated that the line reminded to evaluate and mark from 0 to
10. The symbols were recognized. This help to reduce the missing data. (In this study,
there was only 2% of the missing data).

4. The scale had been modified to ask “how each item was matched to my

perception when thinking of the service quality at a drugstore”. Corresponded
to the changed question, the scale format had been changed to the continuous
scale of 0 - 10 and put symb_ol§ showing the most corresponded to participant’s

n
Ul |_'i} ]

thought or perception as (at 10) and being not at all corresponded to

&1 279
participant’s thought or perception as \’9 (at.0)-as.well can’t evaluate as “=/
at the top of the scale column for better communication. It was suggested to
put number 1 to 10 on the question line of each item for more convenient
rating.

The 10- scale was used in this study because the Cronbach’s coefficient
alpha of 10 choices would be higher than 5 or 3 choices. This would help in
the validity of the PCPSQ. It was confirmed by the test of construct validity
and the internal consistency of all dimensions in the PCPSQ-30 ranged 0.6970
—0.8860.

However, it was founded that there were some respondents could not
make decision to rate some items for the service quality. Some put the high
marks to give pleasure to their pharmacists. So, if this study used either 5- or
3- scale, it might get the bias responses. In the pilot test, most respondents
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indicated that it did not matter to response from 0 to 10 to evaluate value
because this was a common way of rating.

5. The answer choices had been selected on the correspondence with the client’s
thought or perception instead of the satisfaction and agree/disagree.

STEP 2: EXPERT REVIEW OF THE SCALE
1. There were two groups of the experts in this study. One was the group of
regular customer or leaders of the community who had ever gotten the service
from the target drugstores. The other was the famous community pharmacists
or pharmacists whose work related to the community pharmacy field.
Generally, there should be 5 — 10 persons for the step of the expert review of
the scale.

The step of expert review of the scale in this study was divided into two
sub-steps as double check because the study did not follow the content validity
index. After the open-ended survey of 100 samples, the researcher had listed
150 items relating to the quality or expectation service concerned by clients.
Then, about thirty clients were in-dept interviewed or invited to the small
group discussion to review the initial version of the scale. Each item was
generally reviewed for content, wording, correctness, readability,
understandability and clarity. After reviewing, the total items were prepared
and formatted to be further reviewed by a community pharmacy expert group.
A community pharmacy expert group was a group of five pharmacists who
have good dispensing practices and followed the standard of community
pharmaceutical care and another five community leaders working or doing
research related to health. They were contacted by phone, interview, or via e-
mail to rate each proposed item’s relevance in measuring the service quality in
community pharmacies. After reviewing, adding some more, modifying, or
deleting, the final-to-test items were formatted and used in the pilot test step of
the research. Each item was randomly placed in the scale.

Next, in the step of pre-testing the other nine independent experts had
done the final step of the expert review process for categorization and others
focusing on the content validity, and then came out of the 108-item and 100-
item PCPSQ respectively.

This is the double process to make the final-to-test scale more valid in
content. This method help to consider keeping the items related to the client
perspective as much as possible. In some concerned items, it could be
discussed in details while with the content validity index (CVI) we focused
more on the quantitative nature of item evaluation.

2. The process of expert review was less theoretical base and more convenient
style. However, in the process of the expert review, the researcher asked all
experts to test the scale from his or her experiences and knowledge. If this
study together used the CVI and followed the Lynn’s concept (Lynn, 1986),
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the result of the expert review would be more acceptable and scientific
approved.

STEP 3: PRE-TESTING OF THE SCALE

1.

The objective of this preliminary study was to get a better understanding of
what clients want and assess on quality of pharmacy service in drugstores. This
was set to check how understandable of each item in client’s point of view.
The other point was to know more about the term of *“Quality” and
“Expectation service” at drugstores in the client’s idea.

This step was a risk management process to learn about possible
problems when using the final scale i.e. understandings in response method
and its scale, item prioritization, understanding in words of each item, time to
complete the scale, etc.

A convenient sampling (231 participants) of ten community pharmacies
were received the final-to-test item developed scale to their twenty to thirty
clients each. After that there was the 2™ expert review by nine participants in
the researchers’ personal networks, five females and four males ranging from
27 to 53 years of age. The result showed that there were some items to be
discarded. The choices should be on the line to make it continuous and easier
to response.

Time to complete the questionnaire was 5 — 40 minutes for three parts with
total 100 items of PCPSQ and average was 15.5 minutes. Then some items
were discarded to be shorter.

About 78% of respondents preferred to get self-report, not interview. To
reduce the time, when the research trainees observed that the participant was
reluctant or felt non-understandable, they would help.

To wuse the continuum scale with the symbols would reduce the
misunderstandings that led to a set of good data for analysis.

A complimentary: gift was essential and the top three expected and pleased
gifts were books about health, medicine, and discount coupon when getting
service at drugstore. The most unpleased gift was a pen.

In the large testing, the researcher chose the reprint book of “Mor Chao
Bann” (Physicians in House) to distribute as a gift for thanks. The research
trainees also showed the book in advance to encourage the participant to make
complete response.

Ten items of Murawski’s concept was advised to be re-written to easy and
clear words.

STEP 4: LARGE SCALE TESTING OF THE SCALE

1.

The main objective of this step was to reduce the scale that allows the
researchers to select items through exploratory factor analysis. More
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specifically, the objective was two fold: to determine the factor structure of
the items, and to select items that load clearly on these factors. The other
objective was to test reliability and construct validity of the PCPSQ. So, the
sample in this study should be varied. Data collection should come from
either qualified, on-going developed, or under-developed drugstores. Then,
the researcher decided to use all drugstores in the first round of the Pharmacy
Accreditation that included 13 qualified and accredited drug stores, 13 on-
going developed and 13 under-developed ones. These drugstores represented
community pharmacies in Thailand because all in the Pharmacy Accreditation
project had at least one full time pharmacist. Nevertheless, some were in
Bangkok, and some in the up-country of the northern, north-eastern, southern,
and central part of the country.

2. Convenient sampling was used in this study but the samples were
heterogeneous in sex, age, education background, career, etc.

The Exploratory Factor Analysis of this study used the principal axis
factoring which was descriptive factor analysis without normal distribution
(Tinsley and Tinsley, 1987; Tabachnick and Fidell, 1996).

3. The item analysis was confirmed by the split sample technique and testing in
the three different level of education. It indicated that the developed PCPSQ
was generalized and no bias in literacy and others.

4. Guagagnoli and Velicer (1988) suggested having 300 — 400 samples for the
factor analysis. There were 1,950 samples in this study that was very good for
the Exploratory Factor Analysis.

5. This study considered the number of factor loading by
e Eigenvalue, more than or equal 1
o Cattell’s Scree Plot, at the slope change point
e Pattern Matrix

EXPLORATORY FACTOR ANALYSIS

1. Before EFA was conducted, the Social-Desirability was tested for the
correlation with each item. The social desirability was significantly correlated
with only 2 items. This could be significant by chance since 2 items out of
100 items: represented 2% from 100 pairs of correlation analysis. The
significance was set at 5% throughout the study. The decision was then to
keep every item as it was and go through the EFA. One has been deleted and
one was kept.

2. This study used the obligue rotation (direct oblimin) which indicated that there
were some relations between the dimensions. This is re-confirmed by the
SERVQUAL and patient satisfaction that the dimensions of those theories
were correlated.



106

The factor correlation matrix of 6 dimensions of the PCPSQ-30 were
between 0.207 — 0.538. This confirmed that each dimension was correlated and
it was correct to use the oblique rotation (direct oblimin) in this exploratory
factor analysis (Reise, Walter and Comrey, 2000).

The final-to-test consisted of 100 items. This was considered too many items.
However, the decision of 100 items was based on what patients identified as
important and some of the provider aspects were included. Some specific
points were written with more than one item. This was the researcher’s
intention to include them all and allow the exploratory factor analysis (EFA) to
choose the better item. If possible the example would help more
understanding.

The number of factors firstly decided on 11 factors and the analysis process
was forced entry with 11 factors instead of following the selection criteria of
the EFA or using the eigenvalue of 1 as a cut off point. The 11 factors
provided the best results in term of grouping the items and not too many and
too few number of items per dimension. Furthermore, when considering in the
Donabedian’s theory, the 11 factors are most explained and related to the
concept. Out of these two items, the EFA deleted one and kept one item.

Exploratory factor analysis of the 40-item PCPSQ showed 20 iterations
with 64.797 of cumulative %variance of 11 dimensions and the PCPSQ-30
showed 7 iterations with 63.682 of cumulative %variance of 6 dimensions. It
was confirmed by the scree plot and factor plot that the final PCPSQ-30 is a
reasonable scale.

When considering the final communality, the PCPSQ-30 was 0.324 —
0.703. There was no item represented the value lower than 0.30, this indicated
that resulted common factor (6 dimensions) could very well describe the
variance in each item.

. After the EFA, most items reflected the processes of pharmaceutical were
deleted. Some potential reasons of what happened should be noted. For
example, the patients could not directly -evaluate the process of service
provision or patients might not have the clear understanding of what the good
process should be or they might not be able to observe and or analyze the
small details during the encounter.

E.g., patients could not observe or being told why a particular medicine
being chosen or a particular drug was chosen with care.

In the details of some process of labeling for all information of the
medicine dispensed, most clients were not sure they should get whatever
information. But they would think what they expected to know i.e. drug name,
how to use, etc.

The patient’s Right is another example that many clients could not
convert to the benefit they got.
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ITEM ANALYSIS
1. From the result of the reliability, there are some items that are not correlated
well with their own scale. Q51 is the first deletion because it posed all three
criteria.

Second deletion is done after the new exploratory factor analysis of 40-
item PCPSQ as 11 factors, items with loadings less than 0.3 (Q 5, 60, 32, 38,
and 31) were deleted.

Q 92, 85, 90, 7, and 83 were deleted after failing to add in the left
subscales.

2. The item analysis was confirmed that most of each dimension in the 40-tem
PCPSQ was reliable. And it was re-confirmed again with the PCPSQ-30
showed the coefficient alpha between 0.6970 — 0.8566 which was very high.
Each item of each dimension showed the high value of the corrected item-total
correlation between 0.4436 — 0.8159

3. The final PCPSQ-30 is resulted in three dimensions related to the
Donabedian’s theory and others in the conceptual framework of this study.

Dimension 1 — Structure

Clients focused physical and structural facilities of the care receiving from
community pharmacy on the Q3, 2, and 4. The most importance things were the
cleanliness and tidiness of the place that relating to the image to get the service with
overall alpha coefficient at 0.8860 (F1a).

This result points that clients will relate the evaluation of structure dimension
to the outcomes they get. They do not go in the detail of the structure or physical
facilities. They perceive only the image that a health care unit should be clean and
tidy.

Dimension 2 - Process

Most clients did not know.in details of the process of care they should receive
but they would evaluate as the outcome after the process.-When comparing to the
provider’s concern, there would be two types of the process evaluation: technical care
and social interaction care divided to four subscales: provider (F2a), self-care (F3a),
labelling (F4a), and disease and self-care understanding (F5a).

There were five concerns to evaluate the provider or pharmacist. First was the
skill to response and understand the clients’ need and problem (o = 0.7346, 2 items).
Second was the skill to answer questions (o = 0.8566, 2 items). Third was about the
manner of the provider (a = 0.7097, 2 items). Forth was service mind (1 item) and
last was the good relationship of the provider (1 item).

Self-care aspect of 5 items was focused on the prevention of drug use and
disease with o = 0.7754.
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There were two points about the labelling. The first one (o = 0.8108) was how
clear and understandable to read (2 items). The other (a = 0.7033) was about drug
information mainly in details of its name (1 item), indication, and how long to take (2
items).

The subscale of social interaction composed of 4 items related to Murawski’s
concept. This subscale carried the coefficient alpha of 0.6970 which was the lowest
internal consistency among all 6 subscales. It consisted of items that were more
difficult to evaluate and some of them might not directly related to pharmacy service
only, e.g. “I could better conform with the healthy life style after receiving the service
from this drugstore”. The healthy life style might not result from the drugstore service
only. It could be the outcome of more than one types of services experienced by
clients.

Clients omitted all processes of technical cares in providers’ point of view
because they probably do not know enough in the details. They will concern on
evaluation of the process they directly interact. Also, they relate the process to the
outcomes.

Dimension 3 - Outcome

The outcomes were the major emphasis in the clients’ perspective. And for the
overall satisfaction to the outcome evaluation (F6a), the clients thought about the
service from pharmacists (3 items with a = 0.8328).

The evaluation of outcomes refers that the clients have more concerns in
quality of the service and they require having a specialist in drug and products
providing at a drugstore. This matched with the concept of the community pharmacy
accreditation set by the Thai Pharmacy Council.

Conclusion

1. Significant research has been done on the use of a structure-process-outcomes
(Donabedian’s Theory) approach to ensuring quality in pharmacy practice. The
use of PCPSQ would seemingly provide an effective means for assessing the
quality of pharmacy services in client’s perspective.

Critical to the success of any outcomes management endeavour is the
measurement of the structures and processes of care and- the ability to link
these factors to the outcomes of care. Generally, structure refers to the tangible
and intangible systems used to provide care. It includes the sources, personnel,
and policies and procedures. In a community pharmacy setting, measures of
structure may include the number and qualifications of the pharmacists and co-
workers, the number and quality of the computer system (s), and the
procedures in place for completing the dispensing function. For a service
quality in client’s point of view, examples of structure measures include the
number and qualifications of the clinical staff, the availability of products, and
whether a procedure is in place for receiving prior authorization of a
nonformulary medication in some pharmacy as a PCU.
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In this study of PCPSQ, the clients are focused only on the physical
image (Q02, Q04) and hygiene image (Q03).

Process refers to the interactions that occur between pharmacists and
clients or what was done to the client-in other words, how the structures are
used in the provision of care. Process measures can include both the technical
and humanistic dimensions of care.

While there has been much debate about which of these measures
should be used as indicators of the quality of care, historical quality assurance
techniques have focused on measuring the structure and processes of care,
primarily because they are much easier to measure than the outcomes of care.
However, in this study it found that consumers want standardized information
that focuses on the outcomes of care rather than the structure or processes of
care. Then, the PCPSQ factors relates to process evaluation of technical care in
three dimensions which are provider aspect (Q24, Q26, Q21, Q22, Q17, Q29,
Q28, Q18), counselling aspect (Q28, Q63, Q64, Q65, Q67), and labelling
aspect (Q42, Q43, Q47, Q48, Q45). The disease and self-care understanding
aspect (Q76, Q78, Q79, Q71) is the process evaluation relating to social
interaction care.

The greater emphasis on outcomes does not lessen the importance of
ensuring the structure and processes of care. In fact, each has no meaning
except in the context of the others. It is only important to evaluate the process
of care because it affects the outcome, and outcomes indicate quality only if
they can be linked to the process and structure of care and do not result from
some outside factor, such as an environmental contingency. As one provider
stated, "the primary goal of outcomes is quality improvement, not outcomes;
outcomes are only a tool to achieve that goal."

The factors evaluating for outcomes in PCPSQ are mostly focus on the
pharmacist (Q34, Q33, Q98) combined with the respect image (Q99).

Then, -the concluded dimension is rearranged to the final PCPSQ-30
with 3 dimensions relating to the Donabedian’s theory

Finally,. the researcher. put Q30 .in the final- PCPSQ. to let each
participant rate the average score from his or her idea.

. Comparing to “the Thai Community Pharmacy’s Standard Practice Guideline”
(and Good Community Pharmacy Practice) issued by the Pharmacy Council in
Thailand, the first setting includes regulations about pharmacists (e.g.,
licensing, continuing education) and pharmacies (e.g., hours of operation,
equipment requirements), is commonly referred to as the "structure” in the
structure-process-outcomes paradigm. The "process” refers to the activities
provided within the structure, and the "outcomes™ are the results of these
activities. Recently, the focus has begun to shift to the process and outcomes of
pharmaceutical care.
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3. The focus on quality assurance in health care is increasing. Moreover, the
application of patient assessed measures of health outcome has become
increasingly important to evaluation of health care. In order for community
pharmacy to improve the value of its services and demonstrate its worth in the
health care system, an indicator to measure its quality improvement is
necessary, not only in the organization but also in client’s point of view. The
useful indicator must focus on all aspects of pharmacy practice, not just
product or service oriented measures. Organized pharmacy also needs to be
represented in discussions of health care quality which involve or otherwise
impact the activities of pharmacists. Furthermore, the benefits and risks of
such activities must be critically examined to ensure the best interests of
pharmacists and the patients they serve.

4. The final PCPSQ-30 was a valid and reliable scale to use to assess the clients’
perception on quality of pharmacy service in community pharmacy.

This is a scale composed of two parts: the PCPSQ-30 and the
demographic data. There are 30 items separated to six dimensions: (1) tidiness,
(2) keenness, (3) self-care information, (4) labeling, (5) counseling, (6) trust
and (7) overall quality rating. The final PCPSQ-30 is in appendix

Tidiness is the 1% dimension including Q 1 — Q 3 that refer to the
hygiene image of the drugstore to evaluate how clean and tidy of the drugstore.

Keenness is the 2" dimension including Q 4 — Q 11 to evaluate caring,
competency, and courtesy of the pharmacist or co-staff.

Self-care Information is the 3" dimension including Q 12 — Q 16 that
refer to information for clients to prevent from diseases or learn about self-
care.

Labelling is the 4™ dimension including Q 17 — Q 21 that refer to the
product information.

Counselling is the 5™ dimension including Q 22 — Q 25 that refer to the
social-interaction .counselling by the pharmacist.

Trust is the 6™ dimension including Q 26 — Q 29 that refer to the trust
in the pharmacist and drugstore itself.

Overall quality rating is the last item of the PCPSQ-30 to let the
respondent mark the score of overall quality as wished.

Samples of the scale are the clients who visit the targeted drugstore
more at least 3 times in a month of the survey. This is a self-assessment report
of the client perspective. The scale format is 0 — 10 continuous line with
numbers and symbols to be easy for understanding.
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Limitation of the Study

Surveys do not easily allow for the linkage of outcomes to the structure and
process of care in most cases.

Sampling method is not randomization both the store selection and subject
recruitment, there are some problems encountered during data collection that
might affect the result;

There are too many items in a scale and it takes long time to complete. If the
data collector could not evaluate the intention of the response or the data
collector is careless in the methodology, the data will not good enough to be
analyzed.

Suggestions for Next Study

Further study should include continuing analysis of the large scale data after
the PCPSQ has been used widely.

More studies on the criterion-related validity or known-group validity should
be considered to see whether the good outcome from the PCPSQ corresponded
to the CPA.

May consider Rasch’s model or Item Response Theory to re-confirm the
validity and reliability of the scale.

Future study of the PCPSQ should be the Confirmatory Factor Analysis (CFA)
to re-test for its dimension and validity.



REFERENCES

American Medical Association, Council of Medical Service. Quality of care. JAMA
1986, 256:1032-1034. [Medline]

Babakus, E & Boller, G. W. An empirical assessment of the SERVQUAL scale.
Journal of Business Research 1992, 24, 253-268.

Bartol, K.M. & Martin, D.C. Management. (3"d.). Boston MA: Irwin McGraw-Hill,
1998.

Batalden, P.B. & Stoltz, P.K, A Framework for continual improvement of health care.
Joint Commission Journal on Quality improvement, 19 (October) 1993: 424-
452.

Beaudin, C.L. & Pelletier, L. R. Consumer-based research : Using focus groups as a
method for evaluating quality of care. Journal of Nursing Care Quality 1996,
10 (3), 28-33.

Berry, L.L. & Parasuraman, A. Marketing service : Competiting to quality. New York
: The Free Press, 1991.

Biggs. J. Quality improvement. In C.E. Loveridge & S.H. Cummings (Eds.), Nursing
management in the new paradigm 1996 (pp. 300-334). Maryland, MD. : An
Aspen.

Bitner, M.J. Managing the evidence of service. In E. Scheuing & W. Christopher
(Eds.), The service quality handbook 1993 (pp. 358-370). New York :
Amacom.

Blumenthal, D., & Scheck, A.C. (Eds.). Improving clinical practice: total quality
management and the physician. San Francisco: Jossey-Bass, 1995.

Bounds. G. M., Dowvins. G.H. & Fowler. O.S. (1995). Management : A total quality
perspective. Cincinnati, OH: South- Western College.

Brook, R.H. Critical issues in the assessment of quality of care and their relationship
to HMOs. Journal of Medical Education 1973, 48, 114-134,

Brook, R.H., & Williams, K.N. Quality of health care for the disadvantaged. Journal
of Community Health 1975, 1, 132-156.

Brown, S. W. & Swartz, T. A. A gap analysis of professional service quality. Journal
of Marketing 1989, 53 (April), 92-98.

Canadian Council on Health Service Accreditation. Standards for acute care
organizations: A client-centered approach 1995. Ottawa, ONT: St.-Laurent
Blve.

Comrey, A.L. A first course n factor analysis. New York, NY: Academic Press, 1973.

Daniel, W. W. Biostatistics : A foundation for analysis in the health sciences. (6" ed.).
New York :John=Wiley & Sons, 1995.

Devellis, R.F. Scale development: Theory and application. Applied Social Research
Methods Series Volume 26. Newbury Park, CA: Sage, 1991.

Donabedian, A. Explorations in quality assessment and monitoring. (Vol. 1). The
definition of quality and approaches to its assessment. Ann Arbor, Michigan:
Health Administration Press, 1980.

Donabedian, A. The quality of care: how can it be assessed? JAMA 1988, 260:1743-
1748. [Medline]

Edvardsson, B. The Role of service design in achieving quality. In E. Scheuing & W.
Christopher (Eds.), The service quality handbook 1993 (pp.331-346). New
York : Amacom.




113

Fitzsimmons, J.A. & Fitzsimmons, M.J. Service management : Operations, strategy,
and information technology. (2" ed.). Boston: Irwin McGraw- Hill, 1998.

Floyd, F.J., Widaman, K.F. Factor analysis in the development and refinement of
clinical assessment instrument. Psychological Assessment 1995, 7: 286-299.

George, S. & Weimerskirch, A. Total Quality Management : Strategies and techniques
proven at today’s most successful companies. New York: John Wiley &
Sons, 1994.

Godfrey, A.B. & Kammerer, E.G. Service quality N.S. Manufacturing quality: five
myths exploded. In E. Scheuing & W. Christopher (Eds.), The service quality
handbook (pp.3-16). New York : Amacom, 1993.

Gorsuch, R.L., Factor analysis. Zme_d. Hillsdale. NJ: Lawrence Erlbaum associations,
1983.

Gneen, P.L. Improving clinical effectiveness in an integrated care delivery system
(Online). Ann Arbor 1999, MI: Health Administer Pages.

Guadagnoli, E., Velicer, W.F. Relation of sample size to the stability of component
patterns. Psychological Bulletin 1988, 103: 265-275.

Hair J.F.,Jr. et al. Multivariate data analysis (5th ed.) New Jersey: Prentice-Hall, Inc.
1998.

Ivancevich, J.M., Loreuzi, P., Shinner, S.J. & Croshy, P.B. Management quality and
competitiveness. (2™ ed.). Chicago : Irwin.

Juran, J.M. & Gryna, F.M. Quality planning and analysis. (3" ed.). New York :
McGraw-hill, 1993.

Kaewpan W. Improving service quality of out-patient department in central region
general hospitals. A dissertation of the degree of public health, Mahidol
University, 2001.

Karen J. Tietze. Clinical skills for pharmacists. Missouri : Mosby — Year book, 1997.

Kene, E.J. Implementing quality for performance improvement. In E. Scheuing & W.
Christopher (Eds.), The service quality handbook (pp.219-229). New York :
Amacom, 1993.

Kurta, D. L. & Clow, K. E. Service marketing. New York : John Wiler & Sons, 1998.

Laffel, G., & Blumenthal, D. The case for using industrial quality management
science in health care organizations. JAMA 1989, 262: 2869-2873. [Medline]

Levin, R.I. & Rubin, D.S. (). Statistics for management. (5" ed.). Englewood-Cliffs,
NJ : Prentice-Hall; 1991.

Lwanga, S.K., Tye, C.Y. & Ayeni, O. (Eds.) Teaching health statistics : Lesson and
seminar outlines. Geneva : World health organization, 1999.

Lynn, M.R. Determination and Quantification of content validity. - Nursing Research
1986, 35: 382-385.

McEvoy, G.K., editor. AHFES Drug Information 2003. Bethesda, USA: American
Society of Health- System Pharmacists, 2003.

McHorney, C.A., Ware, J.E., Raczek, A.E. The MOS 36-item short-form health
survey (SF-36): Il. Psychometric and clinical tests of validity in measuring
physical and mental health constructs. Medical Care 1993, 31: 247-263.

McHorney, C.A., Ware, J.E., Raczek, A.E. The MOS 36-item short-form health
survey (SF-36) : Ill. Test of data quality, xd\caling assumptions, and
reliablility across diverse patient groups. Medical Care 1994, 32: 40-66.

Montoya — Aguilar, C. Measuring the performance of hospitals and health center. n.p,
1994,




114

Mrdick, R.G., Render, B. & Russell, R.S. Service operations management. Boston :
Allyn and Bacon, 1990.

Mulley, A.G. Jr. Industrial quality management science and outcomes research:
responses to unwanted variation in health outcomes and decisions. In: D.
Blumenthal, & A.C. Scheck (Eds.) Improving clinical practice: total quality
management and the physician. San Francisco: Jossey-Bass, 73-107, 1995.

Norusis, M.J. SPSS Professional Statistics 6.1 (pp.47-81). Chicago,lL: SPSS Institute.
1993.

Nunnally, J.C. Psychometrics Theory. 2% ed. New York: McGraw-Hill, 1978.

Nunnally, J.C., Berstein, I.H. Psychometrics Theory. 3% ed. New York: McGraw-
Hill, 1994.

Palmer, R.H. Considerations in defining quality of health care. In: R.H. Palmer, A.
Donabedian & G.J. Povar (Eds.), Striving for quality in health care: an inquiry
into policy and practice (pp. 1-53). Ann_Arbor 1991, Michigan: Health
Administration Press.

Parasuraman, A., Berry, L.L., & Zeithaml, V.A. Understanding, measuring, and
improving service quality findings from a multiphase research program. In S.
Brown, E. Gummesson, B. Edvardsson & B. Gustavsson (Eds.), Service
quality : multidisciplinary and multinational perspectives (pp.253-268).
Massachusetts, MA: Lexington Books, 1991.

Reimann, C.W. The Baldrige a ward and service quality. In E. Scheuing & W.
Christopher (Eds.), The service guality handbook (pp.25-38). New York :
Amacom, 1993.

Reise, S.P, Waller, N.G., Comrey, A.L., Factor analysis and scale revision.
Psychological Assessment 2000, 12(3): 287-297.

Robbins, S.P. & Coultar, M. Management. (5" ed.). Upper Sadle River, NJ: Prentice-
Hall, 1996.

Rust, R.T. & Oliver, R.L. Service quality : New directions in theory and practice.
London : Sage, 1994.

Schmenner, R.W. Service operations management. Englewood Cliffs, NJ: Prentice —
Hall, 1995.

Schermerhorn, J.R. Jr. Management. (6" ed.). New York : John Wiley & Sons, 1999.

Schulz, R., & Johnson, A.C. Management of hospitals and health service: Strategies
issues and performance. (3" ed.). Baltimore : The C.V. Mosby, 1990.

Shortell, S.M." Continuity of medical care: conceptualization and measurement.
Medical Care 1976, 14, 377-391.

Spector, P.E. Summated Rating Scale Construction: An Introduction. - 1% ed. Newbury
Park, CA: Sage; 1992.

Stone, D.L. & Eddy, E.R. A model of individual and organizational factors affecting
quality-related outcomes. Journal of Quality Management 1996, 1 (1), 21-48.

Streiner, D.L., Norman, G.R. Selecting the items. In: Streiner, D.L., Norman, G.R.,
editors. Health measurement scale: A Practical Guido to their Development
and Use. (2"%d., pp. 54-68X. Oxford: Oxford University Press, 1995.

Tabachnick, B.G., Fidell, L.S. Using Multivariate Statistics. 3™ed. New York:
HarperCollins, 1996

Tinsley, H.E., Tinsley, D.J. Uses of factor analysis in counseling psychology research.
Journal of Consulting Psychology 1987, 414-424.




115

Waldman, D. & Gopalakrishnan, M. Operational, organizational, and human resource
factors predictive of customer perceptions of service quality. Journal of
Quality Management 1996, 1 (1), 91-107.

Wayne A. Kradjan. Et al. Assessment of therapy and pharmaceutical care. In Mary
Anne Koda — Kimble & Lloyd Y. Young (Eds.), Applied therapeutics:the
clinical use of drug (6" ed.,p. 1 — 22). Pennsylvania : Lippincott Williums &
Willkins, 1995.

Wongwiwatthananukit, S., Newton, G.D., Popovich, N.G. Development and
validation of an instrument to assess the self-confidence of students enrolled in
the Advanced Pharmacy Practice Experiences. American Journal of
Pharmaceutical Education 2002, 66: 5-19.

World Health Organization (WHO). Good Pharmacy Practice (GPP) in Community
and Hospital Settings: 1996

World Health Organization. Life in the 21 Century : A vision for all. France :
WHO/LYT, 1998.

Zeithaml, V.A. & Bitner, M.J. Service marketing : Integrating customer focus across
the firm. (2" ed.). Boston : Irwin McGraw Hill, 2000.

Zeithaml, V.A., Parasuraman, A & Berry, L.L. Delivering quality service : Balancing
customer perceptions and expectations. New York : The Free Press, 1990.

o 7 | a
ATLNTNATITUV. maani e lulns smsanndunesniugouus msa s suguIsY.

uu‘nu’%’ - AINNUANZNIIUNTOINITUAZYN NIENTNATITUFY, 2540.

ﬂﬂQﬁTﬁ'lﬁmqsllQﬁﬂ1ﬂ, NITNTWAITITUGV. MIAULUNT IATINTNALITLUVUTMTVOIAIUDTMTUAL

nihsnumssaguludiuginig (nud.), 2533.

NOYEANBIT UYL,  NILNINAFITUAY.  WUINWNINAUIAN TS UUNOUITAGUMNAR U

2536.

o A do o aa a ¢ o4 A ¢ o ¢ a o

a1 NU¥ETYW. nanada (MUNATIN 7). NTUNNA : T3INNABHIPNAINTUNHIINGTAY, 2545,

4 4 1

faen NiwdTY. MIAATILHADAVLEIRID SPSS. MNHASIA 3. NTUNNUVIUAT: FITUAS, 2546,

T

v
9 Jd W

@ A dao a a {
NAagT NUBIUY V. ﬂﬁ'cl"]gf} SPSS for window Glummmawmmga. WUNATIN 6. NTUNNUHIUAT: TITV

a

17, 2546.

AUZNITMNTMIMIAIFTITUY QAAN TZVVUTMIAFTITUGUNOGUFY. T18NUNNTAIANYUTOI T2

UIMsd i TuduegusuiaziuInIn 1., 2540

AmznssuMsIamslszguadyrundsnssyine. massudndwndsnssuguan. lu msdszygdnms
9 1
aiyrindrnssylng a539 2. ngunng : Boija Wuvasyes, 2543,

ﬂmtﬂﬁiilﬂ"li'J"I\HLWuﬁﬂluWﬂﬁﬁTﬁﬁmq"U. uwuﬁmmmimmsmqm ALY UUHUNAIWINSIATHI NS

AInUaNA RITUN 7 (W.A.2535 — 2539) AFUNUNHIUAT : 15ARUNBIRMTAUATIZHNMITHIL
=
fin, 2535.

am tusayga. unumdusundsnsguanlulasimsidsziuguamdunih Go vmsnwmnisa). Tu

http://www.reanonline.com/pharcpa/readfirst001.asp

am tiasayga. Uggusmaadsnssuieguainlne: 2545

a =2

am tiudiagga, tazaae. MsAnszuuNT o usuadyns yusUAUdaIUNENNAlTUgE: 2545




116

v A o a < a < J
ANT VUNAIUNA, LasA. i']ENTL!Naﬁ'ﬁ'Ji]ﬂ')']llﬂﬂlﬁum@ﬂﬂi$%1‘ﬁu1uﬂ§QLWWNTi'luﬂi (ANUAALKUND

$uen): 2545
Tasamaian s use9nuUMNIIu anUnd¥NTTN. WIATTIWIIUE, NFUNNA : 1.1 W, 2546,

k4 i
WM sdsana. msAnylszaniamussmsliusimsvesamuuimsansugulunundmiagne

a A s |2 v a ¢ a o
lLﬂuﬂWﬂié]j. ’J‘VlEﬂuWil‘ﬁ’]JiﬂJuﬂﬁiJﬁTUm“VWl PWANNTUNNIINGIRY, 2528.

A o o J

4 a Y a 4
I90  ATTAUVAR. AUNWUYDIUVINTNNNTUNNINVLUIAANNNITAAIN. JWNAINTUNIFAIT 2537, 38

D)

(WBBU), 169-178.

] o
v Aa Ao

igun adad lye vazame. anuiane lhveslszmnyudeaniiiouniodduadnlue Tuiaiunys. s1eau

v o W o/ io /N0y

29y d1INNUA T3 VAUTHIATUNYT, 2538,

4

a a 4 a a @ o a o
ﬂ‘]&la ll%'ﬂ@‘ﬂﬂﬂfjﬁ, HIARYI Hﬁﬂ%lflﬂfﬂ UAS WINNA AT IDUUANIY. mimmamunﬁ%mwiu%’mm :

a

17 a a wa o a a 4 J a o
‘ﬂi]i]ﬂ. LARAAA LUAS ﬂ?iﬂgﬂ@]ﬂuﬂlﬂﬂmﬁ%’ﬂi. ﬂiﬂ:}ﬂlﬂuwuﬁ N, INAINTUUNWIINGIQY, 2545,

a -4 S a o v 9 Yo a 91
NINNWY NANUT.  AUDINUITNITAINANNAIAVINLASNITIUIUDIWTUUINIT Glmm@ﬂaﬂuaﬂ 154

wennasy  dadiagnsimi  anoidnusliganinomansuitiuda  (@ssagumnans),

F1U13I¥OAMTUTHF 15INE1V1A VUNNINNDY HH1INABUTIAR, 2451,

o a ~ 0o A a a aa Aav 4 o @ A 4
naai u%ﬂizgi, WUAT BIUIITNY, VITUITNIL. AR 1IN TUNNG. AFUNNUWIUAT: FIUDNUN

4
PWIAINTAU; 2541,
a =3 Yo a 9 [ A 9 1
man RIYNA] LazAU. ﬂ'JHJ‘WQWE)GLi]“UENQE“]J‘IJiﬂﬁﬂTuf‘ﬂiiﬂHWWEIT].Hm/IlLNHﬂQj“]J’JfJH@ﬂ Tsanenuna

AUAINTLYNTIIAUTY. 51897UMITIT0V09]1TINBNATWAINTZYNTIWAUTE 2.UM3, 2533

53 wadlszgs. uuudiaswndnesvewmunt e lulsanenna. InedinusUSygumiuda ynag

L4 a @
NIUNHINYIRY, 2525.
7 Ao q Ya = 91 ~ o a 91
UIAIY WPV LAz, ﬂﬁﬂﬂi%ﬂﬂﬂﬂﬂ'lﬁlﬁmﬂﬂ'\l'mmﬁﬂﬂcluﬁﬂﬂﬁl‘ﬂll'ﬁﬂﬂiﬂ']iclullwuﬂﬁj‘ﬂ?ﬂuﬂﬂ RGN

a a v 4 a a @ a
T59NeNNasNLA.  TI9IUATTIVIAVUSHEIIAAIEAT 1SIN111a5 135U UNT1INYIAGNUTIAR,

2524

v =K 9 =

wasund  sirudona.  Jymuazanudesmsvesau ldi Isamennavessganuininag Jusenieunie

E:)

Wi inguaysifl gasnii tazuasNwENL. - eNURANTIEMAINIIMans 1aziy

szenaiisans Wi IneauNEATAENS, 2523,

! Yo a ' a 9 1 a
HIANIITU lﬁﬂllﬁﬁgiﬂﬁ agnle. ﬂ??ﬂﬁﬁWﬂi%ﬂl@ﬁﬁiUUiﬂ?iﬁﬂﬂ?uﬂiﬂ1iﬁﬂ')ﬂuﬂﬂ Tsanenunaaa

du ) 2536 = 2538, MATNIUMTUNNG DIENTRATEUFY TN 20 atfuil 8 (Famnan 2538:

277)

a 4 2 @ g @
UIINT BEUT LA WITUMNNT DUNITWH. m3nfSouioudnyuenelsemnnImans uazaNAIANIDg

a { o Ay 19 1 o a a J
Uszanaudlduimsuennfimdynsuazynainsd ilsndsnsluwe nny.  USganinus au.,

o a [
PWAINTUVYINGIAY, 2539.

ussq  mwdy  wezAamz . msuinmsaulduenvesiylunjunnumiuas.  51801UMsI00

AFUNWUWIUAT, 2522

=

YYTITY fnfsausgnd

J

1 Y '
MmAlAMIAIUAToTINTINToyad s UM, KRS 5.

'
a A

AFUNWUIUAT: Tueudiiwuand, 2542,



117

a

a o 4 a a Aa aa a o
UszAn qamen, Wasnsal Tygnailng, 25195 @Sududs, wezamz. VSMsquamszaulgugi:

U

sUsssuRGudY ena1slsznoumsussesnulszuInms  nilanalsseaaniuItesz U

513 UEY “3Wds gunmdiny dasnuuriduanIn’: 57 daniau 2545

o A 7 a a o a | Aa a a
ﬂi%ﬂﬂi WATANIA LY WINBA ?Ju“ﬂiﬁﬁiim. ﬂﬁUﬂGIGUE]\Té}ﬂ’lﬂ‘ﬂﬁ@l?Jfﬂi‘]ﬁﬂﬁﬂlﬁ]\ﬂiﬂwmﬂ1aﬁaﬂ’]a

’J'liﬁﬁﬂﬁilﬂ']i!LW‘VlET 8 (ﬁum&u 2526): 665-669.

o J Jd 1 a 4 awv 4
Usenaas LEEJ’JIIWIﬁ]u. qﬂammammimammwm. F1NUNTIVYAUSIATHIANAAT. NTUNNI: 2523,

a ¢ o o A a o a o a A
ﬂiﬂiiﬁu W‘L!ﬁ]lliiﬂ\iﬂ. L‘Vlﬂuﬂllﬁg'J%ﬂﬁ'llillﬂﬁqﬂﬂWﬂ_lﬁ’Vﬂi. L@ﬂﬁ15ﬂ53ﬂ@ﬂﬂ15ﬂ53‘]ﬁli$ﬂﬂ‘]ﬂ§] L?EN N3

Y ' v
M wazsusodnunmlsanginia a3an 1 Jui 24-26 WeATN YUY 2541, A DIAIIRANNILIIII]

I v o 1 av Ao Jo_ o
50 1/ uwnognnw FDYFIYIVY auumﬁvsu‘%’mim DIVUNNA. NTINNA: Ui‘kl“ﬂﬂ.hlclﬁinﬂﬂ, 2541.
= a a a o o J a va o v
SIEE yuUNMUaNa. LUINANITUIUIANIUNT VNI IUNUFTUIFUNTWYNTU. Tuian AUTTUUA, IUNTTAU

a A o 14 o a Y a o J
ANTITUUN UAT BITIDNIT WA (UTTUITNIT), ﬂ']iiﬁ“ﬂﬁ’UTG’I‘V]NLﬂﬁ%ﬂﬁiiﬂuﬂuﬂqmﬂ'}W‘]ﬂJ‘]ﬁu

a a 3 a va o 4 a o
(‘H‘f‘lﬁ 14 -24). WEﬂﬂaﬂ 2 ﬂ1ﬂ’1"]ﬂlﬂﬁ“])’ﬂiillﬂ§]ﬂ@l AUSNAYATAT UH1INY1DYULTAT, 2545.

a a a v a 4 a ' o o
151@  Fuaeu uag WIg uﬂmeﬁ. ﬂﬁﬁﬂ'kﬂ!‘]ﬁEJ‘]JLﬁfJTJWiW]ﬂiSJJﬂTﬁ%WEJEJ”I ua:“lﬁ’muuzuwm

ndsnsuazyanan lilndsniludens oy, USaanidwus au, ynansaiumineds,
2539.

a o 91 14 S o v
‘]JEJ'Jﬁﬁﬂnl ﬂixﬂmﬂwﬂ. ﬂ'J']lJﬁ\?W'f]Gl,"l]"’llﬂ\?Pj‘ﬂ'Jfluf]ﬂﬂ'f]'ﬂiﬂ'lﬁ"llfNIﬁQWEJ']U'la"Uf]\ﬁﬁ ﬂiiﬁﬁﬂ‘ﬂ'] KA

UATEAIIIA. INGINUT ﬁﬁﬂqmﬁﬁﬂumm{nmﬁm«ﬁﬁ YUNAINGIAY UN1INGNHAS, 2533
fhoumumsfinyazassugy nowwwudssgnatazdeny duinu ToouazupunINWuMIUAs. M3
IduSmsanyme. NFUNNA ;2535
wirnsal fyamailns. unumadsns dudlsgduguamdiunt - wnesgiumseensu? weams

o w 4 a
Useneumanssnemsszaguilsziridilam aluaslsasnIauas: 11 gaiay 2545

@ 4 a a 4 9 J o

Wysnsal Yygyal lns meanaaiunisal.  mesgiusmer (1), naasvhsan lngd 2546, 1 (7), 38 - 39.
9 o a o = a A FRY)

Wysnsal Yaygnalng. ssuvludee: unGeunn Uszmamnua giu ez ldniu,

a Bld‘ A A Y o Y
!6ﬂ?ﬂiﬁﬂﬂuﬂWiiJi'ifJ”lEJWLﬂHIﬂfJ@L“])’EJ’J"D’WﬂJUmﬂ‘ﬂizmﬂlﬂﬂ’iﬁ fg‘]J'Ll uaz"lmmu. ﬁﬁlﬁﬂig"ljll

s 2 o A o
T3 W3UBNI5 UBFWRTN AB DI ATUNWUHIUAT. Tl 26 AU 2546,
wirnsal Tagmailns teg am dudiayna. raaglnmIszauausd aieniAn1g uazgnsmeans

omswannAnemmndynsguan” — mslseauszandned 17 Juay 2545 NIasaNIAUNTY

nssusy (Wszmalng), 19 3 atun10: asngInl 2545

Wrsnsal Yyamqailng vagame. 5189153 Feems Fnodaumaduna MmMspimslgugi: 4o

gaiuﬂqqmwwmm. ﬁﬂ%ﬂfoflsﬁﬂﬁillllagﬁWﬁﬂﬂuﬂﬂ!Zﬂiiianﬁ?JWﬂﬁlLﬁZEﬂ; 2543

1 t4 a a a @ 1Y
Wysnsal Pygndilng uaz unea Jggniailng. msdszitiuguamd e adwanlseiugunn

szanwu (1). nyarsvhsu'lng, 2546, 1 (3), 23 - 25.

3w J J ' a o g av I3 J
INRYIUNT ﬁ.IllhluWQﬁ. ﬂ'ﬂllq‘fglﬂﬁ"WﬂQLﬁﬁHiﬂﬁ]ﬂllﬂWiﬁ]“Uﬂ'f]ﬂ. F10TUNAN T IVAULUNNIFAAT 159

NYWIATINTUA YMIINNaUTAQ, 2526.




118

=) J as =2 o 4 oA QY a J any A as
MU WHBN. IFTMIANHUUUNTIATUNUINGY. Tu Y goAAUUU-LIDAANT, ']J“]JPH ATIAN LAasINU

o a a A aw a ¢ o A v
Yyseant. (V55eNTMS). MIANBUFIRUAIN: INATANTIVEMATUIN. (RUAATIN 2, Wi 19-

31). uasilgu: aoulsemniuazdiny urINeIAeNTaa, 2537.
o o 5% a [ 0o @ o 1
Hans Useusiane uazame (UITAIEMI). anundynIsu uaz oe. winMaaimud wendguIATgIL.

ANV TAUATNITY (UATIAY — WUIAY 2546), U1 1 - 2.

- A A o o b 7 i q9 a
Tobu ueed, Wnanssa oAANA uaznd dugassel. dayrwaznnivesdszanauie ldusmsaniu

uIMsmssugy. uaslyu: antivilsemnnsuasdinn viInedentiag, 2543.

v J a =2 =3 T Y Aa Y1
TONTAU ﬂizzﬁsgqm. NMTANEUIAN uazmmwawa%mami“lﬁmmamamwunvgﬂaﬂuaﬂ Tsanenina

Autluazain f9nianwys. Ineinusuuinge nainsaiuinedn, 2533,

) = = Y9 Y A A ~ o o o a ¢ a a s o
I L‘;m’)ul]ﬁ“lﬂ. ﬂ'NJJWQW’E]ﬁl%sll'ENPﬂ“jﬁJﬁﬂﬁ‘l’lﬁﬂ?uﬂu?ﬂﬂﬂlu?ﬂiﬂm%ﬁﬂ?ﬂ’q@lﬁﬂ@]ﬂ. ANIIUNUDT Uan

a s v A o a a o 3 a o
FATINNANAATUNIVUNA VUNAINGIAY JWIAINTUNYI1ING10Y. 2538,

a a ao gy o G4 4 ] o
IUAT IUAUINIVY, FRINT TUNHUNTWY LA ITINTU AIIUITNIA. %}TL!EH...‘1.I‘1/]‘1J11/]1‘H3ﬂ]6\1lﬂﬁ‘]5ﬂi"ljil

wu. USaninus au., yasnsaiumanedoy 2538,

NS INTOQYEITIOL, UUNGS SQYHA UAZQNATIR UFERY. MIANEITZUVNUYOUNT BN yuTU T uA
AFUNWMIUAT, SN inus a1, 3NAINIANINANG AN 2541,

v o a a a Y a o a
AdUN ﬁa‘ﬂqqiim. “wqmﬂﬁuqmmw : wqmﬂﬁumﬂﬁvmmiqmmw.” Lﬂﬂﬁ'ﬁﬂiﬁiﬂﬂUﬂ'liiﬁlliJu']'J‘]ﬂﬂ']ﬁ

4 v
quAnyWHINanIan 4 o T5usmdeslnigi 14-17 Huan 2532.

a A a 4 % 9 a o d’ A d' X ao % a
UBYT  INGTIN. nanmsas ez AN 121N 1N 19 1un1396. NIUNNUNIUAT © UlT]fJ’JGMlﬂWWU‘?J’, 2524:

94 —-97.
a 4 o @ @ Y
INYT NATNYIW. Primary Care Unit UASUNUINVOUNABNT L!.a%%ﬁumﬂ‘ﬂiﬂiﬁﬂ']iﬁaﬂﬂﬁZﬂuquﬂWWﬁ}'Ju

wih (30 vmsammnlsn) omsyszneuiusses Insensyszsuduuunlsenaundsns a

11: 1 A4K1IAN 2545.

a Jdan 4 91 1 a a a a Jd a
IN ANANAYYNA. ﬂ'J'lllﬁﬂW@sli]"UENQ“]J’JEJH@ﬂﬁ’E]Uiﬂ"li“lJﬁNIiQWElTiﬂﬁi"lilTﬁUa ’JV]EHHWH“E'IJTEQEUT

o

PMTUNA YHIINGIDIUTAD, 2525.

J
a @ o o

a t4 ogxl a = o J 2
71591 ANRTYLADYT, DI FOYANA, §NAY1 AITITA LAY Sara Bennett. ﬂﬂ!ﬂ1WUiﬂ1§I§\iWﬂ1U1ﬁ1u

a

mMomATe. NITNINTINETLUUATITUY 2539, 4 (3), 158-168.

[ =4 A Ao Ja o a S A a o o a 9 Y
AUTUY ATHIY, DUININA Tmmma e 937 ITNI. ﬂ?ﬁﬁ?i?%ﬂﬁuﬂﬂﬂlﬂﬂ@ﬂﬁzﬂﬂﬂﬂﬁi'lu"lﬂﬂfﬂ

{ [ [ 1 4 1 4 Y
@82 (Vo) ludsndanjumwuruasdenagns drutlizaununisemaimingaylui e,

MIAANIAUANIAITA DI NI, VHIINENFBUITAITY, 2546.
o o L4 Y a o
Ando gansaungy uaz ANENs YR, MIANEIANATNe lnueadusuusmsaumssneImeUIa

TuTsaneninanalil. s1eaumsddeneddsaneninagiinin nsznsNaIs1sugy, 2532.

a 4

o = a v Jd A = a Y FIR Y a
ANYY RWFUSUYN LA DHHY1T WUFN. ﬂﬁﬁﬂ‘kﬂﬂu‘ﬂiﬂ1i‘1/l'l<1ﬂ1uﬂﬁﬂuaFj‘]J’JEJGLLliTLlEﬂ. USaunus

5 e3)

o a o
N1, INAINTUUWIINYIAY, 2539.

v Ao @ ] 1 |
AUUIVYTSUUAITITUFYV. 3J19‘]'5§1u1'5\ﬁ/‘|fﬂ‘]_nﬂ: LL'LJ'Jﬂ13W@Ju1ﬂﬂ!ﬂ1WIﬂﬂu@ﬁﬂ')mﬂuﬂuﬁﬂﬁ?ﬂ.

Aganw: D3EA. lssda, 2539.

AnuAdYNITN. (319) AlouuinemsdsziivuazsusenuaIns e nTaUNwd : u.10.w., 2545,



119

anuadrnisn. asnuiiver. waamsdszneumsduuun Iasamaian uazsusesnanmd oo
JUN 14 DU 2546.

ANUNTBNTIN. LAV, NFUNW : 1.2 N, 2546.

Q

audes Aunsy wazamz. anudesmsuazanuiiawelavesdunsuuimsdumssniweruiaiunung

thouen Tsanenanideas qlunie. 180umMsdtevedlsaneninanidas v.q1vne, 2536.

#1159 uneanszInn wag 3951 Wnads, VITANEMS. dlemsAnlunugUdTUA NN, UATTIFEL;
2545.

§159 uneansz Inn nazgd91 Hanazds, ussansms. quigua e vumegssuuusmsiialszasd.
fiuwadadt 2. unssdn; auyIaimsni; 2545,

§1d 108 uazamz, visantma. neassENadns NG neassE I RaL AN T dnssuitems
IFenfimingau. ngammumIung: USENAWIR; 253,

@ d a Y o Y 9 o
qian  Peszwe, Wer gasiunid waglwns  Term. msdninnundeuvesdweundsnsguruly

CZ

o v 9 a =2 Y Yy 9
ngunnumuas  lumadl (519 wesswsue lidgia.  msfnduahdisaues  au.,

@

UNIING1DUITAIT, 2545,

¥ a

qina  Uszandigausg

0.

N

521oUATMIIVENNAEIANMEAT. WUHATIA 9. ATUNNUMIUAT: danTuN

a

I'd
fAadeans, 2538.

a

a 4 FIA a 1 ao
quI90 ﬁgﬂWﬂﬂﬂ! LHagAM. {IEUU“}’H"’U'ENEJﬂ’)EJuﬂﬂ Ti\‘inJTiﬂﬁi]ﬁL'J‘]ﬁJﬂulLﬂu. F1YNUNANITIVYNDIFUNIN

Q

99 NIUMSLUNNG NFENTNAFITUAY, 2532,

kA [
gANA Uiy, ImsITeFaaanin. (@insai 5). ngunwd : Tseiuigmasnsalumineas, 2537.

@ a

qiias1 matynde tazews. wnasleyataznizinumsdadulalunmsldunveslszmnaulusunnna

a

aziuveneunilo nsgiANy 4 Wi, douIdenaziam unInedeve Uy, 2533..

ngunne ; Tsaiiuiguyuannsaimsinpasuvalsymelng, 2545,

J o aa a a @ @ L4 aw 4 a @
1IAUD iﬂuqﬂ@]iWﬁaﬂ HAaZINA 2 UUAFNAIAU. J1YTUIVY 1504 W’LW]ﬂﬁﬁllﬂﬁsl‘%}ﬂ?llﬂ\iﬂﬁ%ﬁ]ﬂ“]fuﬂﬂfﬂﬁ

UIMIDABNT TUYNYY; 2531,

S A a

a aa a 7 o o & a o a
RNGEK] 'J“I/!“ﬁﬁi, 3O ﬁ?muuaa Uagys “'l]i'Jﬁ‘Hﬁ. ﬂTiﬁﬂ1ﬂu'l TQM 6],1‘!15\1WUT]J'1'G1§§ ABUYALTNLASHTN

590, awsmﬁ%&ﬁzuummmqm 2539.4(3), 148-157.

QUNNT WTINUL. UDLFRUD T MIaTauazms Y. anzaTMEas JWIRINTalNNIINGTAY, 2530.

o o a

o dand AnyAna taz gy A3 sAuiad. AUMWUDITTIUFYMIW. nFUNN: DFENA. lesSrda, 2543.




AONUUINYUINNS )
ANRINTUNAINENRE



AONUUINYUINNS )
ANRINTUNAINENRE



123

[AUNUUTAOUDNY oo ] SR oo

uuvlsziunamns e gl suuams

(PCPSQ-30)%*

A a & Ny ] A &
* FIIUAVANT; NFAABIMS IHUUVFOUD W HIDFIUNLIVBLUVFTOVDIN

a ' N N . b=}
N3aAAAB E-mail: ppanyawuthikrai@yahoo.com 1139

@ o a 1Y
n.9. a5 nsel Yygalns anuadanssy Tns 02 896 0000 3o
Vo o A o & a A v a o ¢ ¢ a o
Wﬁ.ﬂi.ﬁqﬂlw‘]ﬁ ﬁqamqaﬂaﬂ Tﬂi\1ﬂ']iﬂﬂ@l\?ﬂ']ﬂﬁ‘]ﬂlﬁﬂ'ﬁlﬂﬁ‘]ﬁﬂﬂ AUSLATVATANT ﬂW'Ia\Tﬂiﬂ‘li\lﬁ']'W]fJ'laﬂ

Tns 02 218 8385



124

suuilsziivnamuiivenlagdsuu3ns (PCPSQ-30)

ithrmaneves “aoiuiannuaziusesgunmiuer” anundynisy Ae Manszdulnivenna
A o " J A u <& Y (% a d‘ﬂl = o <
usagalonegiauguamedeaeiiios msduiesnnauivvesfinsuusmsiiueniinnuday waniu
o Ao = a 2 Y a 14 a < 1 a
YW iantidumsdsefivgamuauuing mwm “nasgiudive” 13 anuAaviudegumwuIng
v 4
yoaudaiilse Temiedngsdmiumswanngumwi et
VY a & A o Y
nyanlrvenaiu visenaumaunnte

4 4 i
MIAUUDUEoUD W IUAS I %z"luﬁmaﬂizwuﬁlm AN uaxéh'lmmaﬂizm“lm GIE]%HL!EJWI

\ v a ) g o Y ey 9 v "o
MUNTUUINIT m@%aﬂggﬂlﬂﬂlﬂUﬂ’ﬂﬂaﬂ LW'E)Gl;"]fGLUIﬂiQﬂquwu151u811ﬂ1uu

gIuil: ANuAAINAB UM VBITIUEN

A4 Yy a 2y 2 ) ' g A : g
1. emuanlyusmsiismenit muazliaznummla luilsziguaisg fogluaisae T
A o A 4 Y vy A 9
NIUINUAIBDININIE X aduuauav Wif)@]i\iﬂqﬂclﬂﬂﬂﬂuQUﬂlﬁUﬂﬂl‘HHLLﬁﬁ%"Uﬂ NAINNUASUUY
a < 1 An Y dy Y A o w Y a ' Yy a o
MUANNAAUHHUBDINIU NUABITUITU (5']11511/]1411!ﬂ'lﬁ\ﬂ“51|§ﬂ15@§ / Gl‘;lﬁJﬁﬂ'lﬁllﬁgﬂW)
10 AZHUY = ATINVAINAAYTBAI LS ANVDWIIUIIN R

0 azuuy = liasenuanude wienrwidnvosiiuiag
bl e |

P 5
o 4 [ § 9 ~a 4 " ] a 9 ] a <
wietuaseening X ugesiinsafugl =t derim bicunsadsziu 1] wie lufinnudaiiv

1.0 T

ey dszdu / domon 1 T o
: ) (i =
" ; L I"'.’]l'l Uszidiu

10..9..8..7..6..5..4.3..2..1.0 hild
1 | $u28nhdiias ot 10..9.8..7..6.5.4..3.2.1.0
2 | suddnhiwidussiionsen 10...9..8..7..6..5..4..3..2..1..0
$ou

£
A ¥ 9

YR 1Y Y a
ugﬁmﬁmumwmﬂﬂvmmi

€

10...9..8...7...6..5..4.:3..2..1.0

@ 1 @

uﬁmwmﬁ%ﬂi/é’iﬁu?msﬁ%’m 10..9..8...7..6..5..4..3..2..1..0

e

9 =2 Y v
WAt NuADINS VIR Y

J @

uﬁmwmﬁﬁvﬂﬁ/ﬁiﬁ'u?msﬁ%u 10...9..8...7..6..5..4..3..2..1..0

o1
e

e

daulaaglalyluilgmvesny

1 o

uﬁmmmm/é’iﬁ'n?ﬂﬁﬁ%u 10...9..8...7...6..5..4..3..2..1.0

(o]
e

e

= o Yo
U maummullwmﬁm

7 | Sudeiundans/gWusmsdm 10...9..8..7..6..5..4..3..2..1..0

e

= o Y = Y
U ﬁ@ﬂﬂ”lﬂ?ﬂllﬂﬁglﬂﬂﬂﬂ‘iﬂﬂju

8 wuﬁﬂﬁwmﬁ’%ﬂi/é}iﬁu?mﬁﬁ%}m 10..9..8..7..6..5.4..3..2..1.0

e

HYARNUILINGN N




125

ey dszdu / domon E
; , (v b=
n L) sziiu
10..9.8.7..6.5.4.3.2.1.0 i
9 | fuAadundwns/AuSmanidu 10...9..8...7...6..5..4...3...2...1..0
fudeiazoniondon
10 | udetundonl §iRuinnim 10.9.8.7.6.5.4.3 2 1.0
fifinnunszdedodulums il
UIMT
11 | Sudadundans/flsasnsnin 10..9..8..7..6..5..4..3..2..1..0
fdudasuazanuiufuod
12 | srume 250 ta assnem 10.9.8.7.6.5.4 3 2 1.0
B wenimilonnns 1Femden
Tsmsidii
13 | Siifiduselisudhsunien 10...9..8..7..6..5..4..3..2...1..0
ozls
14 | #Hyiiinldsudiudowten deuin 10..9.8 .7.6.5.4.3.2.1.0
a614l3
15 | $iiintdsud hoildiinadhe 10..9..8..7..6..5..4..3..2...1..0
1nesezls
16 | 2y iiqmelesusloasuauednin 10..9..8..7..6..5..4..3..2...1..0
Tsn'ld
17 | sumansog i e st 10..9.8..7..6.5.4.3.2.1.0
el Faau
18 | suanunsagiunaineueddiuile 10...9..8..7..6..5..4..3..2...1..0
e/ lifidoaads
19 | susrunanewesiniigi e 10..19..8.47..6..5..4..3...2...1..0
fiudorms/isnesls
20 | suswmaaintvesdindindrdnem 10..9.8..7.6.5.4.3.2.1.0
fidaaiummuhia
21 | susunmnesiudindiiie 10...9..8..7..6..5..4..3..2...1..0
udaziilasuieses ls
22 | Summnsolgoa Aigua 10.9.8.7.6.5.4.3 2 1.0
wdanlFu3msn i
23 ﬁui’ﬁﬂﬁmmmagjﬁ'ﬂiﬂ"lﬁ}aﬂ'n 10..9..8...7..6..5..4..3.2..1.0
fugy nianFusmsihuil
24 | §ulhitdnnddoomaniolani 10.9.8.7.6.5.4.3 2 1.0




126

Ay Uszidu [/ domonw P Y
§ ol [ =
W) Uszidiu
10....9.... 8..7..6.5.4.3.2.1.0 Taild
I T [ Y a a2 Y dw
Wueg nawunlyuImsnimi
25 | suhitdnitufondonni 14 wis 10.98 7 .65 4 3 2 10
nlvuImsnd i
26 | su185 0 mssmndansiion 10.9.8.7.654 3210
Wusmsidui
27 | sutdnwolumdunsvosinid 10..9..8..7..6..5..4..3..2..1..0
28 | st windanaias 10..9..8 7..6..5.4.3..2.1.0
29 | suim et 10.9 8 7 6543 2 10
b
30 | Jaasquud ﬁuﬁ@ﬂﬁ’mﬁﬁqm 10..9..8..7..6..5..4..3..2..1..0
mmegluseau
(GE);

1 H 9 ]
il GllE]"lli’)‘i.lﬂmnﬂ“l/lTL!ﬁﬂiqﬂ!ﬂ‘l"iﬂ’JﬂJi'HJﬁE]@ﬂULL‘U‘Uﬁ’EJ‘UOﬁJ il

v oA )
adun3: Mitnveila




127

daui2: Yeyamlvesdlidoya

wa Owe 0w 0 ... i
gawn U anw.
O iwamenaiiios 9963 ................. O wenwamannaios 39m3a ................

oiiw [ lu'lddsznoverdn/lufiordw/luldwem O indemeny

sinGew/didanindne O withu/wetiu

O dhswms/miinausgiamng L winauussnensy

O gndiansn O gndatlsed

O dwesgsnadilsznouns (nuasns

I R T raT T S,

v v A 1A
e ldveanu ((CHEEERIRRE) UIN

Claifisgld / @103 2,000 /2,000 - 4,999 / 5,000 - 7,999 / 8,000 - 10,999 / 11,000 - 13,999 / 14,000 - 16,999 /
17,000 - 19,999 / 20,000 - 22,999 / 23,000 - 25,999 / 26,000 - 28,999 / 29,000 - 31,999 / 32,000 - 34,999 /
35,000 - 37,999 / 38,000 — 40,999 / 41,000 - 43,999 / 44,000 - 46,999 / 47,000 — 49,999 / élllxi&!ﬂ' 50,000 "ﬁ“la!
1)

sedumsaningega O TWIASeunidade/ aumsfinnmaiisiulszaudnm @nd le)

O dJszaudnen O siseufnbinoudu
O siseudnuiaeudateals. useiieunin O eylSyanahe. nsefeum
O 15anas O qaninlFyana3

a a A v Aa [ \J 9 ' Y
f;Wlﬁ‘l’iiﬂﬁ'flﬁﬂﬂ1§1uﬂ1§iﬂ“ﬂ1ﬂﬂ1‘ﬂ1aﬂl§)\i°ﬂ1u (G]E]’]_Ivlﬂlﬂﬂﬂ’ﬂ 1 99)

[11asTasams 30 umsnwmnlsa — [iiasdsenudany

k4
[ias a1ls.Ainsnes (n) O uwuilsgnugunmiensu (Fore)
O afaamstasms/sgiamne [l uwuilsznugunimenyu (U5EN910)
[l fiasi)senuganin (500 1) H8ua (TUFATEY)ooeeeeeeee
TSAUTERIIY e e e
' Y a ay a2 ' & A o o s Ay
MuenlFuImMsiauent 1ura 1o i NIUNA .c.eereeneee. A33 (570A3UAY)

€
€

vV ua 1Y A Ay A A Ay a A o w o o
MuAaUI 511!5]']9]‘”5@113»19] (Nﬂﬂ!ﬂ]‘ﬂ‘ﬁi?ﬂu) i]'lf‘lﬁ'\‘ﬂﬂ AFAUTEIAIAVANVAINY 5 2UAD mﬂmﬂhlﬂ



128

APPENDIX B:
THE PERCEIVED COMMUNITY PHARMACY SERVICE
QUALITY SCALE (PCPSQ): CLIENT PERSPECTIVE
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Donabedian’s Theory

A more detailed specification of the quality of care perceived as normative
behaviors and relationships, as proposed by Donabedian (1968) is as follow:

1. Physician behavior
1.1 Technical management of health and illness
1.1.1 Adequacy of diagnosis
e Skill and discrimination in obtaining appropriate and complete
information using the requisite clinical, laboratory, and other
diagnostic techniques
e The use of valid information (accurate diagnostic tests) or
inferences (e.g., from physical examination)
e Sound judgment in evaluating the information obtained
e Completeness in evaluating the information obtained
e Validity of diagnostic
1.1.2 Adequacy of therapy
e Choice of effective and specific therapeutic regimen prescribed
with due regard to expected risks arising from therapy and the
condition to be treated
e Adequate management of pain, discomfort, and distress without
undue prejudice to the diagnostic process
e Informing the patient about risks and side effects associated with
treatment
e Maintaining adequate surveillance with the object of reducing risks
and maximizing benefits
1.1.3 Parsimony or minimum redundancy in diagnostic and therapeutic
procedures (The issue of efficiency in terms of the economic use of resources,
although an important factor in the organization of medical care, will not be
considered here. The emphasis will be on the logical necessity to have certain items of
information and the therapeutic necessity to use certain treatments.)
1.1.4 Full exploitation of medical technology
e Maximum effectiveness in_ applying existing technology;
knowledge of the technology and skill.in its.application
e Discrimination - in  the introduction and utilization of new
technology
e _Discrimination.in discarding old-methods
1.1.5 Full exploitation of professional and functional differentiation;
recognition by the physician of his own limitations and the use of other specialists and
of other professions where the need arises

1.2 Socioenvironmental management of health and illness
1.2.1 Attention to social and environmental factors, especially within
the family and at work, having relevance to the following:
e ldentifying and eliminating barriers to seeking and maintaining
care
e Arriving at the professional definition of need



153

e Adjusting the frequency and content of the periodic review of all
“well” persons
e Obtaining and evaluating information in the diagnostic process
e Planning and recommending treatment
1.2.2 Use of larger social units (usually the family) as the units of care
wherever appropriate in terms of:
e Therapeutic manipulation of social and environmental factors in
the interests of the individual patient
e Using the larger unit as an object of care — i.e., in considering the
family epidemiology of infectious disease and the social impact of
long-term iliness on the family
1.2.3 Use of community resources on behalf of the patient
1.2.4 Attention to broader community interests — i.e., in the reporting of
communicable diseases

1.3 Psychological management of health and illness
1.3.1 Attention to psychological and emotional factors in:
Identifying and eliminating barriers to seeking and maintaining care
e Arriving at the professional definitions of need
e Adjusting the frequency and content of the periodic review of
“well” persons
e Obtaining and evaluating information in the diagnostic process
e Planning and recommending treatment

1.4 Integrated management of health and illness

1.4.1 Periodic review of “well” persons with special attention to
promotion of mental and physical health; the early detection of physical and emotional
deviations, through the use of appropriate screening mechanisms; and the use of
appropriate primary preventive techniques for iliness, accidents, injury, behavioral and
emotional problems, etc.

1.4.2 Using visits for the care of illness as occasions for the
management of health

1.4.3 Adequate follow-through on suspected abnormalities or health
problems

1.4.4 ldentification of “high-risk” situations and appropriate adaptation
of the amount and content of health management and medical care of such risk

1.4.5 A developmental and anticipatory or interceptive orientation in
the management of health and illness with due attention to preventing physical, social,
and behavioral breakdown

1.4.6 Attention to rehabilitation and restoration of function

1.5 Continuity and coordination in the management of health and illness

1.5.1 Continuity and coordination of care for individual patients
through either the establishment of a personal relationship with one physician or the
coordination of care provided by several physicians, or both mechanisms

1.5.2 Adequacy of the individual patient record and its ready
availability as the major tool of coordination and continuity of care

1.5.3 Continuity and coordination of care for several or all members
of a family and the availability of family health records to the treating physician
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2. The Client-Provider Relationship
2.1 Some formal attributes of the client-provider relationship

2.1.1 Congruence — Similarity of physician and patient expectations,
orientations, etc.

2.1.2 Adaptation and flexibility — The ability of the physician to adapt
his approach not only to the expectations of the patient (i.e., for greater or less
affectivity) but also to the demands of the clinical situation in terms of greater or less
control, greater or less reciprocation of emotional involvement, and so on

2.1.3 Mutuality — Gains for both physician and patient

2.1.4 Stability — A stable relationship between patient and physician

2.2 Some attributes of the content of the provider-client relationship

2.2.1 Maintenance of maximum possible client autonomy, and freedom
of action and movement (especially critical for institutionalized patients)

2.2.2 Maintenance of family and community communication and ties
(especially critical for institutionalized patients)

2.2.3 Maximum possible degree of egalitarianism in the client-
provider relationship

2.2.4 Maximum possible degree of active client participation through

e Sharing knowledge concerning the health situation

e Shared decision making

e Participation in carrying out therapy

2.2.5 Maintenance of empathy and rapport without undue emotional
involvement of the provider

2.2.6 Maintenance of a supportive relationship without encouragement
of undue dependency

2.2.7 Maintenance of a neutral, noncondemnatory attitude towards
moral and other values of the client

2.2.8 Confining provider influence and action within the boundaries of
his legitimate social functions

2.2.9 Avoidance of exploitation of the client economically, socially,
sexually, etc.

2.2.10 Maintenance of client dignity and individually

2.2.11 Maintenance of privacy

2.2.12'Maintenance of confidentiality

Classification and listing of information to be used in assessment of the quality
of care, as proposed by Donabedian (1968) is as follow:
1. Characteristics of the settings within which the medical care process takes
place (structure). It is assumed that good care is more likely to be provided
when the settings are favorable, and that we know what constitutes a
“favorable” setting.
1.1 Physical structure, facilities, and equipment
1.1.1 Presence or absence of certain facilities and equipment in relation
to specific care functions
1.1.2 Space and physical layout in relation to function
1.2 General organizational features
1.2.1 Ownership and auspices
1.2.2 Profit or nonprofit status
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1.2.3 Accreditation, affiliation, and residency approval status
1.2.4 Other interinstitutional function relationships (for example, as
part of a regionalization program)
1.2.5 Group practice, partnership, “solo” practice
1.3 Administrative organization
1.3.1 Boards of trustees: their composition and activities
1.3.2 Administrator: qualifications and relationships with board and

staff
1.4 Staff Organization
1.4.1 Qualifications: formal degree, certification, experience, etc.
1.4.2 Number of staff related to work load
1.4.3 Staff organization and policies governing staff activities
e Educational functions: maintenance and promotion of staff
competence
e Control functions: utilization review, various types of audits of staff
performance, etc.
1.5 Fiscal and relates aspects of organization
1.5.1 Hospital accommodation
1.5.2 Source of payment of bill and extent of patient participation in
payment

1.6 Geographic Factors; distance, isolation, etc.

2. Characteristics of provider’s behavior in the management of health and illness
(process). It is assumed that there are acceptable standards of what constitutes
“good-ness,” and that good care makes a difference in terms of health
outcomes.

2.1 Extent to which screening and case-finding activities are carried out

2.1.1 Routing procedures applicable to the older age group: example
are activities for the detection of glaucoma, diabetes, cervical cancer in women, lower
bowel cancer, breast cancer, visual and hearing defects

2.1.2 Screening and case-finding activities relates to special-risk
situations: examples are bleeding from the rectum (sigmoidoscopy); blood in the urine
(cystoscopy); indigestion (barium meal and occult blood); hypertension (eyegrounds,
urine, catecholamines, etc.

2.1.3 Follow-up on red-flag finding with appropriate diagnostic and
therapeutic activities: examples are bleeding from body orifices; certain abnormal
laboratory findings (urine or blood sugar, for example)

2.2 Diagnostic activities

2.2.1 Diagnostic work-up

e Frequency of performance of specified test per unit population

e Diagnostic work-up for specified disease situations; volume and

nature of tests, etc.

2.2.2 Patterns of diagnostic  categorization; completeness,
exhaustiveness, specificity, etc.

2.2.3 Validation of diagnosis

e Pathological examination report on tissues and postmortem
Preoperative versus postoperative diagnosis
Admission and discharge diagnoses
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2.2.4 Validation of primary diagnostic information; special studies on
accuracy of lab reports, interpretations of x-ray films, etc.

2.3 Treatment
2.3.1 Preventive management and supervision of certain diseases;
minimal or optimal standards of number of visits or routine follow-up in given disease
such as diabetes, hypertension, syphilis, etc.
2.3.2 Patterns of use of drugs, blood and biologicals in general, as
examples:
e Total prescribed drug utilization per capita and per 1,000 physician
Visits
Use of antibiotics, especially in mixtures
Use of antibiotics without testing for sensitivity of microorganism
Use of ““ shot-gun” hematinics
Use of multivitamins
Use of tranquilizers
Use of blood by amount of blood, age, sex, etc.; incidence of single-
unit transfusions
2.3.3 Patterns of use of drugs, blood, and biologicals in specified
diagnostic situations
2.3.4 Patterns of surgery
e Surgical rates by type of procedure, with emphasis on certain
operation more open to abuse: examples are tonsillectomy,
appendectomy, hemorrhoidectomy, varicose vein operations , and
certain gynecological operation, including hysterectomy, supra-
cervical hysterectomy, uterine suspension
e Patterns of multiple operations, including second operations
suggestive of possible deficiencies in first operation
e Removal of normal tissue at operation

2.4 Consultation and referral
2.4.1 Patterns of consultation and referral by category of physician
making request, type of consultant, disease characteristics, patient characteristic,
institutional settings, etc.
2.4.2 Consultations and referrals in specific disease situations,
including emotional and psychiatric problems and referral to psychiatrists

2.5 Coordination and continuity of care. Number of physicians, hospitals, and
other providers involves in the care of a single patient over a period of time or during
a single episode of illness or care

2.6 Use of community agencies and resources. Volume and patterns of use, in
general and for specified conditions or situations

3. Other providers behavior possibly indicative of strength or weakness in the
organization of care
3.1 Staff turnover and absenteeism
3.2 Reporting ill (for example, among nursing students)
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3.3 Use of health services by providers who are presumably informed about
sources of good care

4. Client behaviors possibly indicative of defects in the organization of care or
the client- provider relationship (process and outcome)
4.1 Complaints volume and type
4.2 Compliance and noncompliance broken appointments noncompliance with
therapeutic regimen (drugs, diet, rest or exercise, etc.) premature termination of care
discharge against advice
4.3 Knowledge
4.3.1 About health and illness in general
4.3.2 About current illness
4.4 Changes in knowledge or behavior expected after prior exposure to
medical care for example knowledge about prenatal and well-baby care resulting from
having had a child appropriate institution of prenatal and well-baby care

5. Characteristics of use of service (process or outcome) studies of the utilization
of service have important implications for quality. Insufficient care means
poor care. Similarly, unnecessary care is not only costly but can also denote
poor quality — in surgery, for example. It is assumed that adjustments have
been made for factors that influence utilization, other than patient care.

5.1 Volume of care

5.1.1 Levels of utilization in the general population and population
subgroups classified by age, sex, race, income, occupation, education, place of
residence, insurance status, etc.

5.1.2 Components of the utilization rates initiation proportion receiving
one or more service continuation number of service for those who receive one or more
services

5.1.3 Use by place of care office, home, hospital, nursing home, etc.

5.1.4 Use by source of care

e Type of health professional

e Specialty status

6. Characteristics of health-and other outcomes it is assumed that adjustments
have been made for factors that influence outcome, other than patient care.
6.1 Health outcomes
6.1.1 General mortality, morbidity, and disability rates (the problems of
interpretation-would be very severe but one would examine secular trends, geographic
variations, etc.)
6.1.2 Mortality in special subgroups
e Infant mortality and its components
e Maternal mortality
e Other age- and sex- specific mortalities
6.1.3 Mortality by cause
6.1.4 Longevity life expectancy, general and at given ages
6.1.5 Composite indexes of illness or health giving average number lost
from morbidity and mortality combined or the average number of remaining days after
losses have been subtracted
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6.1.6 The occurrence of preventable morbidity or disability in the
general population (this approach is based on the assumption that, given good care,
either currently or during years or decades preceding old age, some of the current
morbidity and disability would have been prevented examples are prevalence of iron-
deficiency anemia loss of vision due to glaucoma loss of hearing due to middle-ear
disease rheumatic heart disease diabetic acidosis amputations in diabetics and other
patients stage and extent of cancer at time of diagnosis.)

6.1.7 The occurrence of certain complications of, or failures in, therapy
examples are decubitus ulcers cardiac decompensation incomplete control of diabetics

6.1.8 Case fatality rates and operative mortality rates, by type of illness
or operation and type of provider, with corrections for demographic and
socioeconomic characteristics of patients

6.1.9 The occurrence of specified complications during the course of
care or following surgery — for example, postoperative infection

6.1.10 The restoration of physical function following certain traumatic
or neurological diseases examples are recovery after fractures residual disability
following strokes

6.1.11 Social restoration following mental illness examples are ability
to remain in the community (as indicated by readmission rates) ability to find and
maintain employment

6.2 Satisfaction

6.2.1 Patient satisfaction is not necessarily, not even usually, an
indicator of the technical quality of care, but attention to patient needs is an important
aspect of care, and patient satisfaction an important objective, in addition to technical
performance

6.2.2 Satisfaction of the health professionals providing care (while this
is a dimension that is seldom mentioned, it is reasonable to assume that the best
technical care cannot be maintained if the persons who provide it are unhappy with the
work they do and the conditions under which it is done.)

In addition, classification and listing of information to be used in evaluating
the performance of ambulatory care system, as proposed by Freeborn and Greenlick
in1973 (in Donabedian, 1980) is as follow:

1. Assessment of effectiveness
1.1 Technical effectiveness

1.1.1  Structure

e Physical structure, facilities, and equipment

¢ Range and scope of services

e General organizational features, such as ownership, accreditation,
affiliation, and the role of the medical staff in the organization

e Administrative organization and policy- making structure

e Staff organization, such as number, types, and qualifications, as well
as polices governing the staff

e Fiscal and related aspects of organization, such as financing, source,
and method of payment

e Geographic factors, such as distance, isolation, and geographic
availability and accessibility of services and facilities

1.1.2 Process of providing care

e Accessibility
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Definition of the population to be served or eligible for care, and
its social and demographic characteristics (these data are
essential to identify the population at risk and to provide a
denominator for utilization and other rates.)

Social and demographic characteristics, by selected morbidity,
mortality, and disability rates, and by utilization patterns (these
date aid in evaluating the relationship between need, as defined
by disease patterns, and use of services.)

Population groups with indentifiable diseases not yet diagnosed,
or diagnosed but not yet under treatment (such data assist in
identifying unmet needs.)

Utilization patterns by time, place, type of service, type of
provider by presenting and associated morbidity symptoms and
by episodes and procedures

Provider performance

1.

Data relating to the volume of care, including utilization of
services in relation to need (expressed in terms of selected
symptoms or morbidities.)

The extent of screening and case-finding, as indicated by the
number of routine procedures and services applicable to age and
sex groups extent of preventive services use in connection with
treatment screening and case-finding of high-risk groups and
appropriate follow-up on red flag finding

Data concerning the adequacy of diagnostic work-up and
treatment, including patterns of completeness, and specificity
(e.g., special studies on accuracy of laboratory reports)
prevention, treatment, and rehabilitation of certain diseases
patterns of use of drugs, blood, and biological consultation and
referral patterns and extent of duplication of laboratory, x-ray,
and other tests and medications

Continuity

1. Number of patients who have and use a central, coordinated
source of care and/or a primary physician

2. Frequency and appropriateness of referrals and consultations
coordination inthe use of resourcesoutside the systems

3. Degree of compliance, particularly with respect to high-risk
patients (e.g., hypertensive patients)

4. Degree of follow-up onabnormal findings

1.1.3 Technical outcome of care

General mortality, morbidity, and disability rates over time
Mortality in special subgroups (infant, maternal)
Functional disability

Occurrence of preventable morbidity or disability
Restoration of physical function

Restoration of social function

Occurrence of specified complications of car

Case-fatality rates for diseases and operations

Occurrence of complications or failures in therapy
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1.2 Psychological aspects of effectiveness

1.2.1 Patient satisfaction
Satisfaction with accessibility as indicated by attitudes and
knowledge regarding

1.

2.

3.

The extent to which services are available at the time and place
needed

The ease of obtaining services, both for regular appointments
and emergencies

The degree to which the patient understands how the system
operates and the benefits and services available

Satisfaction with quality of care as indicated attitudes toward

1.

2.

The level of technical proficiency or competence of the patient’s
physician or other health personnel contacted by the patient

The outcome of illness — whether the patient perceives a change
in his condition as a result of care

Satisfaction with process of care and interpersonal relationship as
determined by measuring

1.

2.

3.
4.
5

The extent to which patients value the availability of a primary
care physician or central source of care

The perception of the physician’s and other personnel’s interest
and concern

The degree of trust and confidence in the physician

The degree of understanding of condition or diagnosis

The extent to which there is difficulty understanding the
physician’s instructions or other aspects of the treatment plan

Satisfaction with system arrangements

1.

As ascertained by attitudes toward

e Physical surroundings and facilities

e Patient flow, including appointment system waiting time and
use of time once in the system helpfulness of personnel and
mechanisms and use for solving problems and complaints

e Scope and nature of benefits and services offered

. As indicated by behavior observations that include

e Extent of medical care use outside the system

e Proportion of subscribers who leave the program and choose
other health plans

e Number and type of complaints received by the medical care
system

e Broken appointment and cancellation rates

e Rates of compliance with prescribed regimens

e Proportion of patients who change physicians, assuming
there is choice available within the system

1.2.2 Provider satisfaction
As indicated by staff attitudes and perceptions with respect to the
following factors

1.

Autonomy/ organizational control
e  Satisfaction with pace of work and control of pace of work



161

The extent to which staff can define and determine what is
degree to which staff can fully use their special skills and
knowledge

Satisfaction regarding adequacy of resources for provision of
care

Satisfaction with the degree of control over the scope and
content of staff work

Satisfaction with type of supervision

2. Patient/ staff interaction and staff relationship

The ease or difficulty of staff relationships with patients, and
the extent to which the organization affects such
relationships

The extent to which professionals feel they have the
necessary time to spend with patients and thus to practice
good quality medical care

Satisfaction regarding relationships with other staff
members, including the administration

3. Prestige/ status

Satisfaction with opportunities to improve knowledge and
skills and to advance within the organization or profession
Satisfaction with  pay, fringe benefits, and working
conditions

General opinions and evaluation of the desirability of the
setting as a place of work, compared to other setting in the
health field

Evaluation of the organization’s ability to survive in its
environment, its future chances for growth and success, and
its prestige and status in the broader health community

Other indications of staff satisfaction or dissatisfaction with
the systems, including turnover rates, absenteeism, excessive
use of sick leave, and quality of work

2. Assessment of efficiency in evaluating the relative efficiency of alternative
systems of health care delivery, both the production function (the relation
between output and input)

2.1 Cost data salary schedules capital and equipment coasts maintenance
coasts coat of supplies coasts per patient per year coasts per family per
year and coasts per unit of service

2.2 Productivity data number of patients seen and services rendered number
and type of personnel daily work loads activities performed by personnel
and time involved and procedures for scheduling patients

2.3 Population characteristics and morbidity data (so that above measures of
cost and productivity can be standardized by age, sex, and case-mix)
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Studies of Service Quality Concepts in Thailand

In Thailand, there are some studies of service quality in health care service
such as:

Panida Khamyu (niian sy (1995) studied in 1995 under the topic “A study of

service quality provided by nurses as expected by patients and head nurses’ perception
of patients’ expectation toward service quality provided by nurses”. She used the
samples of 362 hospitalized patients and 118 head nurses, private hospitals in
Bangkok Metropolis who were selected by stratified random sampling. The results
presented the patients expectation toward service quality provided by nurses was at
high level and the head nurses’ perception of patients’ expectation toward service
quality provided by nurses was at highest level in creditability and reliability. It
revealed that head nurses’ perception of patients” expectation was higher than
patients’ expectation toward service quality provided by nurses.

Wanrudee Pootong @ssagd gnee) (1996) studied of “Relationships between

nursing service quality management for insured persons and nursing service quality as
perceived by insured persons in government hospitals in Bangkok Metropolis”. The
research subjects consisted of 89 top hospital managers and middle mangers in
nursing departments, 399 staff nurses and 400 insured persons from 13 government
hospitals which were randomly selected by multistage sampling method. The
instruments were applied from SERVQUAL. The results presented nursing service
quality management of insured persons, in the aspects of management perceptions and
communication were at middle level while, in the aspects of set standard and service
delivered were almost high level. Nursing service quality as perceived by insured was
in all aspects dissatisfaction. Marketing research orientation, the aspects of set
standard and employee-job fit were associated with perceived service quality by
insured persons.

Dr. Viroj Tangcharoensatien, et al. am3Tswi dussayados nazanz) (1996) studied

“Service quality in hospital setting: patient perspective” about service quality
perceptions’ among outpatients in 3 government, 2 private and 3 foundation hospitals.
The samples were. outpatients 2953 persons. The results presented the parameter
which patients using service in hospitals were comfortable traveling 24%, specialist
physician 16%, and used to caring 13%, respectively. The problems of service were
long waiting at dispensary and screening rooms, 28%. The patients suggested to
improver delay time, environmental such as toilets, behaviors of service providers,
and communicating to patients.

Suangtip Wongphan msasiind 2ediiug) (1998) studied “Service quality as expected

and perceived by the patients attending the outpatient department of government
hospitals in Suphanburi province”. The sample was 400 persons. The results presented
the expectation and perception of overall service quality were at high level and
moderate level respectively. Expectation was different from perception in all aspects
of service quality. In addition, customers’ age were associated with perception of
service quality. The patients suggested to be improve hospital facilities



163

communication information about the service of outpatient departments, and develop
service providers about customer service principles.
Krisanee Pochanapan mqudl Twiwuzviug) (1999) studied “Clients’ satisfaction

toward health care services at the outpatient department, Institute of Dermatology”
Three hundred and two respondents were interviewed by using structured
questionnaires. The results revealed that the overall satisfaction among patients were
moderate level (70.6%). The clients’ perception of service system and service quality
was moderate (62.9% and 70.9%). The analysis of the relation between age and
clients’ satisfaction was positively correlated while education was negatively
correlated to clients’ satisfaction.

Ong-Art Wiputsiri, Jiruth Sriratanabal and Mayuree Jirawisit uw.ase1 Jysds, un.3
gl Assautad uaz wyags d5davg) (1999) studied “TQM development in government
hospitals: the beginning and overall” They studied about evaluation of service quality
in hospitals which a pilot project of TQM/CQI for improving service quality totally 8
setting in Thailand. The criteria of evaluating were the Malcolm Baldrige National
Quality Award criteria and evaluating about knowledge and attitude of improving
service quality. The results concluded leadership of top manager at good level but
some hospitals had problems from rotation of top manager. Information system was
good level but strategic planning was lack of planning for develop in department. The
top managers were lack of knowledge in training service project of employees. In
addition, many hospitals were lack of process owner for improving service quality.
The implementation processes did not indicate on customer-focused, documents of
patient assessments, and lack of coordination cross-functional teams among
departments.

Wanpen Kaewpan ¢wiiay udnitug) (2001) recently studied in “Improving service

quality of out-patient department in central region general hospitals” using the 22-
items of SERVQUAL as a tool to analyze the effectiveness of service improvement in
OPD services of Sena hospital in Ayutthaya, comparing to Makarak hospital in
Kanchanaburi province, the hospital in same area in the central region of Thailand.
Wanpen used this scale to analyze the service process, improvement and result in
patients’ perception. After evaluation the data, she showed some linkage of the
patients’ perceptions of service quality and the administration of OPD services and
suggested how ta improve the administration of the services in order to have the
service quality that met the patients’ needs. She also concluded that the service
standards of this health care setting emphasized on the structure, the service providing
procedure, and the assessment results from the improving program implementation.
And after the implementation most patients could significantly perceive better service
quality in all five dimensions, both when comparing before-after 4 weeks-after 12
weeks of implementation improvement program, and comparing to other general
hospital. Details of Wanpen’s items in five dimensions of the SERVQUAL
questionnaire are as follow:

1. Tangible
Having new equipment/service facilities
Having nice and clean area
Clothing of service providers
Filling / Documentation
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Reliability

e Service provided within the limit time

e Attention of the service providers in solving of patients’

problem

e Accuracy of the technical service

e On-time service

e Providing the services without error in any steps
Responsiveness

¢ Notifying the exact time period of service providing

e Prompt of the service

e Willingness to help patients

e Having some time service the patients

. Assurance

e Confidence in doctor and nurse

o Feeling safe and secure on the service providers

e Friendliness and courtesy of the service providers

e Capability of answering the questions
Empathy
Caring and paying attention to patients
Flexibility of the service time dependent upon individual patient
Giving suggestions to patients individually and specifically
Intention of providing the best service to patients
Understanding of emergency needs of individual patient
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Studies about Patient Satisfaction in Thailand
Some more studies about client satisfaction in Thailand are as follow:

Banlu Siripanit, et al. ww.ussq @iy vazanz) (1979) studied “Service quality of
OPD in government hospitals, Bangkok”

Wipa Durongpisitkul @Gm qssadidugne) (1982) studied “Patient satisfaction to
OPD service, Ramathibodi hospital”

Jarapa Worasiangkul @sm asideana) (1985) studied “Study efficacy of PHU
service in south of Thailand”

Pannee Prachaubmoe and Kao Wongboonsin ssdi dszaiumune Lagif ey yau)
(1987) studied “Attitude, service satisfaction and need to health care and
health promotion of slum persons”

Supachai Kunaratanapruk wwanfe aaniaumgnd wazasaus ygywge) (1989) studied
“Study of client satisfaction to medical care service in general hospitals”

Tada Charoenkusol, et al. @e wSynaa wazamz) (1990) studied “Patient
satisfaction of OPD service, Somdejprayupparaj-Denchai hospital”

Piyawan Prakunkongchai (eassm alszaunsde) (1990) studied “Patient satisfaction
to OPD service of government hospital: case studies in Nakornsawan”

Rongrat Prasertsuk (sessail sziasgqy) (1990) studied “Study of time and patient
satisfaction to OPD service of Damnoensaduak hospital, Rajburi”

Education Service Office, Chulalongkorn university @uinuimsinns ynasnsal
wminende) (1991) studied “Attitude and need of clients to health care service:
possibility study of the project of urban hospital setting, Praves area”

Ratcha Kulwanitchaiyanan ¢Gan panilylseiug) (1992) studied “Satisfaction of
insured persons to medical care: case studies in Bangkok and urban area”
Sompong Tancharoen (@uies duwsay uazame) (1993) studied “Patient’s need and
satisfaction to OPD service, Srisangworn hospital, Sukhothai province”

Busara Koedpuengboonpracha, et al. qms maitaynyszan vazemz) (1993) studied
“Satisfaction to OPD service in social insurance patients, Siriraj hospital”
Suraporn Loyha, et al. gswsasen uazanz) (1993) studied “Evaluation and impact
study of services in PHU and community hospitals in Ubon Ratchathni”
Thamrong- Somboontanon,  Sudaporn Kumarn, Wiyada Dilokwattana, and
Narongsak N00SOrn Giss autjaauusi, gansel quts, Juza1 aaniain uazassdding nydeu)
(1994) studied *Satisfaction with ‘health services use among people in
Sukhothai province”

Faculty of Social Development, NIDA and Social Development Association
(ruziianndany nazanauianndany) (1994) studied “People satisfaction to system and
process of Bangkok Metropolitan service”

Somporn Tangsasom (auns smazaw) (1994) studied “Satisfaction of insured
persons in Bangkok to medical care under the Social Insurance Act, 1990: case
studies of accidents and non-working related illness”

Nuanpan Aimtrakool, et al. waawssa Bounszna nazame) (1995) studied “Client
satisfaction to OPD service, Lerdsin hospital, during 1993 — 1995”



166

Nattama Sawasdichai, et al. @igin aadlye vazame) (1995) studied “Clients’
satisfaction to 24-hour PHC in Chantaburi province”

Pranadda Changkaew @sziiaan s1uda) (1995) studied “Satisfaction of insured
persons to medical care under the Social Insurance Act, 1990: case studies of
accidents and non-working related illness in Saraburi”

Ranee Chaowanapreecha (i wuifsx (1995) studied “Clients” satisfaction in
large-size PHC in Uttradit province”

Maj.Wiroj Sattayasansakul mw.ani3lswi daedasiana) (1995) studied “People
satisfaction to service of community police station after organization reform:
case studies in Chachoensao”

Wantanee Wattana (1995) mwy Sunild Same) studied “Perspective of people in
slum area, Bangkok to service quality in PHU health care”

Orapin Boonnak and Ajchara Enz (esiiusi yuina uazdens Bud) (1995) studied
“Study project of satisfaction and need of people to PHU and community
hospitals in Bangkok”

Research team, Health Zone 1, Ubon Ratchathani (a3 wua.Tasu 1 guasasil)
(1998) studied “Public health services satisfaction survey”
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The Short Form of the Marlowe-Crowne
Social-Desirability Scale Personal Reaction Inventory

Listed below are a number of statements concerning personal attitudes and

traits. Please read each item carefully and put X on the statement whether it is

TRUE (T) or FALSE (F) as it pertains to you personally. Please respond honestly
and know that your responses will be treated anonymously.

1. Itis sometimes hard for me to go on with my work if I am not encouraged. T
2. | sometimes feel resentful when | don’t get my way. T

3. Onafew occasions, I have given up doing something T
because | thought too little of my ability.

4. There have been times when | felt like rebelling against people in authority T
even though | knew they were right.

5. No matter who I’m talking to, I’m always a good listener.

6. There have been occasions when | took advantage of someone.

7. I’'malways willing to admit it when I make a mistake.

8. | sometimes try to get even, rather than forgive and forget.

9. | am always courteous, even to people who are disagreeable.

10. I have never been irked when people expressed ideas very different from my
11. There have been times when | was quite jealous of the good fortune of others

12. | am sometimes irritated by people who ask favors of me.

4 4 4 4 4 4 4 4 4+

13. | have never deliberately said something that hurt someone’s feelings.
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