
CHAPTER II 

LITERATURE REVIEW

CONCEPTS AND TH EORIES

This ch a p te r is com prised  of two concep ts th a t  a re  u se fu l in  help ing  to 
u n d e rs ta n d  bo th  quality  of h ea lth  care services an d  cu sto m er 
satisfaction .

1. M odel o f  H e a lth  S e rv ic e s  u t i l iz a t io n

W hen people get sick or are  concerned  w ith  a  h ea lth  problem , they  
u su a lly  do n o t h es ita te  to v isit a  doctor. U sing the  h ea lth  care  system  
involves a  com plex series of decisions. D ifferent people have different 
c ircu m stan ces , th u s  they  have to m ake different decisions. The 
fram ew ork of th is  m odel w as p resen ted  by A nderson  a n d  N ewm an 
(1973) a n d  cited in K aplan, Sallis, an d  P a tte rso n  (1993). The th ree  
m ajor facto rs th a t  determ ine the  u se  of h ea lth  care services are 
p red isposing  factors, enab ling  factors, an d  illness level, a s  described  
below (see Figure 2).

1.1 Pred isposing  factors co n sis t of th ree  facto rs a s  follows:

1.1.1 D em ographic: age, sex, m arita l s ta tu s , an d  p a s t 
illness

1.1.2 Social: education , race, an d  o th er personal
ch a rac te ris tic s

1.1.3 Beliefs, w hich concern  values, a ttitu d e , and  
knowledge



10
1.2 E nab ling  facto rs include two asp ec ts .

1.2.1 P ersonal incom e, h ea lth  in su ra n ce , access  to 
m edical care

1.2.2 C om m unity ’s reso u rces, su c h  as, n u m b e r of 
h ea lth  care  providers

1.3 Illness level is th e  degree of the  d isability , the  sym ptom s, 
an d  general s ta te  a s  perceived by th e  p a tie n t (Kaplan 
an d  o th ers , 1993) for th e ir need  of m edical care.

PREDISPOSING
I

DEMOGRAPHIC
1 Age, Sex 1 Marital status 1 Past illness

ENABLINGI
FAMILY

IncomeHealth Insurance Type of regular source Access to care

SOCIAL COMMUNITYSTRUCTURE ■ Ratios of health■ Education personnel and■ Race facilities to■ Occupation population■ Family size ■ Price of health» Ethnicity services* Religion ■ Region of country■ Urban-ruralcharacter

BELIEFS
* Values concerninghealth and illness■ Attitudes towardshealth services■ Knowledge aboutdisease

ILLNESS LEVEL

PERCEIVED
' Disability 1 Symptoms 1 Diagnosis ' General state

EVALUATED
■ Symptom■ Diagnosis

Figure 2.1 Model of ind ividual d e te rm in an ts  of h ea lth  service 
u tilization  (Anderson & Newm an, 1993 cited in K aplan, 1993: 74)
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D uring the  c u rre n t globalization, th ere  is no d o u b t th a t  h ea lth  care 
service is rapid ly  changing . C om petition  in the  h ea lth  care  service 
in d u s try  h a s  becom e a  se rio u s m a tte r  facing each  h ea lth  o rganization . 
In te rm s of h ea lth  care  services, th e  pu rpose  of h ea lth  care  is to move 
the  p a tie n t from one given s ta te  of h ea lth  to a n o th e r (G ardner cited in 
Jo h n so n  an d  M cCloskey, 1992: 44). To m easu re  th e  quality  of care  we 
m u s t first identify w h a t th e  p u rp o se  of th a t care is. In h ea lth  care 
services, th e  objective is an  ach ievable s ta te  of h ea lth . Since h ea lth  
care service involves h u m a n  beings, it needs to be m easu red  by 
quality.

Q uality  is m easu red  from  th e  perspective of th e  provider, the  
organization , an d  the  p a tie n t (Joh n son  an d  M cCloskey, 1992). M any 
lite ra tu re  reviews m en tion  th e  quality  of h ea lth  care  services in two 
d im ensions. The first is th e  professional d im ension  of th e  techn ica l 
quality; th a t  m ean s doing th e  righ t th ing  an d  doing  th e  th in g  righ t 
an d  the  in te rp erso n a l quality  of com m unication  skills, th e  a r t  of 
tak ing  care to u n d e rs ta n d  th e  p a tie n t’s needs an d  how  to m eet those  
needs (S u p h ach u tik u l an d  S rira tan a b u n lu n g , 2000). The second 
quality  is in  resp ec t to th e  c u s to m e r’s percep tion  th a t  th e  quality  of 
care ind ica to r h a s  becom e m ore im portan t. In th is  s tudy , the  term  
cu sto m er is u sed  for the  p a tie n t to w hom  the h ea lth  care services are 
directed .

2 . M odel o f  T he C u s to m e r  P e rc e iv e d  Q u a lity

The cu sto m er a sse sse s  the  quality  of service w ith  re sp ec t to functional 
an d  techn ica l quality  (E dvardson an d  o thers , 1994). T echnical quality  
is re su lt-re la ted  and  d ep en d en t on w hat the  cu s to m er receives, su ch  
as, th e  expertise of th e  sta ff or the  physical exam ina tion  perform ed by 
the  doctor. F unctional is p rocess-re la ted  an d  d ep en d en t on how the  
cu sto m er receives services su ch  a s  the  physical en v ironm en t in the 
organization  th a t  the  cu sto m er can  easily observe: equ ipm ent,
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facilities, th e  serv ices’ o pera ting  h o u rs  or the  d o c to r’s v isiting  h o u rs . If 
the  perceived quality  co rresp o n d s to the  expected  quality  (expecta tions 
have been  m et), th e  cu s to m er is satisfied . B ut, if cu s to m er 
expecta tions are  too g rea t in  re la tion  to th e  perceived quality , the  
cu sto m er will n o t be sa tisfied , even if it h a s  good service p roviders. So, 
quality  in th e  c u s to m e r’s eye is the  re su lt of a  co m p ariso n  betw een 
th e ir expecta tions a n d  th e  re su lt of th e  service afte r delivery. If 
expecta tions have been  exceeded, they  are  m ore th a n  sa tisfied  (Berry 
e t al, 1985, cited  in E dvardson  an d  o thers , 1994), a s  show n in  Figure 
2.2.

Unacceptable quality

Ideal quality

Figure 2 .2  Expected and Perceived Service Q uality (Adapted from: Berry et al, 
1985, cited in Edvardson and others, 1994: 102).
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Som e em pirical s tu d ie s  of quality  of care , w hich w ere, s ta te d  in 
D onabed ian  (1980) ab o u t th e  c lien ts ’ view of quality , su c h  as , the  
s tu d y  of C oser (1956, 1962). She u sed  h er own “stan d ard ized
interview s” of 51 p a tie n ts  in th e  m edical an d  surg ical w ard s of a  
hosp ita l in the  USA. The rep lies to “good doctor” refer to th e  doctor 
w ho provided k in dn ess , love an d  secu rity  by talk ing  politely, tak in g  an  
in te re s t in  th e  patien t, an d  hav ing  a  know ledgeable an d  p rofessional 
a ttitu d e . In resp ec t to the  h o sp ita l, som e of the  p a tien ts  saw  it a s  a  
place for providing th e  tre a tm e n t of illnesses while o th e rs  sa id  i t ’s the 
place w here they  received ca re  an d  a tten tio n - “a  hom e aw ay from 
hom e”.

P artia l su p p o rt of C osers w as th e  s tu d y  of Shiloh (1965) of two g roups 
of p a tie n ts  w hom  he called “eq u a lita rian ” an d  “h ie ra rch a l” a t  the 
H ad assah  H ospital in Je ru sa le m , th e  form er were satisfied  w ith  the  
techn ica l asp ec ts  of care, b u t com plained  ab o u t th e  ho sp ita l 
environm ent; no isiness an d  lack  of c lean liness, so they  w an ted  to go 
hom e as  soon a s  possible. The la tte r  were im pressed  by th e  techn ica l 
a p p a ra tu s  of the  hosp ita l a n d  p leased  w ith  its  am en ities an d  com forts 
th a t  m ade them  w an t to stay  longer in the  hosp ital.

A ccording to the  two s tu d ie s , even if the  tim es change, the  view of the  
c lien ts concern ing  quality  is no different. The stu d ie s  of Z eitham l, 
P a ra su ram an , an d  Berry (1990) found th a t  the  high an d  low service 
quality  d epends on th e  cu s to m e rs ’ expecta tion  an d  percep tions. There 
are  four factors th a t influenced  th e ir expecta tion , a s  follows:

- W ord-of-m outh com m unication : w ha t they h ea rd  from 
others;

Personal n eed s of custom ers: th a t  depend  on th e ir 
individual ch a rac te ris tic s  an d  c ircu m stances;
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P a st experience of u s in g  services: w h a t they  received from 
th e  provider, for exam ple, friendliness an d  po liten ess or staff 
com petence; an d

- The ex te rn a l co m m unica tions from  the  service providers: 
su c h  a s  an  ad v e rtisem en t or a  television b ro ad cast.

TWO AREAS OF TH E STUDY

The s tu d y  h a s  two a rea s  concerned  w ith the  quality  of h ea lth  care 
service in a sp ec t to cu s to m er percep tion  an d  cu s to m er sa tisfac tio n  in 
h ea lth  care services an d  re la ted  research  stud ies.

1. Q uality  of H ealth  C are Services in A spect to C u sto m er 
Perception  an d  Related R esearch  S tudies.

From  lite ra tu re  reviews, quality  of h ea lth  care can  be categorized in 
th ree  areas: m edical care, h o sp ita l care, an d  n u rs in g  care. Q uality  h a s  
been m easu red  from  the  perspective of the provider, th e  organ ization , 
an d  the  patien t. The b u lk  of th e  em pirical w ork on m e a su re s  of quality  
is re la ted  to m edical care (Joh n son  an d  McCloskey, 1992:46). By 
ex tension , ju d g m e n ts  of quality  are  often n o t ab o u t m edical care  in 
itself, b u t indirectly  ab o u t th e  perso n  who provide care , a n d  ab o u t the  
se tting  or system s w ith in  w hich  care is provided (D onabedian, 
1980:4). The level of quality  can  be defined a s  th e  re la tion  betw een 
expected  an d  perceived service from  the  perspective of th e  cu sto m er 
(E dvardson e t al, 1994:81). Ju d g m e n t of low an d  h igh service quality  
depend  on how cu sto m ers perceive the ac tu a l service perform ance in 
the  con tex t of w hat they  expected. Therefore service quality , a s  
perceived by the  custom er, can  be defined as  th e  ex ten t of d isc repancy  
betw een cu sto m er expecta tion  an d  th e ir percep tion  (Zeitham al, 
P a ra su ram an , an d  Berry, 1990:19). In ag reem ent a re  S u p h ac h u tik u l 
an d  S rira tan a b u n lu n g  (2000) an d  those  previously  m entioned  
concern ing  quality, w hich is defined by s tru c tu re  (charac teris tics of
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providers an d  the  physical an d  o rgan izational setting), p rocess 
(technical com petence p lu s in te rp e rso n a l aspects), or ou tcom e (patien t 
re su lts  of pallia tion , contro l of illness, cu re , or rehab ilita tion ). The 
deta ils a re  a s  follows:

1.1 S tru c tu re  inc ludes th e  ad eq uacy  of reso u rces, 
env ironm ent, c lean liness, ven tila tion  an d  room iness, 
no ise level, know ledgeable staff, a n d  th e  in ten tio n  to 
provide the b es t services available.

1.2 Process, techn ical an d  a r t  of services;

1.2.1 T echnical services is the  science of services; nam ely , 
app lication  of the  science an d  technology of m edicine 
to m anage the  c u s to m e rs ’ h ea lth  problem s.

1.2.2 Art of services, nam ely, in te rp e rso n a l re la tio n sh ip , 
h ea lth  care staff a re  friendly, re sp ec t th e  c u s to m e r’s 
righ ts, an d  w illingness to ad m in is te r the  services.

1.3 O utcom es, referring  to p re se n t an d  fu tu re  s itu a tio n s  
of the cu sto m er a n d  how it changes, in bo th  th e ir 
physical an d  m en ta l cond itions.

All sufficiency of resou rces in s tru c tu re , a  p rocess of p ro p er system  
design, an d  outcom e is probably  the  m ost im p o rtan t m ea n s  of 
pro tecting  an d  prom oting the quality  of care (D onabedian, 1980). W ith 
the sam e idea as  D onabedian , w ith  th e  shortage of h ea lth  care 
providers we can n o t m ain ta in  p rofessional s ta n d a rd s  of care 
(N ew brander, 1997). H ospital m an ag em en t in fluences the  efficiency 
an d  effectiveness of h ea lth  service delivery an d  m ay im pact on cost 
savings a s  well a s  im prove the quality  of care (the project of m easu rin g  
quality  of care in S ou th  African clinics an d  h o sp ita ls , 1993).
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D e fin itio n  o f  Q u a lity

According to literary  reviews, quality  of h ea lth  care h a s  been  
m easu red  from  the  perspective of the  provider, the  o rgan ization  an d  
the  p a tie n t (Joh n son  a n d  McCloskey, 1992). D im ensions of service 
quality  w ere identified a s  tangible, reliability , resp o n siv en ess, 
com petence, courtesy , credibility , security , access, com m unica tion , 
an d  u n d e rs ta n d in g  of the cu s to m er (Zeitham l e t al. 1990). Q uality  of 
h ea lth ca re  accord ing  to Maxwell (1984, cited in Parsley  an d  Corrign, 
1994: 87) h a s  6 d im ensions; nam ely, access to services, relevance to 
need, effectiveness, equity , social accep tance , an d  efficiency an d  
econom y. His definition of quality  of care agrees w ith E dvardsson  an d  
o th ers , (1994) th a t  is, the  services th a t  co rresp o n d  to th e  c u s to m e rs ’ 
expecta tions an d  sa tisfies th e ir needs an d  d em an d s, is sim ilar to the  
definition of D on ab ed ian ’s (1980): the  cu s to m ers  bo th  individually  an d  
collectively co n trib u te  to the  definition of quality  regard ing  the 
m an agem en t of the in te rp e rso n a l p rocess by u sin g  th e ir own 
expecta tions an d  percep tions. An exam ple of expecta tion  is if they  
prom ise to do som eth ing  by a  ce rta in  tim e, they  shou ld  do so. The 
percep tion  is th a t  the  prom ise w as done a s  well.

This stu d y  p roposes to u se  the  following co ncep ts of quality  of h ea lth  
care service:

1. Perception of cu sto m er regard ing  h ea lth  care services: the  
clinic m ilieu; nam ely, ad eq ua te , ap p ro p ria te , an d  clean  
environm ent, to tal tim e sp e n t visiting an d  consu lting , 
w aiting tim e, an d  privacy in d iscu ss in g  th e  illness.

2. Perception of cu sto m er regard ing  h ea lth  care providers: 
included  two com ponen ts; th e  first is com petence, su ch  a s  a  
know ledgeable an d  w ell-trained  staff. The second is p ersonal 
in te rest, w hich com posed of, w illingness to provide service,
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tak in g  tim e to listen , explain, an d  an sw er q u es tio n s  or 
provides m edical inform ation .

2. C u s to m e r  s a t is f a c t io n  in  h e a l th  c a re  se rv ic e s  a n d  i t s  r e la te d  
re s e a rc h  s tu d ie s .

The concep t of sa tisfaction  could  be g rouped  in m any  form s of 
m otivation. One of th e  m o st well know n theories is M aslow ’s general 
theory  of h u m a n  m otivation  (T hechajum reonsook, 1993). The role of 
m otivation  is to a ro u se  an d  d irec t the  behavior of co n su m ers. This 
a ro u sa l com ponen t ac tivates body energy, so th a t  it can  be u se d  for 
m en ta l an d  physical activity (Lovdon a n d  B itta , 1993). Therefore, 
m otivation  can  describe w hy people behave in a  p a rtic u la r  w ay to 
achieve a  se t of objectives (C ushw ay an d  Lodge, 1993). This ch a p te r  
will p re se n t two theories of m otivation, M aslow’s h ie ra rch y  of n eed s 
an d  the  E xpectancy  theory.

2 .1  M aslow ’s H ie ra rc h y  o f  N eeds

W henever ind ividual m otivation is d iscu ssed , M aslow’s h ie ra rch y  of 
needs is inevitably m entioned . This is based  on the  a ssu m p tio n  th a t  
once people have satisfied  a  ce rta in  level of need , they  will w an t to 
move to th e  level above. Five levels th a t  a re  included  in th is  theory  will 
be briefly d iscu ssed  a s  follow.

2.1.1 Physiological needs, refers to basic  need  of 
h u m a n s  to stay  alive. The h u m a n  n eed s in th is  
level include: food, she lter, clothing, a ir  to 
b rea th e  a n d  so on.

2 .1 .2  Safety needs, from the  sa tisfaction  level of 
physiological needs, people will need  m ore to feel 
secure  in bo th  h u m a n  life an d  th e ir property .
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2 .1 .3  Love or social needs, following th e  two levels 
m entioned  above, the  level of love or social n eed s 
is concerned  m ore ab o u t being  loved or belongs to 
one p a r t  of a  social group.

2 .1 .4  E steem  needs, th is  co n cern s self-confidence an d  
se lf-respectas well a s  the  need  for recognition  by 
o thers . Therefore in th is  level, all jo b s  th a t  perso n  
do leads to becom ing a  m ore valuable person .

2 .1 .5  Self-actualization  needs, the  h ig h est of a  p e rso n ’s 
n eed s in M aslow’s m otivation  theory. Perfectly, all 
needs of the four levels will lead  in to  self- 
fulfillm ent.

Satisfaction  in h ea lth  care services th a t  a re  provided for all p a tie n ts  
an d  th e ir relatives m ay n o t be a t  the  sam e level d u e  to th e ir 
expecta tions an d  percep tions of quality  of care. D ifferences a t  any  
level they  decide need  to pay m ore a tten tio n  to ind ividual care , w hich 
is served by all h ea lth  care providers includ ing  th e  o rgan izational 
s tru c tu re , p rocess an d  its outcom e.

2 .2  E x p e c ta n c y  T h eo ry

This theory  w as developed by Vroom (C ushw ay an d  Lodge, 1993), 
concern ing  belief th a t  people will be in fluenced  by th e ir percep tion  of 
the likely re su lts  of the ir ac tions. For exam ple, people w ho w an t a  
prom otion will perform  well, if they  consider th a t  h igh  perform ance 
will be recognized an d  rew arded  by a  prom otion. This theory  w as 
developed b ased  on w ha t he described  as  valence, in s tru m en ta lity  an d  
expectation . V alence is a  p e rso n ’s preference for a  p a rtic u la r outcom e. 
This outcom e m ight, for exam ple, be h igh productiv ity . However, th is  
is likely to be valued only to the  ex ten t th a t  it m ight help  the  person  
achieve o th er ou tcom es, su ch  as  a  sa lary  increase  or prom otion. The
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ex ten t to w hich th ese  second-level ou tcom es m ay be achieved is 
defined a s  in stru m en ta lity . Finally, expectancy  refers to th e  s tren g th  
of th e  p e rso n ’s belief th a t  ce rta in  activ ities will lead  to a  ce rta in  resu lt.

From  the  m otivation  theo ries th a t  were m en tioned , it m ay be helpful 
to u n d e rs ta n d  the  difference of a  p e rso n ’s n eed s an d  expecta tions. 
Therefore, considering  w h a t sh o u ld  be done to sa tisfy  th e  p a tien t, 
su ch  as  com fort an d  th e  facilities of the  h ea lth  care d e p a rtm e n t’s 
env ironm ent, is of im portance  to the  m anagem en t.

The concep t of sa tisfac tion  is one th a t  th e re  is p resen tly  few agreed 
u p o n  defin itions or ap p ro ach es  to m ea su re m e n t (Lovdon an d  B itta , 
1993). According to Lovdon an d  B itta , th e  p ro cess of the  c o n su m e rs ’ 
expecta tion  in p ro d u c ts  or services m ay include th ree  elem ents. 
F irstly, the  n a tu re  an d  perform ance of a  p ro d u c t or service, 
second ly ,costs an d  efforts to be expended  before ob ta in ing  the  d irec t 
p ro d u c t or services benefits, an d  finally, th e  social benefit or co sts  
accru in g  to the  co n su m er a s  a  re su lt of the  p u rch ase .

The re la tio n sh ip  am ong  th ese  th ree  e lem en ts c a u se s  sa tisfac tion  or 
d issatisfac tion . Figure 2.3  below p resen ts  a  d iag ram  of process.

Figure 2.3 The purchase  evaluation process (Source: Lovdon and 
Bitta, 1993)
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In h ea lth  care services, case  m an agem en t or a  c lien t-cen tered  system  
of care is one stra tegy  th a t  p u ts  the  needs of th e  p a tie n t firs t (Kemp 
an d  R ichardson , 1994).

D e fin itio n  o f  S a t is fa c t io n

Satisfaction  is an  im p o rtan t e lem en t in the evaluation  of quality  of 
care. M any re se a rc h e rs  defined sa tisfaction  w ith  a  sim ilar idea. For 
exam ple, D avis’s definition, 1967 (cited in T hongkum chuenw iw at, 
2000) w as th a t  h u m a n  sa tisfac tion  behavior is an  effort to alleviate 
any  s tre ss , anxiety  or im balanced  s itu a tio n  of th e  body. Satisfaction  
o ccu rs in ind iv iduals w hen th e ir basic  physical a n d  m en ta l n eed s are 
responded  to. S atisfaction  is th e  feeling of h ap p in e ss  w hen  people 
succeed  in th e ir goals, w an ts, an d  m otivation (W alm an, 1973 cited in 
T hechajum reonsook , 1993).

The stu d ie s  of Aday an d  A ndersen , 1978 (cited in C haipayom , 1999) 
concerned  people’s sa tisfac tion  w ith  m edical care in th e  USA, in 1971. 
It w as concluded  th a t  m o st d issatisfac tion  is inconven ien t and  
expensive. There are  six facto rs related  to p a tie n t sa tisfaction  in 
m edical care, a s  follows:

1. Convenience: in  office w aiting tim e, availability  of care w hen 
needed.

2. C o-ordination: in getting  all needs m et a t  one place, concern  
of docto rs for overall h ea lth , and  the  p h y s ic ian ’s follow-up 
care.

3. C ourtesy: T hat h ea lth  care providers a re  friendly an d  pay 
a tten tio n  to the clien t a s  an  im p ortan t person . 4

4. Medical inform ation: ab o u t w hat w as w rong an d  inform ation 
on the  trea tm en t.
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5. Q uality  of care: in asp ec t of th e  c lien ts’ perception .

6. O ut-o f pocket cost: ex pend itu re  for h ea lth  care services.

The s tu d ie s  of Little e t al. reported  th a t  th e  observational effect of 
p a tien t cen te red n ess  an d  the  positive ap p ro ach  to ou tcom es of general 
p ractice co n su lta tio n  in 865 consecutive p a tie n ts , found th a t 
sa tisfaction  w as re lated  to com m unica tion  an d  p a rtn e rsh ip , a n d  a  
positive ap p ro ach  (bm j.com , 20 O ctober 2001: 323 .908-911).

In T hailand , m any  re sea rch e rs  stu d ied  cu s to m er sa tisfaction . 
T hongkum chuenw iw at (1999) stu d ied  p a tie n t sa tisfac tion  tow ards 
in te rp erso n a l com m unica tion  in OPD of R ajavithi H ospital. The stu d y  
found th a t  th e  level of p a tien t sa tisfaction  w as high, especially  w hen 
n u rse s  do n o t u se  techn ica l term s. A stu d y  of c lien t’s sa tisfac tion  
tow ard h ea lth  care services in OPD, Siriraj H ospital (Chaipayom , 
2000), found th a t  variab les explaining the c lien t’s sa tisfac tio n  were; 
skills of services, exp lanation  of inform ation, convenience, a n d  ability 
to pay. V iran an t (1994) stu d ied  the  p a tie n t’s sa tisfac tion  of o u tp a tie n t 
services a t  Petchaboon  H ospital an d  found th a t  the  sa tisfac tion  level 
tow ards the th ree  d epartm en t: the  R egistration  Room, the  E xam ining  
Room, an d  the P h arm aceu tica l Room were m odera te  b u t low in long 
w aiting tim e.

From  the  concep ts an d  s tu d ie s  m entioned  above, it can  be 
sum m arized  th a t  cu sto m ers will be satisfied  w ith  h ea lth  care services 
th a t  respond  to th e ir basic needs. These include h ea lth  care  staff, 
in te rp erso n a l com m unica tions, an d  so on. It can  be sa id  th a t, 
sa tisfaction  tak es  im p o rtan t roles in m any  k in d s of services, a s  it is an  
outcom e ind ica to r of efficiency services evaluation . Since
B a m ra sn a ra d u ra  In s titu te  provides h ea lth  care  services in the 
governm ent’s section; the serv ices’ costs a re  su p p o rted  for all people 
a t  the  sam e ra te  a s  in o th er hosp ita ls . Thai people w ere su p p o rted  by
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the 30 B ah t card  an d  B a m ra sn a ra d u ra  did n o t jo in  w ith th is  project, 
b u t if the cu sto m er h a s  th is  ca rd  an d  w an ts  to com e to receive 
services, they  can  m ake th e ir own decisions, b u t need  to pay  by 
them selves w ithou t u s in g  th e  card , therefore, th is  s tu d y  does n o t need  
to include th is  variable.

From  th e  lite ra tu re  reviews of th is  ch ap te r, the  co m p o n en ts th a t  need 
to be included  as  variab les in the s tu d y  are  concerned  w ith  the 
following:

1. Socio-dem ographic ch a rac te ris tic s  of the  p a rtic ip an ts , su ch  
as, age, sex, ed u ca tio n , occupation , incom e, an d  n u m b e r of 
h ea lth  care visits.

2. C ustom er percep tion  in quality  of care  w hich  included; clinic 
m ilieu, staff com petence, an d  p erso n al in te rest.

3. C ustom er sa tisfac tio n  tow ards various co n cern s in h ea lth  
care services; convenience, co u rteo u s m a n n e r of th e  staff, 
coord ination  of w ork, an d  m edical inform ation.
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