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Abstract

Background: Following the implementation of family physician plan in rural areas, the quantity of provided services
has been increased, but what leads on the next topic is the improvement in expected quality of service, as well. The
present study aims at determining the gap between patients’ expectation and perception from the quality of services
provided by family physicians during the spring and summer of 2012.

Methods: This was a cross-sectional study in which 480 patients who referred to family physician centers were selected
with clustering and simple randomized method. Data were collected through SERVQUAL standard questionnaire and
were analyzed with descriptive statistics, using statistical T-test, Kruskal-Wallis, and Wilcoxon signed-rank tests by
SPSS 16 at a significance level of 0.05.

Results: The difference between the mean scores of expectation and perception was about -0.93, which is considered as
statistically significant difference (P< 0.05). Also, the differences in five dimensions of quality were as follows: tangible
-1.10, reliability -0.87, responsiveness -1.06, assurance -0.83, and empathy -0.82. Findings showed that there was a
significant difference between expectation and perception in five concepts of the provided services (P< 0.05).
Conclusion: There was a gap between the ideal situation and the current situation of family physician quality of services.
Our suggestion is maintaining a strong focus on patients, creating a medical practice that would exceed patients’
expectations, providing high-quality healthcare services, and realizing the continuous improvement of all processes. In
both tangible and responsive, the gap was greater than the other dimensions. It is recommended that more attention
should be paid to the physical appearance of the health center environment and the availability of staff and employees.
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Introduction

World Health Organization (WHO) in Declaration of Alma
Ata 1978 defined Primary Health Care (PHC) as an appliance
to achieve health for all by the year 2000 (1). PHC is an
important and vital part of any country’s functionality and it is
implemented by family physician team in the rural and urban
areas in Iran. Family physicians are healthcare providers
who emphasize on disease prevention and health promotion
(2). In the family physician plan, general practitioners and
their health teams are totally responsible to deliver health
services for patients and their families and even after referring
the patients to the specialists, they have responsibility
for patients’ follow up (3).

Implementing family physician program and setting up health
teams on healthcare centers made considerable changes
in providing healthcare services to rural areas (4). Family
physicians play an essential role and act as a communicational
bridge between people and healthcare systems in providing
healthcare services efficiently (5). In the family physician
plan, it is expected that along with the increase in the quantity
of services, the quality would be improved as well (6). In
this plan, we need to measure and improve Service Quality
(SQ) as one of the efficient and important common factors
to assess the success in healthcare services (6). Due to the
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greater importance of SQ for both service provider and
consumer, the quality of service has a critical role in designing
services and marketing (7).

SQ has been defined as the difference between customers’
needs and what they really receive (8). Researchers have
been studying the SQs for more than two decades, some
studies have assessed the relation between SQs and customers
satisfaction (7-9). Laith and Feras’ study showed that high
level of SQs leads to higher customer satisfaction and also SQs
would preserve current customers, attract new clients, reduce
costs, and eventually increase the benefits (9).

The most common tool used for the evaluation of SQs is
SERVQUAL, which was developed by Parasuraman et al.
based on the services quality gap theory (6,10). SERVQUAL
has been widely used in many service industries including
banking, education, hospitals, dentistry, and healthcare (6). In
this tool, the SQs is evaluated through comparing customers’
expectation and perception from different aspects (6,11). In
detail, customers’ expectation is in fact the idea about the
offered services, which is used as a standard when customer
evaluates the service provider’s function.

Customer’s perception means how customer evaluates the
received services. Perceived quality is part of the attitude,
which is related to satisfaction; and is the outcome of
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comparing expectation and perception from function.
Customers’ perception is always in relative relations with their
expectation (6,11). Many studies aimed at evaluating the gap
between patients’ expectation and their perception by SQs in
hospitals and healthcare centers (4,12,13).

Results of a study conducted to assess the satisfaction of the
participants from family physician services In Iran (2009),
indicated that among a total of 11253 participants, 80.6%
expressed high and very high satisfaction. The average
satisfaction rate in Khorasan-Razavi province from family
physician plan was 46.8% (14). In other studies conducted in
Malaysia and Greek, participants were not satisfied about the
SQs in the healthcare settings and hospitals (12,15). Results of
a study conducted in Jordan in 2011 showed that the patients’
perception of the healthcare quality has strong and positive
effects on their trust and satisfaction. Moreover, patient
satisfaction had an important and positive mediating effect on
the relationship between the quality of healthcare services and
the patients’ trust on healthcare provider (9).

In another study to evaluate the quality of health services
in health centers of Zanjan district of Iran (2012), results
indicated that there was a negative quality gap at five
SERVQUAL dimensions. The most and least negative quality
gap mean scores were in reliability dimension (-2.1) and
tangible (-1.13), respectively (6).

The results of another study In Tehran to evaluate the effect
of the SQ on Patient loyalty revealed that the patients’
experience in relation to the private hospitals’ services
had a strong impact on the outcomes like willingness in
returning to the same hospital and reusing its services or
recommending it to others (16).

Given that, this issue has drawn attention in recent years
among policy-makers. As there is no sufficient evidence
in Iran and other developing countries regarding this issue,
the present study aimed at evaluating the expectations and
perceptions about quality in family physicians services in
Khorasan-Razavi province, Northeastern Iran in 2012.

Methods

This cross-sectional study was conducted in rural health
centers in 2012. The investigated population covered the family
physicians program in 4 rural health centers of Mashhad. The
population was selected using a Cluster stratified and Simple
Random sampling in which 16 rural areas were included.
Finally 435 of the 480 distributed questionnaires (response
rate= 90%) were filled out during the 4 months of the study.
The implemented SERVQUAL questionnaire (6,8,17)
consisted of 2 sections: The first section was for demographic
items with 7 questions. The second section consisted of 2
parts: expectations and perceptions. Each part has 22 likert
scale questions—from 1 (strongly disagree) to 5 (strongly
agree)—in five dimensions of reliability, assurance, tangibles,
empathy, and responsiveness. The validity and reliability of
the translated version of the questionnaire was confirmed in a
previous study in the health centers (6). Data was collected in
the field. One of the researchers, present at the place, explained
the aim of the study and made patients assured of the privacy of
their responses. Participants with enough education received
information about the study and filled the questionnaire by
themselves, for those without proper education or any other

related problems, the researcher read the questions and helped
them to select their answers. Data was analyzed using SPSS
16.5 (SPSS Inc., Chicago, IL, USA) and descriptive statistics
(frequency, percentage, mean, and standard deviation),
T-test and Kruskal-Wallis tests. The Wilcoxon signed-rank
test was used in comparing the patients’ “perception” and
“expectations” scores; and in analyzing such mean scores
in the different groups. Mean scores of perceptions and
expectations were used to compare patients’ perceptions and
expectations of health service quality. The gap was calculated
using SERVQUAL equation: Service Quality (SQ) = Perception
(P) - Expectation (E). The significant level was 0.05 in all tests.

Results

Among the study population (435 patients), 89% were female,
34% were Junior high school, 92.18% were married (response
rate= 90%). The average age of the patients was (30.30+
10.37) years old. The mean number of visits to the doctor was
(7.58 + 6.25; Table 1). Table 2 shows that the mean scores of
expectations were high and ranged from 4.12 * 0.98 for item
22 (Having patients’ best interest at heart) to 4.65 + 0.68 for
item 2 (Clean and comfortable environment of the health
centers). Among the five dimensions of quality, the highest
expectation was related to the tangible dimension (4.53 +
0.56) and the lowest expectation was related to the empathy
dimension (4.27 + 0.71).

The mean score of the perceptions ranged from 3.02 + 1.21
for item 4 (Modern and up-to-date equipment) to 3.97 +

Table 1. Participants’ demographic information

Characteristic Number (%)
Female 387 (89)
Gender
Male 48 (11)
0-5 181 (41.60)
6-10 90 (20.68)
11-15 39 (8.96)
Number of visits
16-20 25 (5.74)
21-25 3(0.68)
26-30 7 (1.60)
<20 60 (13.79)
21-30 203 (46.66)
31-40 106 (24.36)
Age
41-50 39 (8.96)
51-60 12 (2.75)
>60 8(1.83)
Illiterate 20 (4.59)
Primary school 136 (31.26)
Junior high school 148 (34.02)
Education level High school diploma 112 (25.74)
Associate Degree 9 (2.06)
Bachelor degree 6(1.37)
Master degree 1(0.22)
Yes 401 (92.18)
Marital status
No 33(7.58)

138 | International Journal of Health Policy and Management, 2014, 2(3), 137-142



Vafaee-Najar et al.

Table 2. Mean level of the patient perceptions, expectations, and service gaps in five SERVQUAL dimensions

Expectation Perception Quality Gap

Dimensions and items (Mean * SD) (Mean + SD) (Mean  SD) P
Tangibles 4.53 £ 0.56 3.43 +0.86 -1.10 £ 0.98 0.00
1. Neatness and professional appearance of health centre staff 4.59+0.67 3.84+£0.95 0.73 +£1.06 0.00
2. Sanitation of health centre environment 4.65+0.68 3.48+1.04 1.16 +1.27 0.00
3. Visual appeal of physical facilities 4.42 £0.80 3.38+1.04 1.03+1.20 0.00
4. Modern and up-to-date equipment 4.48 +0.81 3.02+1.21 1.45+1.44 0.00
Reliability 4.48 £ 0.57 3.61 +0.88 -0.87 £ 0.97 0.00
1. Providing services as promised. 4.44 +0.81 3.40+1.06 1.02+1.29 0.00
2. Sincere interest of personnel in solving patients’ problems 4.45 +£0.75 3.59+1.11 0.85+1.28 0.00
3. Carrying out of the services right at the first time 4.55+0.68 3.59+1.08 0.96+1.21 0.00
4, Provision of health services at the time promised 4.39+0.79 3.51+1.06 0.88 +1.27 0.00
Responsiveness 4.45 £ 0.65 3.39+0.95 -1.06 £ 1.06 0.00
1. Keeping client records correctly without mistake 4.58 £ 0.66 3.97+0.95 0.61+1.02 0.00
2. Information provided on when services will be performed 4.49 £0.73 3.63+1.05 0.86 +1.19 0.00
3. Fast and efficient service 4.45+0.84 3.15+£1.13 1.31+1.36 0.00
4, Willingness of personnel to help the patients 4.35+0.86 3.47+1.17 0.87+1.31 0.00
Assurance 4.48 +0.62 3.68 £ 0.90 -0.80 £ 0.99 0.00
1. Accessibility of staff when needed 4.48 +0.77 3.32+1.14 1.16+£1.32 0.00
2. Staff are trustworthy 4.47 £0.72 3.66 +1.00 0.82 £1.15 0.00
3. Feeling safe and secure when interacting with personnel 4.47 £0.78 3.66+1.01 0.80+1.18 0.00
4. Knowledgeable personnel to answer patients’ questions 4.50+0.77 3.60 £ 1.06 0.89+1.19 0.00
5. Polite and friendly manner of personnel with patients 4.49+0.73 3.81+1.11 0.67 +1.23 0.00
Empathy 4.27 £0.71 3.47 £ 0.97 -0.79 +1.08 0.00
1. Special attention to each of the patients 4.32+0.81 3.54+1.02 0.78 +1.25 0.00
2. Operating hours appropriate to all patients 4.35+0.80 3.50+1.13 0.85+1.31 0.00
3. Attention to the patient’s beliefs and emotions 4.27+0.84 3.47 £1.09 0.80+1.24 0.00
4, Having patients’ best interest at heart 4.12 £0.98 3.36+1.20 0.75+1.39 0.00
5. Understanding specific needs of patients 4.25+0.92 3.50+1.15 0.75+1.35 0.00
Total Service Quality 4.45 + 0.54 3.52+0.83 -0.93 £ 0.91 0.00

0.95 for item 9 (Keeping client correctly without mistake).
Among the five dimensions of quality, the highest perception
was related to the assurance dimension (3.68 + 0.90) and
the lowest perception was related to the responsiveness
dimension (3.39 + 0.95).

The total expectation mean was (4.45 = 0.55) and the total
perception mean was (3.52 +0.83). Among the five dimensions,
the highest gap was for tangibility (-1.10) and the lowest gap
was for empathy (-0.79). There was a significant difference
between patients’ perceptions and expectations at all quality
dimensions (P< 0.05). Our results also demonstrated that
there was no significant difference between the SQ dimension
gaps and educational level, and marital status (P> 0.05).
However gender showed differences in some dimensions
as follows: gender and responsiveness (P= 0.00), reliability
(P=0.03), assurance (P=0.01), and empathy (P= 0.03).

Discussion

This cross-sectional study was performed with the aim of
evaluating the expectations and perceptions about quality
in family physicians services in Khorasan-Razavi province,
Northeastern Iran in 2012.

This study showed that patients’ perception was lower than
their expectation. This finding is consistent with other national
and international studies (6,11,13,15). The overall gap score
was -0.93 and there was a significant difference between the
expectation and perception about quality of provided services
in family physician plan (6,11-13,15,18-21).

There were negative quality gaps at five SERVQUAL
dimensions in this study about family physician plan. These
differences were observed in SQs for all dimensions including
tangible, empathy, assurance, reliability, and responsiveness;
which means patients’ expectations were not met at any of
health services dimensions (6,22). Hospital assessment in
Kerman by SERVQUAL also showed a negative gap between
patients’ perceptions and expectations in all five dimensions
of quality in healthcare services (13). On the other hand, this
result contrasted with another investigation in a Malaysian
study in which the patients’ perception was higher than their
expectation (21). This discrepancy could be the result of
evaluating the private hospitals in Malaysia, as the differences
in quality of services are more apparent in public hospitals (22).
Findings showed that the most and least quality gap scores
existed in tangible, responsiveness, reliability, assurance, and
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empathy dimensions, respectively.

Aswe mentioned above, the most important issue was related to
tangible dimension in following aspects; personnel appearance,
cleanness and adornment, environment cleanness, having up-
to-date medical equipment, and amount of time spent by the
personnel for visitors, which are similar to some other studies
(23,24). Other study indicated that the physical environment
of the health center can affect the patient’s perception (24), and
medical equipment are one of the physical factors increasing
patients’ satisfaction (25). Therefore, it is recommended that
healthcare centers managers pay more attention to physical
environment, personnel appearance, and renovation of the
equipment, which would positively affect the patients’ mental
evaluation from the quality of health services.

In this study, we observed the second difference which
existed in the responsiveness dimension score. This includes:
providing patients with exact time of performing a service,
providing a service fast without any waiting times, personnel
enthusiasm for helping the patients, availability of personnel
in the case of need, which is similar to another national
study in healthcare centers based on the client’s expectation
and perception (6). It is recommended to reduce the waiting
times for providing services, improve personnel willingness to
help customers, and promote organizational responsiveness
with effective management of human resources. Prompt
attention and waiting time is an important factor in
responsiveness dimension; while in Indonesia long waiting
time for the treatment seemed to be the main reason for
patient dissatisfaction in Governmental health center (26).
Another study about family practice clinic showed that actual
waiting times were usually longer than those estimated by the
patient, and total waiting times were considered reasonable
(27). Making a proper appointment with time schedule can
improve this situation and patients would be more satisfied
if visiting time becomes more patient-centered, admitting
patients faster, and regard patients’ opinions about the
number of weekly visits (28).

The third difference existed in the reliability dimension about
the ability to perform the services accurately and dependably
and keeping patients’ health records which is consistent with
Dean’s study (23). Telling the truth is one of the most important
facts that increase reliability between personnel and patients.
Telling the truth in medicine means providing patients with
appropriative information to make informed decision about
their healthcare, other aspects of their life and to inform them
about the condition they are in (25). Usually, patients have
stress about their illness, providing them with right and on
time information, disease stages and time period, can reduce
their stress and decrease the gap in the reliability dimension.
These findings emphasize that patients should receive prompt
and timely care, be educated about their medical options, and
feel that they have been treated with courtesy and respect.
The fourth difference which existed in assurance dimension
includes: patients’ trust to personnel, feeling safe and being
relax when contacting personnel, personnel courtesy and
humility, and their knowledge and skills in respond to
patients’ needs which is consistent with Mohammadi et al.
study in health centers of Zanjan (6). Quality assurance is all
the necessary activities performed to preserve and improve
quality (25), therefore healthcare centers have to continuously

assess the quality of their services. Well-trained personnel and
other support staff also play vital roles in providing support to
patients’ feelings of assurance and safety.

The least difference existed in empathy dimension which
represents the sympathy of health service provider and
understanding the patients problems and needs. The
necessity of paying attention to each patient, scheduling the
appropriate time for referring to the center, special attention
to values and emotions of patients, and personnel’s real
interest to patients are all consistent with Jenaabadi et al.
study (25). It has been stated that the more empathy from the
personnel, the better the patients’ satisfaction would become
(29). Performing education classes especially psychology
classes, and teaching aspects of individual characteristics to
personnel can decrease this gap.

Limitation

The most important limitation of the present study was the fact
that since health team was working beside healthcare team in
health centers, it was difficult for the patients to differentiate
them, and patients evaluated both teams when responding to
the questionnaire. To overcome this limitation, the researcher
was presented personally in place and tried to distinguish
the targeted group (health team) for the responders. Another
limitation of this survey was about the sample population as
the female respondents (89%) were more than the males and
referred more to the physician and healthcare team.

Conclusion

This study showed that there was a noticeable gap between
the patients’ expectations and their perception from SQs
provided in family physician program in all dimensions.
We can fill these gaps by improving health centers’ physical
environment and facilities, using proper and up-to-date
equipment, promoting personnel enthusiasm, performing
educational sessions and better human resources management,
with the objective of increasing the quality of health team
services. Since we found the deepest gap in tangible and
responsiveness dimensions, it is recommended to consider
the physical appearance of the health center environment
and personnel, prompt attention to on time services and
availability of the personnel. We emphasize on continuous
improvement through studies on patients’ behavior and their
expectation, their needs and problems to reach a higher level
of services quality in family physician plan.
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Key Messages

Implications for policy makers
Tangible dimension of quality is the first priority in any
intervention to improve the quality of services in family
physician services, so it is recommended to consider
physical appearance of health center environments and
personnel, prompt attention on timely services, and
availability of personnel.
Responsiveness and reliability are the second priority
for intervention to improve the quality of services in this
area.
Assurance and empathy are the third priority for
intervention in any quality improvement initiatives.
Better service quality by health team is accessible
by: improving the physical environment and facility,
using proper and more sophisticated equipment,
promoting personal motivation to work in rural area,
performing educational session to improve the human
resource capability and improving the human resource
management.
Continuous improvement through studies on patients’
behavior and their expectation, their needs and
problems is recommended to reach a higher level of
services quality in family physician plan.

Implications for public

There was a great gap between the ideal situation and the
current situation of family physician quality of services.
We suggest having strong focus on patients, creating
medical practice that would exceed patients’ expectations,
providing high-quality healthcare services, and assuring
continuous improvement of all processes. In both tangible
and responsiveness, the gap was greater than the other
dimensions. Paying more attention to the physical appearance
of the health centers’ environment and the availability of
staff and employees, by reducing the gap between patients’
perceptions and expectations of health services will increase
their satisfaction.
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