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Abstract
Monitoring patient satisfaction is part of a balanced scorecard approach for the strategic
management of health care organizations. As an evaluation of a public health care clinic, this
study employed the use of a survey designed to measure patient satisfaction. The questions
forming this program process evaluation include:


Are the patients satisfied with the services they receive?



What are the suggestions for improvement?

This evaluation gathered quantitative and qualitative data for the compilation and analysis of
information to assist the public health clinic to increase their efficiencies, gain greater market
share and continue to be a viable option for the customers they serve.
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CHAPTER 1
Introduction
Background
The Patient Protection and Affordable Care Act (PPACA) is now well into its second
year of implementation and continues to change the U.S. Health Care System by leaps and
bounds. As part of the market reform changes set by the PPACA, local public health clinics are
revamping programs to coincide with these new reform goals. The new emphasis on quality of
care and coverage for preventative health care services has increased competition among health
organizations to capture these markets creating new challenges for local public health clinics.
Statement of Problem
According to the National Association of County and City Health Officials (NACCHO
2011), a national organization that assists local health departments with implementation of the
new health care policy, health departments will continue to have increased roles with chronic
disease case management; organizing and arranging health care needs in communities through
preserving and increasing health data information; expansion of other public entity health clinics
and increasingly greater information on the ―return on investment‖ of population-based public
health programs.
Purpose of evaluation
The new market forces have increased competition and will continue to create challenges for
local health departments to properly address the growing demand without continuous evaluation
of its programs. The questions driving this evaluation were:


Are the patients satisfied with the services they receive?



What are the suggestions for improvement?
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To answer these questions assessing a public health clinics programs performance, a survey
method was used with a tool supplied by the public health clinic. As part of the evaluation the
survey tool was evaluated through the analysis of data collected for determination of future
improvements. The survey tool used measured four standard indicators for health care service
delivery including quality, access, efficiency and overall satisfaction. The results of this study
may be of significant value to internal and external stakeholders involved such as: clinic
managers, administration, government officials, community organizations, the media and the
public at large.
The public health clinic in this study was a medium sized clinic located in central
California in an emerging urban center. The organization responds directly to the local public
authority governed by the board of supervisors with additional support from state and federal
agencies. The clinic itself is overseen by the director of nursing for the department agency with
daily operations by the nurse supervisor. In order to maintain confidentiality and privacy of
employees and customers, the clinic will be further referenced in this paper as ―
the public health
clinic.‖
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CHAPTER 2
Literature Review
This literature review examines studies on patient satisfaction and its role in the
management of health care service delivery. In addition to the review of patient satisfaction,
total quality management, continuous quality improvement (CQI), and the theories therein are
also discussed.
History of Patient Satisfaction
To begin, a review of the historical background surrounding total quality management
(TQM) provides a contextual framework for the current use of patient satisfaction measurements
as a means for determining health care service quality. According to McLaughlin and Hays
(2008) TQM has come to mean a management style ensuring quality as defined by customer
satisfaction focusing on its effect on areas throughout the organization. Its roots are deeply
embedded in the scientific management theories by Frederick Taylor on efficiency; Frank and
Lilian Gilbreth’s theories of operation standardization; and Shewart’s quality of information in
statistical process control.
It was not until the theories of Edwards Deming and Joseph Juran began migrating to
other areas besides mass production that the birth of the current quality management techniques
in health care emerged. Deming’s (1986) work on systematic problem solving and continuous
process improvement led to his famous fourteen points of management which were adapted for
health care. In it, the ground work for health care CQI were laid and furthered with Joseph
Jurans’ work on efficiency processes and definition of quality from a customer’s perspective
(McLaughlin & Hays 2008).
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Avedis Donabedian, author of many works in the subject, defined outcomes in health
quality research in terms of efficacy, efficiency, optimality, adaptability, legitimacy, equality and
cost (McLaughlin & Hays 2008). Donabedian, like Deming and Juran, pushed for CQI of health
care quality by structure and process changes. He postulated that quality should be supported by
outcome assessment, and was the first to insist on the relationship of all things within the health
care environment structure on outcomes including the use of ―
less easily measurable outcomes
such as patient satisfaction‖ (McLaughlin & Hays 2008, p36).
Measuring Patient Satisfaction
According to Donabedian (1988), patient satisfaction is a desired outcome of health care
which is an element of health status. It is also a measure of quality of care and is indispensable
to assessments of quality as to the design and management of health care systems. Donabedian
provided a model based on structure, process, and outcome for evaluating the quality of health
care. He defines structure as the attributes of organizations delivering care and the conditions
under which care is provided. He further postulated that process relates to the professional
activities associated with providing care with outcomes and regarded satisfaction and
dissatisfaction as a patient’s personal judgment with the interpersonal process. Further research
by Sitzia & Wood (1997) reported that measurement of patient satisfaction fulfills three distinct
functions: understanding patients' experiences of health care, identifying problems in health care,
and evaluation of health care which they regarded as the most important dimension.
Other researchers have proposed and determined that the effectiveness of health care can
be reflected by satisfaction through use of survey (Car-Hill 1992, Fitzpatrick 1991). Support for
survey research as means of determining patient satisfaction has been verified by other studies.
These studies have found that patients are more likely to utilize health services, comply with
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medical treatment, and continue with their current health provider (CDC 2004, Hacker et. al.
2006).
Continuing with Donabedian’s emphasis on interpersonal processes, Hall, Roter and Katz
(1988) found that patient satisfaction is correlated to the skill level of the staff and the
practitioner’s interpersonal competence. Interpersonal competence, in these studies, included
looking at positive non-verbal behavior elements of social conversation such as courtesy and
consideration and clearness of communicated information. Other studies have found significant
correlates of patient satisfaction and frequency of contact with a health care providers’ length of
availability of services and waiting times (Sing, Mustapha, Haqq 1996).
Hardip, Sharma and Gupta (2004) used the categorization of variables affecting consumer
satisfaction into four categories: perceptions of communication and interpersonal skills,
technical ability of personnel, moderating factors such as socio-demographics variables
including health status and influencing factors such as family and friends. They found that the
determinant of a provider’s satisfaction within these constructs to be timing, adequate equipment,
relationships with patient encounters and patient compliance. This study also measured patient
satisfaction over patient attitudes about doctors, medical assistance, quality of administration and
quality of atmospherics. Using a five point Liker Scale, the researchers were able determine
correlates of patient satisfaction along the aforementioned variables and determined that within
those variables consumers were not satisfied with services rendered at a government run public
health service.
In the Institute of Medicine’s (IOM, 2001), Crossing the Quality Chasm- A New Health
System for the 21st Century, the gap between the knowledge of quality patient care and the
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absence of everyday practice in the field was explored, and the IOM concluded that patient care
should be safe, effective, patient-centered, timely efficient and equitable. The IOM
recommended ten steps to close the gap between quality and everyday practice some of which
are directly related to patient satisfaction outcomes and include the following: care based on
continuous healing relationships; customization based on patient needs and values; patient
centered control of treatment; and shared knowledge or free flow of information (IOM 2001). It
is this connection of quality and the patient-centered view which continues to guide many of the
trends for measuring patient satisfaction but due to the complexity of defining patient
perceptions studies on the subject has been plagued with validity of methodological rigor. This
question has led to the search of a one uniform theory of Patient Satisfaction.
Underlying Theories
For the purpose of this study the Primary Provider theory will be one of the guiding
beacons for further discussion in relation to the evaluation of a public health clinic. According to
Aragon and Gissell (2003) the Primary Provider Theory conveys that patient satisfaction or
dissatisfaction largely occurs at the nexus of patient expectations and primary provider power.
They postulated that overall patient satisfaction is principally the function of an underlying
network of satisfaction constructs including satisfaction with primary provider, waiting time and
the primary’s assistants (Appendix G).
Satisfaction and dissatisfaction as found in Herzberg’s Hygiene Theory focuses on them
as separate constructs. Herzberg (1959) found that there are different factors for a person’s
satisfaction and dissatisfaction with employment. He found that satisfaction involved
opportunities for employees to experience achievement, recognition, interesting work, increased
responsibility, advancement, and/or learning. Whereas, job dissatisfaction involved unfair
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company policies and staff, poor interpersonal relations, unfair salaries, threats to status, and job
insecurity. In comparison, as previously discussed, studies showing that health care service
delivery is satisfying versus dissatisfying have many of the same factors found within the
constructs of employment satisfaction and dissatisfaction
Nonetheless, patient dissatisfaction is a very important to assess for ensuring positive
treatment outcomes. According to the CDC (2004) forum on Tuberculosis, patients who are
dissatisfied with their primary provider or clinical setting are less likely to adhere to medication
regimens, continuing scheduled appointments and compliance with identifying contacts.
Application
Herzberg’s focus on satisfaction motivators separately, has led to further understanding
of intrinsic motivation and long term satisfaction and the field of positive psychology. Sachau
(2007) points to the general application of Herzberg’s theory conveying a meta-theory of
satisfaction. This general application can easily be attributed to the health care sector. Some of
these applications include the need, as the earlier research suggests, for improvement of
interpersonal communication in the health care setting to be motivating or creating satisfaction,
including motivating patients for better compliance and creation of better environments within
clinics. The satisfaction of the front end service delivery and back end processes have been
shown, as seen in the review of the previous literature, to be important aspects of customer
satisfaction. However, the complexities of its measure would benefit from a meta-theory of
satisfaction.
Organizational Importance
As a balanced score card approach, patient satisfaction surveys are an invaluable tool for
the measurement of organizational performance. Kaplan and Norton (1996) emphasized that
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health care administrators need not only monitor tangible assets but also intangible assets, such
as clinical processes, staff skills patient satisfaction and loyalty, as well as, strict financial
outcomes. According to McLaughlin and Kaluzney (2006), ―
The balanced score card approach
is a management system used to achieve long term strategic goals by linking performance
outcomes and can be used to guide continuous feedback and target future performance
improvements‖ (p.144). Surveying an organizations customer base for satisfaction of services
rendered can provide feedback necessary to make strategic changes in programs for continued
growth and sustainability. However, as the previous research shows, survey tools must be
designed to measure patient satisfaction as patient centered constructs following quality of care
guidelines set by the IOM, 2001 report.
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CHAPTER 3
Methods
As a non-experimental research design, a program process monitoring evaluation method
was used. According to Rossi, Lipsey & Freeman (2004) a program evaluation is a social
research method that reviews the intervention effectiveness of social programs in ways that are
suited both politically and environmentally for the organization to inform and improve social
conditions. They further describe that program evaluations are broken into five domains which
create foundations for the study of social programs. These include needs assessments, program
theory design assessment, program implementation and service delivery assessment, impact
assessments and efficiency assessments.
As a program monitoring or process evaluation this study was tailored addressing the initial
questions:


Are the patients satisfied with the services they receive?



What are the suggestions for improvement?

Program Theory
Additionally, program theory was used to tailor this evaluation. Public health clinics, as well
as other medical clinics, operate under the guiding principles of individual autonomy,
beneficence and justice; however, public health clinics are different in that they admonish
individual autonomy, liberty, freedom of choice and self-control as a benefit which is subject to
the welfare of others (William and Torrens, 2008). It is this guiding program theory which
helped tailor this evaluation along with the inputs by the sponsor’s direction for an unbiased
review of the clinics operations through the use of survey.
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Data Collection
The survey data was captured as a hybrid of a self-administered and an interviewer
administered point-of-service questionnaire. Approval from the public health clinic (Appendix
A) and California State University Review Board for Human Subjects Protection Protocol
number 11-63 (Appendix B) were obtained prior to implementation of this study. Additionally,
this researcher was certified for Human Subjects Training on 1-04-11. The survey tool
(Appendix C) used was supplied by the public health clinic and with the assistance of the
California State University Department of Modern Languages (Dr. Tom Blommers) was further
refined into a working Spanish version (Appendix D).
Participants
Convenience sampling was employed as the method of sample framing. Surveys were
provided to adults eighteen years of age utilizing services at a public health clinic as indicated
within the survey questionnaire. Current target populations for the clinic include anyone who is
in need of the services with walk-in and scheduled appointments available daily. Currently the
clinic provides patients: adult and child immunizations; traveler immunizations; pregnancy
screenings; child health screenings; Tuberculosis and HIV testing; detection and infection care
for sexual transmitted diseases, family planning services and elderly case management services.
As noted in chapter one, the PPACA, has increased the competitive nature of the health care
market by supplying coverage for preventative services, increasing this targeted base. Moreover,
with the passage of AB 354 (State Law requiring all children entering 7th -12th grades to receive a
TDAP booster) adults or adults of children who needed this service and visited the public health
clinic during this study were potential participants. According to an internal department report,
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437 visitors sought public health clinic services during the week of this study in the Spring of
2011.
Procedure
For a period of one week during normal clinic hours (8a.m.-4pm.) this researcher, placed
posters in areas readily accessible to patients asking for their participation in a survey regarding
services rendered. As patients/ customers exited the patient care area and entered the main lobby
a table with clip boards containing the survey in Spanish and English with attached approved
IRB authorizing consent form (Appendixes E, F) were available. In addition, this researcher
presented clip boards containing the survey instrument and authorizing consent form to patients/
customers asking for their participation. Once patients/ customers completed the survey, they
were directed through instructions within the survey tool to fold their questionnaire and place
into the survey collection receptacle which was located in the front lobby. This process was
established to further the confidentiality and privacy of respondents. Collection of survey
responses occurred daily after 4p.m. and the number of surveys counted. Once all surveys were
collected, they were shuffled and re-assigned an alpha-numeric number prior to survey response
review and data entry. In addition, in order to ensure equal distribution of opportunity for the
population to participate, the survey was made available for others leaving the clinic later than
4p.m.
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Survey Tool
Reports by the public health clinic reveal that the survey tool was structured after the
Consumer Assessment of Health Plans Survey (CAHPS). Also, question variations on patient
perceptions of interpersonal communication of doctors and other personnel reflect likeness from
standard tests such as the Customer Satisfaction Questionnaire (CSQ) and the Medical Interview
Satisfaction Scale (MISS). According to the clinic’s internal sources the survey questions
included the following total number and domains for measuring patient satisfaction: 5 questions
(efficiency), 8 questions (access), 9 questions (quality). Other questions included 1(acquiescence
response), 6 (demographics) and 3 (reliability). In addition to the Spanish version of the survey,
personally identifying information was not collected within the survey tool. The surveys first
eighteen questions use a five point Likert Scale ranging from 5 ―
strongly agree‖, 4 ―
agree
somewhat‖, 3 ―disagree‖, 2 ―
strongly disagree‖ with 1 denoting the question ―
does not apply‖.
Questions 19-27 are categorical questions which included indicators of efficiency and patient
demographics (Appendix C).
Data Analysis
Descriptive statistics including frequency and percentage distributions of respondent opinions to
survey questions were analyzed. The demographic categorical response questions were also
cross tabulated with data on the domains of satisfaction: efficiency, access and quality to
determine any existing differences or relationships within the respondent sample population. In
addition to these tests, qualitative data was reviewed and synthesized in further analysis of the
evaluation based questions.
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Limitations
The first limitation of this study extends to the use of convenience sampling and the expected
low response rate of patients at the public health clinic. Further, as with most survey research,
reliability and validity are possible limitations. However, the survey provided by the public
health clinic was created using the structure and question variation from previous proven
statistical rigor instruments such as CAHPS, CSQ and MISS, greatly reducing the possibility of
these errors. In addition, unlike the CSQ or the MISS questionnaires, all questions were skewed
positively. A re-estimate of reliability of the tool using the same assumptions and parameters of
the initial pilot phase should be completed within a 2-3 week period (Malmgreen, 2005). Further
limitations of this study point to time, resources, lack of certain controls, such as, increased
sampling protocols. However, it should be noted that the clinic caters to many illiterate
undocumented clients who would also increase lower survey response rates.
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CHAPTER 4
Findings
A total of 59 surveys were collected after a one week period from 8a.m. to 4 p.m. From
internal departmental reports, a total of 437 clinic visits occurred for the week giving an official
survey response rate of 14 percent.

Of the 59 surveys collected 46 were in English and 13 were

provided in the Spanish survey format. Survey responses were analyzed. As previously
mentioned, a standard Likert scale was used with 5 equaling (strongly agree) 4 (agree somewhat)
3 (do not agree) 2 (strongly disagree) and the item 1 response denoting the response (does not
apply).
Participant Profile
Of the 59 patients who participated 21% were age 18-24, with the largest age group or 34%
ranging between ages 25-34, followed by 35-44 year age group at 32% with 45-64 group totaling
13% (Table 4.1). Respondents reported that 55 % speak English at home, 21 % speak Spanish,
21 % speaking English and Spanish with 4% speaking English and another language other than
Spanish. Further demographic information reflects that 42 % of the survey responders spoke
Spanish with 71% of respondents reporting that they have lived in the county for more than 5
years. Also 52% of the respondent population completed high school and attended some college
with 76 % reporting that they took a vehicle to the clinic with 16 % taking the bus as
transportation.
Health Care Quality Measures
In Table 4.2 survey responses are grouped according to the health quality indicators each
question proposes. Questions 7, 9 and 16 include responses attending the attribute of general
―
Satisfaction.‖ Questions 5, 6, 10, 13, 14, 15 and 17 include responses attending the attribute of
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―
Quality.‖ Questions 1, 2, 3, and 4 include responses for determining access and barriers to
health care. Under the determinant for general satisfaction 86 % of respondents (n=50) agreed
that staff explained their condition to their satisfaction; whereas, 94% (n=50) reported agreement
that they felt their records were kept confidential. The lowest overall agreement score for all
indicators fell on the question for whether or not it was easy for respondents to find parking at
the clinic with 74% responding in agreement (n=55). Responses, overall, averaged an approval
rating of 89% (N=59).
Table 4.3 shows cross tabulations of satisfaction, quality and access as factors of age,
language, and education. The average score across all ages was 4.3 with the lowest scores
indicated within the category for bilingual responses and access/ barriers. Table 4.4 shows
results of cross tabulations of overall satisfaction and efficiency indicating that patients were not
overall satisfied with waiting over 30 minutes and their perception of the quality indicator for
interpersonal communication also suffered a not satisfactory score within this waiting time
domain. Table 4.5 shows overall satisfaction as a factor of mode of appointment delivery.
According to this, patients perceived accessing making an appointment in person harder than
other modes of setting appointment times. In the bottom section of Table 4.5 higher satisfaction
rates are found among the demographic for county residents with longer histories of residency.
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CHAPTER 5
Discussion
Overall the survey indicated that customers who completed the survey were satisfied with
services provided at the clinic. This answers the first of two questions forming this evaluation.
The second question will be addressed through reviewing several recommendations for future
clinic improvements discovered while this study explored the data the survey tool offered.
As a recap, it is vital for health organizations to use monitoring of patient satisfaction as
an integrated approach to strategic management of their organizations. In this study, it can be
determined that through reflection and analysis of the patient satisfaction scores, patient
perceptions of the organizations performance can be evaluated to further make corrections to its
clinical processes. Next, comparison of mean scores along demographic questions and Likert
questions show only subtle differences. The first of these concerns points to the perception of
the Spanish speaking market segment. Even though they report overall satisfaction, scores
within the domain of quality in the construct of access and barriers, reflect that they perceive
decreased accesses to services. Additionally, there appears to be a relationship to these
perceptions and their perceptions of interpersonal communication with staff.
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Recommendations
Recommendations 1: Re-Survey
Further testing of this survey tool would require regular monthly data collection and tighter
sampling protocols. Sampling should be differentiated according to customer specification or
stratified in regard to treatment modalities. In addition, a new survey tool has been developed
for future surveys. This survey employs suggestions from the discussed research (Appendix H).
Recommendation 2: Focus Group
Focus groups should be conducted every two months. The creation of a focus group could help
foster a dialog between disenfranchised Spanish speaking customers or others who are
dissatisfied. Further, it may also foster relationships necessary for quality feedback and provide
useful information for future marketing campaigns. A survey tool should be employed for further
data collection of information during these encounters.
Recommendations 3: Waiting Times
To address the waiting time issue a survey of staff should be employed along with survey of
patients to further narrow the exact cause of this issue. Since correlation does not show
causation, further investigation through an employee based survey on the constructs of Herzberg
Theory of Employee Satisfaction may shed light on whether or not the waiting times are a
process issue or actually a human resource issue. Survey questions tailored using the seven
domains Herzberg attributed to satisfied employees (achievement, interest, experience,
recognition, responsibility, advancement, and learning) could be referenced with patient scores
across the domains for health care quality to analyze how these variables quantifiably interact.
Additionally, qualitative information should be collected and analyzed to supplement the
quantitative analysis for deeper insight into the true causes of the problem.
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Conclusion
Patient satisfaction is a very important part to health care delivery. As the research
shows, it is an important facet of ensuring quality driven treatment and increasing positive health
care outcomes. With the PPACA market reforms enabling more consumerism, the use of survey
to determine patient satisfaction will assist health care organizations and stakeholders to achieve
these goals. For public health clinics, the use of survey to measure patient satisfaction can be a
tool to monitor program efficiencies and determine areas for review. As our healthcare system
continues to change, further refinement of survey tools and sampling protocols for their use in
this sector will be a valuable asset to all involved stakeholders.
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Appendix E
Please take a few minutes to respond to the following questions. Purpose: Answering the
following short survey will help us improve our service to you. Participation: NOTICE, you
have the right to not participate in this survey. If you wish not to participate, it will not affect
your access to current or future care. Benefit: This study is not intended to benefit you
personally; however, it is a tool for us to provide better services in the future. Risk: There are
minimal risks, discomfort or stress while participating in this survey. If you do become
uncomfortable during the survey you may stop at any time -nonparticipation in this survey
carries no penalties or loss of benefits that you may be receiving from this agency.
Authorization: I have read and understand this disclosure completely and by filling out this
survey consent to participate in this study. If you have any questions regarding these rights as a
participant please contact: Dr. Steve Suter, University Research Ethics Review Coordinator,
Institutional Review Board/ Human Subjects Research, Department of Psychology,
California State University Bakersfield, Ca 93311-1099 (661) 654-2373
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Appendix F
Descripción de la Encuesta
Le rogamos que haga la bondad de tomar unos momentos para responder a las siguientes
preguntas (sobre su satisfacción con el servicio que ha recibido en esta agencia). Objetivo: Esta
breve encuesta nos ayudará a mejorar nuestro servicio en el futuro. Participación: No es
necesario que usted participe en esta encuesta y no está relacionada de ninguna forma con su
tratamiento. Beneficio: Este estudio no tiene la intención de beneficiarle personalmente (en el
momento), sin embargo, la información obtenida puede proporcionarle mejor servicio en el
futuro. Riesgos: Hay mínimos riesgos de sentir incomodidad o tensión durante su participación.
Si así resulta, usted puede discontinuar su participación en cualquier momento y no habrá
ningunas consecuencias o pérdidas de los beneficios que usted pueda recibir de esta agencia.
Derechos del participante: Si usted tiene cualquier pregunta sobre sus derechos como
participante en este estudio, por favor comuníquese con el Dr. Steve Suter, coordinador
universitario de la ética en investigaciones, Institutional Review Board/Human Subjects
Research (Consejo institucional para revisar los estudios con participantes humanos),
Departamento de Psicología, Universidad Estatal de California en Bakersfield, CA 93311-1099,
teléfono (661) 654-2373. Autorización: He leído y comprendido esta descripción y consiento
en participar por contestar a las preguntas de la encuesta a continuación.
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Appendix G
Figure 1. Based on Aragon and Gessell (2003)

Figure 1. Depiction of overall patient satisfaction with primary provider as a nexus of patient waiting times and
satisfaction with provider assistants. The use of a target is metaphorically representing the goal of primary provider
as an operationalization of patient centered satisfaction measures.
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Appendix H

In the following spaces, please provide us with any questions, comments or concerns you may have:
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________
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Table 4.1
Demographic Characteristics of Survey Respondents (N = 59)
______________________________________________________________________________
Characteristic
n
%
______________________________________________________________________________
Survey Language Format
Spanish

13

22

English

46

78

18-24

11

21

25-34

18

34

35-44

17

32

45-64

7

13

Att. did not complete grade school

1

2

Att. did not complete middle school

7

14

Completed High School

13

26

Some College

13

26

2 year college degree

6

12

4 year college degree

6

12

More than 4 years of college

4

8

Age Range

Education Level
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Table 4.1 (cont.)
Demographics Characteristics of Survey Respondents (N=59)
______________________________________________________________________________
Characteristic

n

%

______________________________________________________________________________
Language spoken at home
English

29

55

Spanish

11

21

English & Spanish

11

21

English & Language
Other than Spanish

2

4

Not a resident

1

2

Less than a year

2

4

1 to 5 years

11

23

Over 5 years

34

71

Walked

4

8

Bus

8

16

Personal Vehicle

40

76

County Residential Status

Transportation to Clinic

Evaluation of Clinic Services 41
Table 4.2
Percentage of Agreement and Disagreement of Responses
Customer Satisfaction Survey
_____________________________________________________________________________________________________________________
Domain
n
Percentage of
Percentage of
(Question No.
w/ construct)
Agreement
Disagreement
_____________________________________________________________________________________________________________________
Satisfaction
Q7 overall satisfaction

58

87

12

Q9 interpersonal
communication

50

86

14

42

93

7

59

86

13

Q6 interpersonal
communication

59

85

15

Q10 tech. skill/
communication

51

90

10

Q13 communication

48

90

10

Q14 skill communication

53

84

16

Q15 interpersonal
communication

54

93

7

Q17 privacy

50

94

6

Barriers/Access
Q1 location

59

93

7

Q2 location

57

90

10

Q3 communication

58

95

5

Q4 location

55

74

26

Barrier/Access
Q8 communication

48

79

21

Q11 efficiency

35

97

3

Q12 efficiency

39

90

11

Q18 efficiency

44

87

13

Q16 interpersonal
communication
Quality
Q5 interpersonal
communication
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Table 4.3
Mean Scores for Satisfaction, Quality, and Access
As factors of Age, Education, and Spoken Language
Characteristic
Satisfaction
Quality
Access/Barriers n
_____________________________________________________________________________________________
Age Range
18-24

4.50

5.00

4.50

25-34

4.67

4.80

5.00

35-44

4.38

4.80

4.88

45-64

5.00

4.67

5.00

Att. did not complete grade school

5.00

5.00

5.00

Att. did not complete middle school

4.71

5.00

5.00

Completed High School

4.54

4.91

4.92

Some College

4.55

4.13

4.67

2 year college degree

5.00

5.00

5.00

4 year college degree

4.17

4.67

4.67

More than 4 years of college

5.00

4.33

5.00

English

4.46

4.50

4.31

Spanish

4.73

5.00

4.69

English & Spanish

4.56

4.75

4.00

English & Language
Other than Spanish

5.00

5.00

4.00

Education

Spoken Language at home
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Table 4.4
Mean Scores for Overall Satisfaction
As factors of Efficiency
Characteristic

Question 7
Overall Satisfaction

Question 9
Satisfaction w/
Interpersonal
Communication
of condition

Question16
Satisfaction w/
Interpersonal
Communication
of treatment

EfficiencyNo wait

5.00

5.00

>15 minutes

4.92

4.92

5.00

15-30 minutes

4.64

4.77

4.83

< 30 minutes

4.18

4.21

4.53

Evaluation of Clinic Services 44

Table 4.5

Characteristic

Mean Scores for satisfaction, access and mode of appointment setting
with length of residency
Q7
Q11
Q12
Overall Satisfaction
Access
Access

Appointment Set
Telephone

4.55

4.91

5.00

In person

4.14

4.67

3.83

Walk in

4.50

4.69

4.50

1-5 years

4.45

4.90

4.70

Over 5 years

4.52

4.59

4.35

Public health nurse arranges
Length of residency
Not a resident
Less than 1 year
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