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Abstract
Background: The SERVQUAL (service quality) technique is one of the best techniques to evaluate customers’ expectations and perceptions 
of the quality of the services they have received.
Objectives: This study aimed to assess the quality gap in the services provided by rehabilitation centers in Iran using the SERVQUAL 
technique.
Patients and Methods: This was a cross-sectional study conducted in Ahvaz, Iran. The study sample was composed of 255 patients 
randomly selected from 5 rehabilitation centers. The research data was collected using a valid questionnaire, consisting of 22 items and 5 
dimensions of service quality.
Results: Most of the patients included in this study were female (72.9%), and the mean age of the patients was 40 ± 13.2 years. The total mean 
scores of the patients’ expectations and perceptions were 3.73 (SD = 0.3) and 3.56 (SD = 0.5), respectively. According to the gap analysis, there 
was a negative quality gap in each of the five SERVQUAL dimensions, but in the assurance dimension, this gap was very low, and not found 
to be significant. The quality gap was more negative in the tangiblesfactor (-0.33) and reliability (-0.30) than in the other factors.
Conclusions: There was a negative gap between the patients’ expectations and what they actually perceived in the studied rehabilitation 
centers (with the exception of one public clinic); therefore, improvements are needed across all five dimensions.
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1. Background
Improving the quality of service is an important strat-

egy in today’s competitive environment (1, 2). In addi-
tion, quality is a key determinant of the market share and 
organizational excellence (1, 3). Improving the quality 
of healthcare services reduces organizational costs and 
increases organizational productivity and performance 
(3, 4). Therefore, the improvement of service quality is an 
important challenge for healthcare providers (5).

Currently, the importance of the perspectives of pa-
tients, as consumers of healthcare services, is increasing-
ly considered while measuring the quality of healthcare. 
For example, a patient’s assessment of the healthcare ser-
vices provided may reveal previously unknown quality 
problems (6). Nowadays, improving the quality of health-
care services is more important to managers and policy-
makers (2, 7). There is often a gap between the patient's 
needs and the managerial performance of medical and 
healthcare centers; therefore, understanding the expec-
tations and perceptions of customers with regard to the 
quality of services can facilitate resource allocations and 
reduce the quality gap (2). Reducing the gaps between 
patients’ expectations and perceptions of service quality 
leads to increases in patient satisfaction (4, 8).

Rehabilitation centers, which provide key paramedical 
and tertiary level services, increase the quality of life of 
disabled patients. In addition, the competition for qual-
ity rehabilitation services has been increasing, as a key el-
ement of the healthcare system (9-11).Overall, the quality 
of medical services reflects two components: technical 
and functional. Sincethe evaluation of the technical com-
ponent (diagnostic and therapeutic processes) is difficult 
for patients, they are more likely to assess the functional 
services (services processes) (12).

The SERVQUAL technique, designed by Parasuraman et al. 
(13), is one of the best techniques for evaluating customers’ 
expectations and perceptions of service quality (1, 2), and 
includes five dimensions: tangibles, reliability, respon-
sibility, empathy, and assurance (4, 14). Curiand Sinkler 
(2002) showed that there was a gap in the quality of the 
studied rehabilitation centers, and highlighted reliability 
and empathy as important dimensions (13). The study con-
ducted by Taner and Antony (2006) reported that patient 
satisfaction was higher in private hospitals than in public 
hospitals. They also showed that satisfaction with the phy-
sicians and the cost of services are the key determinants of 
service quality in public hospitals (15).
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2. Objectives
This study explored consumer satisfaction as an impor-

tant indicator of quality in a rehabilitation setting. In 
order to do this, it was important to measure specific as-
pects of the rehabilitation services. A quality assessment 
of services is a basic requirement for a customer-focused 
performance management program, especially for medi-
cal services.

3. Patients and Methods
This cross-sectional study was conducted from April of 

2014 until February of 2015,among 255 recipients of ser-
vices, including physiotherapy, speech therapy, and oc-
cupational therapy. The research took place in two teach-
ing hospitals, two rehabilitation clinics, and one public 
hospital affiliated with the Iranian oil company in Ahwaz 
(Khuzestan). The following sampling formula was used:

(1) Z =
zα

2
2×δ2

d 2

These medical centers were selected based on the exis-
tence of at least two of the three rehabilitation services 
mentioned above. The patients were randomly selected, 
and the inclusion criteria required at least one prior visit 
to the center, and an age of over 18 years.

The data were collected using the SERVQUAL ques-
tionnaire (5, 8) and patient interviews, while the valid-
ity of the questionnaire was assessed by expert opinion. 
The alpha coefficient was determined to be r = 0.7. The 
SERVQUAL questionnaire was made up of twenty-two 
parallel Likert scale items, measuring five dimensions 
of service quality, consisting of tangibles (4 items), reli-
ability (5 items), responsiveness (4 items), assurance (4 
items), and empathy (5 items).Each item consisted of a 
five-point Likert scale ranging from strongly disagree = 1 
to strongly agree = 5. The independent variables in this 
study included the patient’ sage, sex, number of refer-
rals to rehabilitation centers, basic and complementary 
medical insurance, residence location, educational level, 
marital status, employment status, initial familiarity 
with the center, type of services required, and record of 
disability. This questionnaire was completed before and 
after the services were received. In the first phase, the ser-
vice recipients were asked to express their expectations 
about the quality of services. In the second phase (after 
receiving services, on the same day), their perceptions 
of the quality of services (performance) were evaluated. 
Using the differences between the scores of the patients’ 
expectations and perceptions, the quality gaps between 
the different rehabilitation services were calculated.

In this study, the significance level was 5%, and the data 
was analyzed using SPSS 18.0 (SPSS Inc., Chicago, IL, USA). 
Descriptive statistics, a paired t-test, and an ANOVA were 
used to evaluate and analyze the data.

3. 1. Ethical Issues
This study was approved by the Ethics Committee of 

Ahvaz Jundishapur University of Medical Sciences, code: 
ajums.1392.145.

4. Results
It can be seen in Table 1 that most of the patients were 

female (72.9%), the mean age of the patients was 40 ± 13.2 
years, and 80% were married. Most of the patients were 
covered by the Social Security Insurance fund (43.9%), 
while 27.5% of the patients had complementary medi-
cal insurance. The average number of visits per year was 
20.17 ± 19.2, and 49.8% of the patients had chosen the 
rehabilitation center on the advice of their physicians.

Table 1. Socio-demographic data of the patients (N = 255)a

Variable Values
Gender

Male 69 (27.1)

Female 186 (72.9)

Age, y
≤ 20 5 (2)

21 - 30 73 (28.6)

31 - 40 59 (23.1)

41 - 50 55 (21.6)

51 - 60 41 (16.1)

> 60 22 (8.6)

Residence
Ahvaz 232 (91)

Other cities 23 (9)

Marital status
Single 40 (15.7)

Married 204 (80)

Divorced 11 (4.3)

Educational level
Illiterate 13 (5.1)

Primary and secondary school 188 (73.8)

Academic degree 54 (21.1)

Medical insurance
Social security 112 (43.9)

Medical services 43 (16.9)

Military medical insurance 4 (1.6)

Others 96 (37.6)

Referral source
Physicians 39 (15.3)

Friends and family 127 (49.8)

Poster and mass media 19 (7.5)

Other institutions 58 (22.7)

Others 12 (4.7)

Number of visits, per year
≤ 10 169 (66.3)

11 - 20 32 (12.5)

21 - 30 21 (8.2)

31 - 40 9 (3.5)

> 40 24 (9.4)

Type of service
Physical therapy 151 (59.2)

Speech therapy 42 (16.5)

Occupational therapy 62 (24.3)
aValues are presented as No. (%).
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The majority of the patients were in Ahvaz city (91%). Over-
all, 59.2% of the patients received physiotherapy services, 
16.5% received speech therapy services, and 24.3% received 
occupational therapy services. In addition, 73.8% of the 
patients had completed primary and secondary school.

According to Table 2, the patients’ expectations with re-
gard to the dimensions were: tangibles = 3.76, reliability = 
3.74, responsibility = 3.77, assurance = 3.71, and empathy = 
3.68. The patients’ perceptions were: tangibles = 3.43, reli-
ability = 3.44, responsibility = 3.65, and empathy = 3.60. 
Based on the gap analysis of the dimensions, the quality 
gap was more negative in the tangible factors (-0.33) and 
reliability (-0.30) than in the other factors. This study 
showed that the patients’ expectations of the quality of 
services (3.73) were higher than their perceptions (3.56) 
and, generally, that the quality of services provided at the 
studied centers was lower than the patients’ expectations.

In Figure 1, the results of the analysis of the quality gap-
sin theservices in the studied hospitals and centers have 
been illustrated. According to the chart, there was no gap 
in the “E”medical center (gap was positive); but in all of 
the other centers and hospitals, the quality of the reha-

bilitation services was lower. In the public and teaching 
hospital “A”, the quality gap was higher (negative) than 
in the other studied hospitals.

As seen in Table 3, in item 1 “Employees are neat in appear-
ance” and item 12 “Personnel are always willing to help,” 
there were no quality gaps, and the differences between 
the perceptions and expectations of the patients were 
zero. In item 13 “Personnel are never too busy to respond to 
requests,” item 16 “Personnel are consistently courteous,” 
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Figure 1. Quality Gaps in the Rehabilitation Services in the Studied 
Medical Centers

Table 2. Mean Scores of the Patients’ Perceptions, Expectations, and Service Gaps in five SERVQUAL Dimensionsa

Dimension Expectation Perception Quality Gap (P-E) P Value
Tangiblesb 3.76 ± 0.39 3.43 ± 1.66 -0.33 .002

Reliabilityb 3.74 ± 0.46 3.44 ± 0.59 -0.30 .001

Responsibilityb 3.77 ± 0.43 3.65 ± 0.60 -0.12 .007

Assurance 3.71 ± 0.46 3.69 ± 0.52 -0.02 .492

Empathyb 3.68 ± 0.47 3.60 ± 0.58 -0.08 .019

Totalb 3.73 ± 0.35 3.56 ± 0.55 -0.17 .001
aData are presented as mean ± SD.
bsignificant.

Table 3. The Differences Between the Means of the Patients’ Expectations and Perceptions of the Services Received, Based on Itemsa

Dimension Item Expectation Perception Quality Gap (P-E) P Value
Tangibles Employees are neat in appearance 3.75 ± 0.434 3.75 ± 0.463 0.00 .914

Physical facilities are visually appealingb 3.78 ± 0.415 3.40 ± 0.854 -0.38 .000

The department has up-to-date equipmentb 3.75 ± 0.443 2.26 ± 1.145 -0.49 .000

Physical facilities in accordance with serviceb 3.76 ± 0.434 3.98 ± 0.970 -0.78 .000

Reliability When something is promised, it is doneb 3.73 ± 0.477 3.55 ± 0.806 -0.18 .001

Sincere interest shown in solving problemsb 3.75 ± 0.469 3.58 ± 0.809 -0.17 .003

Carrying outservices right the first timeb 3.75 ± 0.471 3.56 ± 0.791 -0.19 .001

Provision of services in the time promisedb 3.75 ± 0.471 3.30 ± 1.118 -0.45 .000

Keeping client records correctly without mistakesb 3.73 ± 0.528 3.37 ± 0.921 -0.36 .000

Responsibility Information provided on when services will be performedb 3.79 ± 0.435 3.66 ± 0.776 -0.13 .013

Provision of prompt serviceb 3.76 ± 0.461 3.55 ± 0.867 -0.21 .000

Personnel are always willing to help 3.76 ± 0.463 3.76 ± 0.618 0.00 .929

Personnel are never too busy to respond to requests 3.76 ± 0.477 3.77 ± 0.606 0.01 .931

Assurance Behavior of the employees instills confidence in patients 3.72 ± 0.460 3.67 ± 0.734 -0.05 .332

Feeling of safety in interactions with employees 3.70 ± 0.515 3.67 ± 0.732 -0.03 .596

The personnel are consistently courteousb 3.72 ± 0.458 3.80 ± 0.520 0.08 .052

Knowledgeable personnel to answer patients’ questions 3.73 ± 0.454 3.69 ± 0.592 -0.04 .297

Empathy Provision of individual attentionb 3.69 ± 0.543 3.51 ± 0.869 -0.18 .002

Convenient operating hoursb 3.69 ± 0.478 3.50 ± 0.878 -0.19 .000

Employees give personal attention 3.73 ± 0.447 3.76 ± 0.509 0.03 .246

Personnel have patients’ best interests at heart 3.67 ± 0.570 3.68 ± 0.663 0.01 .780

Employees understand specific needs 3.73 ± 0.447 3.70 ± 0.573 -0.03 .523
aData are presented as mean ± SD.
bSignificant.
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item 20 “Employees give personal attention,” and item 21 
“Personnel have patient’s best interests at heart,” the qual-
ity gaps were positive. The maximum gaps were found in 
items 3 (-0.78), 4 (-0.49), and 8 (-0.45). In items 13, 16, 20, and 
21, the centers were also assessed positively, with only the 
gap in item 16 being significant. In items 1 and 12, no gaps 
were observed between the patients’ perceptions and ex-
pectations of service quality (P - E = 0); that is, the patients 
received the services that they expected.

5. Discussion
In this study, the gaps in the quality of rehabilitation 

services were assessed using the SERVQUAL technique, 
which is appropriate for evaluating the quality of these 
services. Generally, the results showed that a patient’s ex-
pectation of quality was higher (3.73) in all of the dimen-
sions than his/her perception (3.56). Therefore, the qual-
ity of services provided by the rehabilitation centers was 
poor. In addition, the mean score for the patients’ per-
ceptions of quality showed that the rehabilitation cen-
ters should take fundamental steps toward improving 
the quality of their services. The studies by Bahadori (8), 
Vafaee-Najar (16), Aghamolaei (2), Zarei (1), and Ranjbar 
(17) showed similar results in the hospitals and health-
care centers in Iran, while Lim (18) and Sadiq Sohail (19) 
showed similar results in other countries. 

The highest gaps in this study were in the tangibles 
(-0.33) and reliability (-0.30), and Vafaee-Najar et al. 
(16) showed similar results. However, Aghamolaei et 
al. showed that the gaps in the responsibility and em-
pathy were higher than in the other dimensions (2). In 
some studies, the gap in the dimension of empathy was 
the greatest (1, 8). The differences in the results of these 
studies may be due to the research environment, as well 
as other personal, organizational, and cultural factors af-
fecting the quality of services.

These studies show that private medical centers pay 
more attention to the physical appearance (tangibles) 
(20), which emphasizes the appearance of the work-
place, medical equipment and facilities, cleanness of the 
staff, and clean and new furniture in the workplace (1, 2, 
19). The physical appearance of the workplace seems to 
be important for customers; therefore, hospital manag-
ers should provide a clean and beautiful environment 
for their patients (21). Furthermore, the hotel status and 
physical appearance of the hospitals and rehabilitation 
centers have significant impacts on a patient’s selection 
of the center (1); so managers can use new techniques, 
such as the 5 Smethodology, to improve the quality (22). 
Reliability is considered to be the vital core of service 
quality, and the other dimensions will only matter to the 
customers if the service is reliable (23). Good reliability 
depends on handling customers’ service problems, per-
forming services right the first time, providing services 
in the promised time frame, and maintaining error-free 
records (5, 8).

Responsibility includes the tendency of personnel to 
solve patients’ problems quickly and easily, the on time 
delivery of services, providing a clear description of the 
services to the patients, and reducing patients’ waiting 
times (24). This dimension is oriented more towards 
the technical dimensions of medical care. Additionally, 
some studies have shown that reducing a patient’s pain 
in the fastest time possible is part of this dimension (25). 
The managers of rehabilitation centers can increase the 
responsibility levels of their centers by providing timely 
services to increase their patient satisfaction levels (1). 
Moreover, paying more attention to the patients’ rights 
can strengthen the responsibility dimension (2, 26).

According to the results of our study, the gap in the as-
surance dimension was very low (-0.02), but this gap was 
not statistically significant. This means that the perfor-
mances of the rehabilitation centers in this dimension 
were a bit better than in the others. This dimension re-
fers to being respectful and courteous to the patients, the 
staff’s awareness of new techniques, ensuring the medi-
cal skills of the staff, and the sense of safety and security 
from the medical staff (26). Previous studies have shown 
that this dimension is more important than the other 
dimension in the views of the customers (17); therefore, 
managers can increase their customers’ satisfaction by 
emphasizing techniques that improve service assurance, 
and creating organizational units to improve the qual-
ity (20). The assurance dimension in this study showed 
that the staff of the rehabilitation centers studied had the 
requisite knowledge to help the patients, and that their 
attitudes were courteous, making the patients feel safe 
and assured. These findings correspond with the results 
of the study by Zarei et al. (1).

The results of our study also showed that in item 1“Em-
ployees are neat in appearance” and item 12 “Personnel 
are always willing to help,” there were no quality gaps; 
that is, the differences in the perceptions and expecta-
tions of the patients were zero. In item 13 “Personnel are 
never too busy to respond to requests,” item 16“Personnel 
are consistently courteous,” item 20“Employees give per-
sonal attention, ”and item 21 “Personnel have patients’ 
best interests at heart, ”the quality gaps were positive, 
reflecting that the performance of the rehabilitation 
centers was acceptable, from the point of view of the pa-
tients. Therefore, the managers of rehabilitation centers 
should be more focused on improving the quality of the 
other items.

There was also a low gap in the empathy dimension 
(-0.08) shown in our study. Vafaee-Najar et al. (16) showed, 
in their study, that empathy had the lowest gap, which 
was similar to our results. However, Zarei et al. (1) and Ba-
hadori et al. (8) reported that empathy had the highest 
gap when compared to all of the other dimensions. The 
dimension of empathy includes the personal attention of 
the staff toward the patients, having affection toward the 
patients, being sensitive to the feelings of the patients, 
and keeping the patients’ privacy (26). This dimension 
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also considers communication techniques. A gap in this 
dimension indicates poor communication between the 
patients and the providers (1). Overall, the human factors 
seemed to have a greater impact on the patients' per-
ceptions of the quality of services than the non-human 
elements. One of the most important factors in the per-
ception of the quality of services was the interpersonal 
relationship (27, 28). Corresponding to other studies, pay-
ing attention to the patients’ needs and financial difficul-
ties is defined in this dimension (8).

 Reducing the costs of rehabilitation services can im-
prove the perception of the quality of services, because 
offering cheaper services is one part of the patients’ ex-
pectations. In this study, the patients stated that, regard-
ing financial costs, the rehabilitation manager must 
determine reasonable prices to provide quality services. 
Therefore, one apparent way to improve patient satisfac-
tion in their services is to reduce the costs of these ser-
vices. However, hospitals may have no desire to reduce 
their costs. Thus, improving patients’ perceptions of the 
quality of services can be obtained by reducing the non-
financial costs (reducing waiting times) or increasing the 
benefits of the services received.

An important component of the empathy dimension 
is paying attention to the patients’ values and emotions, 
which can have a significant impact on the improvement 
of their perceptions about the quality of the services pro-
vided (16). More empathy from the medical personnel 
can create more satisfaction in their patients (29). The 
patients reported staff interest based on the time spent 
talking and listening to their concerns about anxiety, 
fear, and stress, and providing them with necessary in-
formation about their diseases and treatments to resolve 
their concerns. However, cultural differences can affect 
a patient’s perspective about the quality of the interac-
tions of the staff.

The results of this study showed a gap between the per-
ceptions of the patients and their expectations of quality 
rehabilitation services (in the assurance dimension, this 
gap was very low [negative]). The quality of the rehabili-
tation services in all of the studied centers and hospitals 
(except for one public clinic) was lower than the patients’ 
expectations. However, this research did have some limi-
tations. First, the findings were based on the results of 
selected referral hospitals and rehabilitation centers in 
Ahvaz city, located in southern Iran; therefore, more stud-
ies must be implemented in public and private hospitals 
to increase the generalizability of the results. Second, in 
this survey, some of the rehabilitation services, including 
eudiometry and optometry, were not studied.

5. 1. Conclusion
The results of this study showed that there were gaps 

in all of the dimensions of quality in the rehabilitation 
services, with the exception of the assurance dimension. 
The tangibles and reliability dimensions had greater 

gaps than the other dimensions. Additionally, the results 
showed that the rehabilitation centers have not been 
able to fully meet the expectations of their patients, and 
they need to improve the quality of their services. To 
achieve an acceptable level of quality, it is necessary to 
apply methods and techniques to improve the quality of 
rehabilitation services.
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