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ABSTRACT 

Customer comfort is an important factor in developing and maintaining relationships 

between customers and service providers. For example, it plays essential roles in 

selecting service provider. In spite of its importance, the concept of comfort has not 

been fully explained in the service marketing literature. Although, comfort has been 

discussed as a fundamental element in healthcare, its role in developing and 

maintaining customer relationships has not been fully explored in the boarder 

marketing literature. The present study focuses on the concept of comfort (physical 

and psychological) as a crucial factor in marketing health care services, particularly in 

Saudi private hospitals  

This thesis examines a number of the antecedents and consequences of physical and 

psychological aspects of comfort in the marketing arena. Antecedents investigated 

included: functional and technical dimensions of service quality, the environmental 

and social aspects of hospital life and service costs (monetary and non-monetary). 

Patients’ satisfaction was the consequence of customer comfort explored in this thesis. 

When the relationships between the physical and psychological aspects of comfort and 

their antecedents were examined, it was concluded that a number of these constructs 

were shown to have positive effects in the concept of comfort in Saudi private 

hospitals. For example, the construct of functional service quality appears to have a 

positive effect in the perception of psychological comfort. The construct of technical 

service quality, such as staff behaviours, also tends to have a positive effect in the 

perception of psychological comfort. The social and environmental aspects of hospital 

life stood out as the only construct that has a positive effect in the perception of 

physical comfort. While the monetary and non-monetary costs of the service were 
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found to have no effect in the perceptions of both physical and psychological comfort. 

In testing the consequence of the physical and psychological aspects of comfort, it was 

found that psychological comfort tends to have a positive effect in satisfaction. 

Finally, the findings showed that the technical dimension of service quality appears to 

have significant effects in the perceptions of both psychological comfort and 

satisfaction. This implies that the technical dimension of service quality tends to 

promote psychological comfort and satisfaction for Saudi patients. 

The perception of physical and psychological comfort in Saudi private hospitals is also 

influenced by the roles of the Islamic religion which is based on the holy Quran and 

Sunnah of Profit Mohammed (peace be upon Him). In addition to the basic 

dimensions of comfort, these roles can be used to shape the perceptions of the concept 

of comfort. 

It may be useful for Saudi private hospitals to direct their efforts towards promoting 

patients’ comfort and satisfaction by providing healthcare quality experience that 

focuses on the functional and technical dimensions of healthcare services, the 

environmental and social aspects of hospitals and the costs of their services.  

Data has been collected using an established questionnaire to examine the relationship 

between comfort, service quality, hospital life and costs. The sample of this study was 

221 male patients in Saudi private hospitals. The Statistical Package for the Social 

Sciences SPSS 15 and Structural Equation Modelling (SEM) with AMOS 7.0 analysis 

softwares were used to analyse the collected data. 

The major contribution of this thesis is to examine the effects of functional and 

technical dimensions of service quality, the environmental and social aspects of 
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hospital life and monetary and non-monetary costs in the perceptions of physical and 

psychological comfort. This study suggests that the perception of psychological 

comfort is more important and can be influenced by the majority of these antecedents.  
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CHAPTER ONE: INTRODUCTION  

Comfort plays a critical role in maintaining customers’ retention and sustaining 

businesses for many service providers. For example, comforting costumer by staff 

of service providers is likely to reduce the number of complains from service 

providers (Walker, 1996). Additionally, comfort is a crucial factor in developing 

and maintaining relationships between customers and service providers (Dabholkar, 

Shepherd & Thorpe, 2000). The concept of comfort in healthcare services is critical 

for professional, political and managerial reasons (Hamilton, 1989a; Kolcaba, 

1992; Morse, 1995; Siefert, 2002; Tutton & Seers, 2003; Wurzbach, 1996). For 

instance, it helps in speeding recovery and contributes to early discharge (Walker, 

1996). Comfort has received considerable attention in the healthcare industry 

because it achieves a better health service for patients (Cameron, 1993; Kolcaba, 

2003; Malinowski & Stamler, 2002). In spite of its importance, there has been little 

research into the concept of comfort in service marketing (Dabholkar, Shepherd & 

Thorpe, 2000; Spake et al., 2003), particularly in marketing healthcare services.  

There is a growing evidence that the quality of healthcare services has a great 

impact on patient responses such as satisfaction (Andaleeb, 2001). However, 

healthcare providers in developing countries seem to be overlooking the importance 

of patients’ perceptions regarding their healthcare services (Andaleeb, 2001). For 

example, patients’ perception of the poor quality of healthcare service in Nepal lead 

to reduced usage of the healthcare facilities (Andaleeb, 2001). The patients’ voice 

is of paramount importance in designing the roles of delivering healthcare services 

in developing countries (Andaleeb, 2001).  The poor quality of public healthcare 

also increases the use of private sector healthcare services (Andaleeb, 2001). For 



 

 

2 

example, the public healthcare sector is free-of-charge in Saudi Arabia, but there 

has been a greater use of the private sector of healthcare over time (Alsultan, 2007).  

In developing countries such as Saudi Arabia, few studies have sought patients’ 

views on comfort with healthcare services. Little effort has been exerted to involve 

patients in measuring their comfort and its effect on their satisfaction. In addition, 

few studies have discussed patients’ comfort from a cultural and environmental 

perspective. Conversely, several studies have addressed the concept of comfort in 

western countries.  Studies of the concept of comfort in Saudi private hospitals are 

essential in order to test whether the western theory of comfort can be applied to 

them. Private hospitals in Saudi Arabia charge fees for their services while public 

hospitals are free of charges. The costs of the service including fees are one of the 

antecedents of comfort. Therefore, the private hospitals were chosen to be a sample 

frame of this thesis. 

The concept of comfort when purchasing products (goods or services) is new, and 

is  having a growing interest among practitioners (Spake et al., 2003). However, the 

literature has introduced different definitions of the concept of comfort (Pineau, 

1982; Siefert, 2002; Slater, 1985). It does not appear to have the same meaning for 

all people who tend to define it based on their own backgrounds and experiences  

(Pineau, 1982; Slater, 1985). For example, the concept of comfort is viewed as a 

positive emotion (Siefert, 2002), a feeling of ease (Kolcaba, 2003) and freedom 

from discomfort (Quehl, 2001, p. 4).  

Marketers tend to define psychological comfort as “a psychological state wherein 

customer’s anxiety concerning a service has been eased and he or she enjoys peace 

of mind and is calm and worry-free concerning service encounters with this 



 

 

3 

provider” (Spake et al., 2003; , p321). In the healthcare setting, it has been defined 

as a state of fulfilling human needs  for ease, relief, and transcendence (Kolcaba, 

2003). 

Therefore, the literature from both the areas of marketing and healthcare will be 

applied to discuss and define the concept of comfort. The present study focuses on 

selected antecedents and consequences which are associated with this construct in 

the marketing of healthcare services. 

 The antecedents of comfort in healthcare marketing have found to be:  

• the functional and technical dimensions of hospital services;  

• the environmental and social aspects of the interaction between the hospital 

and its patients (often called ‘hospital life’); and  

• monetary and non-monetary costs of these services.  

The consequence of the patient comfort in the current study is patient’s satisfaction. 

Therefore, the concept of comfort is applied as a marketing tool in healthcare 

services and defined through its antecedents and consequences. 

This thesis examines the relative influences of the constructs of service quality in 

hospitals, the environmental and social aspects and the costs of these services on 

patient comfort which are hypothesized to be an effect in patient satisfaction. The 

relationship between these constructs has not previously been examined from the 

viewpoint of the patients, nor has it tested in any countries using marketing 

framework. This omission represents an important gap in the literature and is one 
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that should be addressed. Filling this gap in an important factor and add essential 

contribution to healthcare services marketing context.  

 

1.1 Original Contribution 

The current thesis provides a number of specific contributions by examining two 

important objectives. The first of these is to obtain an in-depth understanding of the 

multidimensional construct of comfort in healthcare marketing. The second 

contribution is to develop a model of the factors influencing the concept of comfort 

in healthcare, particularly focusing on the effect of service quality, hospital life and 

costs on customer comfort and satisfaction in the private health services sector. 

This contribution applies the relationships between these constructs in marketing 

healthcare services. A discussion of these two objectives are followed 

 

1.1.1 Patient Comfort  

The word comfort is a noun that is derived from the Latin word confortare, that 

means “to strengthen much” or “to console” (Quehl, 2001, p. 4). Comfortable is an 

adjective and has been used for the same meaning of the concept of comfort 

(Kolcaba, 1991). The words comfort and comfortable have used interchangeably 

depending on the grammatical requirements in this thesis.  

Marketers have defined psychological comfort as “a psychological state wherein 

customer’s anxiety concerning a service has been eased and he or she enjoys peace 

of mind and is calm and worry free concerning service encounters with this 
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provider” (Spake et al., 2003; , p321). In the healthcare setting, it has been defined 

as a state of fulfilling human needs  for ease, relief, and transcendence (Kolcaba, 

2003). Recently, there was a recognition of the patient as a customer in healthcare 

services (Ministry of Health, 2005). Now the healthcare services view the patient as 

a customer and their needs for ease, relief and transcendence have to be fulfilled 

(Kolcaba, 2003). Therefore, the marketing of healthcare services deals with the 

patient as a customer. 

Based on the various definitions in the literature, the concept of comfort can be 

defined as a state of meeting psychological and physical customer needs from the 

service and service provider. The psychological needs of comfort have been 

described as a peace of mind (Slater 1985), or a positive emotion, a reduced anxiety 

[associated with] alleviating mental discomfort (Spake et al. 2003, p. 317). 

Whereas, physical needs of comfort are related to body’s capability to functional 

and can be noticed in all body systems (Slater, 1985).  For example, in the digestive 

system if you do not eat you will feel hungry. Hunger means you feel physically 

discomfort (Slater, 1985). 

The concept of comfort is a key variable in developing and maintaining 

relationships between customers and service providers (Dabholkar, Shepherd & 

Thorpe, 2000; Spake et al., 2003). Although the concept of comfort is important in 

marketing settings and leads to trust, satisfaction and an active voice (Spake et al., 

2003), it is also a fundamental concept in the healthcare setting. The concept of 

comfort has always been an essential target for hospital services staff (Morse, 

Bottorff & Hutchinson, 1994). However, the available literature on the concept of 

comfort and its importance in service marketing is limited to two studies 
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(Dabholkar, Shepherd & Thorpe, 2000; Spake et al., 2003). In addition, there are 

few studies that have addressed patient comfort during their treatment (Morse, 

Bottorff & Hutchinson, 1994).  

Most research on patient comfort with health services has focused on the hospital 

setting, and especially on the technological and institutional factors. At the same 

time, little attention has been given to comfort from the patient’s perspective  

(Cameron, 1993) despite the fact that the patient is the main focus in the health 

service setting. 

Studies in the healthcare industry have attempted to explain various dimensions of 

the concept of comfort. However, intensive research on how patients achieve 

comfort and how comfort affects their satisfaction in hospitals is still required for 

the following reasons: 

a) to achieve a comprehensive definition of the concept of comfort (Cameron, 

1993; Morse, Bottorff & Hutchinson, 1994; Tutton & Seers, 2004). This 

definition is based on the antecedents of comfort (service quality, hospital life 

and service costs) and its consequence (satisfaction). 

b) to enhance the meaning of the experience of comfort and improving healthcare 

for patients based on the antecedents and consequences of comfort (Katharine 

Y. Kolcaba, 1991; Tutton & Seers, 2003). 

c) to develop knowledge of cultural patterns of expression and achievement of the 

comfort state and measure it using the Likert Scale (Katharine Y. Kolcaba, 

1991; Malinowski & Stamler, 2002). 

d) to enhance patient satisfaction based on their comfort (Andaleeb, 2001) 
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e) to improve and maintain service marketing in healthcare settings(Morse, 

Bottorff & Hutchinson, 1994; Scitovsky, 1976; Slater, 1985). 

f) to enhance the relationship between hospitals and their customers (Kolcaba, 

1992; Malinowski & Stamler, 2002; Morse, Bottorff & Hutchinson, 1994).  

 The concept of comfort is an important factor in the healthcare context, and also a 

vital measure of quality care as identified by the American Department of Health, 

Education and Welfare (1974) and the American Nurses’ Association (1987) in 

their scope of gerontological practice (cf. Kolcaba, 1992). However, surprisingly 

little research has examined the concept of comfort in the marketing context (Spake 

et al., 2003). The present thesis aims to explore the concept of comfort by 

understanding how service quality, hospital life and the costs (monetary and non-

monetary) influence patient comfort and how the latter translates into patient 

satisfaction in marketing healthcare services.  
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1.1.2 The proposed Model 

The model that is the basis for this research is expected to deliver significant 

theoretical and practical results. This is the first study that conceptualizes the 

concept of comfort and its relationships with other concepts in marketing 

healthcare services. This is also the first research to conceptually model the 

outcomes of the concept of comfort in terms of marketing healthcare services. This 

model is different to traditional healthcare approaches to comfort by the 

antecedents of comfort (service quality, hospital life and service costs) and its 

outcome (satisfaction). 

 The importance of the model developed in this research is in the implications it has 

for improving hospital services for patient outcomes. The model of the study 

developed in chapter two presents an explanation of the antecedents and outcome 

of the concept of comfort from the patients’ viewpoints in marketing healthcare 

services as shown in Figure 1. 

FIGURE 1: Model of the Research 
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1.2 Context of the Study: Saudi Arabia 

Saudi Arabia is the largest country of the Arab peninsula. It covers about 2,240,000 

square kilometers (Al-Shahri, 2002).  The population of Saudi Arabia is more than 

27 million and includes 5.6 million non-nationals (Intute, 2008).  

More than 41000 physicians, nurses and allied health personnel are employed in 

Saudi private hospitals with the great majority of them (more than 90%) being 

expatriates (Ministry of Health, 2005). The official language for communication 

and documentation in Saudi private hospitals is English (Al-Shahri, 2002).  

Saudi culture is based mainly on the roles of the following of the religion of Islam. 

Islamic roles are derived from the Holy Qur’an that revealed to Prophet 

Mohammed, peace be upon him, and his life including his deeds, speech and 

sanctions. A patients’ faith in Islam influences Saudi patients in several ways. For 

example, the Saudi culture believes that the occurrence of illness is a destiny that is 

attributed to the will of Allah (The Almighty God). This does not tend to prevent 

Saudi patients from seeking medical treatments or using available defensive 

services (Ministry of Health, 2005). The patients’ dignity is another example of 

Saudi culture that influence patients comfort. Visiting inpatients is a duty of 

following Islam and is practiced by Saudis. Hence, the majority of Saudi inpatients 

receive strong religious and social support from their community (family and 

relatives). These some examples influence the perception of the concept of comfort 

in Saudi culture. Saudi patients might perceive their comfort different to patients in 

western countries.  
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Saudi Arabia was chosen as a context of the thesis to: 

1. Understand the influence of unique culture implications of the perception of 

the concept of comfort. 

2. Understand the concept of comfort and how it is n associated with providing 

frontline service in a middle-eastern country. 

3. Provide new insights about the concept of comfort that might be used in a 

cross cultural comparison in future research. 

   

1.3 Objectives and Research Questions 

The main objectives of the present study are: 

1. to understand how the concept of comfort is viewed by patients and how 

this concept may be influenced by important constructs such as service 

quality, hospital life and costs; and 

2. to understand how the concept of comfort affects patient satisfaction . 

In order to achieve the objectives mentioned above, the study will answer the 

following questions: 

Research question one: What constitutes the concept of comfort for a patient? 

Research question two: Is comfort a multidimensional concept? If so, what are 

the components of comfort?  
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Research question three: To what extent do service quality, hospital life and 

costs influence the concept of comfort and how does the latter influence patient 

satisfaction. 

1.4 Conclusion 

This chapter provides the foundation for the study by introducing both the research 

problem and its objectives. The contributions of this research were addressed and 

the context of the study was explored.  

Chapter two provides a theoretical foundation for the conceptual development of 

the research model and hypotheses developed for the study. Chapter three presents 

the research methodology. Data analysis and findings are provided in chapter four. 

Chapter five addresses the results of hypotheses testing. Chapter six discusses the 

summary and conclusion. 
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CHAPTER TWO: CONCEPTUAL DEVELOPMENT  

2.1. Introduction   

The nature of the construct of comfort and the importance of it to customers are 

something we do not know much about. Both aspects of comfort lie at the core of 

the relationship between customers and service providers, and is considered a new 

concept of growing interest to marketing academics and practitioners (cf., 2000; 

Holdford & Schulz, 1999; Spake et al., 2003). To date, it has received relatively 

little attention in the service marketing literature because much focus has been 

given to other emotional responses such as satisfaction (Spake et al., 2003). 

However, the desire for comfort has been discussed in a number of contexts such as 

psychology and communication studies. For example, looking for comfort is 

considered as a basic human behavior from birth to death in psychology studies 

(Spake et al., 2003). In addition, economics has illustrated that comfort-seeking 

motivates behavior (cf. Spake et al., 2003)   

This thesis provides an extension to existing knowledge by exploring not only the 

conceptual structure of ‘comfort’, in a service marketing context but also the 

relationship between both its antecedents and a selected outcome. There is no other 

study looked at the antecedents and outcomes of the concept of comfort in service 

marketing context. In doing so, this study provides a timely contribution to 

relationship marketing knowledge. 

The present chapter develops a conceptual framework for the study, which in turn 

becomes the foundation upon which a number of hypotheses for testing are 

presented. In this chapter, the discussion of comfort includes the dimensionality of 

the concept of comfort, its antecedents and its consequences for marketers. This 
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discussion is divided into five sections: First, the definition of comfort is discussed. 

Second, the dimensionality of comfort is addressed in both the healthcare and 

marketing services contexts. Third, the antecedents of comfort are explored and 

related hypotheses for testing offered. Fourth, the consequences of comfort are 

discussed and its hypotheses are presented for testing. Finally, the research model is 

presented. 

2.2. Definition of the Concept of Comfort   

The literature has introduced different definitions of the concept of comfort 

(Pineau, 1982; Siefert, 2002; Slater, 1985). It does not appear to have the same 

meaning for all people who tend to define it based on their own backgrounds and 

experiences  (Pineau, 1982; Slater, 1985). During the last two decades, mediator 

practitioners have made various references to the concept of comfort (Malinowski 

& Stamler, 2002). For instance, comfort can be viewed as either a positive emotion, 

a feeling of ease, a reduction in nervousness associated with alleviating mental 

discomfort (Spake et al., 2003) or consolation, pleasure, physical and mental well-

being, refreshment, enjoyment, solace, freedom from distress/ trouble/pain, 

assistance, encouragement, being given hope (Quehl, 2001, p. 4) and  a feeling of 

ease (Kolcaba, 2003).  

Marketers tend to define psychological comfort as “a psychological state wherein 

customer’s anxiety concerning a service has been eased and he or she enjoys peace 

of mind and is calm and worry-free concerning service encounters with this 

provider” (Spake et al., 2003; , p321). In the healthcare setting, it has been defined 

as a state of fulfilling human needs  for ease, relief, and transcendence (Kolcaba, 

2003).  
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Understanding the meaning of the concept of comfort is essential in both healthcare 

and marketing settings. This understanding enhances the efficacy of health care 

services and experiential awareness for practice of offering these services (Saucier, 

2001; Siefert, 2002; Spake et al., 2003; Katharine Y. Kolcaba, 1991).  

Alternatively, marketers have only discussed the psychological aspects of the 

concept of comfort and omitted its physical aspects (Spake et al., 2003). Spake et 

al. (2003, p321) illustrated that the psychological aspect of the concept of comfort 

is defined as “a psychological state wherein a customer’s anxiety concerning a 

service has been eased, and he or she enjoys peace of mind and is calm and worry 

free concerning service encounters with this provider (Spake et al., 2003). This 

definition focuses on the psychological aspects of customer comfort related to their 

service providers. For example, dealing with a service provider make you feel 

secure (Gwinner, Gremler & Bitner, 1998). 

The concept of comfort is also defined in general as “a pleasant state of 

physiological, psychological and physical harmony between a human being and 

their environment” (Slater, 1985, p. 4). This definition includes the pleasant state 

and environmental aspects of human life which affect the concept of comfort. That 

is, comfort has to be pleasant because it is difficult to feel comfortable if 

surrounded by unpleasantness existence. The environmental aspects (internal or 

external) of human life plays a vital role in establishing the individual’s comfort 

level (Saucier, 2001; Slater, 1985). The relationship between the concept of 

comfort and the environmental aspects of human life is discussed later in this 

chapter.   
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Although the other aspects of comfort are determined by product environment they 

can be shaped by interactions with providers too (Quehl, 2001). In addition to 

comforting customer psychologically she or he also needs to feel physically 

comfortable (Slater, 1985).  

In healthcare industry, the concept of comfort has been discussed in several studies 

(i.e. Cameron, 1993; Funk & Tornquist, 1989; Hamilton, 1989a; Kolcaba, 2003; 

Siefert, 2002). For example, Kolcaba (2003, p14) stated that “comfort is the 

immediate experience of being strengthened by having needs for ease, relief, and 

transcendence met in four context (physical, psychospiritual, social and 

environmental)”. The concept of comfort has also been defined as “the state of 

well-being that may occur during any stage of the illness-health continuum”  

Based on the various definitions in the above literature, the concept of comfort is 

described as a situation of fulfilment psychological and physical needs of customer 

or patient which include ease, relief and transcendence from both products and 

providers. In other word, it is a state of introducing comfort towards several aspects 

of products (goods or services) and providers. Therefore, comfort can be defined as 

a state of meeting psychological and physical customer needs from service and 

service provider. This definition is chosen because it considers the relevant 

literature in both healthcare and marketing context. It includes fulfilling customer 

needs (Kolcaba, 2003), including psychological aspects of comfort  (Spake et al., 

2003), physical aspects of comfort (Quehl, 2001; Slater, 1985), and associated with 

service and service provider (Spake et al., 2003). 

Much attention has been given to exploring the concept of comfort and its influence 

on human life (Auliciems, 1972; Cameron, 1993; Funk & Tornquist, 1989; 
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Goonetilleke, 2002; Hamilton, 1989a; Huizenga, Hui & Arens, 2001; Kolcaba, 

1992; Kolcaba, 2001; Malinowski & Stamler, 2002; Slater, 1985). This focus 

means that the concept of comfort is an important factor in both healthcare setting 

and marking context (Ambuel et al., 1992; Katharine Y. Kolcaba, 1991; Kolcaba, 

1995; Malinowski & Stamler, 2002; Morse, Bottorff & Hutchinson, 1994; Spake et 

al., 2003).  The importance of the concept of comfort is discussed next. 

 

2.3 The Importance of the Concept of Comfort for Healthcare Marketing 

The concept of comfort is an important concept in human lives across cultures, 

time, gender and age. Most people endeavor to enhance the level of their comfort in 

different aspects of lives from the cradle and lasts until death (Slater, 1985). For 

example, getting a warm fire in cold weather and treatment to remove pain are 

ways of seeking comfort.  It is important in both the healthcare and marketing 

contexts.  

The importance of comfort has been discussed from the beginning of 19th century 

in the healthcare context. For example, in 1926 the concept of comfort was a 

judgment factor for nurses (Kolcaba, 2003). For example, Harmer (1926) illustrated 

that only a qualified nurse can make their patient comfortable as opposed to an 

unqualified nurse (cf. Kolcaba, 2003). Since that time, the importance of comfort 

has been changed in parallel with developments in healthcare services (Kolcaba, 

2003). Morse (1995) has categorized these changes during the 20th century in three 

stages: 

1. comfort was a central focus and a moral imperative of nursing until 1929, 
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2. from 1930-1959, comfort was applied as a strategy to achieve the basic aspects 

of nursing care, and 

3. from 1960-1980, comfort became a major goal of nursing care, with both 

physical and psychological aspects of care being considered. 

The concept of comfort has been a desirable state, and its provision enhances the 

patients’ opportunities for health, healing goals, and behaviour (Siefert, 2002). 

Patient perception of comfort is a major determinant of the success of healthcare 

firms due to the primary role of comfort in promoting patient satisfaction (Kolcaba, 

2001) and hospital profitability (Morse, Bottorff & Hutchinson, 1994; Tutton & 

Seers, 2003). Hence, comfort has become an essential corporate strategy for 

modern healthcare organisations. 

Few studies have addressed the concept of comfort in marketing contexts (Spake et 

al., 2003). However, the importance of comfort has been recently identified by 

marketing researchers. For example, the concept of comfort has been found to be 

an essential factor in developing and sustaining relationships between service 

providers and their customers (Dabholkar, Shepherd & Thorpe, 2000). It has also 

been identified as a key antecedent for customer’s perception of the quality of 

services of transportation (Quehl, 2001). For example, comfort is used as an 

important factor in achieving customer’s satisfaction in aircraft passengers (Quehl, 

2001).   

Comfort is used frequently as a competitive advantage strategy  in the market 

(Kolcaba, 2003). For example, an Australian rental apartment called 
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Kenata Rental Apartments writes in the beginning of their website, “Your Comfort 

is Our Accommodation”a.  

An American company called Love’n Comfort Home Healthcare also writes in the 

beginning of their page, “Your Comfort is Our Mission”b.  

 

2.3.1 Comfort and Service Provider Selection 

Choosing a service provider is based on a variety of factors such as service quality, 

service settings and service costs. Customer comfort is one of these factors. It is 

associated with emotional aspects of the choice (Sheth, Newman & Gross, 1991). 

The perception of customer comfort can be increased by offering risk reduction 

benefits such as service guarantees (McDougall & Levesque, 1998).  

Many advertising messages which emphasise the benefits of products to potential 

customers make note the comfort that product will provide such ease of use or 

guarantee (Sturn, 1997). These advertisements are used to attract customers who 

depend on the promise of comfortable products (Spake et al., 2003). Consequently, 

comfort enhances purchase or choice, and it should be recognised as one of the 

criteria often used by customers in selecting a service provider (Spake et al., 2003).  

 

 

                                                 

a http://members.iinet.net.au/~bradleyr/kenata/ 

b http://www.nomorenursinghome.com/ 
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2.3.2 Comfort and the Relationship between Customers and Service Providers  

The concept of comfort is an important factor in service marketing relationships 

(Spake et al., 2003). For example, service provider behaviours can influence 

customer comfort during counselling sessions (c.f. Spake et al., 2003). Enhancing 

the comfort of customers is a major factor in creating a successful relationship 

between service providers and their customers because the feeling of comfort 

deepens this relationship (Spake et al., 2003). Service studies have illustrated that 

there is a link between different aspects of comfort (i.e. self-disclosure, familiarity) 

and stronger social bonds between service providers and customers (Beatty et al., 

1996; Gwinner, Gremler & Bitner, 1998).  

In addition, the concept of comfort plays an important role in lengthening  the 

relationship between service providers and their customers (Spake et al., 2003). For 

example, customer comfort will be higher when the relationship with a service 

provider is longer (cf. Spake et al., 2003).  

A positive comfortable relationship between service providers and customers also 

influences service delivery. Comfortable customers typically feel socially close to 

their service providers and agree to participate in providing feedback that may 

improve their services delivery (Spake et al., 2003).  

 

2.4 Perceived Comfort of Saudi Patients 

Saudians are following the role of Islam that shapes their culture. The roles of 

Islam are derived from two resources called the Noble Quran (the Holy Book 

revealed to Prophet Mohammed pbuh) and the Sunnah (All actions of Prophet 
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Mohammed pbuh including His speech, deeds and sanctions). Regarding health and 

sickness, Saudis believe that sickness, suffering and hunger are tests from Allah 

during their life. In The holy Quran it is reported in Surah Al-Baqarah, “Be sure we 

shall test you with something of fear, hunger, some loss in wealth, lives or the 

produce (of your toil), but give glad tiding to those who patiently persevere” 

(Rassool, 2000, p. 1479). 

Saudi patients tend to believe in destiny and relate the occurrence of disease to the 

will of Allah. They do not generally consider the sickness as punishment, but rather 

as a way of penance for their sins (Rassool, 2000). Believing in predestination does 

not prevent Saudi patients from seeking medical treatment. They believe that 

medicine is a bounty from Allah that may cure them from disease. They are 

strongly encouraged to try their best in seeking available treatment or healing 

following the Hadith of Prophet Mohammed (pbuh), “seek treatment, because 

Allah did not create a sickness but has created a treatment for it except for old age” 

(cf. Rassool, 2000, p. 1481). 

At the same time they believe that curing by medicine is not a sure result because 

the curative of sicknesses is the will of Allah. Saudi patients usually remember their 

sicknesses as tests from Allah and they have to seek forgiveness from Him. So, 

they should avoid complaining from pain and accept it with patience and 

satisfaction and praying for Allah to reduce their suffering (Rassool, 2000).  

Conversely, this is in conflict with healthcare norms in western cultures (Steen & 

Mazonde, 1999). Therefore, Saudi patients perceive comfort based on the process 

of nursing more than the results of their treatment. Their perceptions of comfort 

from hospital services is also limited because they tend to find their greatest 
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comfort in following Prophet Mohammed (pbuh) speech which means thanking 

Allah in a good manner will be rewarded by Allah as well as patience in hard times. 

Therefore, the perception of comfort in Saudi Arabia appears to differ from a 

Western perception.   

Visiting patient is also a basic duty of Muslims that bring the Muslim close to Allah 

and is highly practiced by Saudi. This is not reserved only for family or close 

friends but rather for all Saudi patients. Therefore, the sick person will often have 

many visitors. This social relationship makes a considerable impact on medical 

treatment and the patient’s perception of comfort (Hammoud & Fetters, 2005). In 

contrast to Western culture that gives more attention to individual roles in treating 

illnesses and comforting their patients, the impact of social relationship on 

perception of comfort tends to be limited (Hammoud & Fetters, 2005).  

Saudi patients are expected to find the greatest solace in their remembrance of 

Allah. Sick people who may suffer from their pains greatly appreciate a companion 

who can remind them and recite surah (Quran consists of 114 surahs) or more from 

the Noble Quran. This action is said to enhance the perception of comfort for 

inpatients. Conversely, Western society usually seems to discourage the use of 

religious aspects in treatment (Ahmed, 2008) 

The bodies and clothes of Saudi patients have to be clean from urine, blood and 

stool to perform prayers (Al-Shahri, 2002). This action is called purification or 

wudu that refers to washing specific parts of the body such as face, hands and feet 

and it is practiced every day by Muslims. Cleanliness is considered as a half of the 

Islamic religion as reported by Hadith of Prophet Mohammed (cf. Rassool, 2000). 

With this in mind, offering the facilities for making wudu and maintaining the 
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cleanliness of patients is a very important aspect in the perception of comfort by 

Saudi patients.  

Older people in Saudi Arabia are regarded with high respect because it is highly 

encouraged in Islam. There is doctrine highlighting the great reward for keeping 

family ties, honouring parents, and respecting older people. Therefore, a younger 

person is strongly encouraged to respect an older person in their family or 

community. However, most studies about older patients in hospitals have addressed 

that they perceive a lack of privacy more than younger patients regarding physical 

exposure during personal healthcare (Clegg, 2003). The old people in Saudi expect 

special treatment in hospitals. For example, a good discipline from staff in treating 

them is one of the manners that are highly appreciated and appears to enhance their 

perception of comfort (Hammoud & Fetters, 2005).  

Modesty is one of the main value of Islam and practiced by Saudis, especially 

females. Saudis cover most of their bodies in public, males dress in white or colour 

clothes that cover all his body except head, hands and feet. A majority of Saudi 

females wear black clothes called Abaya and Tarha that cover all their bodies, even 

in hospitals. Female also may refuse bed baths in hospital and prefer a shower. 

Close relatives of females usually sit with them to mediate any communications 

between them and other males. If she has to contact strange males without any 

relative she often tries to avoid eye contact with them. It is not allowed to enter a 

female’s room without permission, especially for male staff.  They have to 

announce their arrival before entering female rooms in hospitals (Hammoud & 

Fetters, 2005).  
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Unnecessary touch and talk between unrelated adults of the opposite sex is 

prohibited in Islam and is practiced in Saudi. For example, patting a patient’s 

shoulder or giving a comforting hug has to be avoided unless the staff is the same 

gender and allowed to do so (Hammoud & Fetters, 2005). A number of Saudi may 

seem to accept touching and talking by unrelated adults of the opposite sex in 

specific and necessary cases, such as requirement of special treatment (Al-Shahri, 

2002). Therefore, Saudi patients often miss important sources of treatment that 

have been considered the main factors of nursing principles that enhance comfort in 

Western culture.  For example, it has been illustrated that touching and talking are a 

part of nursing principles that improve patient comfort (Chang, Chen & Hsu, 2002; 

Malinowski & Stamler, 2002; Morse, 1995). 

   

2.4.1 Patient rights for worship 

Muslims have to perform five prayers a day towards Mikkah as designated times 

and practiced by Saudi. In some type of illnesses they have given a permission to 

combine them in three instead of five times but there is no excuse for a sick person 

to not perform prayers. Each prayer takes about 5-10 minutes. Saudi Patients ask 

for special places with signs towards Mikkah in hospitals to perform their prayers. 

Medication during prayer times is usually avoided in Saudi private hospitals to 

enhance the perception of comfort for their patients. 

Fasting from early morning (about 5 am) until the end of the day (about 6 pm) is 

also a one pillar of Islam that is practiced by Saudi. Patients are allowed to break 
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their fasting until they become healthy. However, a number of Saudi patients 

continue fasting when it is not against their healing.  

2.4.2 Gender Consideration 

Most hospitals in Saudi have been divided to separate sections one for males and 

other one for females. It is not allowed for unrelated opposite gender to mix in one 

room according to Islam roles. Each section has staff from the same gender. 

Patients of Saudi private hospitals consider this segregation an important resource 

for their perception of comfort (Hammoud & Fetters, 2005). Conversely, this 

segregation would consider a sign of abuse in western culture (Ahmed, 2008) . 

2.5 Multidimensional Aspects of Comfort 

The concept of comfort has been considered a multidimensional construct in 

several studies (Hamilton, 1989a; Kolcaba, 1992, 2003; Malinowski & Stamler, 

2002; Siefert, 2002; Slater, 1985). For example, Slater (1985) has asserted that the 

dimensionality of comfort includes physical comfort, physiological comfort and 

psychological comfort. Physical comfort pertains to the feeling of both pleasant 

sensations (Katharine Y. Kolcaba, 1991) and unpleasant sensations such as pain or 

excessive heat (Slater, 1985). Physiological comfort is related to the body’s 

capability to functional, and can be noticed in all parts of the body (Slater 1985). 

By way of example, Slater (1985, p29) offers, if you do not eat you will feel 

hungry. Hunger means you are physiologically uncomfortable. Psychological 

comfort has been described as peace of mind (Slater, 1985) or a reduction in the 

stress level (Siefert, 2002). 
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A number of studies have focused on the physical aspects of comfort (Campion, 

1988; Dube, LeBel & JiLu, 2005; Davis, 1984; e.g. Auliciems, 1972), while others 

have concentrated on the psychological aspects of comfort (Spake et al., 2003; e.g. 

Pineau, 1982). A combination of both physical and psychological aspects of 

comfort have also been addressed in several studies (Quehl, 2001; Wurzbach, 1996; 

i.e. Kolcaba, 1994). The above aspects were more centred in the context of 

healthcare provision and specifically nursing. Much of the literature has been 

directed to a discussion of both the physical and psychological aspects of comfort 

and considered major comfort dimensions (Quehl, 2001; Tutton & Seers, 2004; 

Fottler et al., 2000).  

Consequently, the present study explores both the psychological and physical 

aspects of comfort incorporating physiological dimensions because:  

• the psychological aspect of comfort is formed through interactions 

between    customers and service providers (Spake et al., 2003),   

• the physical and physiological aspects of comfort are generally 

determined by the service setting (Spake et al., 2003),  

• the physiological aspects of comfort have interchangeably been 

considered physical aspects of comfort (e.g. Fottler et al., 2000; 

Kolcaba, 1994; Quehl, 2001), and  

• the psychological and physical aspects of comfort appear most widely 

discussed (Fottler et al., 2000; Quehl, 2001; Wurzbach, 1996), and have 

been illustrated in the marketing literature (Spake et al., 2003). 
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However, it should be pointed out that the later mentioned authors only examined 

psychological comfort. Physical comfort may also relate to marketing: 

1. the concept of comfort is an important variable which enhances the 

relationship between service providers and their customers (i.e. Dabholkar, 

Shepherd & Thorpe, 2000; Spake et al., 2003), and 

2. comfort as a construct plays an essential role when a customer buys services 

or goods (Goonetilleke, 2002).  

Therefore, the concept of comfort is a multidimensional construct in healthcare 

marketing context. The next sections of this chapter discuss the antecedents of and 

outcome of the concept of comfort in healthcare marketing context and the research 

model. 

2.6 A key antecedents of Comfort in Healthcare Marketing Context 

To understand the nature of the relationship between customers and service 

providers, an understanding of both the antecedents to the relationship and their 

consequences is required (Crowely, 2001; Hamilton, 1989b; Johnson et al., 2000; 

Spake et al., 2003). Understanding the antecedents that influence company 

outcomes from the customer perspective is an important aspect of marketing 

relationship theory (Hennig-Thurau, Gwinner & Gremler, 2002). In the literature, 

several studies have been used to address these antecedents and outcomes (i.e. 

Hennig-Thurau, Gwinner & Gremler, 2002; Siefert, 2002). In the present research 

the antecedents of the concept of comfort comprise a number of concepts, which 

according to the literature review lead independently to comfort. These concepts 

include functional and technical service quality (Spake et al., 2003), social and 
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environmental aspects of the interaction between customers and service providers 

(Hamilton, 1989a; Fottler et al., 2000) and, monetary and non-monetary costs 

(Edwards, 2002; Brucks, Zeithaml & Naylor, 2000; Dodds, Monroe & Grewal, 

1991; Hotchkiss, 1998). Each of these antecedents will now be discussed for 

healthcare marketing context of hypotheses proposed.  

Service quality is considered an antecedent of comfort given its importance for both 

the service provider and the customer (Zeithaml, Berry & Parasuraman, 1996). The 

importance of service quality is shown in its potential to increase competitive 

advantage (Headley & Miller, 1993; Parasuraman, Zeithaml & Berry, 1985) and its 

benefits which include loyalty (Zeithaml, Berry & Parasuraman, 1996), repurchase 

(McAlexander, Kaldenberg & Koenig, 1994), positive word of mouth (Gremler, 

1994; Harrison-Walker, 2001; Hartline & Jones, 1996) and positive relationships 

with customers (Cho, 2004; Hausman, 2003; Headley & Miller, 1993).  

The environmental and social aspects of hospital life play a significant role in 

comforting patients (Hamilton, 1989a; Katharine Y. Kolcaba, 1991; Fottler et al., 

2000). For example Fottler et al. (2000) asserted that nice décor, pleasant light and 

caring staff and so on influence the following:  

• patient needs for the physical and psychological aspects of comfort,  

• patients and hospital staff moods,  

• creation of a memorable experience and  

• assisting the healing process.  

The costs of the service have also been considered an antecedent of the concept of 

comfort because they: 
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1. play a significant role in the selection of service provider (Gooding, 1995). 

2. are used as a competitive factor (Brucks, Zeithaml & Naylor, 2000). 

3. are considered an important aspect in retaining business and maintain their 

relationships with customers (Palihawadana & Barnes, 2004).  

Customer comfort also plays an essential role in the selection of service providers 

(Spake et al., 2003). The costs of the service are considered a key factor when 

choosing a service provider (Zeithaml, 1988). Accordingly, both the concept of 

comfort and the costs of the service have an effect on the relationship between 

customers and service providers and they are important in selecting service 

providers. Therefore, there is a significant relationship between the concept of 

comfort and the costs of the service.  

Little attention has been given to the effects of the constructs of service quality, the 

hospital life and the costs, on both the physical and psychological aspects of 

comfort from the customer's perspective despite its importance in the interaction 

between service providers and customers (Cameron, 1993; Hamilton, 1989a; 

Fottler et al., 2000). Thus, service quality, the hospital life and the costs are 

presented as antecedents of both the physical and psychological aspects of comfort. 

Each one of these antecedents is discussed in the following sections as they relate 

to comfort.  

 

2.6.1 Service quality and Comfort 

Service quality is defined as a customer’s perception of excellence or superiority of 

the service delivered (Zeithaml, 1988). Service quality, in particular, has played an 
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important role in the healthcare industry (Choi et al., 2004; John, 1992; Lytle & 

Mokwa, 1992; Marley, Collier & Meyer Goldstein, 2004; Sower et al., 2001). It is 

clear that patient's perception of service quality is considered a major determinant 

of the success of healthcare firms due to its primary role in raising the level of 

patient comfort (Vandamme & Leunis, 1993) and hospital profitability (Choi et al., 

2004).  

Various authors asserted that service quality comprises two main bodies of 

research, named Gap also called ServQual (Parasuraman, Zeithaml & Berry, 1985, 

1988) and, functional and technical (Gronroos, 1984) schools of service quality 

evaluation. The Gap school emphasizes the difference between perceptions of 

service quality and the actions associated with service delivery and actual delivery 

(Parasuraman, Zeithaml & Berry, 1985). These affect the delivery of service quality 

at both organization and customer levels (Parasuraman, Zeithaml & Berry, 1985).  

At the organization level, four gaps occur in delivering service quality which 

consists of:  

1. Gap one, the difference between customer expectations (CE) and 

organization perception of customer expectations (OPCE);  

2. Gap two, the difference between (OPCE) and service quality specifications 

(SQS);  

3. Gap three, the difference between (SQS) and the real service delivered 

(RSD); and  
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4. Gap four, the difference between (RSD) and what is customer has been told 

about the service (Parasuraman, Zeithaml & Berry, 1985).   

At the customer level, there is only one Gap (Gap five). This gap is the core of Gap 

model which focuses on customers’ perceptions of expected services and the actual 

service delivered  (Parasuraman, Zeithaml & Berry, 1985).   

The Functional and Technical Service Quality School stresses service performance 

in the path of Gronroos research (1982, 1984). Gronroos (1984) proposes that 

service quality comprises two dimensions; functional and technical service quality. 

Functional service quality pertains to all the steps involved in delivering service to 

the customer whereas, technical service quality refers to the result of the service 

experience (Gronroos, 1984).  That is, functional quality is comprised the process 

that occurs during the interaction between customer and service provider which 

explains how the service is delivered. Technical quality pertains to what the 

consumer gets as a result of service production. The Gronroos (1984) 

conceptualization has been chosen as a basis of this thesis because the aspects of 

functional quality explains how service is delivered and the aspects of technical 

quality emphasizes what the customer receives  as an outcome of service 

production which include scientific outcome and expertise. The relationship 

between functional and technical dimensions of service quality and the concept of 

comfort are discussed next. 
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2.6.1.1 Functional Dimensions of Service Quality and Comfort 

The functional dimensions of service quality refer to the process of service delivery 

which occurs during the buyer-seller interaction. The functional dimensions of 

service quality include interactions between staff and patients, such as touching, 

talking and listening (Malinowski & Stamler, 2002). Nurses use physical touch in 

the process of caring to make their patients comfortable (Chang, Chen & Hsu, 

2002). The touch actions of nursing care provide physical and psychological 

comfort. Massage for instance, "facilitates the circulation of blood and lymph fluid, 

stimulates the autonomic nervous system" and which provides physical comfort 

(Chang, Chen & Hsu, 2002, p. 821). Physical touch promotes also psychological 

comfort because it enhances spiritual meanings of patients (Chang, Chen & Hsu, 

2002). The touch actions of nursing perform by the same gender for Islamic 

patients. For example, female nurse performs massage for female patient.  

In a hospital setting  it has been noted that functional dimensions of service quality 

involves three phases for patients (Lytle & Mokwa, 1992); the pre-encounter, the 

encounter and the post-encounter.  

The pre-encounter phase is determined by functional information from 

advertisements, doctor recommendations, referral advice, and previous personal 

experiences. In this phase, the functional information giving to the patient enhances 

the patient physical and psychological aspects of comfort because it influences the 

patient's expectation by using this information (Fottler et al., 2000). 

The second phase, the encounter, refers to the treatment where patients interact 

directly with the healthcare product. In the last phase, the final process which leads 



 

 

32 

to the outcome of healthcare service. This final process includes different steps of 

physical healing (burns or injured healing) which leads to the physical aspects of 

comfort, or the psychological aspects of comfort such as reducing stress (Lytle & 

Mokwa, 1992).  

In summary, functional service quality appears to have an effect on the physical 

and psychological aspects of comfort. However, the relationships between the 

functional service quality and comfort (physical and psychological) have been 

explored in general but these relationships have not been tested. Hence, the 

following hypothesis for testing is offered: 

H1: The perceived level of functional service quality is positively associated with 

the perceived level of both physical comfort and psychological comfort. 

FIGURE 2: Functional Service Quality as Antecedent of Comfort  
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2.6.1.2 Technical Dimensions of Service Quality and Comfort 

The second dimension of service quality is technical quality which refers to the 

outcome of the service process (Gronroos, 1984). Brady and Cronin (2001) 

confirming this, define outcome quality as the final result of service production. In 
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the healthcare sector, technical service quality (TSQ) refers to the result of medical 

diagnoses, procedures and treatment that a patient receives (Li & Collier, 1998; 

Zifko-Baliga & Krampf, 1997). TSQ has two major sub-dimensions including; the 

physical treatment such as the relief of pain and the emotional cure which refers to 

peace of mind (Zifko-Baliga & Krampf, 1997). 

The relief of pain here refers to the physical aspects of comfort (Katharine Y. 

Kolcaba, 1991) and peace of mind pertains to the psychological aspects of comfort 

(Spake et al., 2003). In another study Lytle & Mokwa (1992) claim that the patient 

compares his or her expectations with the total healthcare they have received. The 

outcome of their treatment may be physical such as burn healing which leads to the 

physical aspects of comfort, or psychological healing such as reducing stress which 

leads to the psychological aspects of comfort. 

To conclude, it suggested that technical service quality leads to comfort (physical 

and psychological). The specific influence of technical service quality on comfort 

has to date not been tested. Hence, the following hypothesis for testing is offered: 

H2: The perceived level of technical service quality is positively associated with 

the perceived level of both physical comfort and psychological comfort. 
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FIGURE 3: Technical Service Quality as Antecedent of Comfort  
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2.6.2 Hospital Life and Comfort 

Hospital life refers to aspects of staying in hospital (Hamilton, 1989a) and includes 

both social and environmental dimensions (Yen & Syme, 1999). The social aspects 

of hospital life comprise the carrying out of everyday life such as making phone 

calls, having flexible visiting times and friendly relationships with hospital staff 

(Butcher, 2005; Hamilton, 1989a, 1989b). The environmental aspects of hospital 

life refer to the physical surroundings of a service encounter (Bitner, 1992; Reimer 

& Kuehn, 2005). Physical surrounding referred to by Bitner (1992) as the 

"servicescape" or service setting includes three main dimensions: 

• ambient conditions (i.e. temperature, noise and music); 

• space and functional (i.e. the way of arranging equipment); and  

• signs, symbols and artefacts (i.e. décor and signage and personal artefacts).  

Understanding both the social and environmental aspects of hospital life as 

antecedents of comfort, rather than as dimensions or components of comfort and 
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how these aspects are distinct from service quality, will first be addressed before 

conceptualizing the relationships between these aspects and the concept of comfort.  

 

2.6.2.1 Social and Environmental Aspects of Hospital Life as Antecedents of 

Comfort 

Separating some parts of a concept from its components to be antecedent is not new 

in the literature review in particular in marketing studies. Several studies have 

viewed some components of the phenomenon under study, as antecedents to this 

phenomenon to get a greater understanding of it (i.e. Dabholkar, Shepherd & 

Thorpe, 2000; Oliver, 1981; Westbrook, 1987). For example, disconfirmation was a 

part of satisfaction’s components (c.f. Dabholkar, Shepherd & Thorpe, 2000). 

Later, disconfirmation was separated from satisfaction’s components and 

considered as an antecedent of satisfaction (Oliver, 1981). Correspondingly, 

considering the environmental and social aspects of hospital life as antecedents of 

comfort is an accepted step in the development of the comfort construct. As such, it 

might also increase our understanding of comfort construct evaluations and of the 

role of antecedents in shaping these evaluations. Considering the environmental 

and social aspects of hospital life as antecedents of comfort is discussed in the 

following paragraph. 

Although social and environmental aspects of hospital life have been addressed as 

part of the comfort construct in prior research (Hamilton, 1989a; Katharine Y. 

Kolcaba, 1991), these aspects can be viewed differentially as antecedents of 

comfort. It is mentioned that physical, psychospiritual, social, and environmental 

aspects pertain to the situation in which comfort takes place (Katharine Y. Kolcaba, 
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1991). It is logical to recognize that the physical and psychological aspects of 

comfort are related to the human body (Chang, Chen & Hsu, 2002; Katharine Y. 

Kolcaba, 1991; Siefert, 2002; Slater, 1985). Furthermore, comfort has also been 

identified as a specific need of mankind relating to the body (Katharine Y. Kolcaba, 

1991; Kolcaba, 1992; Slater, 1985). The needs of the body can be physical or 

psychological. Therefore, comfort can be identified as physical and psychological 

needs. So, when a person experiences comfort s/he may fulfil their physical or 

psychological needs or both. That is, individuals will be either physically or 

psychologically comfortable or both if there needs have been met. Thus, these 

aspects can be considered as parts of the comfort construct (Kolcaba, 2003; Quehl, 

2001; Sarkar, 2003; Siefert, 2002; Slater, 1985; Tutton & Seers, 2003). Whereas, 

the social and environmental aspects are either internal (i.e. furniture, lights, 

relationship with service provider’s staff) or external (i.e. weather, relationship with 

family or friends) refer to the surrounding of human life (Bitner, 1992; Reimer & 

Kuehn, 2005; Wakefield & Blodgett, 1996). The environmental and social aspects 

of the human surrounding are external factors located outside the human body. 

Furthermore, most of these aspects are usually tangibles (Bitner & Bitner, 1990). 

Conversely, comfort appears to be considered as a feeling or emotion within the 

human body. Hence, the environmental and social aspects tend to be considered as 

antecedents of comfort.  
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2.6.2.2 Distinction from Service Quality 

The idea of separating some components of a phenomenon as antecedents can also 

be applied in distinguishing between social and environmental aspects and 

functional and technical dimensions of service quality. For instance, Gronroos 

(2001) asserted that it is also possible to add to the two dimensions of service 

quality a third dimension which contains aspects of the physical surrounding. The 

physical surrounding refers to environmental surrounding or "servicescape" (Bitner, 

1992).  Servicescape is called “servicescape quality” as a third dimension of 

service model which can be added to the dimensions of functional service quality 

and technical service quality in order to get greater understanding of this model 

(Gronroos, 2001, p. 65).  

 

2.6.2.3 Relationship Between The aspects of Hospital Life and Comfort  

Hospital life includes both the social and environmental aspects of interaction 

between patients and hospital staff (Hamilton, 1989a). Each of these is now 

explained in turn as they relate to comfort. 

 Social Aspects of Hospital Life and Comfort 

Comfort has been addressed in a number of studies linked to interaction between a 

customer and a service provider (Spake et al., 2003). Caplan and Thomas (1995) 

for example, have found that physical and psychological comfort can be increased 

by staff behaviours during the service encounter (c.f. Spake et al., 2003). Using 

staff behaviours to increase physical and psychological comfort can be applied by 



 

 

38 

service providers to enhance customer interactions which in turn forms a successful 

relationship (Spake et al., 2003). Furthermore, it has also been illustrated that 

physical and psychological comfort can be increased by strong and long-term 

relationships (Beatty et al., 1996; Bitner, 1995; Gwinner, Gremler & Bitner, 1998).  

In a healthcare context, the interactions between hospital staff and patients promote 

physical and psychological comfort. For example, Vandamme & Leunis (1993) 

claimed that the behaviour of frontline staff enhances both physical and 

psychological patients comfort at the time of their admission to the hospital.  In 

addition, hospital staff interact with patient by doing physical actions such as 

addressing burns or giving injections (Malinowski & Stamler, 2002).  

These actions provide physical healing, which in turn leads to patient physical 

comfort. Other actions pertaining to the interaction between hospital staff and 

patients can be seen in using patient's first name. This action provides for a closer 

personal relationships of the patient to staff, which in turn enhances the 

psychological aspects of comfort (Butcher, 2005).  

 In conclusion, it appears from the studies reviewed earlier that there is a 

relationship between the social aspects of hospital life and the patient’s comfort 

(physical and psychological). The specific influence of this relationship has to date 

not been tested. Hence, the following hypothesis for testing is offered: 

H3:  The perceived level of the favourable social aspects of hospital life is 

positively associated with the perceived level of both physical comfort and 

psychological comfort.   
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FIGURE 4: Social Aspects of Hospital Life as Antecedent of Comfort 
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The environmental aspects of hospital life include the ambient conditions (i.e. 

temperature, noise and music), space and functional (i.e. the way of arranging 

equipment) and signs, symbols and artefacts (i.e. décor and signage and personal 

artefacts). 

 The environmental aspects have been found to play an important role in making 

customers comfortable (Hamilton, 1989a, 1989b; Saucier, 2001; Fottler et al., 

2000). For example, Saucier (2001) asserted that a pleasant atmosphere such as air-

conditioning increases the physical aspects of customer comfort, and using 

particular types of colour and music provides psychological aspects of comfort. 

Also relevant to this study are the findings of Hamilton (1989), who in a healthcare 

context revealed that pleasant surroundings such as pastimes and privacy increase 

the physical aspects of patient comfort. Hamilton (1989) found that pleasant and 

homelike surroundings helped patients to feel physically comfortable in her 

qualitative study. That is, patients appear to feel comfortable when they have the 

chance to wear their own clothes and do their pastime activities in the hospital 

(Hamilton, 1989a, 1989b).. On the other hand, some environmental aspects of 
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hospital life tend to lead to physical and psychological discomfort such as 

complicated admission processes and sharing rooms (Hamilton, 1989a, 1989b). 

Furthermore, the favourable environmental aspects of hospital life reduces stress 

and influence patients' mood which in turn affect the psychological aspects of their 

comfort (Fottler et al., 2000).  

As a result, the environmental aspects of hospital life have a significant relationship 

with both the physical and psychological aspect of patient comfort. The specific 

influence of this relationship has to date not been tested. Hence, the following 

hypothesis for testing is offered: 

H4: The perceived level of the favourable environmental aspects of hospital life is 

positively associated with the perceived level of both physical and psychological 

comfort 

FIGURE 5: Environmental Aspects of Hospital Life as Antecedent of Comfort                                                                                                                     
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2.7 Costs and Comfort 

Customers’ perspectives on perceived cost is whatever they are willing to sacrifice 

or give up in order to obtain a good or a service (Jen & Hu, 2003; Zeithaml, 1988). 

Some consumers evaluate service quality depending on what is received as a 

benefit and what is given as a cost (Lovelock, Patterson & Walker, 2004; Zeithaml, 

1988). Service costs are important in comforting customers (Taheri, 1998).  

There are two kinds of costs monetary and non-monetary. The conceptualization of 

the relationship between monetary and non-monetary costs and comfort are 

addressed in the following sections 

 

2.7.1 Monetary Costs and Comfort  

Monetary cost refers to the price that the customer has to pay in order to receive a 

good or service (Dodds, Monroe & Grewal, 1991; Hotchkiss, 1998; Zeithaml, 

1988). The relationship between monetary cost and the physical and psychological 

aspects of comfort has been addressed in several studies (i.e. Healy & Peter, 2002; 

Viscusi & Schechter, 2006). For example, in a study about an energy program in 

the United State of America, it has been asserted that 75% of total energy program 

benefits are gained because of energy cost saving (Healy & Peter, 2002). Moreover, 

reducing fuel consumption and incurring lower fuel bills increases physical and 

psychological comfort (Healy & Peter, 2002). Another study went further by 

asserting that providers compete on price more than quality when prices vary and 

customers are sensitive to it (Romano & Mutter, 2004). In addition, monetary cost 
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is crucial in selecting service provider and switching from an existing provider 

(Lovelock, Patterson & Walker, 2004; Zeithaml, 1988).  

Some customers select service providers depending on price of their services 

(Brucks, Zeithaml & Naylor, 2000; Dodds, Monroe & Grewal, 1991; Hotchkiss, 

1998). Prices are important factor in remaining with a service provider or switching 

to another (Fottler et al., 2000). Monetary cost has been used as a competitive 

factor, particularly in service marketing contexts (Brucks, Zeithaml & Naylor, 

2000) and has been found to constrain demand (Ching, 1995).  

Practitioners have given special attention to the monetary costs of service providers 

because of its competitive advantages. Service providers use different strategies to 

reduce the cost of the service with a standard level of quality in order to maintain 

their businesses and have a long relationship with customers (Brucks, Zeithaml & 

Naylor, 2000). That is, providers are using reducing cost strategies to strengthen 

their relationship with customers.  

On the other hand, marketing researchers assert that comfort is vital in maintaining 

relationship with customers and selecting service provider (Spake et al., 2003; 

Dabholkar, Shepherd & Thorpe, 2000). For example, Spake et al. (2003) study 

about consumer comfort in service relationships illustrated that comfort is very 

important in creating a strong relationship with service providers. Depending on 

this importance, uncomfortable customers appear to switch their service providers. 

That is, comfort is considered as a significant concept in developing and 

maintaining relationships with service providers (Dabholkar, Shepherd & Thorpe, 

2000). 
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Therefore, monetary cost and the physical and psychological aspects of comfort are 

related because both of them play an active role in; selecting service provider 

(Gooding, 1995; Spake et al., 2003) , switching from service provider to another 

(Brucks, Zeithaml & Naylor, 2000; Spake et al., 2003) and maintaining customers 

and service providers relationships. Therefore, a relationship between monetary 

cost and the physical and psychological aspects of comfort exists. The specific 

influence of this relationship has to date not been tested. Hence, the following 

hypothesis for testing is offered: 

H5:  The respondents’ perceived level of monetary cost is related to their 

perception of both physical and psychological comfort. 

 

FIGURE 6: Monetary Cost as Antecedent of Comfort 
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2.7.2 Non-Monetary Cost and Comfort 

Non-monetary costs pertain to all costs other than money that the consumer has to 

sacrifice in order to get a good or service such as time, effort and psychic costs 

(Annemans et al., 2005; Laine et al., 2005). For the purpose of the present study 

non-monetary cost will refer to cost of waiting time only.  

Among the several reasons of non-monetary costs of service, waiting time can be 

perceived as a non-monetary cost such as; waiting time required for service 

delivery (e.g., to fix a mobile). In the queue wait, service is provided to the first 

arrived customer "first-come-first-served basis" (Taylor, 1994, p. 57; , p57), a delay 

in pre-process (e.g., a delayed airline flight) and when demand go as beyond the 

capability of the service provider (Houston, Bettencourt & Wenger, 1998).  

Practitioners argue that waiting for service is frustrating and irritating customers, It 

also raises the financial, social and emotional costs of service (Houston, 

Bettencourt & Wenger, 1998).  A negative relationship between waiting time and 

the evaluation of overall service  has been supported (Taylor, 1994). In other 

words, waiting in a queue for a long time tends to lead to negative effective 

responses (Houston, Bettencourt & Wenger, 1998).  These negative responses 

promote physical and psychological discomfort (Butcher, 2005; Lovelock, 

Patterson & Walker, 2004) 

In summary, it appears from the studies that there is a relationship between non-

monetary costs and comfort (physical and psychological). The specific influence of 

this relationship has to date not been tested. Hence, the following hypothesis for 

testing is offered: 
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 H6: The respondents’ perceived level of non-monetary cost is negatively related to 

the both their physical and psychological comfort. 

FIGURE 7: Non-Monetary Cost as Antecedent of Comfort 
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2.8 Consequences of Comfort in Healthcare Marketing Context 

The last section discussed service quality, hospital life and costs as key antecedents 

of the concept of comfort. This section addresses satisfaction as the key 

consequences or outcomes of the concept of comfort. 

 

2.8.1 Satisfaction and Comfort  

Satisfaction is defined as a judgment of an interaction experience (Oliver, 1997). In 

this judgement the benefits that customers gain have to be more than the costs that 

they have had to pay (Lovelock, Patterson & Walker, 2004). Satisfaction has been 

found elsewhere to refer to the customer's interpretation of the service experienced 

and whether she/he would return for another visit (Marley, Collier & Meyer 

Goldstein, 2004). The relationship between satisfaction and comfort has been 
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addressed in several studies (i.e. Lovelock, Patterson & Walker, 2004; O'Connell, 

Young & Twigg, 1999; Quehl, 2001; Spake et al., 2003). For example, Lovelock, et 

al. (2004) has illustrated that feeling comfortable is an important factor in arising 

satisfaction. Moreover, one’s comfort level was considered as an affective construct 

in enhancing students satisfaction when they use computers (Bergin & Ronan, 

2005; O'Connell, Young & Twigg, 1999; Quehl, 2001). Indeed, a comfortable 

chair, keyboard and monitor were reported as providing user satisfaction. In 

another study that looked at the influence of store design on its sales, store design 

has been found to influence physical and psychological buyer comfort. 

Comfortable buyers in turn will feel satisfied and stay longer in their shopping 

(Saucier, 2001). In other words, comforting customers has a positive effect on their 

satisfaction. Furthermore, Quehl (2001) found that increasing psychological aspects 

of comfort in flying aeroplanes in such as arousal and enjoyment tend to promote 

customer satisfaction. 

In brief, the studies discussed earlier indicate that that there is a relationship 

between physical and psychological aspects of comfort and an individuals’ 

satisfaction. The specific influence of this relationship as proposed in this thesis has 

to date not been tested. Hence, the following hypothesis for testing is offered: 

H7: The perceived levels of both physical comfort and psychological comfort are 

positively associated with the perceived level of satisfaction 
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FIGURE 8: Satisfaction as Consequence of the Physical and Psychological 

Aspects of Comfort    
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2.9 The Model of the Research 

The study model that leads this research is expected to deliver significant 

theoretical and practical results. This is the first study, to the researchers’ 

knowledge, that conceptualizes the concept of comfort and its relationships with 

other concepts that include service quality, hospital life, costs and satisfaction in the 

model of the study in hospital setting. This is also the first research to conceptually 

model the outcomes of patient comfort in terms of healthcare industry. The 

importance of the model developed in this research is in the implications it has for 

improving firms’ services (i.e. hospital) as well as individual (i.e. patient) 

outcomes. The study model presents an explanation of the antecedents and 

outcomes of the concept of comfort from patients’ viewpoints in marketing context 

as shown in Figure 9. 
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FIGURE 9: Model of comfort relationships   
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CHAPTER THREE: METHODOLOGY OF THE RESEARCH  

3.1 Introduction 

The present chapter explores the research methodology of the study which includes 

venue of the research, instruments of collecting data, sampling, ethical 

consideration, data collection methods, and methods of data analysis.  

 

3.2. Context of the Study 

The system of healthcare in Saudi Arabia can be classified as both public 

healthcare system and a private healthcare system.  In the public health system free 

healthcare service is insured as a right for all Saudi citizens and foreign expatriates 

working in the government. They receive free care through a number of 

government agencies. Private health system provides a chargeable healthcare 

service for Saudi and non-Saudi citizens (Ministry of Health, 2005). Private 

hospitals can be classified as ordinary and luxury hospitals depending on their 

services. The luxury hospitals are like five-star hotel accommodation in services 

and prices. The service in these types of hospitals is expensive (Hughes, Price & 

Marrs, 1986). Single gender is employed in both public and private sectors. There 

are two sections; male section and female section in most hospitals. These sections 

have separate entrances and separate staff and it is not allowed especially for male 

to enter into female section (Littlewood & Yousuf, 2000). 

In addition to the pervious reasons, the private health service sector (PHSS) in 

Saudi Arabia was chosen to test the research hypotheses because few studies have 

evaluated marketing healthcare in Saudi Arabia. Most marketing healthcare studies 
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have been conducted in the U.S.A., Europe and Australia. However, it is important 

to assess if our commonly held concepts apply and can be traditionally modelled in 

an entirely different cultural, religious environment. The researcher has also been 

sponsored by Saudi government which encourages all Saudi sponsored students to 

conduct their research at Saudi Arabia. In addition, the researcher has contacts in 

the PHSS in Saudi Arabia which will facilitate data collection in Saudi Arabia 

hospitals. The same language and culture for patients and researcher would be, in 

part a reason to conduct this research there.  

 

3.3 Research Instruments 

Today, most professionals in social science, healthcare, and other human resource 

programs use both qualitative and quantitative methods to evaluate social service 

goals among cultural and ethnic different groups (Hines, 1993), in order to obtain a 

better understanding and cope with a multiplicity of research problems and issues; 

and to deal with any problems inherent in either of the methods (Walle, 1997). Both 

qualitative and quantitative methods will be used in the current research. Each 

method will be explored next  

 

3.3.1 Qualitative Method 

Open-ended questions are used in this method. Therefore, results dependant on 

interpretation are expressed in non-numerical themes (Morgan, 1997). Focus group 

interviewing is one of the most popular techniques used in qualitative studies 

(Cavana, Delahaye & Sekaran, 2001).  
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A focus group interview method were used because; a) it provides detailed insight 

and responses into specific research aspects (Morgan, 1997). b) it gives the chance 

for a flexible, free-flowing format for group members (Silverman, 2000). c) it 

enhances opportunities for the researcher to resolve any difficulties that might face 

the respondents. d) it is inexpensive, data rich, and cumulative (Fontana & Frey, 

1998). However, this method depends on the researcher’s skill and ability to choose 

the group and to interpret the collection data, it cannot be repeated, and it is 

difficult to generalize its results (Moore, 2005).  For this reason, qualitative method 

offers a useful tool but requires the more rigorous application of quantitative 

method to be of best use.  

Focus group interviews were chosen for the current research as a way of clarifying 

the antecedents perceived by the public as the main sources of comfort when 

dealing with private hospitals. The aim of the interviews was both; to derive a clear 

definition for the concept of comfort which could be used in developing a research 

questionnaire in next stage, and to identify dimensions of the concept of comfort 

which could be used in developing the model of the research. Conducting the focus 

group interviews required several steps. The main steps are checking the validity of  

the interviews’ questions, sample frame, and providing suitable locations and times 

for group sessions and discussions structures (Cavana, Delahaye & Sekaran, 2001). 

These steps are described below. 

 

3.3.1.1 Development of Focus Group’s Questions 

Questions about comfort and discomfort incident reports, and other evaluated 

constructs for focus group interviews, were prepared for the qualitative component 
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of this research. The questions were inspected and approved by The Human 

Research Ethics Committee at the University of Western Australia before being 

administered. 

 

3.3.1.2 Sampling Frame 

Group members for the focus group interviews included patients from two large 

private outpatient hospitals in two different cities in Saudi Arabia; Riyadh and 

Jazan. These two cities were chosen as a convenience sample. The sample frame 

consisted of patients who had received treatment at a private hospital in Riyadh and 

Jazan in the last six months. All those who took part were male and over 18 years 

old. There was no female in the sample of the research because access to women 

patients is not available to the researcher. Female treatment at hospital is done by 

her relative male (Father, brother and husband), when dealing with male staff. For 

example, he does admission requirements, discusses her case with physicians and 

gets her drugs from pharmacy.  

In addition, the researcher is not permitted to meet them or discuss health issues, as 

is the case in western countries (Littlewood & Yousuf, 2000)  Therefore, it was not 

possible for the researcher to include females in the sample of this study. There 

were two focus groups, each one of them comprising 8-10 past patients. Each group 

met for approximately one and a half hours. 
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3.3.1.3 Location and Timing 

The first interview was carried out in 2005 in Riyadh on Thursday June 23rd at 9 

pm in a private meeting complex, and the second was carried out in Jazan on Friday 

July10th at 4.30 pm in the researcher’s house. These places and days were chosen 

after prior consultation with participants. 

3.3.1.4 Data Collection Procedure   

The researcher briefed the participants on the research topic and encouraged them 

to express their views about their understanding of the topic of the research. The 

discussion started with a broad conversation on the research area. Participants 

covered different issues relevant to the research, with some direction from the 

researcher to guide and narrow the discussion where necessary. All participants had 

the opportunity to contribute to the conversation. The researcher used prepared 

questions in these discussions, concerning the concept of comfort, its importance, 

its consequences, and its outcomes such as satisfaction, and other evaluated 

constructs such as service quality and costs. Sometimes it was necessary to drift 

from the line of prepared questions, depending on an individual’s response. The 

researcher asked for clarification or repetition of some statements, and probed 

participants on answers relevant to the research problem.  

In each group session, the researcher found that the shared experience of 

participants created new ideas about different aspects of comfort and other 

evaluated constructs. Although no one defined the concept of comfort, the 

outcomes of discussions were interesting. For example, feeling comfortable at 
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hospital depends on; a good and fast service, genuine care from staff, qualified 

hospital staff, reasonable fees, and having a standard level of hospital facilities.  

 

3.3.2 Quantitative Method 

The results of this method are reported as numbers; it can be rigorous and 

scientific. The questionnaire is the main technique of the quantitative method 

(Cavana, Delahaye & Sekaran, 2001). This method is used because it handles larger 

samples, its results can be reported numerically and can be generalized, the work 

can be replicated, and it requires has few direct researchers (Moore, 2005). 

Nevertheless, it takes a long time to receive sufficient responses, and there is an 

increased possibility of misunderstanding of some questions or answers (Moore, 

2005). 

The purpose of using a questionnaire is to formally test the hypotheses developed 

in this study by using a survey approach, and to examine the relationships between 

comfort, service quality, hospital life, costs, and satisfaction in Saudi private 

hospitals, from patients’ viewpoints. The questionnaire is being developed using 

established measures for comfort and other constructs.  

The current study does not create a new scale for comfort, but uses measures 

established specifically for comfort, because the qualitative study, which aimed to 

create a new scale for comfort, did not entirely fulfil the requirements of 

developing a new scale. Two different scales were adapted for comfort. One scale 

was adapted from marketing context which developed by Spake et al. (2003) and 
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another scale was adapted from the healthcare context which developed by Kolcaba 

(2003).  

In marketing context, Spake et al. (2003) developed a measurement for 

psychological comfort using unidimensional scale of customer comfort. A list of 

eight word pairs was used in this scale to measure customer comfort in service 

relationship with coefficient alpha .98.  This scale has been adapted for measuring 

the psychological aspects of the concept of comfort in the current study. 

In healthcare setting, there is measurement of comfort called the general comfort 

questionnaire (GCQ) and a shortened GCQ which is based on the taxonomic 

structure of comfort (Katharine Y. Kolcaba, 1991). Taxonomic structure pertains to 

the contexts in which comfort occurs. These contexts include; physical, 

psychological, environmental, and social as shown in Figure 10. The shortened 28-

item GCQ has the same format as the original GCQ (48 items). Both measurements 

used a Likert-scale with six responses ranging from strongly agree to strongly 

disagree. The Chronbach’s alpha of this measurement is >.80. The shortened 28-

item was adapted to be used in the present study (Appendix 3). This scale was used 

for the current thesis because it includes physical, psychological aspects of comfort 

and the social and environmental aspects of antecedents of comfort. 

The concept of comfort has been addressed in the current study focusing on two 

main points; dividing the concept of comfort to physical comfort and psychological 

comfort and considering the environmental and social aspects of hospital life as 

antecedents of comfort rather than types of comfort. Therefore, the shortened 28-

itemGCQ was divided into four scales. Physical comfort includes six items, 
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psychological comfort includes eight items, environmental aspects of hospital life 

include eight items, and social aspects of hospital life include six items. 

Figure 10 Taxonomic Structure of Comfort  

States of Comfort Context in which 
Comfort Occurs Relief  Ease Transcendence 

Physical    

Psychological    

Environmental    

Social    

Relief, ease, and transcendence are types of comfort and physical, psychological, 

environmental, and social refer to contexts in which comfort occurs. 

 

Relief refers to the state of having a specific comfort need met, ease pertains to the 

state of calm or contentment, transcendence refers to the state in which one can rise 

above problems or pain, physical pertains to body sensations, Psychological refers 

to internal awareness of self, environmental pertains to the external background and 

social refers to interpersonal, family and social relationships (Kolcaba, 1991).  

A general comfort questionnaire (GCQ) including the taxonomic structure of 

comfort was developed to measure the concept of comfort using the state of 

comfort and the context in which comfort occurs (Kolcaba, 1991). The present 

study applied the GCQ to measure physical comfort and psychological comfort as 

types of comfort and environmental and social aspects of service providers as 

antecedents of comfort.  
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The GCQ can be viewed as a formative scale because (Coltman et al., 2008); the 

construct of comfort is dependent upon its indicators, the indicators define the 

construct of comfort and variation in the construct of comfort does cause variation 

in the indicator measures, while variation in the later causes variation in the 

construct of comfort.  

The construct of comfort modelled as a causal model (formative indicators). The 

directions of causality flow from the indicators to the construct. This model was 

measured based on its indicators.    

The present study combined of the marketing scale of psychological comfort and 

healthcare scale of general comfort because the concept of comfort has been 

extensively discussed in the healthcare context while little attention was given to it 

in marketing field. Therefore, the extensive discussion about the concept of comfort 

in healthcare was employed to use it as a marketing tool. The item of each scale can 

be seen in appendix 3. 

 

3.4 Questionnaire Translation  

The research questionnaire was originally designed in the English language. 

Because the language of the research sample is Arabic, the questionnaire was then 

translated into Arabic. The questionnaire was translated by using back-translated 

method (Brislin, 1976). Back-translated method means that questionnaire translates 

from English to Arabic by qualified interpreter first, then the Arabic translated 

questionnaire translates from Arabic to English by another expert interpreter. When 

the later match or becomes very close from the original English questionnaire, the 

questionnaire becomes sufficient for use.  
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3.5 Pre-test of the Research Questionnaire 

The present pre-test exercise was undertaken to assess the face validity of the items 

employed for each measure. Eighteen male Saudi students were approached and 

asked to complete the questionnaire noting any difficulties. The average time taken 

to complete the questionnaire was 10 minutes. 

A number of items proved problematic in their comprehension with ambiguity 

observed. Most interviewees agreed that there was ambiguity in the comfort section 

and psychological comfort section of the research questionnaire. They indicated 

that the comfort items were not clear and were ambiguous. Some of them 

mentioned that the items were difficult to understand and not easy to answer. For 

example, the item “I do not have many choices here”. The interviewee was 

confused about the choices as he believed it is a broad word. He could not know 

exactly choices of what and for what. According to him:  

I do not have many choices here. What did you mean by choices and for what 

doctors, treatment, drugs. 

The problematic items, terms, etc… were impeded and the questionnaire repeated 

with other students until no further difficulties were represented. At this point the 

questionnaire was deemed to be face valid.     

 

3.6 Sampling Frame 

A convenience sample of inpatients in Saudi private hospitals was drawn  due to 

the ease in collecting quick and efficient information (Cavana, Delahaye & 
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Sekaran, 2001). The target sample consisted of inpatients that were 18 years old or 

above and, had ability to understand and answer questions of the survey. They have 

to have stayed at hospital at least for three nights because hospitals provide variety 

of services for three nights then the next cycle of services will start again. For 

example, different types of meals will be provided for three nights then the type of 

first night meal will be provided in forth night and the type of second night meal 

will be provided in fifth nights etc*. Therefore, three nights of staying is important 

for inpatients to have a full picture about diversity of service of the hospital. The 

questionnaires were distributed for all inpatients who stayed at hospital for at least 

three nights. Data was collected from inpatients via a self-completion survey. 

Sample size is the number of cases used for analysis (Cavana, Delahaye & Sekaran, 

2001). For multivariate analysis size of the sample should not fall below 10 times 

as large as variables (Sekaran, 2003). Considering the aim of data collection and 

the level of statistical analysis that required a target of 200 – 300 responses was set 

in Saudi private hospitals in different regions.  

The hospitals were categorised depending on the number of beds in each hospital. 

The first group of the hospitals have less than 100 beds, second group from 100 to 

199 beds, third group from 200 to 299 beds, fourth group from 300 to 399 beds and 

fifth group 400 beds or above. One hospital from each group was chosen to 

represent that group. Consequently, ten private hospitals were selected; three from 

East region consist of group1 and group2, five from West region include groups 2, 

3 and 4, and two from South region contain of group1 and group5. Three hospitals 

                                                 

* Wagdy A. Zayed, Chief Operating Officer of Saudi German Hospitals group in Aseer 
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in Riyadh were excluded because they did not response during data collection time. 

Data collection was undertaken from June 19th 2007 to July 28th 2007.  

 

3.7 Ethical Consideration  

Conducting this study required an ethical approval from the University of Western 

Australia Human Research Ethics Committee (HREC), as well as the participant 

hospitals. The questionnaire format and the intended interview questions of the 

pilot study were sent to “The Human Research Ethics Committee (HREC) at the 

WA” including information and consent forms. The approval was given by HREC 

to carry out these interviews. Similar process was done for approving the final draft 

of the research questionnaire. The administration at the participants’ private 

hospitals agreed to allow for this study with their inpatients. On the whole, 

conducting the present study was directed by the ethics principles. 

 

3.8 Data Collection 

The hospitals staffs were asked to help in questionnaires distributing on target 

sample at hospitals. The questionnaires were given to the participants to respond to 

their convenience, and by themselves (self completion), which is suitable because 

the questions have been established and tested beforehand, are easy to read and 

easy to follow. The researcher or one of the hospital staff also helped in completing 

questionnaires when requested. The hospital staffs were asked to collect the 

responses from inpatients at their rooms when the questionnaires are ready. 
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3.9 Data Analysis Method 

The Statistical Package for the Social Sciences SPSS 15 and Structural Equation 

Modelling (SEM) with AMOS 7.0 analysis softwares were used to analyse the 

collected data. SPSS is a powerful statistical and data analysis package (Pallant, 

2007).  

SEM is also known as latent variable analysis, confirmatory factor analysis and 

LISREL analysis (Hair et al., 2004). SEM allows researchers to account for the 

error that is inherent in the measures they use, and it also provides tests of 

goodness-of fit that show whether the sample data are a good fit to the proposed 

theoretical model (Holmes-Smith et al. 2006). 
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CHAPTER FOUR:  ANALYSES AND FINDINGS 

This chapter will discuss data analysis techniques and procedures in detail. It is 

divided into five sections. First, the basic information about the dataset such as 

normality and procedure for cleaning and treating missing is described because 

Structural Equation Modelling (SEM) requires clean data without any missing data. 

Second, the descriptive analysis of the sample is summarised. Third, Chronbach’s 

Alpha (α) will be used to test the inter-item reliability of the measurements for each 

individual construct. Finally, Structural Equation Modelling (SEM) will be used to 

examine the goodness of the full model of the concept of comfort.  

 

4.1. Examining the Data  

Cleaning the dataset from the missing values, outliers and examining normality are 

required before conducting any analyses because a clean and a accurate dataset is 

required for most data analysis methods. Analysing “unclean” data could influence 

the accuracy of the results (Hair et al., 2004). There is no standard for cleaning data 

in the literature. It is a combination of judgments to reach that a dataset is valid to 

use in  multiple analyses (Neale, 2006).   

 

4.1.1 Data entry errors 

Errors of data entry can occur when you enter an invalid value or do not enter a 

value for a required field (Pallant, 2007). Therefore, the first step in cleaning data 

was to check errors of data entry such as out-of-range values. Using SPSS analysis 
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the data was cleaned and the results showed that there were no out-of range values 

in the dataset. 

 

4.1.2 Missing Values 

Missing values indicate that at least one of responses from a sample member was 

not completed for different possible reasons; such as some respondents may have 

no idea about the answer, they do not want to answer or they miss filling out the 

answer by mistake. Some statistical programs in Structural Equation Modelling 

(SEM) are particularly sensitive to missing values. For example, the AMOS 

software for SEM can not calculate modification indices with missing data. Missing 

data must be removed, or estimated and replaced, for further analysis using AMOS 

Missing data are classified as Missing Completely at Random (MCAR) or Missing 

at Random (MAR). Dealing with missing data is based on its type of randomness 

(Hair et al., 2004). Dealing with missing at random (MAR) can be a problem 

because its value can not be generalized to the population and there is only one 

method –the specifically designed modelling approach- to deal with MAR (Hair et 

al., 2004). Conversely, missing completely at random (MCAR) will not show bias 

to the observed data. Several approaches  can be used to deal with MCAR (Hair et 

al., 2004). According to Hair et al. (2004) the approaches include listwise deletion, 

pairwise deletion, Full Information Maximum Likelihood (FIML), main value 

replacement and estimation of the expectation-maximisation (EM). Monte Carlo 
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studies indicate that the EM method of data imputation is more accurate in 

predicting the parameter* estimate than other methods such as list-wise deletion 

pair-wise deletion and mean substitution (Cunningham, 2007). This approach  

produces less bias than both listwise deletion and mean substitution, and provides 

more accurate results than pairwise deletion (Roth & Roth, 1994). Removing 

missing data is an appropriate approach in non-random pattern cases (Hair et al., 

2004).  

The proportion of missing data is another consideration when dealing with missing 

data. It is argued that up to 25 percent can be accepted as missing in statistical 

analysis (Cunningham, 2007). In the present study, missing data comprised less 

than 10 % of the 221 responses. This is less than the acceptable level (25%) of 

missing values. Therefore, it is best to replace them rather than remove the 

respondents with missing from the sample. 

 

4.1.3 Normality of the data 

Normality refers to the distribution of the data for individual variables and its 

comparison to the normal distribution, the benchmark for statistical techniques 

(Hair et al., 2004). Visual histograms was used to check actual the degree of 

                                                 

* Parameter is a measure which produces a calculated value for a sample or population of the 

research. For example,  µ is a parameter of the mean of the population and σ² a parameter of its 

variance Hair, J., Anderson, R., Tatham, R. & Black, W. (2004) Multivariate Data Analysis, New 

Jersey, Prentice-Hall.. 
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departure from a normal distribution (Hair et al., 2004). The results revealed that all 

variables showed a departure from a normal distribution of the data. Statistical 

analyses must take that characteristic into account by using statistical analytic 

methods that deal with non normally distributed data such as Chi-square (X²) and 

Bollen-Stine boot strap (Cunningham, 2007).  

In addition, deviations from multivariate normality via Mardia’s coefficient were 

identified. The Mardia’s coefficient of multivariate normality is 3.29. Very small 

multivariate values (e.g., less than 1.00) are considered insignificant, while values 

between one and ten often show non-normality. Values more than ten indicate 

severe non-normality (Hair et al., 2004). Therefore, the data of the present study 

have minor deviate from multivariate normality that do not jeopardize the findings. 

4.1.4 Outliers of the Data 

Outliers are the cases of outrange of the distribution of responds or observations 

(Hair et al., 2004). Identifying outliers is an extremely important task for 

completing analysis of the dataset because it has been shown that analytic methods 

are sensitive to outliers, especially using the SEM statistic (Hair et al., 2004). 

Therefore, outliers were identified before proceeding with farther analyses. Outliers 

can be identified using one of the following methods; multivariate outliers that refer 

to unusual combination of values, bivariate outliers which pertain to extreme pairs 

of variables and univariate outliers that indicate to the cases that have an unusual 

value for a single variable (Hair et al., 2004).  

For data that depart from normality, a box-plot is a good and helpful technique for 

identifying outliers of the data. It is not influenced by the normality of the data’s 



 

 

66 

distribution, nor does it need any preceding estimate of a mean or standard 

deviation (Hair et al., 2004). The box-plot shows the distribution of the dataset 

including any possible outliers. Therefore, values that are far out of the range of the 

rest of the data are easily recognized. The box-plot was employed for the present 

study and outliers were identified.  

 

4.1.5 Sample Frame 

The sample frame consisted of male inpatients in Saudi private hospitals in six 

cities. Female inpatients were not included in the sample because of cultural and 

administration reasons. The cities of the sample frame are located in three different 

regions of Saudi Arabia. Three of them (Dammam, Khober and Khafji) are located 

in the East region, two cities (Mecca and Jeddah)  are located in the West region 

and the city of Abha is from the South region (Ministry of Health, 2005, p. 187).  

 

4.2 Descriptive Analysis of the Sample 

The descriptive analyses and respondents profiles of the sample are shown in Table 

1. The final number of respondents was 221 inpatients. Eighty two percent (82%, 

n=180) of the inpatients were aged between 18 and 49 (the mean age of 

respondents was 48 years). Fifty five percent of the sample was 18-34. Forty one 

percent were 35-64, and 5.4 percent were more than 65 years old. Forty eight 

percent (n=106) were married, thirty six percent (n=79) were single, eight percent 

(n=18) were divorced and seven percent (n=15) were widowed.  
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The divorce rate of the sample of the study was relationly low for Saudi Arabia. 

The divorce rate in Saudi Arabia is increasing with a recent report nations 38 % of 

marriages in Saudi Arabia ended in divorce (Homeidan, 2007) However, the 

divorce rate is still quite low comparing with western countries (Chesnais, 1996). 
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TABLE 1 Descriptive Analysis of Respondents’ Profiles  

 

 

                                                 

* Saudi Riyals 

Characteristic Frequency Valid %  

Age of Inpatients                                                     Total 221 100% 

18-24   53 24.0 
25-34   68 30.8 
35-49   59 26.7 
50-64   29 13.1 
65+    6 2.70 
Other    6 2.70 
Marital Status                                                          Total 221 100% 

Married 106 48.0 
Single   79 35.7 
Divorced   18 8.10 
Widowed   15 6.80 
Other     3 1.40 

Income                                                                      Total 221 100% 

< *SR5001   94 42.5 
SR5001-10000   56 25.3 
SR10001-15000   11   5.0 
SR15001-20000     7   3.2 
SR20001-25000   15   6.8 
SR25001-30000     4   1.8 
SR30001-40000     3   1.4 
SR40001-50000     6   2.7 
> SR50000     2   0.9 
Other   23 10.4 
Education                                                                 Total 221 100% 

< Secondary School     1  0.5 
Secondary School   59 26.7 
Certificate or Diploma after Secondary School   83 37.6 
Bachelor Degree   50 22.6 
Master Degree     4   1.8 
Other   24 10.9 
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The level of comfort perceived was influenced by a number of demographic 

characteristics of the sample such as age, married status, income and education of 

the inpatient. Using descriptive and comparative statistics of the age of the sample, 

the statistical analysis reported that the perception of comfort for the inpatients 

aged 18-34 at hospital was greater than the rest of inpatients who were aged 35-65+  

(p<0.05). It has been found that the younger and older inpatients were significantly 

different in perceiving the concept of comfort. 

The descriptive and comparative analysis of the marital status of the sample 

revealed that married inpatients tend to report their perception of comfort slightly 

greater than single inpatients (p<0.05). This would suggest that the married 

inpatients tend to be more relaxed and less stressed during their treatment at 

hospitals. This result shows that marriage has a positive effect in the patients’ 

perception of comfort in Saudi private hospitals.  

The majority of inpatients (43%, n=94) have incomes less than AU$20,000 

(SR50000) per year, while one quarter of them (25%, n=56) had incomes between 

AU$ 21,000 (SR52500) and AU$40,000 (SR10000) and the rest of the sample 

(32%, n=71) had incomes of AU$41,000 (SR102500) to AU$ 200,000 

(SR500000). Statistical findings indicated that inpatients with lower incomes less 

than AU$20,000 (SR50000) reported a greater perception of comfort than those 

with a higher income (p<0.05).  

Education level indicated that the majority of inpatients have a diploma (38%, 

n=83), while only 5% of inpatients had an education standard that was less than 

secondary school. It has been found that patients with less education tend to 

perceive their comfort from service at hospitals greater than others (p<0.05).  
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4.3 Inter-item Reliability for the Variables of the Measurements 

The next step in analysing the dataset was checking the inter-item reliability for the 

variables of the measurements in an attempt to determine what items seem to be 

consistent in measuring the concept of comfort. That is, reliability is a measure of 

the consistency among the measurement variables of each concept (Cavana, 

Delahaye & Sekaran, 2001). This analysis was conducted to improve the reliability 

of measurements with a reduced number of factors which are consistent in 

measuring the construct.  

Analyses of reliability for the measurements of the concept of comfort, its 

antecedents and its consequences were obtained using the inter-item reliability 

module of SPSS 15 through the scale command. The analyses extracted a number 

of items of these measurements. The extraction was conducted based on a 

minimum eingenvalue of 1.0 and the Catell plot (Hair et al., 2004). Combining 

items is used to reach the acceptable level of the inter-item reliability using 

Chronbach’s Alpha (α) for the measurements  (Hair et al., 2004). Chronbach’s 

Alpha (α) is a statistical method used extensively to test the inter-item reliability of 

constructs (Peter, 1979). This statistical measure ranges between zero and one, with 

values of 0.60 or over are usually considered  as an acceptable level of reliability in 

exploratory studies (Hair et al., 2004). 

The analyses were conducted in an effort to test the reliability of the measurements 

of both the independent and the dependent variables. The measurements of the 

independent variables of the comfort model include: 

• environmental aspects of hospital life (eight items); 
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• social aspects of hospital life (six items);  

• technical service quality (four items); 

• functional service quality (three items);  

• monetary cost (two items);  

• non-monetary costs (two items). 

The measurements of the dependent variables of the comfort model consist of:  

• physical comfort (six items); 

• healthcare measurement of psychological comfort (eight items); 

• marketing measurement of psychological comfort (eight items); and  

• two form of satisfaction construct (three items each). 

 

The adequate level of the inter-item reliability (Chronbach’s Alpha α) in the social 

studies has to be at least 60% (Hair et al., 2004). That is, the results of the inter-

item reliability which have a Chronbach Alpha (α) of less than 60% are considered 

an inadequate level that has to be improved until the acceptable level is reached. 

The inter-item reliability for the measurements of dependent and independent 

variables were examined on this basis.  

Each one of these measurements was treated to improve its level of the inter-item 

reliability or Chronbach’s Alpha (α) to reach the acceptable level (≥60). The inter-
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item reliability of both the measurements of the independents and dependent 

variables were checked in turn in the following subsections. 

 

4.3.1 The Inter-item Reliability of the Measurements of the Independent 

Variables 

The results of testing the inter-item reliability (Chronbach’s Alpha) of the 

measurements of independent variables indicated that the measurements of 

functional and technical service quality reached the adequate level of the inter-item 

reliability (α =0.74 for each).  

The measurements of the other constructs of the independent variables of the 

comfort model, which include social aspects of hospital life, environmental aspects 

of hospital life, monetary cost and non-monetary costs, did not reach the acceptable 

level of the inter-items reliability as shown in Table 2. For example, the inter-item 

reliability of the measurement of the environmental aspects of hospital life was 0.5 

which is less than the minimum of the acceptable level (0.60). Therefore, each of 

these measurements was treated for improving its reliability (Chronbach’s Alpha 

(α)). The inter-item reliability can be improved by using one of the following two 

methods or both of them; by removing items that sound less important for the 

measurement, or combine measurements that appear to measure the same construct, 

or use both of these two methods as long as they can be theoretically argued 

(Churchill, 1979; Radhakrishna, 2007). The last method was employed by using 

both of the two methods (removing items and combining measures) for enhancing 

the inter-item reliability of the measurements of the independent variables that did 

not reach the acceptable level of Alpha. For example, the Chronbach’s Alpha (α) of 
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each scale of the two measurements of monetary costs (0.56) and non-monetary 

costs (0.08) did not reach the minimum of the acceptable level of the inter-item 

reliability (0.60). Therefore, these two measurements were combined in one 

measurement as suggested in the literature (Chandon, 2000).  

The measurement of monetary and non-monetary costs has four items, which 

include: 

• the price of treatment 

• the price of staying at hospital;  

• the time required for receiving the treatment; and  

• the effort required for the treatment at this hospital.  

The combination of these two measurements was not enough to reach the 

acceptable level because Chronbach’s Alpha (α=0.22) still remains less than the 

adequate level (0.60). To enhance the inter-item reliability of the measurement of 

the construct of costs the method of removing items was also used based on the 

statistical analysis and the literature. 

The statistical analysis suggested that one item (cost of effort) from the four items 

of the measurement of the cost had to be removed. The item of effort, in the present 

study, pertains to costs of finding hospitals, getting parking, and the time and 

distance of travelling for treatment at hospitals. This item would have less impact 

on inpatients than the other items of measurement of costs because the patients 

were staying at the hospitals. They did not have to make a regular or daily effort to 

find hospitals or parking etc., since they were staying in the hospitals. So, apart 
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from their initial effort they had no effort compared with other patients who were 

not staying at the hospitals. Therefore, this item was removed. The measurement of 

the costs with the remaining three items was retested for its inter-item reliability. 

The results of Chronbach’s Alpha showed that the inter-item reliability of this 

measurement (0.62) now reaches the acceptable level and this measurement can be 

used now for further analysis with three items. 

The measurements of the social and the environmental aspects of hospital life were 

combined into one measure. In fact, the present study aimed to measure separately 

the impact of the social aspects of hospital life and the environmental aspects of 

hospital life on the perception of comfort in Saudi private hospitals. There are two 

main reasons behind combining these two measures; first, each one of these two 

measurements did reach the acceptable level of Chronbach’s Alpha individually. 

This is maybe because they were included in one measurement called general 

comfort questionnaire (GCQ) which also includes the physical and psychological 

aspects of the comfort construct with Chronbach’s Alpha α = 0.88 (Kolcaba, 2003, 

p. 46). Second, GCQ was used to measure the perception of comfort for patients in 

hospitals in the USA, while the current study is measuring the perception of 

comfort for patients in Saudi private hospitals. The understanding of the statements 

of GCQ may confuse Saudi respondents because of differences in culture, careers 

and hospital life in the two countries. For example, a number of statements of social 

aspects may also be considered as a statement of environmental aspects, such as “I 

am lonely”. This statement is interpreted in GCQ as a social aspect that means I am 

unhappy because no one visits or contacts me.  It can also be interpreted as an 

environmental aspect that means I am lonely because the location of my room is at 
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the end of the hospital corridor. These confusions in meaning may influence the 

final result of analyses. Therefore, these two measurements were combined in one 

measure called the measurement of hospital life. 

The inter-item reliability of the measurement of hospital life did not reach the 

acceptable level by the combination. So, removing items based on the statistical 

suggestions was used to improve the inter-item reliability of this measurement. A 

number of items were removed until the measurement of hospital life with eight 

items reaches the acceptable level of the inter-item reliability (α = 0.73).  

The remaining eight items of the measurement of hospital life are: 

• “my chair/bed is not well-shaped for me”; 

• “my hospital room makes me feel scared”;  

• “I do not like this hospital”;  

• “I feel lonely in this room”;  

• “no one understands me at this hospital”;  

• “the noise here keeps me from resting”;  

• “my room smells terrible”; and  

• “I feel out of place here”.  

Table 2 shows the measurements of independent variables with Chronbach’s Alpha 

before and after modifying the measurements. 
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TABLE 2 Chronbach’s Alpha (α) for the Measurements of Independent 
Variables 

 

4.3.2 The Inter-item Reliability of the Measurements of the Dependent 

Variables 

The dependent variables consist of the measurement of physical comfort, the 

healthcare measurement of psychological comfort, the marketing measurement of 

psychological comfort, and the measurements of two forms of satisfaction. The 

results of testing of inter-item reliability or Chronbach’s Alpha (α) for these 

measurements indicated that the marketing measurement of psychological comfort 

has an adequate level of inter-item reliability (α =0.76). Each measurements of 

satisfaction has also an adequate level of inter-item reliability (α =0.74 & α =0.75). 

The other measurements of the dependent variables did not reach the acceptable 

level of Chronbach’s Alpha. Therefore, similar processes that were used for the 

independent variables were conducted for improving the inter-item reliability for 

the measurements of dependent variables. The inter-item reliability of the 

The measurements Number of 
items 

Original 
(α) 

Number of 
item deleted 

New 
(α) 

Environment Aspects (ENV) 8 0.51 2 0.65 

Social Aspects (SOC) 6 0.29 2 0.56 

Hospital Life (ENV and 
SOC) 

14 0.45 6 0.73 

Monetary Costs (MON) 2 0.56 0 0.56 

Non-monetary Costs (N-
MON) 

2 0.08 0 0.08 

MON and N-MON Costs.  4 0.22 1 0.62 
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healthcare measurement of psychological comfort with eight items was examined.  

The statistical analysis showed that a number of items had to be removed for 

improving its inter-item reliability. After several tests of this measurement with 

four items it exceeded the acceptable level of Chronbach’s Alpha (α = 0.64). Four 

items were removed from this measurement perhaps because these items are related 

to some religious issues that Muslims can do nothing about. These items are; 

fearing from what will happens next, feeling depressed, getting limited choices, 

finding meaning in lives. 

The statement of fearing from what will happens next. This statement is related to 

the future. Muslims believe that the future (good or not) is in the hands of Allah 

(The Almighty God). They make supplications to have a good future but they do 

not have to be depressed if the future does not turn out well. Therefore, the 

inpatients would not be expected to care about this statement. The same reason can 

be applied for the other statements of the measurement which include; feeling 

depressed, getting limited choices and finding meaning in lives. In addition, there is 

a remaining statement in the measurement that addresses the inpatients’ faith 

(feeling of having faith). Therefore, these four items were removed. The four 

remaining items of the healthcare measurement of hospital life are feeling 

confident, feeling of having faith, feeling content and feeling peaceful.  

The inter-item reliability of the measurement of physical comfort with six items 

was examined. The statistical analysis revealed that the measurement did not reach 

the acceptable level of the inter-item reliability. This analysis suggested that three 

items from the measurement had to be removed to improve its inter-items 
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reliability. After deleting the three items the inter-item reliability of the 

measurement reaches the acceptable level (α =0.65).  

In addition to improving the inter-item reliability, there are different reasons behind 

removing a number of items from this measurement. For example, the item, “I do 

not feel like exercising at this hospital” was removed because it was found in the 

focus group interview that this item is ambiguous in its meaning as mentioned 

earlier in chapter three. It was claimed that the answer to this statement is not clear 

and therefore, most inpatients did not respond to it. Other items were removed 

because of their similarity to other statements in the measurement. For example, the 

statement of, “I am very tired right now” was valued by interviewees as being very 

close to the statement of, “I do not feel healthy right now”. As a result, one of these 

items was removed. The three remaining items of the measurement are, “my health 

condition gets me down”, “my pain is difficult to endure” and “I do not feel healthy 

right now”.  

 

4.4 Structural Equation Modelling (SEM) Analyses   

The measurements of both the independent and dependent variables were further 

refined using structural equation modelling (SEM) in an effort to achieve good fit 

between the model proposed for this study and the observed data. SEM includes a 

number of models known by different names such as latent variable analysis, 

confirmatory factor analysis and covariance structure analysis (Hair et al., 2004). 

SEM is a multivariate methodology that combines factor analysis and multiple 

regression to estimate all statistical relations between dependent and independent 
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variables (Cunningham, 2007). SEM examines the relationships between responses 

of the item, and the underlying theoretical constructs as latent variables 

(Cunningham, 2007).  An earlier variant, the path analysis model, tests the 

relationships between the observed variables (Cunningham, 2007). A combination 

of more than one method in SEM helps in solving problems resulting from using 

only one statistical method such as multiple and multivariate regression, recursive 

path analysis, and factor analysis (Anderson & Gerbing, 1988).  

The two-step modelling approach of SEM analysis will be used to examine whether 

and how service quality, hospital life and costs influence the perception of patient 

comfort and satisfaction in private hospitals in Saudi Arabia (Anderson & Gerbing, 

1988). First, Confirmatory Factor Analysis (CFA) is used to estimate the link 

between the constructs of the research model and their observed variables (items of 

measurement). Then, the models measuring constructs have been tested until they 

reach an acceptable level of goodness of fit using theory to drive the model of 

comfort.  

In SEM, making a model fit its data is not an impossible task (Kudel, Edwards & 

Moric, 2005). Proposing alternative models has been seen as a good technique for 

evaluating models. It is difficult to prove that a specific model is a complete fit, 

while it is possible to create models that have a better fit using the same variables 

of the model in different paths (Kudel, Edwards & Moric, 2005; Tomarken & 

Waller, 2003).  
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It therefore seems important to offer an alternative model for the concept of 

comfort. This model has also been tested. 

 

4.4.1 Confirmatory Factor Analysis  

The main aim at this stage of analysis is to estimate the strength of the regression 

paths between the latent constructs of the research model (i.e. technical service 

quality) and their observed variables (i.e. my medical treatment has been performed 

well). The objective is to determine the observed variables that measure the latent 

constructs. Congeneric measurement models are employed to analyse the research 

models (Millsap & Everson, 1991).  The congeneric model can be defined as a 

model in which all items of the model are applied to measure the same construct 

(Byrne, 1994). The model is then run, using analysis of moment structures software 

(AMOS), to find out if the model fits its items. AMOS is a program tailored for 

SEM (Arbuckle, 1989). It is an alternative to other statistical programs such as 

LISREL, it can compute all statistical estimates for SEM such as Likelihood-ratio 

chi-square (x²) and  Bollen-Stine bootstrap (Cunningham, 2007). The AMOS 

program also calculates maximum likelihood estimates in the presence of missing 

data and can be used with data that is not normally distributed (Cunningham, 

2007). 

A series of confirmatory factor analyses using the AMOS program were carried out 

to assess the link between each construct and its observed variables in the research 

model. A number of AMOS indicators such as Likelihood-ratio chi-square (x²) and  

Bollen-Stine bootstrap with an error level of P ≥0.05 were used to test the goodness 
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of fit of the constructs of the research model and their observed variables to the 

dataset (Cunningham, 2007).  Chi-square (x²) and Bollen-Stine bootstrap (p ranging 

from 1,000 to 2,000) are considered the best alternative test statistics for estimating 

the fit of SEM when the data is not normally distributed as in the present study 

(Cunningham, 2007). However, x² accuracy is influenced by the sample size (Hair 

et al., 2004). In a large sample size, the x² test tends to be significant for any 

particular model while it will be insignificant in a smaller sample size 

(Cunningham, 2007). The 221 respondents for this study provided a sample size 

that is appropriate for using the x² test (Hair et al., 2004). Other practical goodness 

of fit indices should also be used in combination with the x² to test the goodness of 

fit of the SEM (Cunningham, 2007).  

The goodness of fit indices are divided into absolute fit indices and incremental fit 

indices (Hu & Bentler, 1998). Absolute fit indices estimate the degree of 

representing the sample data by the model of the research (Cunningham, 2007). For 

example, the root-mean square error of approximation (RMSEA) is one of the 

absolute fit indices measures. RMSEA estimates the error discrepancy per degree 

of freedom, which makes it sensitive to the number of estimated factors in the 

model (Hair et al., 2004). The values of RMSEA ranging from zero to 0.05 indicate 

a good fit, from 0.05 to 0.08 refers to a reasonable fit (Cunningham, 2007). 

RMSEA is less sensitive to distribution and sample size (Hu & Bentler, 1998).  
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The incremental fit indices, “measure the proportionate amount of improvement in 

fit when a target model is compared with a more restricted, nested baseline model” 

(Cunningham, 2007, pp. 4-9). The comparative fit index (CFI) is an example of an 

incremental fit index. 

The CFI estimates how much better the fitted model is compared with the null or the 

independence model. It does this by measuring the covariance in the data 

(Cunningham, 2007; Hair et al., 2004). The CFI value is between zero and one. 

Satisfactory fit models should have a CFI greater than 0.95 and  the value of 0.90 is 

considered a reasonable fit (Cunningham, 2007). 

In addition, the Standardized Residual Covariances (SRC) matrix, which are 

achieved by dividing the residual covariances by estimating their standard error, are 

used to determine the goodness of the model (Cunningham, 2007). According to 

Cunningham (2007), SRC should not exceed a value of two. Any value that 

exceeds two refers to the failure of the model to explain the relationship between 

the related variables (Cunningham, 2007). 

 

4.4.2 Testing Goodness of Fit of the Research Model 

Each construct has a measurement which includes the statements or variables that 

were created to measure this construct. A congeneric analysis of measurement 

model which is one form of confirmatory factor analysis is created for each 

construct for examining whether all statements of variables of a latent construct 

measure the same latent construct.  
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The technique of congeneric models was used to test the goodness fit of the 

constructs of the research model (Cunningham, 2007). This technique is based on 

testing and retesting the model of SEM for any construct until reaching the 

acceptable fit. First, we test the model using its variables, the model that reaches an 

adequate fit in the statistical and theoretical sense from the first test will be 

accepted (Cunningham, 2007). Otherwise, the model that did not reach the 

acceptable level of goodness of fit from the first test will be retested for improving 

its goodness of fit. This can be improved by removing items or combining 

constructs or both methods based on suggestions of the modification indices and 

theory. Then, the new form with the adjustments of the model will be tested again. 

This process is repeated until the model reaches an adequate fit or cannot be 

accepted on a theoretical basis. Nevertheless, rather than evaluating the overall 

model of the research, a series of models for each construct in the overall model are 

examined and estimated independently. For example, the model of the construct of 

technical service quality was examined until it adequately fit, then the model of the 

construct of functional service quality was tested until it has an adequate fit and so 

on with other constructs.  

Psychological comfort has two different measurements and in order to test its 

goodness of fit, it is necessary to obtain an overall measurement of psychological 

comfort. The goodness of fit of the overall measurement was tested until it has an 

acceptable level of fit. Then, it will be used for the analysis of the full model of 

comfort. So, the goodness of fit for each measurement of psychological comfort 

was tested separately and after reaching the adequate fit, the two measurements 

were combined in one measurement called an overall measurement of 
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psychological comfort. A similar process was conducted to test the goodness of fit 

of the two different measurements of the construct of satisfaction in order to test its 

goodness of fit and then use the overall measurement of satisfaction for the analysis 

of the full model of comfort..  

In conclusion, each construct of the full model of comfort was examined 

individually until it reached an adequate level of the goodness of fit. Then all these 

constructs were described together to test the goodness of fit of the full model of 

comfort. Consequently, two steps of analysis were followed. First, the congeneric 

models of the independent and dependent constructs of the concept of comfort were 

examined. Second, the goodness of fit of the full model of comfort was tested.  

 

4.4.2.1 Congeneric Models for Each Construct of the Full Model of Comfort 

The research model of the concept of comfort includes the following constructs; 

technical service quality, functional service quality, hospital life, costs, physical 

comfort, psychological comfort and satisfaction. Three constructs were an adequate 

fit from the first test. These constructs are technical service quality, functional 

service quality and physical comfort. Other constructs of the research model did not 

reach the adequate level of goodness of fit. Therefore, each construct was examined 

in the congeneric model to determine the goodness of its fit.  

The following statistical information from the output of AMOS have to be 

considered for testing the goodness of fit for a congeneric model (Cunningham, 

2007):  
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1. The values of standard residual covariance matrix should not exceed a 

magnitude of two because the model will not account for much of the 

shared variance between the particular item pairs. 

2. The modification indices which influence the value of chi-square. That is, 

the chi-square would decrease by at least the value of the modification 

indices. 

3. The sample correlations and the eingenvalues that exceed correlations of 0.8   

indicate that the number of items should be reduced and the eingenvalues 

show the proper number of factors for each model. 

4. The regression weights provide the magnitude and significance of the factor 

coefficient parameter estimates. The factor coefficient of the items has to be 

significant with their constructs and non-significant items will be removed.  

After considering the above statistical information and the related theory, 

measurement models of the constructs were tested and re-tested to reach the 

adequate goodness of fit for each construct. The changes were only made once at a 

time and are theoretically defensible. For example, two respecificatons were needed 

for the hospital life construct to reach the adequate level of goodness of fit. Full 

discussion of modifications of these constructs can be seen in Appendix 1.  
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4.4.2.2 Testing the Goodness of Fit of the Full Model of Comfort 

The full model of the concept of comfort was tested using structural equation 

modelling for its goodness of fit after approving the goodness of fit for its 

constructs which include: 

• the technical service quality;  

• the functional service quality;  

• the hospital life;  

• the costs;  

• the physical aspects of comfort;  

• the psychological aspects of comfort; and  

• the construct of satisfaction. 

To generate the congeneric model for the examination of the structural equation 

model of the concept of comfort, the following steps were conducted. First, a 

composite variable for each construct of the full model of the concept of comfort 

was developed (Holmes-Smith & Rowe, 1994). Second, a structural equation 

model was developed for the concept of comfort using the composite variables that 

were created in the previous step. This model was analysed to determine whether it 

fitted the data well or required further respecification. Third, an alternative model 

was proposed and analysed. Fourth, based on the literature and the analysis, the 

superior model was chosen and tested to determine whether the identified model 
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fitted the data. Finally, the superior model was used to test the hypotheses of the 

study.  

 

4.4.3 Creating Composite Variables for the Constructs of the Research Model  

Most constructs or latent variables that have been studied in the social science 

relationships are not directly measured or observed. Latent variables such as 

satisfaction, comfort, service quality, hospital life and costs are measured using a 

larger number of indicators which are combined to form composite scales or 

composite variables.  

A composite variable or “summated scale” is a summation of factor score 

regression weight multiplied by observed variables (Hair et al., 2004, p. 116). The 

composite variable score can be calculated using the following formula (Joreskog 

& Sorbom, 1989).  

ξi = ∑ ωi xi. Where ξ = estimated composite variable, ω = factor score regression 

weights, and x = subject’s observed variable for each item. For example, for the 

physical comfort, the factor score regression weights are 0.175, 0.265, 0.267, 

correspondingly. Using these factor scores the composite variable of physical 

comfort can be calculated as: 

(ξi) =0.186* unhealthy effect + 0.243* unhealthy + 0.301* difficult pain. 

Where unhealthy effect refers to the statement of “My health condition gets me 

down”, unhealthy refers to the statement of “I do not feel healthy right now” and 

difficult pain refers to the statement of “My pain is difficult to endure”. 
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There are two reasons for using a composite variable. This technique reduces the 

observed variables of each construct into one composite variable (Joreskog & 

Sorbom, 1989). For example, the construct of technical service quality has four 

variables which were reduced to one composite variable. The other constructs in 

the model of the concept of comfort were also reduced to one composite variable 

for each construct using the same approach. Therefore, the variables of the full 

model of the comfort construct reduced from 34 variables (technical service quality 

4, functional service quality 3, hospital life 6, costs 3, physical comfort 3, 

marketing measurement of psychological comfort 5, healthcare measurement of 

psychological comfort 4 and two measures for satisfaction 6 to 7 composite 

variables (one composite variable for each construct). Reducing the research model 

variables from 34 to 7 allowed SEM, using the AMOS program to analyse the 

model of the concept of comfort.  

The SEM required a minimum sample size of 10 participants per variable in normal 

data and 15 participants for each variable if the data departs from normality (Hair et 

al., 2004). Applying this role on the present study which has 34 variables and its 

data is not normally distributed means that the minimum participants required for 

using SEM is 510 participants ( 34 * 15 = 510). That is, the sample size has to be at 

least 510 inpatients in order to analyse the model on the concept of comfort using 

SEM. The sample size of the current study was only 221 inpatients. Thus, the 

composite variable approach was applied in order to overcome the requirement of 

SEM for a large sample size. The composite variable approach reduces the 

variables of the model of the concept of comfort to seven composite variables. 

Therefore, the minimum participants required for SEM is 105 (7 * 15 = 105) 
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participants. The sample size of 221 participants is adequate because it is more than 

the required sample size (105) for using SEM. Therefore, using composite variables 

reduced the sample size of the present study to be within the threshold of using 

SEM and therefore the model of the concept of comfort could be analysed using 

SEM.  

 

4.4.4 Analysing the Full Model of the Concept of Comfort Using Composite 

Variables 

A model was created for the concept of comfort which included the composite 

variables for the constructs of technical service quality, functional service quality, 

hospital life, costs, physical comfort, overall psychological comfort and overall 

satisfaction. This model was developed in order to test the relationship amongst its 

constructs and is shown in Figure 11. The analysis indicators showed that the 

model did not fit the data. For example, the values of Bollen-Stine p = 0.00, the 

Tucker Lewis Index (TLI) = 0.32, the root-Mean Square Error of Approximation 

(RMSEA) =0 .27 and the Comparative Fit Index (CFI) = 0.84 (CFI ≥0 .95) as 

shown in Table 3. These values are not adequate and did not reach the acceptable 

level of goodness of fit (P>0.05, TLI ≥ 0.95 and RMSEA ≥ 0.05). Therefore, the 

model did not fit the data and needed to be respecified, if possible, to improve its 

goodness of fit. 
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TABLE 3 Fit Indicators of the Model of the Concept of Comfort. 

 

 

4.4.4.1 Respecification of the Research Model  

The statistical analysis revealed that a number of the constructs of the model of the 

concept of comfort need to be correlated for improving the goodness of fit of the 

model. For example, the modification indices suggested that the construct of 

satisfaction and the constructs of both the technical service quality and hospital life 

have to be correlated to improve the goodness of fit of the model of the construct of 

comfort. In addition, this correlation has to be supported by the literature because 

the statistical analysis in SEM is not enough to reconnect the constructs of such a 

model. 

Fit Indicators Value 

Chi-square 82.25 

Degree of Freedom   5 

Normed Chi-square 16.45 

Bollen-Stine P  0.00 

The Root-Mean Square Residual (RMR)  0.06 

The Root-Mean Square Error of Approximation 
(RMSEA) 

 0.27 

The Goodness of Fit Index (GFI)  0.92 

The Tucker Lewis Index (TLI)  0.32 

The Comparative Fit Index (CFI)  0.84 
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First, Technical Service Quality and Satisfaction 

Technical service quality refers to the results or outcomes of the service (treatment) 

such as “effectiveness of diagnoses and medical procedures at hospital” (Lassar, 

Manolis & Winsor, 2000, p. 246). The outcomes of diagnoses is assessed by the 

improvement of the patient’s indications or healing from the illness (Amyx & 

Bristow, 2001). The outcomes of treatment become more important in a healthcare 

setting because patients focus on the results of their diagnoses rather than its 

procedure or process (Amyx & Bristow, 2001). In other words, a number of 

patients were concerned more about the result of their treatment. For example, for 

women who were seeking pregnancy testing, the treatment process was not 

important when the successful outcome was achieved (Amyx & Bristow, 2001). 

Consequently, the outcomes of a patient’s treatment influence their satisfaction. 

Therefore, there is a relationship between technical service quality and satisfaction. 

The literature supports the view that technical service quality would have an impact 

on patient satisfaction. 

 

Second, Hospital Life and Satisfaction 

Hospital life includes the social and environmental aspects of hospital life. The 

social aspects of hospital life include the groups the patient deals with inside the 

hospital such doctors, nurses, patients, visitors and others. The relationship between 

the social aspects of hospital life and patient satisfaction was addressed in a number 

of studies (i.e. Chou, Boldy & Lee, 2002; Peyrot, Cooper & Schnapf, 1993). For 

example, staff care has been found to play an important role in determining 

inpatient satisfaction (Chou, Boldy & Lee, 2002). On the other hand, the 
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environmental aspects of hospital life include the hospital service setting or hospital 

appearance. Several studies discussed the influence of the service setting on the 

construct of satisfaction (i.e. Bitner & Bitner, 1990; Chou, Boldy & Lee, 2002; 

Oliver, 1980). It has been found that the service settings enhance satisfaction for 

both the customer and the employee and create a relationship between the service 

providers and their customers (Bitner & Bitner, 1990). Accordingly, the 

relationship between the environmental aspects of hospital life and the construct of 

satisfaction has been theoretically supported.  

In summary, despite the fact that the present study has its own distributions and 

differs in several aspects from previous investigations, the influence of the 

construct of technical service quality and the construct of the social and 

environmental aspects of service setting (hospital life) on satisfaction was 

supported. The results of both the statistical analysis and the prior studies showed 

that patient satisfaction was influenced by the constructs of both technical service 

quality and hospital life.  
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FIGURE 11 Standardized Estimate of the Model of the Concept of Comfort 
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4.4.4.2 The final Respecification of the Research Model  

Consequently, a new model for the construct of comfort was created including the 

correlations between the construct of satisfaction and the constructs of both 

technical service quality and hospital life to improve the goodness of fit of the 

model see Figure 12. This model was tested and the results of the fit index 

indicators showed that the model tends to fit the data as shown in Table 4.  
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FIGURE 12 Standardized Estimate of the Respecified Concept of Comfort 

Model 
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 Bolded arrows refer to the new paths for improving the goodness of fit of the 
model. 
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TABLE 4 Fit Indicators of the Respecified Model of the Concept of Comfort 

 

 

4.4.5 The alternative model of the study 

The inclusion of alternative models is important because a large number of 

alternative models could fit their data using SEM technique (Tomarken & Waller, 

2003). In fact, the target model of the concept of comfort may be only one of many 

models that explain the relationships among its variables. In SEM, making a model 

fit its data is not an impossible task (Kudel, Edwards & Moric, 2005). Proposing 

alternative models has been seen as a good technique for evaluating models. It is 

difficult to prove that a specific model is a complete fit, while it is possible to 

Fit Indicators Value 

Chi-square 5.3 

Degree of Freedom 3 

Normed Chi-square 1.76 

Bollen-Stine P 0.23 

The Root-Mean Square Residual (RMR) 0.01 

The Root-Mean Square Error of Approximation 

(RMSEA) 

0.59 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 0.97 

The Comparative Fit  Index (CFI) 1 
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create models that have a better fit using the same variables of the model in 

different paths (Kudel, Edwards & Moric, 2005; Tomarken & Waller, 2003).  

It therefore seems important to offer an alternative model for the concept of 

comfort. In the alternative model the construct of satisfaction mediates between the 

concept of comfort and its antecedents (technical service quality, functional service 

quality, hospital life, and costs). In other words, the constructs of service quality 

(technical and functional), hospital life (environmental and social) and costs 

(monetary and non-monetary) were proposed as antecedents of the construct of 

satisfaction while the concept of comfort is considered as the consequence of 

satisfaction. 

An overall concept of comfort was created using a higher factor model for the 

constructs of physical and psychological comfort. The overall concept of comfort 

was needed in creating the alternative model. A new congeneric measurement 

model for the overall concept of comfort was created including physical comfort 

and psychological comfort. This model fits its data well and was used in further 

analysis for the alternative model. 

 

4.4.5.1 The Alternative Model in the Literature Review 

Several studies have addressed the relationship between the construct of 

satisfaction and the constructs of service quality, its surrounding (environmental 

and social) and service costs (i.e. Amyx & Bristow, 2001; Baker & Taylor, 1997; 

Boothroyd, Shern & Bell, 2002; Cho, 2004; Dansky & Jeffrey, 1997; Greenwood et 

al., 1999; Oliver, 1997; O'Connell, Young & Twigg, 1999). For example, the 
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construct of satisfaction is used as an essential indicator of service quality at 

hospitals, and it is derived from aspects such as a clean and safe environment, 

proper meals, and friendly, interpersonal relations with staff (O'Connell, Young & 

Twigg, 1999). The construct of cost has also been found to influence the construct 

of satisfaction (Peyrot, Cooper & Schnapf, 1993). Therefore, the constructs of 

service quality, hospital life and costs can be considered as antecedents of the 

satisfaction construct which in turn influences the concept of comfort.  

 

FIGURE 13 The Alternative Model of the Concept of Comfort with 

Standardized Estimate 
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The fit index revealed a poor goodness of fit since the values of Bollen-Stine p = 

0.006, the Tucker Lewis Index (TLI) = 0.89 and the Root-Mean Square Error of 
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Approximation (RMSEA) = 0.12. Therefore the goodness of fit for this model had 

to be improved.  

 

4.5.3.1 Respecification the alternative model 

Alternative model modification indices suggested a direct correlation between the 

constructs of the concept of comfort and the construct of costs to improve the 

goodness of fit of the model. Theoretically, the correlation between the construct of 

costs and comfort was addressed in the literature as mentioned earlier in chapter 

two. For example, the construct of costs and the concept of comfort are related 

because both of them play an active role in selecting a service provider (Gooding, 

1995; Spake et al., 2003). Switching from one service provider to another (Brucks, 

Zeithaml & Naylor, 2000; Spake et al., 2003) and maintaining customers and 

service providers relationships. Therefore, there is a relationship between costs and 

concept of comfort. 

This correlation was conducted and the model retested again to examine its 

goodness of fit. The statistical fit indicators showed that the model fitted the data as 

shown in Figure 14 and Table 5. That is, the construct of satisfaction can be 

considered as a mediating construct between the concept of comfort and its 

antecedents.  
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FIGURE 14 the Respecified Alternative Model of the Concept of Comfort with 

Standardized Estimate 
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TABLE 5 Fit Indicators of the Respecified Alternative Model of Comfort 

 

 

Fit Indicators Value 

Chi-square 8.33 

Degree of Freedom 3 

Normed Chi-square 2.78 

Bollen-Stine P 0.06 

The Root-Mean Square Residual (RMR) 0.03 

The Root-Mean Square Error of Approximation 
(RMSEA) 

0.09 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 0.94 

The Comparative Fit  Index (CFI) 0.99 
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4.5.4 The Target Model of the Concept of Comfort VS. the Alternative Model 

A comparison between the target model of the concept of comfort and the 

alternative model was conducted to assess which model was more appropriate for 

further analysis. The comparison was conducted based on both the statistical 

analysis and the literature review. The statistical analysis indicators showed a 

difference in Chi-square and Normed Chi-square, as well as the goodness of fit 

statistical indicators. The result of the comparison revealed that the target model of 

the concept of comfort provided a best fit. In addition, the values of Bollen-Stine P, 

RMSEA, TLI and CFI for the proposed model are higher than the values of the 

same indicators for the alternative model as shown in Table 6 in bold. With these 

indicators, the higher the number, the better the fit. Consequently, the best-fitting 

model of the two models of the concept of comfort is the proposed model that 

consists of the antecedents of comfort which include the constructs of service 

quality, hospital life and costs and its outcome (the construct of satisfaction). This 

model provides evidence for the addition of the concept of comfort to the 

constructs of service quality, hospital life, costs and satisfaction paradigm. From a 

statistical and theoretical viewpoint the proposed model of the concept of comfort 

was more adequate for further analysis in the present study than the alternative 

model. Hence, the target model was further examined for model identification and 

used to test the hypotheses of the present study.  

 

 

 



 

 

101 

TABLE 6 Fit Indicators of the Respecified the Two Models of Comfort 

Bold refers to the values of Bollen-Stine P, RMSEA, TLI and CFI for the proposed 

model and the alternative model 

  

4.5.5 The Identification of the Model of the Concept of Comfort  

Identification of the target model of the concept of comfort can be tested using the 

t-Rule. The t-Rule confirms a minimum condition of identification if t ≤ ½ k (k+1) 

(Holmes-Smith & Rowe, 1994), where t = the number of parameters to be 

estimated and k = the number of observed variables. That is, in confirming an 

identification of the model of this study the number of parameters that have to be 

estimated in the study has to be equal or less than half of the numbers of its 

Value Fit Indicators 

The proposed 
model 

The alternative 
model 

Chi-square    5.3 8.33 

Degree of Freedom 3                 3 

Normed Chi-square     1.76 2.78 

Bollen-Stine P    0.23 0.06 

The Root-Mean Square Residual 
(RMR) 

   0.01 0.03 

The Root-Mean Square Error of 
Approximation (RMSEA) 

   0.59 0.09 

The Goodness of Fit Index (GFI)   0.99 0.99 

The Tucker Lewis Index (TLI)    0.97 0.94 

The Comparative Fit  Index (CFI)                 1 0.99 
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observed variables multiplied by the number of observed variables plus one. The 

target model of comfort with composite variables contains 18 free parameters and 

the number of observed variables was 7. Applying the t-Rule of identification on 

this model meets the requirement of the t-Rule for identification as shown below 

18 ≤ ½ 7 (7+1)  

In summary, this chapter discusses the estimation of the measurement and 

measurement models by the use of structural equation modelling (SEM). In the 

analyses of the measurement models, 6 of 34 observed variables initially developed 

in the present study were removed from the measurements. Removing items was 

based on a combination of findings of the modification indices and correlations. 

Reliability indicators and the theoretical base confirmed that a number of variables 

had to be removed to strengthen the measurements of the constructs in the present 

study to reach the acceptable level of reliability for each measurement. Therefore, 

only 28 variables remained in the measurements and have been used in the rest of 

the analyses. These 28 observed variables represent seven latent constructs. They 

were found to be reliable and adequate in testing their underlying constructs. 

After ensuring an adequate measurement model, the analyses were conducted by 

the use of structural equation modelling to examine the structural relationships 

between the constructs of the model of the comfort construct. One respecification 

was conducted to achieve the full target structural model for the concept of 

comfort. The only model respecification made was making connections between 

the construct of patient satisfaction and the constructs of both technical service 
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quality and hospital life. The statistical results of the full structural model of the 

concept of comfort showed that the model represents the data well. 
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CHAPTER FIVE: TESTING HYPOTHESES OF THE RESERCH 

Using the target model that has been identified, the hypotheses developed for the 

current study were tested to determine whether they are supported. The hypotheses 

were assessed by examining the path coefficients among the constructs of the target 

model of comfort. The paths of the constructs of the target model were reported 

using the unstandardised regression coefficients.  

The significance of correlation paths between the constructs of the target model of 

the concept of comfort was examined for each hypothesis. The hypotheses were 

tested using significant levels and t values for the parameter estimate (t=  parameter 

estimate divided by standard error of the parameter estimate). It was revealed that t 

values ≥ 1.96 are considered to be significant based on a level of α = 0.05. A number 

of paths in the present study were significant and have been highlighted in bold. 

For example, the path correlation between the construct of hospital life and the 

construct of physical comfort is significant, since the t-values = 7.96 and a 

significant level of p <.001 as shown in Table 7.  
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Bold arrows mean significant and supported paths, dashed arrow refers to new paths 

and other arrows refer to non-significant paths. 
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TABLE 7 t values and Significant Levels of the Constructs of the Full Model of 

Comfort  

Constructs Estimate S.E. t-value P 

functional quality  ---->   physical comfort 0.08 0.05 1.44 0.15 

functional quality----> psychological comfort 0.13 0.07 1.98 0.05 

technical quality  ----> physical comfort -0.18 0.06 -3.26 0.001 

technical quality ----> psychological comfort 0.37 0.07 5.61 0.001 

hospital life-----------> physical comfort 0.63 0.08 7.96 0.001 

hospital life-----------> psychological comfort -0.09 0.1 -0.97 0.33 

costs-------------------> physical comfort 0.08 0.10 0.80 0.42 

costs-------------------> psychological comfort 0.46 0.12 3.70 0.001 

physical comfort ------------> satisfaction -0.05 0.06 -0.84 0.40 

psychological comfort ----> satisfaction 0.26 0.05 5.44 0.001 

hospital life -----------------> satisfaction -0.19 0.08 -2.38 0.02 

technical quality -----------> satisfaction 0.41 0.05 8.76 0.001 

Bold means significant P<0.05  
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5.1 Hypothesis 1 a 

 

Functional Service Quality Physical Comfort

H1a

 

H1a: there is a positive association of the perceived level of functional service 
quality with the perceived level of physical comfort. 

 

The first hypothesis (a) was to examine the effect of functional service quality 

(FSQ) in the perception of physical comfort. It was expected that the perceived 

level of functional service quality has a positive effect in the perceived level of 

physical comfort, based on the literature. 

Table 8 summarizes the regression weights between perceived functional service 

quality and their perception of physical comfort in a single relationships test by the 

use of SEM. Results of standardized structural path coefficients showed that there 

is no statistically significant relationship between the constructs of functional 

service quality and physical comfort. The target model of comfort generates the 

standardized structural path coefficient (γ = 0.05, t-value = 1.44 and p > 0.05) 

indicating that the relationship is not statistically significant. Consequently, the 

relationship between the perceived level of functional service quality and the 

perceived level of physical comfort is not supported. Therefore, this hypothesis was 

rejected.  
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TABLE 8 Regression Weights in Single Relationships Test (FSQ--> Physical 

Comfort) 

Constructs Estimate S.E. t-value P 

functional quality  ---->   physical comfort 0.08 0.05 1.44 0.15 

 
 
 
 
5.2 Hypothesis 1 b 

 

Functional Service Quality Psychological  Comfort

H1b

 

H1b: there is a positive association of the perceived level of functional service 
quality with the perceived level of psychological comfort. 

 

The first hypothesis (b) proposed that the higher the perceived level of functional 

service quality the higher the perceived level of psychological comfort. The 

literature supported the relationship between the perceived level of functional 

service quality and psychological comfort construct. Therefore, it was expected that 

the construct of functional service quality will have a positive impact on the 

perceived level of psychological comfort.  

The regression weight between functional service quality and the perception of 

psychological comfort in single relationships was tested by the use of SEM. The 

empirical analysis of the standardized structural path coefficient showed that there 

is a significant relationship between these two constructs as shown in Table 9. The 

values of (γ = 0.07, t-value = 1.98 and p ≤ 0.05) revealed that the relationship is 
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positive and it is in threshold of the significant level. In fact, the result of the 

relationship between the constructs of functional service quality and psychological 

comfort has been supported by both the literature and the empirical analysis. 

Therefore, this hypothesis was accepted.  

 

TABLE 9 Regression Weights in Single Relations Test (FSQ----> Psychological 
Comfort)  

Constructs Estimate S.E. t-value P 

functional quality---->psychological comfort 0.13 0.07 1.98 0.05 

 

5.3 Hypothesis 2 a 

Technical Service Quality Physical  Comfort

H2a

 

H2a: there is a positive association of the perceived technical service quality with 
the perceived level of physical comfort. 

 

The second hypothesis (a) proposed that the higher the perceived level of technical 

service quality (TSQ) the higher the perceived level of physical comfort. It was 

expected that the relationship between the two constructs will be positive based on 

the theoretical foundation.  

The regression weight between technical service quality and the perception of 

physical comfort in single relationships was tested by using SEM. The empirical 
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analysis of the standardized structural path coefficient showed that the relationship 

between these two constructs is negatively significant as shown in Table 10 (t-

values = -3.26). However the present study argues for a positive relationship 

between these constructs and the revealed relationship is negative. Consequently, 

the relationship between these two constructs is not supported and this hypothesis 

was rejected.  

 

TABLE 10 Regression Weights in Single Relations Test (TSQ----> Physical 
Comfort)  

Constructs Estimate S.E. t-value P 

Technical Service Quality ----> Physical Comfort -.18 .06 -3.26 0.001 

 

5.4 Hypothesis 2 b 

Technical Service Quality Psychological  Comfort

H2b

 

H2b: there is a positive association of the perceived level of technical service 

quality with the perceived level of psychological comfort. 

The second hypothesis (b) proposed that the higher the perceived level of technical 

service quality the higher the perceived level of psychological comfort. It was 

expected that this hypothesis would be supported based on the theory.  
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The regression weight between technical service quality and the perception of 

psychological comfort in single relationships was tested by the use of SEM. The 

empirical analysis of the standardized structural path coefficient showed that there 

is a significant relationship between these two constructs. The values of (γ = 0.07, t 

values = 5.6 and P < 0.05) are in the threshold of the adequate level as shown in 

Table 11. Therefore, the relationship between these two constructs is statistically 

significant and this hypothesis was accepted. 

 

TABLE 11 Regression Weights in Single Relations Test (TSQ-->Psychological 
Comfort)  

Constructs Estimate S.E. t-value P 

Technical Service Quality ---> Psychological Comfort 0.37 0.07 5.61 0.001 

 

5.5 Hypothesis 3* a 

Hospital Life Physical  Comfort

H3a

 

H3a there is a positive association of the perceived level of hospital life with the 

perceived level of physical comfort. 

                                                 

* The third hypothesis of social aspects of hospital life (a & b) and the fourth hypothesis of 
environmental aspects of hospital life (a & b) were combined in two hypothesis called hypothesis of 
hospital life (a & b).  
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The hypothesis of hospital life (a) proposed that the higher the perceived level of 

hospital life (HL) the higher the perceived level of physical comfort. The 

relationship between the constructs of hospital life and physical comfort was 

expected to be significant because it has been supported by the literature.  

Using SEM, the regression weight between hospital life and the perception of 

physical comfort in single relationships was tested. The empirical findings of the 

standardized structural path coefficient revealed that there is a significant 

relationship between these two constructs. Since the values of and P (γ = 0.08, t = 

7.96 and P < 0.05) are in the accepted level as shown in Table 12. Thus, the 

correlation between the constructs of hospital life and physical comfort is supported 

and this hypothesis was accepted.  

TABLE 12 Regression Weights in Single Relations Test (HL ----> Physical 
Comfort)  

Constructs Estimate S.E. t-value P 

Hospital Life-----------> Physical Comfort 0.63 0.08 7.96 0.001 
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5.6 Hypothesis 3 b 

Hospital Life Psychological  Comfort

H3b

 

H3b: there is a positive association of the perceived level of hospital life with the 

perceived level of psychological comfort. 

The hypothesis of hospital life (b) proposed that the higher the perceived level of 

hospital life the higher the perceived level of psychological comfort. The 

relationship between these two construct was expected to be significant based of 

the theory.  

The regression weight between hospital life and the perception of psychological 

comfort in single relationships was examined by the use of SEM. The findings of 

this analysis revealed that the relationship between the constructs of hospital life 

and psychological comfort was not significant. Since the values of (γ = 0.1, t =-

0.97, and P > 0.05) were not in the threshold of the adequate level of significant as 

shown in Table13.  Therefore, this hypothesis was rejected.  

 

TABLE 13 Regression Weights in Single Relations Test (HL---> Psychological 
Comfort)  

Constructs Estimate S.E. t-value P 

Hospital Life--------> Psychological Comfort -0.09 0.1 -0.97 0.33 

 



 

 

114 

5.7 Hypothesis 4 * a 

Costs Physical  Comfort

H4a

 

H4a: there is a negative association of the perceived level of costs with the 

perceived level of physical comfort. 

 

The four hypothesis (a) proposed that the lower the perceived level of costs, the 

higher the perceived level of physical comfort. The proposed relationship between 

the perceived level of both the construct of costs and the physical comfort construct 

was exploration. This relationship has not been fully explored in the literature. 

Much focus has been given to the relationships of costs with other constructs such 

as service quality and value (Zeithaml, 1988).  

The regression weight between costs and the perception of physical comfort in 

single relationships was tested using SEM. The findings of the standardized 

structural path coefficient revealed that the correlation between the constructs of 

costs and the perception of physical comfort was not significant (γ = 0.10, t = 0.8 

and p > 0.05), as shown in Table 14. Therefore, the theoretical and empirical 

                                                 

* The fourth hypothesis (a & b) and the fifth hypothesis (a & b) were combined in one hypothesis 

called hypothesis of costs (a & b). The combination was conducted based on theoretical and analysis 

base. 
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analyses did not support the effect of costs on the perception of physical comfort. 

Hence, this hypothesis was rejected.  

 

TABLE 14 Regression Weights in Single Relations Test (Costs----> Physical 
Comfort)  

Constructs Estimate S.E. t-value P 

Costs-------------------> Physical Comfort 0.08 0.10 0.80 0.42 

 

5.8 Hypothesis 4 b 

Costs Psychological  Comfort

H4b

 

H4b: there is a negative association between the perceived level of costs and the 

perceived level of psychological comfort. 

 

The four hypothesis (b) proposed that the lower the perceived level of costs the 

higher the perceived level of psychological comfort. This hypothesis was 

exploration because the relationship between the costs and the perception of 

psychological comfort has not also fully explored in the literature. 

The regression weight between costs and the perception of psychological comfort 

in single relationships was tested by the use of SEM. The statistical analysis 

revealed that the correlation between the constructs of costs and psychological 
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comfort was significantly positive. Since, the values of (γ = 0.12, t = 3.7 and P < 

0.05) showed a significant relationship between the constructs of costs and the 

perception of psychological comfort as shown in Table 15. However, this 

relationship was proposed to be significantly negative. The significance of the 

positive relationship between the construct of costs and the perception of 

psychological comfort did support the proposed negative relationship between 

them. Therefore, this hypothesis was not supported. 

TABLE 15 Regression Weights in Single Relations Test (Costs----
>Psychological Comfort) 

Constructs Estimate S.E. t-value P 

Costs-------------------> Psychological Comfort 0.46 0.12 3.70 0.001 

 

5.9 Hypothesis 5 a 

Physical Comfort Satisfaction

H5a

 

H5a: there is a positive association of the perceived level of physical comfort with 

the perceived level of satisfaction 

The fifth hypothesis (a) proposed that the higher the perceived level of physical 

comfort the higher the perceived level of satisfaction. It was expected that this 

hypothesis will be supported based on the literature.  
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In single relationships the regression weight between the perception of physical 

comfort and the perception of satisfaction was tested using SEM. The statistical 

results of the standardized structural path coefficient revealed that this relationship 

is in the acceptable level of significance. The values of, and P (γ = 0. 06, t=  -0.84 

and P > 0.40) are out of the threshold of the adequate level of significance as shown 

in Table 16. Therefore, the correlation between the perceptions of both physical 

comfort and satisfaction constructs was not supported. Hence, this hypothesis was 

rejected. 

TABLE 16 Single Relations Test (Physical Comfort----> Satisfaction) 

Constructs Estimate S.E. t-value P 

Physical comfort ----------------> Satisfaction -0.05 0.06 -0.84 0.40 
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5.10 Hypothesis 5 b 

Psychological  Comfort Satisfaction

H5b

 

H5b: there is a positive association of the perceived level of psychological comfort 

with the perceived level of satisfaction 

  

The fifth hypothesis (b) proposed that the higher the perceived level of 

psychological comfort the higher the perceived level of satisfaction. It was 

expected that this hypothesis will be supported based on the literature review.  

The regression weight between the perception of psychological comfort and the 

perception of satisfaction was tested in single relationships via SEM. The statistical 

findings of the path significant test revealed that the correlation between the 

perception of the psychological comfort and satisfaction constructs was significant. 

The values of, and P (γ = 0.05, t = 5.44 and P < 0.05) are in the threshold of the 

significant level as shown in Table 17. Therefore, this hypothesis was supported.  

TABLE 17 Single Relations Test (Psychological Comfort----> Satisfaction) 

Constructs Estimate S.E. t-value P 

Psychological comfort ------------> Satisfaction 0.26 0.05 5.44 0.001 
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Two additional paths were created from the analyses of SEM to improve the 

goodness of fit of the model of the comfort construct. These paths were from both 

technical service quality and hospital life to satisfaction. The relationships between 

these constructs were tested individually in single relationships. 

 

5.11 Technical Service Quality and Satisfaction 

Technical service Quality Satisfaction

 

There is a positive association between the construct of technical service quality 

and the perception of satisfaction  

The regression weight between the construct of technical service quality and the 

perception of satisfaction was tested in single relationships using SEM. The 

statistical findings of the path significant test revealed that the correlation between 

these two constructs was significant. The values of, and P (γ = 0.05, t = 8.8 and P < 

0.05) are significant as shown in Table 18. Hence, the statistical analyses revealed 

that there was a significant positive relationship between the construct of technical 

service quality and the perception of satisfaction. 
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TABLE 18 Regression Weights in Single Relations Test (TSQ ----> 
Satisfaction) 

Constructs Estimate S.E. t-value P 

Technical Service Quality --------> Satisfaction 0.41 0.05 8.8 0.001 

 

5.12 Hospital Life and Satisfaction 

Hospital Life Satisfaction

 

There is apositive association between the construct of hospital life and the 
perception of satisfaction. 

 

The regression weight between the construct of hospital life and the perception of 

satisfaction was tested in single relationships using SEM. The results of statistical 

analysis of the path significant test revealed that the correlation between these two 

constructs was negatively significant as shown in Table 19 (t-values = -2.4). 

However the present study argues for a positive relationship between these two 

constructs and the revealed relationship is negative. Consequently, the relationship 

between these two constructs is not supported and this hypothesis was rejected.  

TABLE 19 Regression Weights in Single Relations Test (HL ----> Satisfaction) 

Constructs Estimate S.E. t-value P 

Hospital Life --------> Satisfaction -0.19 0.08 -2.4 0.02 
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In brief, findings from hypotheses testing afforded a mixed picture. A number of 

proposed hypotheses were supported and accepted whereas other hypotheses were 

not supported (Shown in Table 20). Hospital life stood out as the only construct 

that had a significant effect in the perception of physical comfort in the target 

model. The implication is that the aspects of hospital life include the environmental 

aspects and the social aspects of staying at hospital. These aspects are more 

tangible and may play an important role in formatting the perception of physical 

comfort towards service of private hospitals in Saudi Arabia.  The perception of 

psychological comfort maybe influenced more by the other aspects of hospital 

services such as the process and result of curing. Moreover, findings showed that 

the aspects of costs had no effect in the perceptions of both physical and 

psychological comfort. This implies that inpatients give less attention to the costs in 

curative their sicknesses. So, the importance of costs in the Saudi’s perception of 

both physical and psychological comfort is low. Results also revealed that the 

perception of psychological comfort had a significant relationship with the 

perception of satisfaction. This may be because Saudi inpatients tend to give more 

attention to the perception of their psychological comfort than their perception of 

physical comfort. This suggests that the perception of psychological comfort 

appears to be important in satisfying Saudi patients. Finally, the finding showed 

that technical service quality had significant effects in the perceptions of both 

psychological comfort and satisfaction.  This shows that technical service quality 

plays an important role in comforting and satisfying the Saudi patients. 
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TABLE 20 Summary of the Results of Hypotheses Testing 

Hypothesis effect t-value &  

a level 

Results 

(H1a) there is a positive association of the 
perceived level of functional service quality with 
the perceived level of physical comfort  

No effect 1.44 & p >0.05 Not 
supported 

(H1b) there is a positive association of the 
perceived level of functional service quality with 
the perceived level of psychological comfort 

Positive 1.98 & p <0.05 Support 

(H2a) there is a positive association of the 
perceived level of technical service quality with the 
perceived level of physical comfort. 

 

Negative -3.3 & p <0.001 Not 
Supported

(H2b) there is a positive association of the 
perceived level of technical service quality with the 
perceived level of psychological comfort. 

Positive 5.6 & p <0.001 Support 

(H3a) there is a positive association of the 
perceived level of hospital life with the perceived 
level physical comfort  

Positive 7.96 & p <0.001 Support 

(H3b) There is a positive association of the 
perceived level of hospital life with the perceived 
level of physical comfort. 

No effect -.97 & p >0.05 Not 
supported 

(H4a) there is a negative association between the 
perceived level of costs and the perceived level of 
physical comfort. 

No effect .8 & p >0.05 Not 
supported 

(H4b) there is a negative association between the 
perceived level of costs and the perceived level of 
psychological comfort. 

No effect 3.7 & p <0.001 Not 
Supported

(H5a) there is a positive association of  the 
perceived level of  physical comfort with the 
perceived level of satisfaction 

No effect -.8 & p >0.05 Not 
supported 

(H5b) there is a positive association of the 
perceived level of psychological comfort with the 
perceived level of satisfaction 

Positive 5.4 & p <0.001 Support 
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CHAPTER SIX: SUMMARY AND CONCLUSION 

 

6.1 Summary of Findings  

Although the concept of comfort has received some attention in western countries, 

it has not been explored in developing countries such as Saudi Arabia. The finding 

of data analysis revealed that the concept of comfort is an important construct for 

Saudi inpatients. When used to evaluate the services of Saudi private hospitals. The 

technical and functional dimensions of the service, the environmental and social 

aspects of the hospital, and costs (monetary and non-monetary) of the service were 

used as antecedents of the perception of the Saudi inpatient’s comfort. 

A number of these constructs were shown to have a positive effect in the inpatients’ 

comfort in Saudi private hospitals. The construct of functional service quality has a 

positive effect in the perception of psychological comfort. The ease of getting 

admitted discharged and appointments with doctors are examples of functional 

service quality activities that influence the perception of inpatient’s psychological 

comfort. The construct of technical service quality incorporates activities such as 

staff behaviours, hospital meals, and patient healing that are positive effects in the 

patients’ perception of psychological comfort.  

The social and environmental aspects of hospital life have a positive effect in the 

patients’ perception of physical comfort. For instance, the courtesy of hospital staff 

and their good communications with patients are examples of the social aspects of 

hospital life that are effects in the inpatients’ perception of physical comfort.  
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The monetary and non-monetary costs of the service have no effect in the 

perceptions of either physical or psychological comfort. Only psychological 

comfort has a positive effect in the patients’ satisfaction.  

The finding of the data analysis revealed that the younger inpatients tended to 

identify their perception of comfort greater than the older patients in Saudi private 

hospitals. This may be due to most of the older people in Saudi Arabia (35+) 

brought up in simple houses or tents without modern equipment such as air-

conditioners, heaters and fridges. Many of them still do not prefer cool air-

conditioners and cold water from the fridge. Traditionally-designed rooms or tents 

may also be built into a number of modern houses in cities to maintain the heritage 

of their previous life-style. Therefore, their perception of comfort differs from that 

of their sons and daughters. Conversely, most of the new generation of Saudi 

citizens were born in hospitals and have a modern life-style in houses that are fully 

equipped with modern facilities including air-conditioners, heaters and fridges. 

These facilities may be viewed by this generation as necessary for each home. The 

younger generation are more familiar with hospital environments than the older 

generation. They have a better chance for education and may have a greater 

knowledge about life and the world than older people. So, their perception of 

comfort in hospitals tends to be greater. This result agrees with findings from a 

number of studies in the West. For example, it was found that the perception of 

comfort for younger inpatients appears to be higher than that of the older inpatients 

(Litwin et al., 1999).  

The analyses showed that married inpatients perceived their comfort as better than 

unmarried inpatients in Saudi private hospitals. It was also reported in Western 
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countries, that marital status has an influence on the perception of a patient 

comfort. perceived comfort for married people is greater than for singles (Ross & 

Mirowsky, 1989). Therefore, marital status can be considered as a positive effect in 

peoples’ perception of their comfort in different cultures. 

The inpatients on less income were found to perceive their comfort as greater than 

the inpatients on higher income in Saudi private hospitals. This is perhaps because 

those inpatients on higher incomes have already been treated in different hospitals 

within or outside Saudi Arabia. A number of these hospitals offer high standards of 

services and charge higher fees than the hospitals offering normal standard of 

services. The perception of comfort for the wealthier inpatient who does not have to 

be concerned about service fees, depends on their experiences and background. So 

they may make a comparison between what they get now in Saudi private hospitals 

with what they experienced in other hospitals that have a higher standard of 

services and fees. Therefore, they used this comparison to perceive their comfort in 

Saudi private hospitals.  

Conversely, lower income patients cannot go to hospitals with higher fees and a 

higher standard of services. So there is no comparison in the case of lower income 

patients. Therefore, their perception of comfort is limited to the services and 

facilities that they received at Saudi private hospitals. Hence, they tend to perceive 

their comfort higher than that of the wealthier patients in Saudi private hospitals.  

The statistical findings revealed that most inpatients have a degree or diploma. This 

may be because the demand for a degree or diploma in the 1990s in Saudi Arabia 

was required. At that time most workers were foreigners in different types of 

employment such as teachers, hospital staff and engineers (Looney, 2004). Getting 
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diplomas was planned by the Saudi government because it was considered as a one 

of the Saudization*  solutions (Looney, 2004). It was also an easy way to get a job 

in Saudi Arabia at that time. Consequently, this is maybe the reason why the 

majority of Saudi inpatients have diplomas.  

It is not surprising that patients with less education tend to perceive their comfort 

from service at hospitals as better (53%) than others because the higher educated 

patients have higher expectations (Fontana & Rosenheck, 2001). They tend to 

perceive their comfort based on their expectations that tend to be higher than the 

services or treatments that they received in Saudi private hospitals. 

 

6.2 Limitations and Future Research 

There are a number of limitations that are applicable to the findings of the present 

study. These limitations include; self-completion questionnaire, severity of illness, 

sample frame, sample size, measurements, model comparison, inpatient interactions 

and sampling. Each one of these limitations is discussed in turn. 

 

6.2.1 Self-Completion Questionnaire  

Inpatients were asked to answer a self-completion questionnaire about the concept 

of comfort, its antecedents, and its consequence. It has been found that when 

patients assessed their healing by questionnaire, they tended to report lower values 

                                                 

* Saudization refers to the national policy in Saudi Arabia to encourage employment of Saudi 
nationals in the private sector. 
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of service quality than those obtained by a personal interview (Lyons et al., 1999). 

There is usually a lower response rate obtained by self-completion as compared to a 

personal interview (Cavana, Delahaye & Sekaran, 2001). Therefore, using different 

method such as interviews or reservations in future research might lead to new 

insights about the concept of comfort. 

6.2.2 Severity of Illness  

Severity of the inpatient’s illness influences their ability on completing 

questionnaire. So, the inpatients with high severity of illness would not be part of 

the sample. The experience of those inpatients may influence the perception of 

comfort. These experiences should be considered in future research. 

 

6.2.3 Sample Frame  

The sample frame of the current study includes only inpatient males, while 

inpatient females have been excluded. Both genders are important and have 

addressed in several studies in service marketing (i.e. Meyers-Levy, 1991; Zeithaml 

& Bitner, 2000).  The findings may differ if females were included in the sample 

because of the gender effect in service quality evaluation. They tend to have a 

different probability in having various illnesses and their perceptions of comfort are 

unknown. So, future research about the concept of comfort should include inpatient 

females in their samples.  
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6.2.4 Sample Size  

The sample size (n=221) limited in the present study the analyses that were 

possible. For example, it was not possible to conduct an invariance exam. This test 

required at least 300 respondents (Cunningham, 2007). A minimum sample size is 

150 for each gender to conduct cross gender testing (Cunningham, 2007). However, 

sample sizes with more than 30 and less than 500 subjects were considered to be 

adequate samples for most studies (Cavana, Delahaye & Sekaran, 2001). So, future 

research with an adequate sample size is needed. 

6.2.5 Measurements 

Established measurements from different cultures were used in the present study. 

These measurements were translated from their original language (English) to the 

Arabic language (Appendix 4). The measurements may not be applicable for 

different cultures and the translation may not exactly convey the message in the 

original. The findings may be less affected by using the translation of established 

scales. However, Borrowing knowledge from advanced economies and Applying it 

to developing countries has been a long term success. Therefore, developing 

measurement with same language of respondents and applied in same culture is 

needed for future research. 

 

6.2.6 Comparison Research Model Across Culture  

The findings of the present thesis are limited to a sample of one culture that might 

influence these findings. Comparing a second sample from a western country like 

Australia with the sample from Saudi Arabia, or a comparison to other Islamic 
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countries such as Malaysia might lead to interesting findings that match the unique 

cultural implications between the two different countries. For example, Malaysian 

customers might have different (from Saudian customers) perceptions of physical 

comfort. Therefore, comparing the findings of this study with other cultures would 

be an important objective for future research. 

  

6.2.7 Patient Interactions 

Only the interaction between patients and their service provider was addressed 

because this thesis focuses only on these relationships, and the established scale 

(GCQ) was designed to measure these relationships. Therefore, the effect of 

relationships between inpatients in responses toward their service providers was not 

the focus of this thesis. However, several studies have addressed these relationships 

(e.g. Grove, 1997). It is potentially important issue in future research. 

. 

6.2.8 Sampling 

Finally, the sample of the present study was a convenient non-probability sample of 

males in Saudi private hospitals. Therefore, the findings of this study should be 

used carefully because the sample does not necessary represent the general male 

population of the inpatients of Saudi private hospitals (Cavana, Delahaye & 

Sekaran, 2001). Nonetheless, generalising the results from non-probability sample 

on the population is less important when researchers are concerned about 

developing internal validity and adequate measure (Cavana, Delahaye & Sekaran, 
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2001). So, future research is needed using other types of sampling which might 

lead to different sights of results about the concept of comfort. 

 

6.3 Contributions and Implications 

6.3.1 Contribution 

 

 

The final results of SEM indicated that the patients’ perceptions of functional and 

technical dimensions of service quality have a positive effect in their perception of 

psychological comfort. The inpatients’ perception of psychological comfort has 

found to effect their perception of satisfaction in Saudi private hospitals. These 

results provide empirical support for perspectives held by a number of academics 

and practitioners. For example, it has been illustrated that the perception of 

functional service quality has a positive effect in the inpatient’s perception of 

psychological comfort (Fottler et al., 2000; Zifko-Baliga & Krampf, 1997). The 

perception of technical service quality has also found to have a positive effect in the 

perception of psychological comfort (Holmlund & Kock, 1996; Lytle & Mokwa, 

1992). It was shown that increasing the elements of psychological comfort, such as 
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arousal and enjoyment has a stronger effect on the perception of satisfaction 

(Quehl, 2001). An other study illustrated that the perception of psychological 

comfort has a significant influence on satisfaction (Spake et al., 2003). On the other 

hand, the inpatients’ of physical comfort is only affected by the hospital life, and 

has no effect in satisfaction. Therefore, the inpatients’ perception of psychological 

comfort is greater than their perceptions of physical comfort. In other words, the 

construct of comfort can be considered as psychological comfort.  

This finding provides an empirical support for the study that has been conducted by 

marketing researchers (Spake et al., 2003). That study only looked at he 

psychological aspect of comfort as the main part of comfort in the development and 

maintenance of relationship between customers and service providers (Spake et al., 

2003).  However, the present study has tested the perceptions of both the 

psychological and physical aspects of comfort in healthcare services.  

 

6.3.2 Implications 

The present study was the first to examine the effects of the antecedents of the 

perception of comfort which include functional and technical dimensions of service 

quality, the environmental and social aspects of hospital life and monetary and non-

monetary costs in the perceptions of physical and psychological comfort. This 

study found that the perception of psychological comfort is more important to the 

sample then physical comfort and can be influenced by the majority of these 

antecedents.  
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Understanding the relationship between the functional and technical dimensions of 

service quality and the physical and psychological aspects of the concept of 

comfort in hospital settings can help managers in formatting policies and 

developing the process to respond to the requirements of their customers comfort. 

Such policies and actions may help in improving the quality of customer service 

and enhance patient comfort.  

Another major contribution is to examine the perception of satisfaction as an 

outcome of the perception of the concept of comfort in Saudi private hospitals. The 

effect of the perception of psychological comfort was significant. This result should 

be considered a primary in the evaluation of effect patients’ comfort. 

Studying the concept of comfort in Saudi Arabia may provide more insights on 

how patients in this country perceived their physical and psychological comfort and 

satisfaction in private hospitals. Saudi providers of hospital services should focus 

on the patient’s perception of psychological comfort in providing services and 

considering costs. The patient’s perception of physical comfort is important as well 

when considering the environmental and social aspects of hospital life.  

Understanding the relationship between the environmental and social aspects of 

hospital life and the patient’s perceptions of both physical and psychological 

aspects of the concept of comfort can guide management policies and actions in 

treating patients and in providing comfort.  

Finally, the concept of comfort, its antecedents and outcome were addressed from 

Western perspectives. However, the present study identified several aspects of the 

Islamic religion that can be considered affecting of the concept of comfort. It has 

been suggested that the principles of Islam, which are based on the Quran and 
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Sunnah, are the best form of treatment for psychological and social illnesses 

(Ahmed, 2008). The Islamic religion also draw a holistic framework that meets, 

“physical, spiritual, psycho-social and environmental needs of individuals and 

communities” (Rassool, 2000, p. 1476). These needs may be quite different from 

the identified needs in the West. Privacy, staff gender, the patients’ families’ role 

are examples of issues that have to be considered in formatting a model of comfort 

based on the Islamic culture. 
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APPENDICES 

APPENDIX 1: 

TESTING THE GOODNESS OF FIT OF THE MEASUREMENTS OF THE 

RESEARCH MODEL 

1) Technical Service Quality  

The items attempting to measure the technical service quality construct were 

entered into the congeneric measurement model as shown in Figure 15. The model 

of technical service quality includes the four variables that were created to measure 

this construct. These variables are: 

• “I have received every assistance to get well again”;  

• “My medical treatment has been performed well”;  

• “I have been informed about the action I should take to guard against the 

same sickness/condition in the future”; and  

• “I have been treated in a manner that has reduced any risks associated with 

treatment”.  

This model was called a congeneric model for the construct of technical service 

quality. The aim of creating this congeneric model was to confirm whether the 

responses of its variables measure the construct of technical service quality. In 

other words, this model examine whether the data of the variables can be used to 

measure the construct of technical service quality. If so, the model of the technical 

service quality construct fits its data.  
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FIGURE 15 Congeneric Model for the Construct of Technical Service Quality 
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The model was tested and the statistical analysis of fit indicators showed that the 

model fits the data. The values of all fit indicator measures have reached the 

acceptable level of goodness of fit such as Chi-square, Bollen-Stine P and the 

goodness of fit index (GFI) as shown in Table 21. Therefore, the model of technical 

service quality has a good fit of its data. This model could now be used for testing 

the goodness of fit of the full model of comfort. 
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TABLE 21 Fit indicators of the construct of technical service quality 

 

 

 

 

 

 

 

 

 

 

Fit Indicators Value 

Chi-square 2.55 

Degree of Freedom 2 

Normed Chi-square 1.28 

Bollen-Stine P 1 

The Root-Mean Square Residual (RMR) 0.03 

The Root-Mean Square Error of Approximation (RMSEA) 0.04 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 0.99 

The Comparative Fit Index (CFI) 1 
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2. Functional Service Quality  

Three statements suggested to measure the construct of functional service quality 

were entered into one congeneric model shown in Figure 16. These statements are; 

“the hospital staff show a genuine care and interest in my circumstances”, “the 

hospital staff are courteous and friendly to me” and “the hospital staff respond 

promptly to my requests”.  

The model of functional service quality construct has only three items. the AMOS 

program does not analyse properly any model with only three items (Cunningham, 

2007). That is, for AMOS to analyse a model it requires at least four variables. To 

use the AMOS program to analyse the three variables model and avoid this 

problem, scholars suggested two solutions. First, the model can be connected with 

one of the other models in the study. For example, connect the model of functional 

service quality with the model of the technical service quality or the hospital life 

model, then the two models can be tested together as one model (Cunningham, 

2007). Second, making the values of the parameters of two items, or variables of 

the three items model equivalent. For example, the value of error one (e1) of the 

statement of “the hospital staff show genuine care and interest in my 

circumstances” and the value of error tow (e2) of the statement of “the hospital 

staff are courteous and friendly to me” have to be equivalent (e1 = e2 = n).  The 

second method was used in the present study for testing the congeneric model of 

the construct of functional service quality. 
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FIGURE 16 Congeneric Model for the Construct of Functional Service 
Quality 
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Using the equivalent parameters methods, the AMOS program tested the model of 

the construct of functional service quality.  The results of the statistical analysis 

showed that the indicators of the goodness of fit were at an acceptable level. 

Therefore, the model of functional service quality fits its data as shown in Table 22. 

This model was ready now to be used for further analysis for testing the goodness 

of fit of the full model of comfort.  
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TABLE 22 Fit Indicators of the Model of Functional Service Quality 

Construct 

Fit Indicators Value 

Chi-square 0.35 

Degree of Freedom 1 

Normed Chi-square 0.35 

Bollen-Stine P 1 

The Root-Mean Square Residual (RMR) 0.02 

The Root-Mean Square Error of Approximation 
(RMSEA) 

0.00 

The Goodness of Fit Index (GFI) 1 

The Tucker Lewis Index (TLI) 1 

The Comparative Fit Index (CFI) 1 
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3. Hospital Life  

The construct of hospital life includes measurements of both the environmental and 

social aspects of hospital life. These two measures were combined in one measure 

called measurement of hospital life to reach the acceptable level of reliability as 

mentioned earlier. The items of the measurements of hospital are:  

• “my chair/bed is not well-shaped for me”;  

• “my hospital room makes me feel scared”;  

• “I do not like this hospital”;  

• “I feel lonely in this room”;  

• “no one understands me at this hospital”;  

• “the noise here keeps me from resting”; and 

• “my room smells terrible and I feel out of place here”.  

Figure 17 showed a developed congeneric measurement model for the construct of 

hospital life with eight items. This model was tested using AMOS software. 
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FIGURE 17 Congeneric Model for the Construct of Hospital Life 
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The results of statistical analysis revealed that the model of hospital life construct 

did not fit its data and its goodness of fit had to be improved. It has been found that 

both the standardized residual covariance matrix (SRC) and the modification 

indices* (MI) indicated that the model is not fitting the data well for the covariation 

that exists between the statement of “my chair/bed is not well shaped for me” and 

the statement of “my room smells terrible”. The standardized residual covariance 

                                                 

* MI estimate how much X² is expected to reduced if a parameter is set free and the model is re-
estimated 
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matrix values also exceeded the value of two; the hospital life construct can not 

account for much of the covariation between these two items. The large number in 

the modification indices (7.047) estimating the covariance between error number 

two (e2) and error number eight (e8) would reduce the chi-square by at least this 

value. There are two options to fix this problem. First, removing one or both of 

these items which have a large value of the modification indices. Second, reform 

the model of hospital life with two factors rather than one factor. One factor 

includes the two statements (“my chair/bed is not well-shaped for me” and “my 

room smells terrible”) that have a large number of the modification indices and 

another factor includes the other six statements of the hospital life measurement. 

Option number two was not supported because the eingenvalues of the hospital life 

construct indicated that the factors of the hospital life measurement are six. This 

means that the items of the measurement of hospital life have to be more than two. 

Therefore, the option number one which refers to removing items was used for 

further analyses. Other statistical results have to be considered when using 

removing items such as the values of estimated errors. The estimation error of the 

statement of, “my chair/bed is not well-shaped for me” (0.13) is less than the 

estimation error of the statement of, “my room smells terrible” (0.21) as shown in 

Table 23 in bold.  

Theoretically, it was suggested that the sense of smell tends to be more important 

for the concept of comfort than the statement of “my chair/bed is not well-shaped 

for me”. For example, Slater (1985, p32) stated that without an adequate smelling 

air human body will survive for only four to eight minutes. Then discomfort will 

arise but the brain may permanent damage. Therefore, the statement of that has a 
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greater important for the concept of comfort was remained in the measurement of 

the construct of hospital life. Hence, the decision was to keep the statement of “my 

room smells terrible” and drop out the other from the measurement of the hospital 

life.  

TABLE 23 Squared Multiple Correlation  

Statements Estimate 

My chair/bed is not well shaped for me. 0.13 

My hospital room makes me feel scared. 0.33 

The noise here keeps me from resting. 0.15 

No one understands me at this hospital. 0.40 

I feel lonely in this room. 0.34 

I do not like this hospital. 0.26 

My room smells terrible. 0.21 

I feel out of place here. 0.24 

 

 

3.1. The First Respecification the Model of Hospital Life  

The congeneric model of the measurement of hospital life was respecified with 

seven reflective indicator items after removing the item of “my chair/bed is not 

well-shaped for me”. The same analyses were conducted for new model. The 

results showed that the values of the standardized residual covariance matrix are 

2.04 for  the statements of “my room smells terrible”  and “ I feel out of place here” 

which exceeded the acceptable level (≤2) and the values of the modification indices 
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for error number one (e1) and error number two (e2) is two high (7.8). So the 

model of hospital life construct had to be respecified again to improve its goodness 

of fit. The technique of removing one of the two statements was also used for 

improving the goodness of fit of the construct of hospital life because the 

eingenvalues did not support using the other technique of creating two factors.  

The importance of the two statements of “my room smells terrible” and “I feel out 

of place here” for the measurement of hospital life were tested to remain the greater 

importance statement for the measurement.  

Although the smell of the hospital room has been found to be more important than 

the statement of shaping chair or bed in previous step, its importance for the 

concept of comfort was changed after comparing it with the statement of, “I feel 

out of place here”. It has been suggested that comfort is expected to be experienced 

and most needed in the location where people are usually staying (Slater, 1985). 

Therefore, the statement of, “I feel out of place here” appeared to be more 

important for the concept of comfort. The estimated error values of these two 

statements also support this removal. The error value was 0.17 for the statement of, 

“my room smells terrible”, and 0.23 for the statement of, “I feel out of place here”. 

The decision was to remove the less important statement (“my room smells 

terrible”) from the model of the hospital life measurement.   

 

3.2. The Second and Final Respecification 

 A congeneric measurement model for the hospital life with six items was 

developed as shown in Figure 18. After removing the two statements. The goodness 
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of fit of the model of hospital life was tested. The findings of statistical analysis 

showed that the model fits its data. All indicator variables of coefficients of the 

measure sound to be significant at 0.05 as shown in Table 24. Therefore, the model 

has a good fit and it was ready now to be used for further analyses for testing the 

goodness of fit of the full model of comfort. 

FIGURE 18 Congeneric Model for the Respecified Construct of Hospital Life 
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TABLE 24 Fit Indicators of the Measurement of Hospital Life 

Fit Indicators Value 

Chi-square 8.84 

Degree of Freedom 9 

Normed Chi-square 0.98 

Bollen-Stine P 0.98 

The Root-Mean Square Residual (RMR) 0.06 

The Root-Mean Square Error of Approximation 
(RMSEA) 

0.00 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 1 

The Comparative Fit Index (CFI) 1 

 

 

4. Costs 

The measurement of the costs construct includes measures of both monetary and 

non-monetary costs. It contains three statements two of them for monetary costs 

and one for non-monetary costs. The monetary cost statements are, “the price of 

treatment at this hospital is very high or very low”, and, “the price of staying at this 

hospital is very high or very low”. Whereas the statement of non-monetary cost is, 

“The time required to receive treatment at this hospital is very high or very low”. 

The AMOS program however does not work with a model that has only three items 

as mentioned earlier. Therefore, the same procedure of analysing the model of 

functional service quality was applied for analysing the model of costs construct 
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using the AMOS program by making values of two of the parameters of the three 

statements equivalent.  

The three statements of the costs were entered into a congeneric model with the 

same value for e2 and e3 see Figure 19. The statistical analysis was conducted and 

revealed that the measurement of the model of the costs fits the data as shown in 

Table 25. This model now has an adequate goodness of fit, and it will be used for 

further analyses to test the goodness of fit of the full model of comfort.  

FIGURE 19 Congeneric Model for the Construct of Monetary and Non-
monetary Costs 

Costs

The price of treatment at
this hospital.

The time required to receive
treatment at this hospital

The price of staying at this
hospital

e1

e3

e2

R²=0.75

           R²=0.83

   R²=0.83

*1.5

*1

*1.5

*P<0.05

 

 

 

 

 

 

 

 

 

 

 



 

 

160 

TABLE 25 Fit indicators of the measurement of costs 

Fit Indicators Value 

Chi-square 4.45 

Degree of Freedom                    1 

Normed Chi-square 4.45 

Bollen-Stine P 0.28 

The Root-Mean Square Residual (RMR) 0.06 

The Root-Mean Square Error of Approximation 
(RMSEA) 

0.13 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 0.87 

The Comparative Fit Index (CFI) 0.96 
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5. Physical Comfort 

For analysing the physical comfort construct which has three items using the 

AMOS program the same procedure of analysing the model of functional service 

quality and the model of the costs was used. The three statements of the physical 

comfort construct are: 

•  “my health condition gets me down”;  

• “my pain is difficult to endure”; and  

• “I do not feel healthy right now”.  

These statements were entered in a congeneric model in order to determine whether 

the model of physical comfort fits its data as shown in Figure 20. The model was 

tested and the statistical analysis of goodness of fit revealed that the model fits its 

data as shown in Table 26. However, the values of Normed Chi-squire (X²/df) is 

less than the acceptable level (≥1)  and the Tucker Lewis Index (TLI) also slightly 

exceeded a value of one but this result has been found to be acceptable in one 

congeneric factor models (Neale, 2006).  Therefore, the model of physical comfort 

appears to be a good fit.  This model was ready now for further analyses to examine 

the goodness of fit of the full model of comfort.  
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FIGURE 20 Congeneric Model for the Construct of Physical Comfort 
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TABLE 26 Fit Indicators of Measurement of Physical Comfort 

Fit Indicators Value 

Chi-square 0.08 

Degree of Freedom 1 

Normed Chi-square 0.08 

Bollen-Stine P 0.28 

The Root-Mean Square Residual (RMR) 0.01 

The Root-Mean Square Error of Approximation 
(RMSEA) 

0.00 

The Goodness of Fit Index (GFI) 1 

The Tucker Lewis Index (TLI) 1 

The Comparative Fit Index (CFI) 1 
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6. Psychological Comfort Scales 

The psychological comfort construct was measured using two forms of 

measurements. The first measurement was adapted from a marketing context, while 

the second measurement was adapted from a healthcare context. Each one of these 

measurements was tested for its goodness of fit individually, then combined 

together in an overall measurement of psychological comfort using higher-order 

factor analysis. 

 

6.1 The Marketing Measurement of Psychological Comfort 

The first measurement of psychological comfort was adapted from a marketing 

context. The measurement contains eight word pairs that include; “uncomfortable”, 

“very unease”, “very tense”, “insecure”, “worried”, “distressed”, “turbulent” and 

“troublesome”. A congeneric measurement model was created for the 

psychological comfort construct to test whether the model fits its data as shown in 

Figure 21. 
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FIGURE 21 Congeneric Model for the Construct of Psychological Comfort 

e1

e6

e5

R²=0.5

           R²=1.8

   R²=1.2

*1

*0.74

*0.48

Psychological
comfort

Uncomfortable

e4

e3

e2
R²=0.28

   R²=0.35

*1.1

*0.74

*0.41

*P<0.05

e8

e7

R²=0.83

R²=1.1

R²=1.3
*0.04

*0.5

Troublesome

Turbulent

Distressed

Worried

Insecure

Very tense

Very unease

 

The model of the marketing measurement of psychological comfort does not fit its 

data. The misfit was identified because the values of Bollen-Stine p (0.002) is less 

than the minimum required value (0.05), the values of Normed Chi-squire x² (4.15) 

exceeded the acceptable level of good fit (<2), the standardized residual covariance 

exceeded the value of two in cabal of cells and the modification indices represent 

high values for e9<->e8, e9<->e7 and e8<->e7. Therefore, the model of 

psychological comfort did not fit the inpatient data and its goodness of fit had to be 

improved.  
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6.1.1 The First Respecification 

The same technique of improving the goodness of fit for constructs was conducted 

to improve the goodness of fit of the overall model. The items “turbulent” and 

“troublesome” were dropped out from the measurement of the construct because 

the values of the standardized residual covariance matrix for them are 4.03 and the 

values of modification indices between them are 22.68.  

A new congeneric model for the marketing measurement of the psychological 

comfort construct with six items was developed and tested. The result indicated that 

this model also had a poor fit. This is because the values of standardized residual 

covariance are still more than two for the items ‘worry’ and ‘tense’. The decision 

was to remove one of these items to strengthen the goodness of fit for this model. 

The removal of one of the two items is based on their importance for the 

measurement of psychological comfort, and supported by the literature. It has been 

found that the item ‘worry’ tends to be a psychological state (Slater, 1985), while 

the item ‘tense’ appears to be a physical state (WordNet® 3.0). In another study, 

the item ‘tense’ is considered to be related to the physical comfort construct 

(Foxall, Barron & Houfek, 2003). Therefore, the item ‘tense’ sounds to be closer to 

the construct of physical comfort and its importance for the psychological comfort 

construct seems to be less than its importance to the physical comfort. Hence, this 

item was dropped from the model of the psychological comfort construct.  
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6.1.2 The Second and Final Respecification 

The model of the psychological comfort construct with five items was developed 

and tested. The results of testing of the goodness of fit revealed that the model fits 

its data well as shown in Table 27. Therefore, this model can be used for further 

analyses of higher-order factors analyses for overall psychological comfort 

construct. 

TABLE 27 Fit Indicators of Marketing Measurement of Psychological 
Comfort 

Fit Indicators Value 

Chi-square 11.67 

Degree of Freedom 5 

Normed Chi-square 2.3 

Bollen-Stine P 0.34 

The Root-Mean Square Residual (RMR) 0.04 

The Root-Mean Square Error of Approximation 

(RMSEA) 

0.08 

The Goodness of Fit Index (GFI) 0.98 

The Tucker Lewis Index (TLI) 0.97 

The Comparative Fit Index (CFI) 0.98 
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6.2 The healthcare Measurement of Psychological Comfort  

The second measurement of psychological comfort was adapted from a healthcare 

setting. This measurement contains of four items; feeling peaceful, feeling having 

faith, feeling content and feeling confident. A congeneric model for this 

measurement was created to test whether the model fits its data as shown in Figure 

22. 

FIGURE 22 Congeneric Model for the Healthcare Measurement of 

Psychological Comfort  
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The results of analysis revealed that the model did not fit its data because the 

bootstrapped modification of the model Chi-squire p (.02) is less than the 

acceptable level (p >.05) as shown in Table 28.  
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TABLE 28 Fit Indicators of the Healthcare Psychological Comfort 

Fit Indicators Value 

Chi-square 1.9 

Degree of Freedom                     1 

Normed Chi-square 1.9 

Bollen-Stine P 0.02 

The Root-Mean Square Residual (RMR) 0.05 

The Root-Mean Square Error of Approximation 

(RMSEA) 

0.07 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 0.97 

The Comparative Fit Index (CFI) 0.99 

 

The values of the modification indices indicated that the multicollinearity between 

the item of feeling confident and the item of feeling peaceful is too high (4.2). This 

result meant that a correlation between these two items was needed to improve the 

goodness of fit of the model. However, this correlation has to be supported and 

explained by theory.  

Peaceful pertains to an individual's sense of himself or herself, as to be ‘at peace’, 

while confident usually refers to self-confidence (Stenner, Cooper & Skevington, 

2003). Self-confidence appears to refer to trust in one's own abilities (Hagberg, 
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Hagberg & Saveman, 2002). People with high self-confidence typically tend to 

have little fear of the unknown and therefore they feel peaceful (Kolcaba, 2003). 

Therefore, the items of feeling peaceful and feeling confident appear to be 

correlated and influence each other. Hence, these items were connected in a new 

congeneric model for the healthcare measurement of the psychological comfort 

construct as shown in Figure 23.  

FIGURE 23 The Respecified Model for the Healthcare Measurement of 

Psychological Comfort 

e4

e3

e2

e1 feeling peaceful

feeling of having
faith

feeling content

feeling confident

R²=1.3

R²=6.6

R²=1.3

R²=1.1

*1

*4.5

*0..87

*0.84

Healthcare psychological
comfort  construct

*P<0.05

0.86

-0..30

 

The results of testing the goodness of fit indicated that this model fits the data as 

shown in Table 29. The model of healthcare measurement using psychological 

comfort can be used for further analyses for testing the goodness of fit of the full 

model of comfort. 
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TABLE 29 Fit Indicators of the Healthcare Psychological Comfort 

Fit Indicators Value 

Chi-square 1.9 

Degree of Freedom                     1 

Normed Chi-square 1.9 

Bollen-Stine P 0.18 

The Root-Mean Square Residual (RMR) 0.05 

The Root-Mean Square Error of Approximation 

(RMSEA) 

0.07 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 0.97 

The Comparative Fit Index (CFI) 0.99 
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6.3 Higher-order Factor Analysis of the Two Measures of Psychological 

Comfort  

Based on the two previous steps, higher-order factors of psychological comfort 

measurement were developed for the construct of overall concept of psychological 

comfort Figure 24. 

Higher-order factors are hypothesized as an explanation of the latent variable 

correlations (Cunningham, 2007). It might be that the correlation between the two 

measurements of the psychological comfort construct occurs because of a higher-

order construct of overall psychological comfort. The model of overall 

psychological comfort was tested in order to determine whether it fitted the data. 
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FIGURE 24 Higher-order Factors of the Two Measurements of Psychological 

Comfort  

Overall Measurement of
psychological comfort

Marketing Measurement
of psychological comfort

e1

e8

e7

e6

e5

e4

e3

e2

Healthcare measurement
of psychological comfort

worried

feeling peaceful

feeling of having
faith

feeling content

feeling confident

uncomfortable

insecure

very unease

z2

z1
R²=0.76

R²= 0.51

R²= 0.35

R²= 0.23

R²= 1.3

R²= 7.15

R²= 1.33

R²= 1.1

*P<0.05

*1

*.94

*1.3

*0.35

*0.23

*0.2

*1

*0.19

4.07

0.14

1

0.56

1

0.56

1

 

The model of overall measurement of psychological comfort appears to have a 

good fit for the data as shown in Table30. However, the values of the Root-Mean 

Square Residual (RMR) are slightly above the acceptable level but this can be 

accepted with a small number of outliers. The outliers influence the value of RMR 

in statistical analysis but do not affect the overall goodness of fit of a model. 

Therefore, the model of an overall psychological comfort construct can now be 

further analysed and can be used for testing the goodness of fit of the full model of 

comfort.  
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TABLE 30 Fit Indicators of Higher-order Model of Psychological Comfort  

Fit Indicators Value 

Chi-square 29.9 

Degree of Freedom                    17 

Normed Chi-square 1.76 

Bollen-Stine P 0.1 

The Root-Mean Square Residual (RMR) 0.14 

The Root-Mean Square Error of Approximation 

(RMSEA) 

0.06 

The Goodness of Fit Index (GFI) 0.97 

The Tucker Lewis Index (TLI) 0.97 

The Comparative Fit Index (CFI) 0.98 

 

 

7. Satisfaction  

Satisfaction was measured using two different measures. Each one of them has 

three statements. The statements for the first measurement of satisfaction construct 

are, “favourable with overall quality of treatment”, “pleased with overall quality of 

treatment” and, “satisfaction with overall quality of treatment”. However, the 

statements of the second measurement of the satisfaction construct are, 

“satisfaction with decision of choosing this hospital”, satisfaction with coming to 
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this hospital” and “overall satisfaction with this hospital”. The same procedure that 

was conducted for testing the goodness of fit for the two measurements of 

psychological comfort was applied for examining the goodness of fit of the two 

measurements of the satisfaction construct. First, the goodness of fit for each 

measurement was tested individually. 

 

7.1 First Measurement of Satisfaction 

The statements of the first measurement of the satisfaction construct were entered 

into a congeneric measurement model for testing the goodness of fit of this 

measurement the results of this testing is shown in Figure 25.  

FIGURE 25 Congeneric Model for the First Measurement of Satisfaction 

First measurement
of satisfactiont

e1

e3

e2

Favourable with overall
quality of treatment

Satisfaction with overall
quality of treatment

Pleased with overall
quality of treatment

R²=.46

R²=.46

R²=.89

*1

*.81

*.60

1.24

P* <.05

  

Two steps were followed for analysing a model with three items. First, two 

parameters of the model have to be equivalent and then the model will be tested for 

its goodness of fit. These roles were employed for testing the goodness of fit of the 

first measurement of satisfaction. The results of the analyses of goodness of fit 
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revealed that the model appears to fit the data as shown in Table 31. Therefore, this 

model was ready now for further analyses of higher-order factor analysis for the 

measurement of overall satisfaction. 

 

TABLE 31 Fit indicators of First Measurement of Satisfaction  

  

Fit Indicators Value 

Chi-square 2.23 

Degree of Freedom 1 

Normed Chi-square 2.23 

Bollen-Stine P 0.15 

The Root-Mean Square Residual (RMR) 0.03 

The Root-Mean Square Error of Approximation 

(RMSEA) 

0.08 

The Goodness of Fit Index (GFI) 0.99 

The Tucker Lewis Index (TLI) 0.98 

The Comparative Fit Index (CFI) 0.99 

  

7.2 Second Measurement of Satisfaction 

The second measurement of satisfaction contains three statements which include, 

“satisfaction with decision of choosing this hospital”, “satisfaction with coming to 

this hospital” and “overall satisfaction with this hospital”. The same procedure of 
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testing the goodness of fit of the first measurement of satisfaction was conducted to 

examine the goodness of fit of the second measurement of satisfaction (shown in 

Figure 26).   

FIGURE 26 Congeneric Model for the Second Measurement of Satisfaction 

e3

e2

e1

Second
measurement
of satisfaction

satisfaction with decision
of choosing this hospital

satisfaction with coming
to this hospital

overall satisfaction
with this hospital

R²=0.72

R²=0.72

R²=0.69

*1

*0.71

*1.02

0.89

p*<05

 

The results of testing the goodness of fit for this model revealed that the model 

tends to fit its data as shown in Table 32. This model can now be used for an 

analysis of higher-order factors for overall satisfaction construct. 
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TABLE 32 Fit indicators of Second Measurement of Satisfaction  

Fit Indicators Value 

Chi-square 0.19 

Degree of Freedom                    1 

Normed Chi-square 0.19 

Bollen-Stine P 0.7 

The Root-Mean Square Residual (RMR) 0.01 

The Root-Mean Square Error of Approximation 
(RMSEA) 

0.00 

The Goodness of Fit Index (GFI)                    1 

The Tucker Lewis Index (TLI) 1.02 

The Comparative Fit Index (CFI)                    1 

 

7.3 Higher-order factors of the Model of Overall Satisfaction  

Based on the two previous steps higher-order factors of satisfaction measurements 

were developed for the two measurements of satisfaction to create a congeneric 

measurement model of overall satisfaction. The model was then tested in order to 

determine whether it fits the data, and the results are shown in Figure 27. 
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FIGURE 27 Higher-order factors of the model of Satisfaction with 

Unstandardised Estimate 

Overall
satisfaction

satisfactiont 1

e1

e6

e5

e4

e3

e2

satisfaction  2

Favourable with overall
quality of treatment

satisfaction with decision
of choosing this hospital

satisfaction with coming
to this hospital

overall satisfaction
with this hospital

Satisfaction with overall
quality of treatment

Pleased with overall
quality of treatment

z2

z1R²=0.65

R²=0.32

R²=0.88

R²=0.86

R²=0.69

R²=0.59

*P<0.05

*1

*0.93

*0.65

*1

*0.78

*1.16

1

1

-0.39

1.46

1

1.15

1

 

 

The results of testing the goodness of fit of this model showed that the model tends 

to fit the inpatient data with a significant level (σ = 0.05) except for values of the 

RMR as shown in Table 33. The result for RMR can not affect the goodness of fit 

of the model. It appears because a small number of outliers are in the data. The 

values of RMR are higher than the adequate level. This result can be accepted 

because the percentage of outliers is too small as discussed on pages 71 and 72. 

Therefore, this model of overall satisfaction fits the data and it can be used in 

analysing the goodness of fit of the full model of comfort. 
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TABLE 33 Fit indicators of Higher-order Model of Satisfaction 

Fit Indicators Value 

Chi-square  15.8 

Degree of Freedom                     8 

Normed Chi-square 1.98 

Bollen-Stine P 0.11 

The Root-Mean Square Residual (RMR) 0.07 

The Root-Mean Square Error of Approximation 

(RMSEA) 

0.08 

The Goodness of Fit Index (GFI) 0.98 

The Tucker Lewis Index (TLI) 0.96 

The Comparative Fit Index (CFI) 0.98 
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APPENDIX 2: INFORMATION SHEET AND CONSENT FORM  

                                                                                        

                                                                                                                                    School of Economics and Commerce 

                                                                                                                                    The University of Western Australia 

                                                                                                                                   M261, 35 Stirling Hwy Crawley WA 
6009 

 Tel +61 8 6488 7380 

 Fax + 61 8 6488 1055 

 

Dear Participant 

You are invited to participate in a study that is being undertaken by one of my 

doctoral students, Mr. Ali Medabesh. This study will address customer comfort as a 

marketing tool in the healthcare service (case study on Saudi private hospitals). The 

information you give is vital in helping with the research. 

You will be asked to respond to a number of questions and/or statements about the 

service of this private hospital. It is expected that the survey will not take more than 

15 minutes of your time to complete. Please answer all questions in the survey. 

There are no right or wrong answers. You will not be identifiable from your 

responses. Please note that participation in this study is entirely voluntary, you are 

not required to answer any questions you do not want to, and are free to withdraw 

from the study any time 

You understand that all information provided is treated as strictly confidential and 

will not be released by the investigator unless required by law. You have been 

advised as to what data is being collected, what the purpose is, and what will be 
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done with the data upon completion of the research. Please note that your 

completion of the questionnaire means you agree to participate in this study.  

The Human Research Ethics Committee at the University of Western Australia 

requires that all participants are informed that if they have any complaint regarding 

the manner in which the research project is conducted, it may be given to the 

researcher or, Alternatively to the Secretary, Human Research Ethics Committee, 

Registrar’s Office, University of Western Australia, 35 Stirling Highway, Crawley, 

WA 6009 (telephone number 6488-3703). 
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APPENDIX 3: QUESTIONNAIER OF THE RESEARCH IN ENGLIS H 

 

Patient Comfort Questionnaire 

Section A  

Thank you very much for helping me with my research exploring patient ‘comfort’.  

Below are some statements describing aspects of your comfort during your current 

stay at this hospital. From your experience as an inpatient in this hospital, please 

indicate how strongly you agree or disagree with each of the statements by circling 

one of the numbers next to each.  Circling number 1 means you strongly disagree, 

while circling number 5 means you strongly agree with the statement. You would 

circle one of the numbers 2, 3, 4, if your opinion falls elsewhere in strength on the 

scale.                                                                             

Circle only one number in each line                           
Strongly                         Strongly 
Disagree                              Agree 

01. There are staff I can depend on when I need help     1         2         3         4         5 
   
02.  I do not feel like exercising at this hospital     1         2         3         4         5 
   
03. My health condition gets me down     1         2         3         4         5 
   
04. I feel confident here     1         2         3         4         5 
         
05. My faith helps me to not be afraid      1         2         3         4         5 
   
06. The staff care about me at this hospital     1         2         3         4         5 
   
07. The noise here keeps me from resting     1         2         3         4         5 
   
08. No one understands me at this hospital     1         2         3         4         5 
   
09. My pain is difficult to endure     1         2         3         4         5 
    
10. I feel lonely in this room     1         2         3         4         5 
   
11. I do not like this hospital     1         2         3         4         5 
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Circle only one number in each line                           
Strongly                         Strongly 
Disagree                              Agree 

   
12. I need to feel good again      1         2         3         4         5  
   
13. I do not feel healthy right now     1         2         3         4         5 
   
14. My hospital room makes me feel scared     1         2         3         4         5 
   
15. I am afraid of what happens next      1         2         3         4         5 
   
16. I am very tired right now     1         2         3         4         5 
   
17. I am content     1         2         3         4         5 
   
18. My chair/bed is not well shaped for me      1         2         3         4         5 
   
19. I have enough privacy at this hospital     1         2         3         4         5 
   
20. The temperature in my room is fine     1        2        3         4           5 
   
21. I feel peaceful     1         2        3         4          5 
   
22.  My friends remember me with their cards and phone 

calls      1         2         3         4          5 
    
23. I need to be better informed about my health     1         2         3         4           5 
   
24. I do not have many choices     1          2         3         4          5  
   
25. My room smells terrible     1          2         3          4         5    
   
26. I feel out of place here     1         2           3        4         5   
   
27.  I am depressed     1         2           3        4         5   
   
28. I have found meaning in my life here     1         2           3        4         5 
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Section B 

Now, please tell us how satisfied you are with your experience of this hospital by 

circling the most appropriate number that reflects your opinion in each case: 

Circle only one number in each line                                 
 Strongly                             Strongly 
Disagree                                 Agree 

01. My decision to select this hospital was a wise one 1         2         3         4         5 
   

02. I think that I did the right thing by coming to this 
hospital 

 
1          2         3         4         5 

   
03. Taking everything into consideration, I am satisfied 

with this hospital 
 
      1          2         3         4         5 

 

 

Section C  

We are interested in your view about the services at this hospital. This includes all 

aspects of the hospital such as meals, treatment, and room privacy. Please circle the 

number that best reflects your opinion. 

Circle only one number in each line                           
Strongly                             Strongly 
Disagree                                Agree 

01. I have received every assistance to get well again  1          2          3           4            5 
   
02. My medical treatment has been performed well. 1          2          3           4            5 
   
03. I have been informed about the action I should take to 

guard against the same sickness/condition in the 
future.  1          2          3           4            5 

   
04. I have been treated in a manner that has reduced any 

risks associated with treatment. 1          2          3           4            5 
   
05. The hospital staff show a genuine care and interest in 

my circumstances. 1          2          3           4            5 
   
06. The hospital staff are courteous and friendly to me. 1          2          3           4            5 
   
07.  The hospital staff respond promptly to my requests. 1          2          3           4            5 
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Section D 

We are interested in your view about the cost of your stay at this hospital. This will 

include all service costs (financial costs) and, effort and waiting time (non-financial 

costs). Please circle the number that best reflects your opinion.  

Circle only one number in each line                                Very high                                      Very low 
01. The price of treatment at this hospital is      1            2              3             4              5 
   
02. The time required to receive treatment at 

this hospital is     1            2              3             4              5 
   
03. The price of staying at this hospital is     1            2              3             4              5 
   
04. The effort required of me to be treated at 

this hospital is      1            2              3             4              5 

 

Section E 

Now, please circle a number for each of the following to describe your relationship 

with this hospital.  

Circle only one number in each line                                 
Uncomfortable                                                                                         Comfortable 
       1                              2                               3                             4                           5 
Very uneasy                                                                                    Very much at ease 
       1                              2                               3                             4                           5 
Very tense                                                                                               Very relaxed 
       1                              2                               3                             4                           5 
Insecure                                                                                                          Secure 
       1                             2                                3                             4                           5 
Worried                                                                                                      Worry free 
       1                             2                                3                             4                           5 
Distressed                                                                                                            Calm 
       1                             2                                3                             4                           5 
Troublesome                                                                                          Peace of mind 
       1                             2                                3                             4                          5 
Turbulent                                                                                                           Serene 
       1                              2                                3                             4                          5 
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Section F 

 
Here, we would like to ask you about your medical situation. 

 

1. How many times have you been diagnosed at this 
hospital?_________________            

 

2. How would you rate your illness? Circle the number that best reflects your 
opinion 

 

    Low severity                       Moderate severity                     High severity                     
          1                     2                       3                       4                        5 

 

 

3. How long have you been in hospital in total?          Weeks-------------         
Days-------------  

            

4. Have you been to any other hospital for treatment?  

 

      [   ] Yes (if yes please answer question 5) 

 

      [   ] No (if no go to the next section) 

 

5. Compared to other hospitals you have been to, how would you rate your 
experience at this hospital? Circle the number that best reflects your opinion 

 

Much worse                                 the same                                much better 
          1                     2                       3                       4                        5 
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Section G 

In this section, we would like to know some background information about you. 

This information will only be used to understand the differences between patients. 

Please choose the item that describes your situation. 

 

1. Your age is  

◊ 18-24         ◊ 25-34       ◊ 35-49         ◊ 50-64         ◊ 65+ 

 

2. What is your occupation? 

  ◊ Student         ◊ Employee             ◊ Other (Please 
specify)_______________________    

 

3. What is your monthly income? 

   ◊ Under SR 5000                     ◊ SR 5000-9999            ◊ SR 10000-14999 

   ◊ SR 15000-19999                   ◊ SR 20000-24999          ◊ SR 25000-29999 

   ◊  SR 30000-39999                  ◊ SR 40000-49999          ◊ More than 50000 

 

4. What is your marital status? 

   ◊ Married              ◊ Single               ◊ Divorced or separated           ◊ Widowed 

 

5. What is the highest level of education you have completed? 

   ◊ Primary school           ◊ Secondary school          ◊ Certificate or diploma 

   ◊ Bachelor degree         ◊ Master degree            

   ◊ Other, please specify______________________________ 

    

Finally please write any comments you have about the hospital or the 
questionnaire 

--------------------------------------------------------------------------------------------------- 

--------------------------------------------------------------------------------------------------- 

--------------------------------------------------------------------------------------------------- 

 

Thank you for your participation. Please return this questionnaire to the 
reception staff of this hospital or keep it with you until you are asked for it.  
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APPENDIX 4: QUESTIONNAIRE OF THE RESEARCH IN ARABIC  

 

  ا������ را� ا	����

 أا	���ة 

   ����  �� ���ل را�� ا����ا��89رات ا�5��6/ "34 &2ا01 ا��ا�/ أ-,+�ء  : )'�ا &%$ ��#� �"� �� إ �اد 

�G E$ل "���6= آ��� "H إد��G/ �� ه;ا ا��CD� E� ،?@A6#= 21: �,+�  . ا��A6#@?   ا<��6= ا����5/ �� ه;:   

�E          �+C ��ى �2ا�6L= أو  ��C  �J? ا��89      �Lر<+�م ا��Oا �أ�+ ?+C  ة�+Qدا H+R�� �رات ا�2اردة  E را�� ا��+�

      H>�56ر ا��Gة ، ا�L� S'�1                 H>�+56+�ر ا�G5,�+� ا��A�ة  C+? �+� &+�ء �+� ا�89+�رة،  U2ا�" V =19,� ا 5   ?+C  ل�+ 

        H>�56ر ا��G1= ا�'�X� ،�C��L2ن ا��89رة ا���D� ?C  ة�A� =6L4 أو 3 أو 2�2ا�Oه;: ا �إذا آ�ن أ�    S+��6ر<+�م 

  .   و&�J 1[�ك

  

��ا���ر ر��� وا�ا� �   %$ا!#                         '&� %$ا!#   !�" !  آ
 �%��(                                  �%��(   

1  �,  /5C  ��6د V6_5^ ا#" ?@A6#ا�� �� H>�` �&2 
�&�� ا�

 1          2         3          4          5  

      
��6E  $&� �� ه;ا  2�V أ)�9 ���8a �� ا��5Lم 

?@A6#ا��  
 1          2         3          4          5 

      
��6 "6�ه2ر    3b 1          2         3          4          5 
      
 5          4          3         2          1 أ)�9 �����L ه,�  4
      
5  1� �# �1�� C  �1          2         3          4          5?  �م ا�2dف                                                          إ
      
6  ?@A6#ه;ا ا�� �� �� 5          4          3         2          1  أ HC أ1/ H6 اVه��6م 
      
 5          4          3         2          1 "% �,� ا2bOات ه,�     7
      
8  ?@A6#ه;ا ا�� �� �,�J@ V  1          2         3          4          5 أ�� 
      
9  /&$  094 �i��  1          2         3          4          5 
      

   5          4          3         2          1 أ)�9 ����2�ة ه,�    10
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��ا���ر ر��� وا�ا� �   %$ا!#                         '&� %$ا!#   !�" !  آ
 �%��(                                  �%��(   

      
11   ?@A6#أ�0 ه;ا ا�� V  1          2         3          4          5 
      

 5          4          3         2          1 أ"�,? أن ا)�9 ����5��9 ��ة أ�Gى   12
      

��6 اkن  13b �� E#�6� V  1          2         3          4          5 أ)�9 
      

14  " ���a�,@5d" ��2,  1          2         3          4          5   
      

15  �L� V ث��5R ��� ف�G5          4          3         2          1   أ 
      

  5          4          3         2          1 أ�1 �096 &�ا اkن  16
    

17   Em�_� �15          4          3         2          1 أ    
     

18   0R�,� �5a ��2," ��R 1          2         3          4          5  
     

19  ?@A6#�5 آ���5 �� ه;ا ا��b24G ي�5          4          3         2          1 �  
    

20   �8R�,� ��2," ���a 5          4          3         2          1 در&� ��ارة  
    

  5          4          3         2          1 أ)�9 ��ا�� ا��8ل   21
    

6;آ�و1,� ���'�وت واV�4"Vت   22 �Q�>�bوأ ��  5          4          3         2          1  أ<�ر
    

23  �5��9@� أآ��  E ����6 ا�4" H6    5          4          3         2          1   أ��6ج أن 
     

  V 1          2         3          4          5 أ�C=  �ة �5Gرات ه,�   24
    

25  �J2�� آ�," ���a ��Q5          4          3         2          1 را    
     

26  0R�,�5 ا��a 5          4          3         2          1 أ)�9 أ1,� �� ا��'�ن  
     

27  0m6'� �15          4          3         2          1 أ  
     

  5          4          3         2          1 أ)�9 أن ���5"� �9,? ه,�   28
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 ا	���ة  ب

 �J&و S�� H>ر SDأ� ?C  ة�Qدا ^i2� ?@A6#6= �� ه;ا ا�����" E  ك�iى ر�� E  �1�8رGن ر&�ء إkا

���� S1[�ك �� آ.  

��ا���ر ر��� وا�ا� �   %$ا!#                            '&� %$ا!#   !�" !  آ
�%��(                                     �%��(   

          4          3           2          1   ا�56Gري �J;ا ا��A6#@? آ�ن <�ارا �'��5 1
5  

     
������ء إ�? ه;ا ا L6� أpC�  �,1 ا 2 q5���Aء ا�4

?@A6#ا�� 
 1          2           3          4          

5  
     
أG;ا آS )�ء �� ا��#�8ن أ�1 راE  �i ه;ا   3

?@A6#ا�� 
 1          2           3          4          

5  

  

  جا	���ة 

� ?@A6#ه;ا ا�� E� ���Lت ا�����dا� Sآ �� =�1� ����9 رأH.  �� �� ذ�= ا�2&�8ت و���a �5b24G ا�2,6

  .ر&�ء وi^ دا�Qة  C? ا��<H ا�;ي r'9 و&�J 1[�ك "����

��ا���ر ر��� وا�ا� �   %$ا!#                             '&� %$ا!#   !�" !  آ
 �%��(                                     �%��(   

�L� �6� p5LC" آS �#� �ة ��',� �96RVدة 1b   1          2           3          4          5  
     
  H"  1          2           3          4          5  $&� ا�_�8 ��L"Xن 2
     
�r@1 0,�6� /C�  �C  0 ا���ض أو   3 ��� ptC��L� أ

$8L6#� ���� ا�
 1          2           3          4          5  

     
4   �_8"�� �`�d� أي pD@G �L�_� p��2 

���9$ج 
 1          2           3          4          5  

     
5   E5>د�b �2#�2ا ا��A6#@? اه��6م ور �,� �Juأ

�6���� 
 1          2           3          4          5  

     
6   �9� E585`و E5�;J� ?@A6#2ا ا���2#,�  1          2           3          4          5  
     
7  �"�8C_� �9�R 285�6ن# ?@A6#2ا ا���2#,�  1          2           3          4          5  
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  دا	���ة

��� �� ذ�= "'C@� ا�9$ج ا�����5 وا��J� وو<p ا61V[�ر ر&�ء ?@A6#ا�� �� =Q�L� �@C'" �� = ا�6Gر  �J,� رأ

  ��J&2� 0R 1[�كا��<H ا��,

��� �  %�)�7� �3ا                      %4�56� �3ا  12 دا�0ة /.- ر�, وا� !�" !  آ
1  ?@A6#2م ا�9$ج �� ه;ا ا��R5          4          3           2          1  ر  
     
�24ل  C? ا�9$ج �� ه;ا  2C� 2بC_ا�� p>2ا�

     ?@A6#ا��  
 1          2           3          4          5  

     
3   ?@A6#ا�� �� H  5          4          3           2          1  ر2Rم ا�2,6
     
�24ل  C? ا�9$ج �� ه;ا   4C� 2بC_ا�� �Jا��

 ?@A6#ا�� 
 1          2           3          4          5  

  

 ا	���ة هـ

L� H>ر ?C  ة�Qدا ^i ن ر&�ءkا?@A6#ا ا��;J� =6>$  E  �5896C� �5��6ا��89رات ا� S��  

��ا وا�� ر��ا���ر� �   !�" !  آ
�� أ��                                                                                                  ���� �5a  

  1                               2                             3                         4                       5  
 �CJR                                                                                                           �89b ب
  1                               2                             3                         4                       5  
 �L6#� �5aة                                                                                                  ��L6#ة  ج
  1                               2                             3                         4                       5  
  ��LCL� �5a                                                                                                       �LCL  د
  1                               2                             3                         4                       5  
��                                                                                                       �Rآ,�  هـ�_D� 
  1                               2                             3                         4                       5  
�% ��                                                                                                     �5a   و

�� %� 
  1                               2                             3                         4                       5  
��              زi�5 واa                                                                                       

��iوا 
  1                               2                             3                         4                       5  
                                                                    �z �5a�,�z,�                                      ح
  1                               2                             3                         4                       5  
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  ا	���ة و

^i ر&�ء ،?@A6#ه;ا ا�� E  م�  S'A��J,� ����9 ��ى ر�iك  �J&و E  �89 H>ر SDأ� ?C  ة�Qدا 

  1[�ك

�@ل )<�=�  !  ه>ا ا	�;�:�- أ��  A%  

��ا���ر ر��� وا�ا� �   !�" !  آ
      �5a را�i                             را�i                                                                 أ

  1                               2                             3                         4                       5  
         �5a �8#2ط                            �8#2ط                                                                ب
  1                               2                             3                         4                       5  
        E6��                             E6�� �5a                                                                     ج
   1                               2                             3                         4                       5  

  

  ا	���ة ز

�5� ه,� �1� أن E  =�|#1 ���6= ا�4

آH ��ة "p���9 �� ه;ا ا��A6#@?؟     ـــــــــــــــــــــــــــــــــــــــــــــــــــــــ     . 1  

2 .6�.=آH5L" 35 ���6= ا����5i؟ ر&�ء i^ دا�Qة  C? ا��<H ا�;ي r'9 إ&�  

 

      �5496#� ����                            �_R26� ����                          ����
            �_5#�                                
          5                     4                       3                   2                        1 

 

3 . H؟               آ ?@A6#ا�� �� �J65L��5^----- --  أ�م                            ----- --- -- ا���ة ا��6 �Rأ  

هp���9" S �� أي �A6#@? أ�G؟. 4  

 H91 (     ) H>ة ر�L@ا� ?C  0&ر&�ء أ H91 ��. 5إذا آ�p1 ا�&�  

  V (      )ر&�ء ا�;ه�ب إ�? ا��%ء ا� V ـ� ��. ���6إذا آ�p1 ا�&�  

��Lر�1 ����A6#@�5ت ا�GOى ا��J5� p���9" �6، آH55L" 35 ا�d���ت �� ه;ا ا��A6#@?؟. 5  

 

   �5�'� SDا��#26ى                                 أ� r@1 ��                      �5�'�أ2Rأ 
                                           
          5                     4                     3                     2                        1 
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 ا	���ة ح

=� �b�d��2ت ا�C99� ا��� ���9� �ه;ي ا����2C9ت d6#6R�م ��L  �����9 ا�@�ق �E5 . �� ه;ا ا��%ء �1

?iة ا��6 "34 ���6=. ا����L@�6ر ا�Gر&�ء ا  

1 .E5�:  ��ك   

 (     )18-24   (      )      25-34 (      )        35-49 (      )         50-64 (       )          65+  

��ه� �J,6=؟. 3  

 (     )                    0��` (     )                   3u2� (      ) د�ى ، ر&�ء ��Gأ-- ---- ---- --- -----  

آH  دCG= ا��JAي؟      . 4  

  (     ) E� S>ل        5000أ�            14999-10000(      ) ر�ل              9999-5000(       )  ر

 (     )15000-19999  (       )           20000-24999 (      )                25000-29999  

 (     )30000-39999  (       )           40000-49999 (      )                E� 50000 أآ��  

��ه� ���6= اV&��6 �5؟؟. 5  

.أر�UC_� (    )S                   (     ) أ %ب              (    ) �6%وج                  (    )   

ر&�ء آ�6�� أي �$�[� ��= 2Rاء  C? ا��A6#@? أو  C? ا�1�86RV: أ�&�ا   

----------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------

----------------  

----------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------

----------------  

----------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------

----------------  

 

E:�رآ��	ا �FG.�3ء أ/�دة�	ا������Iا J<ظ  ه���I2� أو ا���.	 E6% �L�.M ,�� -� �L=   

 


