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ABSTRACT 

Title: The use of comparative standards in consumer evaluation of mental health service 

attributes 

Author: Dr Duane Pennebaker 
School of Population Health 
University of Western Australia 

The study sought to contribute to the theoretical understanding of healthcare consumer 
satisfaction by testing the relative use of the comparison standards used by consumers in 
making judgements about important mental health service attributes. It was hypothesised 
that consumer evaluations of mental health service attributes would be based more on 
value-based comparative standards rather than comparative standards based on 
expectations, equity and attribution. The study used a qualitative approach employing 
focus groups. The University of Western Australia H u m a n Research Ethics Committee 
approved the study 

Participants were consumers who had used a public mental health service (either inpatient 
or community) within the previous 12 months and who were able to provide informed 
consent. Interested consumers were recruited through local newspapers and notices 
placed in public mental health clinics. After informed consent was obtained, participants 
were assigned to groups using age as a stratifying variable. The focus group questions 
and protocols were piloted on two groups and subsequently modified. In all 9 focus 
groups were conducted with two groups in rural areas. Focus group discussions were 
audio recorded and transcribed. From content analysis of the transcripts, 246 consumer 
statements were extracted. These statements were classified by a panel of independent 
judges into one of the four comparative standards. 

The first hypothesis was supported in that value-based comparative standards were the 

most frequently occurring than the other three comparative standards (x = 19.92, df 1, 
p<.001). Value-based comparative standards accounted for 37.8% (n=93) of the 
statements classified expectations accounted for 29.3% (n=72), equity for 20.3% (n=50) 
and attribution 12.3% for (n=31). N o significant association for sex or age and the 
frequency of the four comparative standards was found. The second hypothesis predicted 
that value-based standards would occur more frequently for core over peripheral mental 
health service attributes. B y far core service attributes were more frequently assessed 
using value-based standards (68.3%) from peripheral service attributes (31.7%). While 
there were significant associations for sex and age in relation to core and peripheral 
service attributes, there was no significant association for core and peripheral service 
attributes and the four comparative standards. Therefore, the second hypothesis was not 
supported. The third hypothesis predicted that the comparative standards based on values 
would have more positive emotional valence than other comparative standards. While 
there appeared to be a significant association between valence and comparative standards, 
the third hypothesis was not supported given the limitations in the data. 

The results demonstrated that consumers do use multiple standards of comparison with 
value-based standards being the most frequent. These findings confirm suggestions from 
the literature that values become important in services that require high personal 
involvement such as represented in mental health care and also present threats to one's 
self esteem. While further research is required, the findings demonstrate the importance 
in clearly articulating the relationship between specific mental health service attributes 
and their congruence with the comparative value standards of consumers in providing 
leverage for positive consumer health outcomes. 
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Background 

Consumer satisfaction in health care has had a chequered and controversial history 

over the past 20 years. The actual value of patient satisfaction studies as a part of 

a total quality measurement process is disputed both in the academic literature and 

among health practitioners. Where patient satisfaction surveys are used, little is 

reported about their actual effect on the organization and the delivery of health 

services. While a great deal of attention has been given to participation of 

consumers in the evaluation and planning of mental health services as part of the 

First and Second National Mental Health Plans in Australia, consumer satisfaction 

as an outcome of mental health services has received no attention (National 

Standards for Mental Health Services, 1997). This is even more evident when one 

reviews the proposed outcome measures for mental health consumers which all 

focus on clinical and functional outcomes, but not consumer satisfaction 

(Andrews, Peters and Teesas, 1994; Stedman, Yellowless, Mellsop, Clarke and 

Drake, 1997). 

Because quality assessment of health services is defined almost exclusively from 

the perspective of the service provider, decision making in the delivery of health 

care services is made and implemented with little consumer input (Andeleeb, 

1998; Druss, Rosenhecker, and Stolar, 1999). Early thinking held that it did not 

matter whether consumers were pleased with their service as long as the patient 

showed improvement in their symptoms and were able to function in their 

respective social roles. Such views run the inherent risk that service evaluation 
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will be distorted within the narrow perceptions of the provider heightening the 

prospect of poor patient outcomes. 

Research has pointed to the different views that consumers and health 

professionals hold about important service delivery characteristics (Dowds & 

Fontana, 1977; Mayer & Rosenblatt 1974; Ruggeri & Dall'Agnola, 1993). 

However, it is unclear how these different views influence consumer outcomes 

and quality improvement (Leese, Johnson, Parkman et al., 1993; Polowczyk, 

Brutus, Orvierto et al, 1993). 

For example, Heppner and Claiborn (1989) reported, in their critical review of 

human service satisfaction literature, that an extremely disproportionate amount of 

satisfaction research in human services had emphasised constructs that 

professionals believed were important. However, they suggested that these 

variables might not necessarily be the same as the constructs used by consumers 

in determining their level of satisfaction. Tucker, Parker, Parham, Brady & 

Brown (1988) reported differences in consumers' and counsellors' opinions 

concerning desirable counsellor traits. They found that when consumer and 

counsellor opinions were compared, there were major differences in what were 

seen as enhancing counsellor characteristics. For instance, counsellors reported 

valuing behaviours that were more task oriented, such as goal setting and problem 

solving. Consumers, on the other hand, believed it more important that 

counsellors were caring, encouraging and supportive of their clients needs. Thus 

many investigators in the human services sector yielding high levels of 
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satisfaction may have failed to adequately measure the specific cognitive 

constructs that the service recipients used to arrive at their level of satisfaction. 

Shipley, Hilborn, Hansell, et al. (2000) in their study found that improved patient 

satisfaction in a psychiatric service was associated with better quality of care. 

Rapp, Shera, & Kisthardt (1993) also point to the different perspectives that 

consumers and providers have in relation to outcomes. They found that outcomes, 

as part of quality assurance from a service provider view point, included 

decreased level of symptomatology; reduced use of psychiatric hospitalisation, 

development of functional skills and behaviour, and compliance with treatment 

regimes. Outcomes as measured from a client's point of view included attainment 

of individual goals, consumer satisfaction with services and life, and reduction in 

the discrepancy between consumer expectations and actual achievement. 

An even more fundamental problem is the conceptual underpinning of consumer 

satisfaction formation within health care. There has been little critical 

examination of the validity of expectancy theory within a health care context as a 

basis for understanding satisfaction formation. These issues point to a need to 

identify the underlying theoretical and empirical problems pertaining to 

understanding consumer satisfaction formation in health care. Among these is 

developing a clearer understanding of the internal standards that consumers use to 

judge and formulate levels of satisfaction with health care services. 



M P H Dissertation - D Pennebaker 

Purpose 

The purpose of this dissertation was to identify and contrast the innate comparison 

standards used by consumers in their evaluation of mental health services using a 

qualitative approach employing focus groups. The study sought to contribute to 

the theoretical understanding of health care consumer satisfaction by identifying 

the standards used by consumers in making judgements about important service 

attributes of mental health services. 

The main variables were defined as follows: 

Comparative standard referred to an internal standard used by consumers in 

making judgements about service performance and used therefore, in forming 

satisfaction levels. There were four comparative standards used in this study: 

expectations, values, equity, and attribution. Values referred to those beliefs 

about preferred states of being or living (such things as happiness, security, 

independence, self respect, and so on) sought from experiences or others. 

Expectations were beliefs that certain attributes of an experience will result in 

benefits at some future point in time. Equity related to thinking about the 

lightness or fairness of experiences in relation to what one gains when compared 

with others or similar experiences. Attribution involved thinking that attempted to 

determine causes for positive or negative experiences. 

Service attributes referred to the tangible and intangible functions delivered 

through a set of activities that formed part of the consumer's service encounter 

experience. In this study, there were two broad sets of service attributes: core and 

peripheral. These varied depending on the nature and type of service provided. 

9 
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Core service attributes represented the main purpose of the service's existence, 

while peripheral service attributes were those areas that supported the core 

service. 

Valence referred to the emotional importance or significance attach to an event or 

experience. 

It is argued that consumer judgements of mental health services are based on 

multiple internal comparison standards with values occurring more frequently 

than other comparative standards. The other possible comparative standards 

employed by consumers include expectations, equity and attributions. Further, it 

is argued that the consumer judgements used in satisfaction formation would 

differ in relation to core and peripheral service attributes with the difference being 

greater for value comparative standards than for other comparative standards. 

Lastly, it is argued that emotional valence will be more negative for values than 

the other comparative standards. Given the above, the following hypotheses were 

addressed: 

1. Comparative standards based on values will occur more frequently than 

the comparative standards based on expectation, equity and attribution in 

relation to mental health services; 

2. Comparative standards based on values will occur more frequently for 

core over peripheral mental health service than comparative standards 

based on expectation, equity and attribution; 

3. Comparative standards based on values will be more positive in their 

emotional valence than comparative standards based on expectation, 

equity, and attribution. 

In this study, a consumer was defined as a person making use of a mental health 

service by virtue of being significantly affected by a serious and persistent mental 
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illness and included under its rubric other notions such as patient or client (Mental 

Health Statement of Rights and Responsibilities, Australian Government 

Publishing Service, 1991). 

Rationale 

Those who doubt the value of including patient satisfaction measures as indicators 

of quality point to a number of factors that may limit their validity. For example, 

Vuori (1987) in his critical missive on consumer satisfaction noted that: 

1. Patients lack the knowledge to access accurately the technical competence 
of health personnel. Their judgements can also be attenuated by their 

physical or emotional status. 

2. Technical quality can be masked by the influence of other factors such as 

interpersonal skills of the provider. 

3. Patients are often reluctant to disclose what they really think because of 
their sense of dependency or prior failures in provider communication. 
Patients m a y also fear retribution from the provider if they voice 

discontent. 

4. Patient recall of aspects of the service delivery process can be inaccurate 
due to their physical, mental or emotional status. 

There are a number of rejoinders in response to these criticisms. According to 

Cleary and McNeil (1988), patients can play an important role in defining quality 

of care by determining what values should be associated with different outcomes. 

Some studies have found that the quality of the interpersonal interaction can 

influence patient outcomes more than teaching and instruction and contribute up 

to one-third to the healing process. In addition, interpersonal aspects of care can 

contribute to reduced use of pain medication, shorter length of stays and improved 

patient compliance (Bartlett, Grayson, Barker et al., 1984; Press, Ganey and 

Malone 1990). It is now known that in the absence of satisfaction with services, 
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positive clinical outcomes can become more difficult to achieve (Lyons, Howard, 

O'Mahoney & Lish, 1997; Ries, Jaffe, Controls et al., 1999). For example, 

McNeill, May & Lee (1987) investigated the relationship between attrition and 

satisfaction. In their study, the satisfaction levels of premature terminators (n=56) 

and successful terminators (n=148) from counselling were compared. They 

reported that premature terminators were less satisfied with the counselling they 

had received than those who successfully completed counselling. In their study, 

premature terminators also reported their counsellor as being: less attractive, or 

less like themselves, less expert or lacking the skills to help them; less trustworthy 

and inadequate in conveying respect and confidence. Furthermore, they found 

those who remained in counselling expressed greater levels of satisfaction, 

regardless of initial perceptions concerning the service provider's expertness, 

attractiveness or trustworthiness. 

Holcomb, Parker, Leong, Thiele et al. (1998) reported a statistically significant 

relationship between patient satisfaction and levels of patient self-reported 

symptomatology, daily functioning and treatment improvement. Several other 

studies reported similar findings (Ries et al., 1999; Ruggeri, Biggeri, Rucci, et al., 

1998). Ruggeri (1998) and her colleagues found a relationship between 

functioning and satisfaction, where an improvement in functioning was related to 

higher satisfaction with services. These results help to clarify some aspects of the 

debate on the determinants of satisfaction and specifically the role of expectations, 

intrinsic characteristics of the patient (such as illness severity and 

sociodemographic characteristics) and perceived improvement in determining 

satisfaction. The data suggest that these determinants may play a different role in 

12 
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different circumstances. The less severely disabled patients at baseline, who 

probably were also the less demanding, were more likely to be satisfied with the 

services at follow-up. If those patients with severe dysfunction at baseline, 

improved after six months they were also satisfied with services, thus indicating 

the powerful role that perceived improvements played in determining satisfaction. 

The research on satisfaction with health care has been primarily empirical. Its 

purpose has been to provide information so that policy-makers, administrators, 

practitioners and consumer groups can draw practical conclusions in order to 

improve quality of care and services. As Linder-Peltz (1982) pointed out many 

years ago and it is still relevant today, very little of the satisfaction research is 

focused on theory-testing or theory-building. This lack of attention to the 

conceptualisation of satisfaction is mentioned in other reviews (Ware, Davies-

Avery, and Stewart 1978). Locker and Dunt (1978) note the preoccupation of 

most researchers with identifying sociodemographic correlates of satisfaction 

rather than developing a sociopsychological theory of satisfaction. Some reports 

in the literature that have addressed the conceptualisation issue (i.e. theory-

building) remain empirically untested. Further, those studies that have attempted 

theory-testing the findings were inconclusive and remain unreplicated, thus 

providing little external validity. 

It is clear that further conceptual and theoretical work is required (Lockert and 

Dunt, 1978; Fournier and Mick, 1999; Iacobucci, Ostrom and Baigetal, 1996). 

For example, the construct of consumer satisfaction is not always clearly defined. 

Is it an attitude, behaviour, or both? Is it ephemeral or stable? How does it differ 
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across various health consumer populations or health care encounters? Second, 

theorists within a health care context have yet to look inside the proverbial black 

box and hypothesise what occurs in the consumer's mind during the service 

encounters (Ware and Synder, 1975). Hence, a mechanism for forming consumer 

satisfaction judgements and subsequent reactions has yet to be clearly specified. 

Third, the role of consumers within satisfaction processes is not well defined. Are 

patients passive judges of events that befall them or are they activists whose 

behaviours may affect their own levels of satisfaction? Fourth, it may be that 

different explanatory models of consumer satisfaction are required in order to 

understand the complexity and variability of consumer evaluations of health care 

experiences. Such explanatory models would provide an impetus in moving away 

from the current unidirectional causal view that provider behaviours alone cause 

consumer satisfaction. It may be that consumer satisfaction attitudes are 

rewarding to providers and hence reinforce the treatment of consumers in more 

satisfying ways (Ware, 1978; Weinberger, Greene and Mamlin, 1981). 

Yet, consumer satisfaction is confronted with a number of theoretical and 

methodological challenges in health care as by other fields, especially as these 

relate to mental health services (Zastowny, Roghman and Hengst, 1983; Zastowny 

and Lehman, 1988; Szmanski and Henard, 2001; Oliver, 1994; Swit and Smith, 

1994). These problems include inconsistency and disparity of findings due to an 

inadequate level of sound theoretical work in the general area of consumer 

evaluation behaviour of services, service utilisation behaviour in mental healthcare 

as well as limited theoretically based and psychometrically tested instruments and 

data collection approaches. A reflection of the problem is the high levels of 

14 
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satisfaction with health care services frequently reported in the literature, yet they 

appear to express a seemingly greater level of dissatisfaction. 

The high levels of consumer satisfaction may be due to the high level of 

ambiguity that exists for consumers about aspects of healthcare delivery (Scott 

and Smith, 1994). This ambiguity means that the latitude of acceptance may be 

broad around the subjective standard used by consumers to formulate judgements 

about satisfaction. Wide latitude of acceptance would lead to assimilation of the 

experience in most instances, and to a sense of satisfaction. Satisfaction would 

therefore be common (Pascoe, 1983). Exceptions leading to dissatisfaction in 

healthcare services would be in instances of poor health care delivery and 

resulting poor outcomes for consumers or in instances where a negative subjective 

standard existed and care was not positive enough to exceed the latitude of 

acceptance that existed in relation to the subjective standard. Thus, continued 

negative health care service experiences could eventually produce a negative 

subjective average as a standard, in which case all but dramatically positive 

experiences would be assimilated and produce satisfaction. It is argued here that 

this paradox or discrepancy in satisfaction and dissatisfaction levels is due in part 

to a lack of understanding of the comparative standards used in consumer 

evaluation of service attributes. 

A re-examination of the expectation construct is required arguing for an 

understanding of alternative comparison standards used by consumers in various 

health care service situations (Iacobucci et al., 1994; Parasuraman, Zeithaml and 

Berry, 1985, 1994; Oliver, 1994). Comparison standards refer to the referents 

used by consumers to evaluate a product or service performance and form 

15 
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satisfaction judgements. The concept of comparison standards has played a 

central role in consumer satisfaction research in marketing (Ziethaml and Bitner, 

2000). The particular standards used by consumers have in turn been found to 

vary according to numerous situational factors. 

Summary 

It is clear from the research literature that consumers may use multiple 

comparative standards in making evaluations and that the comparative standards 

used are influenced by a number of factors including consumer characteristics, the 

service context as well as service attributes (Halstead, 1999). While research on 

internal comparative standards has been a growing focus in the business and 

marketing literature, this area has received little attention in health care. 

Literature Review 

Satisfaction ratings contain useful information about the structure, process and 

outcome of care. Donabedian (1969) suggested that the quality of health care 

could be determined by these three alternative methods which are not mutually 

exclusive. The first method being the structure of the health care facility, the 

second the process of the delivery of care and the third alternative is the 

assessment of the outcome of care. In recent years, there has been a strong 

movement toward evidence-based medicine, which has significantly affected 

approaches to the delivery of mental health care (Fonagy, 1999), especially in the 

area of consumer satisfaction. 

The results of consumer satisfaction are useful in informing and shaping clinical 

practice - this issue of utility is a key criteria. Smith, Manderscheid, Flyn and 

16 
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Steinwachs (1997) postulated that our approach to keeping the focus on the person 

with mental illness, and on the quality of treatment has been the developing field 

of patient outcomes assessment. The technology of this field assesses changes in 

health status, in the broadest context over time and the relationship of these 

changes to the care provided to patients. The information is then used to modify 

services and treatments to improve the outcomes of care. Systems that generate 

these types of data are referred to as outcomes assessment systems or outcomes 

management systems. A relationship between the outcome and process of care 

such as the patient's health status (outcome) and disease state or treatment 

(processes of care) becomes evident. This outcome assessment needs to include 

patient, carer or relative and provider perspectives in relation to satisfaction. 

Historically, difficulties in assessing the level of consumer satisfaction with health 

care delivery, especially in the area of mental health, have been documented. 

Such services have been ignored or avoided, especially when the issues lack 

political or social power (Berkanovic, Reeder, Marcus, et al., 1974). After 

Attkisson and Zwick (1982) published their work on the Client Satisfaction 

Questionnaire as part of the RAND Medical Outcome Study, consumer 

satisfaction became more acceptable as a legitimate outcome measure in health 

services in North America. 

The literature still reflects the controversy surrounding the need to provide better 

theory and methods for measuring and understanding the formation of consumer 

satisfaction (Sishta, Rinco & Sullivan, 1986; Greenfield & Attkisson, 1989; 

Pascoe & Attkisson, 1983; Lebow, 1982 and 1983; Pascoe, Attkisson & Roberts 

17 
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1983; Carscaddon, George and Wells, 1990; Ruggeri & Dall'Agnola, 1993; 

Ruggeri, Dall'Agnola, Greenfield and Bisoff, 1996). In the early 1990's 

Steinwachs, Cullum, Dorwatt and Flynn (1992) reported that research that 

theoretically developed and refined measures of client satisfaction and established 

their psychometric properties was considered a priority in mental health service 

evaluation. 

Within mental health services research, consumer satisfaction research has 

proceeded with little attention to defining or conceptualising the psychosocial 

nature of satisfaction from the consumer's perspective. This has created problems 

not only in the interpretation of satisfaction but also in the incorporation of such 

information in the improvement of services. The practice of developing faulty 

instruments for measuring consumer satisfaction reflects the dearth of serious 

examination given to the substantive theoretical base to the predictive and 

constructs validity of consumer satisfaction measures. 

The majority of consumer satisfaction instruments lack sensitivity in reflecting 

adequately an understanding of not only how consumers evaluate but also what 

standards are used in formulating judgements about health care service attributes. 

Most often, the perspective undertaken reflects that of the provider usually 

management. Rugggeri and Dall'Agnola (1993) have tried to overcome these 

limitations by using a comprehensive study design and validated instruments. 

More recent studies undertaken (Rugggeri & Dall'Agnola, 1993; Morgan, 1999; 

Lesage & Pollini 1989; McDonald, Sibband and Hoare, 1988; Vincenti, Vilema, 

Jenner, et al., 1993; Commander, Cochrane, Sashidharan, Akiou et al. 1999) have 

18 
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examined the satisfaction of patients' relatives, as well as that of patients, to 

provide additional views. 

Implicit in consumer satisfaction research is the idea that patients are consumers 

with expectations that need to be fulfilled in order for satisfaction to be obtained. 

Consequently, dissatisfaction can be addressed by identifying consumer 

expectations and subsequently modifying services to fit those expectations or by 

modifying the expectations of consumers (Williams & Wilkinson, 1995). As 

early as 1984, it was recognised that one of the failures in examining the validity 

of patient satisfaction scales was that the instrument did not tap behaviours that 

were relevant to consumers (Falvoid and Smith, 1983). 

Determinants of Satisfaction 

There are a number of theoretical perspectives about consumer judgement and 

satisfaction formation. The major perspectives are examined here for their utility. 

Discrepancy approaches, which view prior expectations as determinants of 

satisfaction, have often been used implicitly in health care consumer satisfaction 

research. However, it is interesting to note that health care consumer satisfaction 

research had not attended to the conceptual and methodological development of 

marketing based models of consumer satisfaction. 

A fundamental problem remains as to what exactly is consumer satisfaction. Hunt 

(1977) concluded that satisfaction was an evaluative reaction resulting from the 

interaction of product and situation with an individual's expectations. Hunt 

emphasised that satisfaction/dissatisfaction was an evaluation, a quasi-cognitive 
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construct, rather than an emotion. Yet, as Hunt indicated, something can be 

pleasurable and still cause dissatisfaction, because it is evaluated as being below 

some subjective standard. This view contrasted with the Linder Pelz (1982) 

definition of satisfaction as an affective response. Pascoe, Attkisson and Roberts 

(1983) took a more global approach defining health care consumer satisfaction as 

"the recipient's reaction to the context, process and result of their service 

experience" (p. 189). 

Yet another view of satisfaction is as a function of confirmation or 

disconfirmation of expectation and is best conceptualised as an attitude toward 

service performance (Taylor & Cronin, 1994). Other studies (Newsome & 

Wright, 1999) have indicated that a model that first examined expectations as a 

function of previous access and relationships, and then focused on satisfaction as a 

function of confirmation / disconfirmation of expectations, could be more 

valuable in understanding the effects of expectation upon consumer satisfaction. 

Thus, virtually every model of the satisfaction formation process posits that 

feelings of satisfaction arise when consumers compare their perceptions of a 

product's performance to their expectations (Spreng, Mckenzie & Olshavshy, 

1996). 

Newsome and Wright (1999) reported that disconfirmation theory was by far the 

most dominant of the conceptual models of consumer satisfaction. This theory 

proposes that the consumer compares his or her perceptions of the product or 

service against apre-purchase comparison standard or level, the most widely 

researched being consumer expectation. Satisfaction is then mediated by the size 
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and direction of disconfirmation that is the difference between an individual's pre-

purchase expectations and the performance or quality of the product or service. 

As far as services are concerned, this quality assessment comprises consumer 

perceptions of a number of service attributes: 

Reliability: The ability to perform the promised service 

dependably and accurately. 

Responsiveness: The willingness to help customers and provide a 

prompt service. 

Assurance: The provider's knowledge and courtesy and their 

ability to inspire trust and confidence. 

Empathy: The caring, individualised attention given to 

customers. 

Tangibles: The appearance of physical facilities, equipment, 

personnel and written materials. 

While the terms, satisfaction and quality assessment may be used interchangeably, 

it is important to acknowledge that satisfaction is a broader concept and one that 

can be viewed either at the individual service level or at a more global level, 

encompassing all experiences within an organisation. In order to measure 

satisfaction, it is necessary to establish which type of expectation is used. 

Information from different consumers will be coloured by different expectations 

unless a c o m m o n evoked set is defined (Hunt, 1977). Understanding patient 

expectations and improving consumer satisfaction are central to the increasing 

consumer orientation perspective (Jennings, Staggers & Brosch, 1999). 

Therefore, it is not surprising that expectancy approaches demonstrated 

conceptual models used for measuring consumer satisfaction. 

21 
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Comparative Standards in Consumer Satisfaction Formation 

In formulating a level of satisfaction, consumers arrive at different conclusions 

depending on the reference being used. For example, comparison-level theory 

(LaTour and Peat 1979; Thibaut and Kelly, 1959) suggest that satisfaction is an 

additive function of both experience-based disconfirmation of attribute levels 

obtained from a brand and the corresponding comparison levels of that brand. 

Satisfaction modelled as the discrepancy between outcomes and some standard of 

expectation implies that overall satisfaction may differ when different references 

are being used across studies. This could happen when the expectancy-based (eg 

expectations formed through vicarious learning) or experience-based (actual 

performance) norms are used as references in the satisfaction studies (see Oliver 

1997). The use of different references means that satisfaction estimates will also 

differ, thus comparison standards emerge as a significant moderator of 

satisfaction. Four theoretically based comparative standards are discussed below. 

These are expectations, values, equity and attribution theories. 

Expectations 

As discussed, expectancy approaches are the major models used to conceptualise 

consumer satisfaction (Day, 1977; Hunt, 1977). Consumer satisfaction is of 

fundamental importance as a measure of quality of care because it gives 

information on the provider's success at meeting client expectations whereby the 

client is the ultimate authority (Williams, 1994; Ruggeri & Dall'Agnolla, 1993). It 

is known that knowledge of consumer's expectations can inform how they will 

later rate their visit. 
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The notion of expectation in consumer satisfaction has been modelled in one of 

two ways. The first is the role of expectations as anticipation. The other is the 

role of expectations as a comparative referent in the context of disconfirmation. 

Concerning anticipation, the thinking is that consumers' expectations have a direct 

influence on satisfaction levels. This is in the absence of any assessment or 

comparison of actual outcomes or performance levels. Rather consumers are 

thought to adapt to a certain level of performance. They form expectations 

consistent with these performance levels and these expectations service a baseline 

for satisfaction assessments. Consumers are thought to assimilate satisfaction 

levels to expectation levels in order to avoid the dissonance that arises if 

satisfaction and expectation levels diverge. This assimilation effect results in 

satisfaction judgements being high or low when expectations are high or low 

(Woodruff, Codotte and Jenkins, 1987). 

Within the second approach, the disconfirmation paradigm, expectations are a 

standard against which performance outcomes are assessed. Here consumers are 

said to be satisfied when actual outcomes exceed expectations (positive 

disconfirmation) dissatisfied when expectations exceed outcomes (negative 

disconfirmation) and just satisfied (zero or simple disconfirmation). 

As noted, virtually every model of the process of satisfaction formation posits that 

feelings of satisfaction arise when consumers compare their perceptions of a 

product's performance to their expectations; i.e., they confirm or disconfirm their 

expectations (Spreng, Mckenzie & Olshavshy, 1996). Disconfirmation theory 

proposes that consumers compare their perceptions of the product or service 
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against a pre-purchase comparison standard or level, the most widely researched 

being consumer expectation. The size and direction of disconfirmation then 

mediate satisfaction, which is the difference between an individual's pre-purchase 

expectations and the performance or quality of the product or service. 

Interestingly, Ruggeri (1994) reported that most consumer health care satisfaction 

studies have implicitly employed this approach. The three basic expectancy 

models that have been formulated are the contrast model, assimilation model, and 

the assimilation-contrast model. A composition of the models is displayed in 

Figure 1. 

Contrast Model 

The contrast model (Ilgren, 1971, Weaver & Brickman 1974) is based on 

Helson's (1964) adaptation - level theory of judging stimuli. Helson states that 

judgements are determined by previous experience and the perceived discrepancy 

between the previous experience and the new stimulus. The consumer magnifies 

discrepancies between expectations and performance. Performance that is 

somewhat higher than expectations will be evaluated as satisfactory, whereas 

performance slightly less than expected will be judged as unsatisfactory (Pascoe, 

1983). Consumer dissatisfaction, then, might be measured by the degree of 

disparity between expectation and perceived product performance. 

Interestingly, Ruggeri (1994) reported that most patient satisfaction studies have 

implicitly employed a contrast approach. 

Assimilation Model 

According to the assimilation model performance that is moderately lower than 

expectations will not cause dissatisfaction because perceptions of performance 

will be assimilated to match higher expectations (Ruggeri, 1994) beyond an 

acceptable threshold. Dissatisfaction occurs once the threshold is exceeded. 

Assimilation - Contrast Model 
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Based on the work of Sherif and Hovland (1961) this approach is a hybrid model. 

Expectations serve as a standard forjudging a product or service, with a latitude 

of acceptance surrounding this standard. 

Contrast effects occur when discrepancies between performance and expectations 

are relatively large. In such cases, the latitude of acceptance is exceeded and the 

predictions of the contrast model are considered to apply. Assimilation effects 

occur in reaction to ambiguous attributes, whereas contrast effects result when 

responding to less ambiguous attributes. 

Figure 1. Three Expectancy Models of the Determinates of Consumer 
Satisfaction. 

However, the theory of expectations as a comparative standard in consumer 

evaluation has a number of difficulties. For example, a healthcare study by 
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Linder-Pelz (1982) using the attitude theory framework of Fishbein and Ajzen 

(1975), found no support for the expectancy model. With inconclusive empirical 

support, problems continue to plague the expectancy model of satisfaction 

formation (Parasuraman, Zeithaml and Berry, 1994; Iacobucci, Grayson, and 

Ostrom, 1994, Oliver, 1997). For example, the comparative standards consumers 

use to make judgement about service attributes remain unclear. With regards to 

expectations, does the expectation of what a client perceives to be, refer to the 

current state of services, or does it refer to expectations of a perfect service? This 

distinction has lead to an approach that attempts to incorporate formulations of 

minimum expectation or the ideal expectation. 

In an effort to address this problem, Zeithaml and Bitner (1996) distinguished 

between three types of expectation. The first is desired, which is defined as the 

type of service that the customer hopes to receive. It is recognised that it is not 

always possible to achieve a desired standard and for this reason a second lower 

level expectation, adequate service, representing the minimum tolerable 

expectation or level of acceptable performance is applied. Predicted service is the 

level of service customers believe they are likely to get, and implies some 

objective calculation of the probability of performance. 

These authors also argue that customers recognise that service performance may 

change and that the extent to which they recognise and are willing to accept this 

variation is called the zone of tolerance. The zone of tolerance is seen as the 

range or window in which customers do not particularly notice service 

performance. When performance falls outside the range (either very high or very 
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low) the customer expresses satisfaction or dissatisfaction. Customer tolerance 

zones are thought to vary for different service attributes and the more important 

the factor to the customer the narrower the zone of tolerance is likely to be. 

Figure 2 provides an adaptation of the zone of tolerance to the healthcare service 

context. Of particular importance is the inclusion of the degree of health threat 

the consumer perceives (Lazarus and Folkman, 1984). It is argued that the degree 

of health threat moderates the relationship between service performance and 

importance to the consumer. If the health threat is low, the zone of tolerance will 

be broad with satisfaction formation tolerating a larger degree of disparity 

between service performance and importance. If the health threat is high, the zone 

of tolerance will be narrow with satisfaction formation tolerating a lesser degree 

of disparity between service performance and importance. 

Pascoe, Attkisson and Roberts (1983) suggested that the ambiguity associated 

with certain aspects of a health care service results in broad latitudes of 

acceptance. Wide latitude of acceptance would lead to assimilation of the 

experience and in most instances to a sense of satisfaction (p.89). Research by 

Zeithaml, Berry and Parasuraman (1993) support the contention that consumers 

have narrower zones of tolerance for some service dimensions than for others. 
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Figure 2. The Zone of Tolerance for Satisfaction with Service Performance in 

relation Degree of Health Threat. 

Service Performance 

High 

Threshold for 
Adequate Performance 

Low 
Low 

High 

Health Threat 

T w o alternatives to the expectancy models of satisfaction are discrepancy theories 

and fulfilment theories. Fulfilment theories define satisfaction as a function of the 

amount a person receives from a situation regardless of the expectation. 

Discrepancy theories include the subject's perception of what is expected or 

valued as the baseline for comparing actual outcomes. Discrepancy theories define 

satisfaction as the difference between the actual and some ideal outcome. In the 

discrepancy approach, patient satisfaction refers to the discordance between 

expected care and the care actually received (Ashcraft, Penchansky and Berki, 

1978; Fox and Storms, 1981; Greene, Weinberger & Hamlin. 1980; Korsch, 

Gozzi & Francis, 1968; Zastowney, Roghmann. & Hengst, 1983). 
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Both fulfilment approaches and discrepancy approaches suffer from logical and 

empirical weaknesses (Oliver, 1993; Parasuraman, Zeithaml and Berry, 1994; 

Iacobucci, Grayson, and Ostrom, 1994). In the Linder-Pelz (1982) study, patients 

whose high expectations were confirmed were most satisfied, while patients with 

low expectations and corresponding negative occurrences were the most 

dissatisfied. Even with these alternative models of consumer satisfaction 

formation, the relationship between expectations and expressions of satisfaction 

remains unclear. However there is some evidence to suggest that satisfaction is 

largely the result of fulfilled expectations, but it is not yet known if unfulfilled 

expectations result in health consumer dissatisfaction (Newsome & Wright, 

1999). Another compounding factor is that individuals according to their 

background and experiences define satisfaction differently. 

Further, while expectancy theory demonstrated some validity in consumer 

satisfaction with products contexts (which involve tangible commodities), there is 

little known about the central role of expectations in relation to consumer 

satisfaction with services (which often involve intangible commodities). In a 

service context, these intangible commodities often include the responsiveness of 

staff to consumer needs, staff manners and politeness, and information that is 

given by staff to meet consumer needs. These issues are discussed later under the 

heading of service attributes. 

Equity Theory 

Equity theory provides yet another approach to understanding consumer 

satisfaction formation and has been proposed as a potential comparison standard 
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(Williams, 1994; Seiders and Berry, 1998). Equity generally refers to the 

fairness, tightness or deservingness judgements that consumers make in reference 

to what others receive (Oliver, 1993). Homans (1961) defined equitable 

exchanges as rewards that are proportional to inputs, leading to the development 

of equity reflected in an equation reflecting the ratio of outcomes to inputs. 

Equity theory is based on the theory of natural justice and has three elements. 

These elements are: distributive justice (individuals expect to get what they 

deserve based on inputs); procedural justice (the relative manner in which 

outcomes were delivered) and interactional justice (the relative manner in which 

the consumer is treated in terms of respect, politeness and dignity). 

Under equity theory, consumer satisfaction is the perceived equity or perceived 

balance of inputs and outputs. It stresses the importance of evaluating one's own 

balance with other's balances and therefore introduces social comparison 

processes as having a role in health care evaluations (Adams, 1963). Consumers 

are satisfied (positive inequity) when their equity ratio is proportionately greater 

than the ratio achieved by the referent person or group. 

It is argued that social equity theory is particularly relevant to satisfaction with 

services and asserts that individuals compare their gains (the balance of what they 

put in and what they get out) with those of other consumers and with those of 

service providers. Equity theory spells out the role of social comparison 

influences in the formation of evaluation or opinions through a process of 

comparison whereby, consumers ascertain whether their opinions and evaluations 

are correct by comparing themselves with other people (Oliver, 1994). 
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However, the major drawback of equity theory is that it is a process of comparison 

rather than a comparison standard (Spreng, 1996). In addition, equity has not 

always been a consistently significant predictor of satisfaction particularly for 

products ( Halstead, Hartman and Schmidt, 1994). In interpersonal service 

situations, especially health care, equity appears to play a greater role in 

satisfaction prediction than in traditional product or non-interpersonal service 

contexts. The equity comparison is primarily passive, becoming more influential 

in interpersonal social exchanges, in particular when a perceived inequity exists 

(Oliver, 1997). 

Attribution Theory 

Another approach to the study of satisfaction formation has been the use of 

attribution theory. Within attribution theory, dissatisfaction results from conflict 

due to inadequate performance or service failures. Under these circumstances, the 

consumer engages in a cause-effect process surrounding the perceived inadequate 

performance of the service provided. 

Weiner's (1986) locus-stability-controllability matrix suggests that affect can be 

attribution dependent. Attributions can evoke specific affect depending on 

whether the outcome of the consumption experience is a success or failure and 

therefore affect is presented as a component of post-purchase expression that 

feeds positively into satisfaction assessments. These theories imply a positive 

relationship between affect and satisfaction and a positive relationship between 

these two factors (Oliver 1993). 
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Oliver (1993) proposed that attribution theory provided a framework for 

identifying causal agents that influenced satisfaction responses. He defined 

attribute satisfaction as "the consumers subjective satisfaction resulting from 

observation of attribute performance" (p. 421). Attributional reasoning comes 

into play when products or services fail to meet consumer expectations or desires. 

It assumes that people search for causes that lead to the failure or success in 

expectation, being either consumer or provider related. Consumer and provider 

may infer different reasons for failure leading to conflict between the two that 

results in dissatisfaction. 

Reasons for failure are typically attributed to external factors (eg the exam was 

too difficult) and successes are typically attributed to internal factors (eg exam 

mark was due to studying hard). If failures and success are seen as analogous to 

poor and good service encounters, then attributions findings are relevant. The 

classic findings suggest that customers will blame the service provider for poor 

service experience, even when the customer may be the source of the difficulty. 

Values 

Some research suggests that consumer satisfaction may be related to how well a 

product or service performs relative to a consumer's internal values (Gardial, 

Clemons, Woodruff et al., 1994; Spreng and Olshavsky 1993). Other approaches 

have included service quality and satisfaction as their basic focal constructs, 

departing from a comparison between customer expectations and service provider 

performance (Iacobucci et al., 1994; Parasuraman, Zeithaml and Barry, 1994). 

Recently, however, it has been argued that value is a key competitive factor 
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defining the way services are bought and sold (Zeithmal and Bitrner 1996, p 32). 

It is even argued that value can be considered as the basis for service quality 

(Garvin, 1987). Thus consumer based value judgements contribute to satisfaction 

as one of the comparative standards used in the consumer evaluation of the service 

delivery experience. 

Although the conceptualisation of value-based comparative standards in a service 

setting has received some attention (e.g. Holbrook, 1994), evidence is scare with 

respect to the relationship between theoretical definitions and corresponding 

empirical measures. Likewise, the conceptual interrelationship between value and 

satisfaction as evaluative judgements has not been dealt with in the services 

marketing or health care service literature (Rust and Oliver, 1994). An 

explanation of value in services that took into account the relationship between 

different values and different serve types within healthcare would be important. 

Studies that have linked consumer values with their behaviour are subsumed 

under the rubric of means-end chain. Means are objects (products) or activities 

(services) in which people engage. Ends are valued states of being such as 

happiness or security. A means-end chain model seeks to explain how a product 

or service selection facilitates the achievement of desired end states that link 

values to behaviour. 

Values as preferred end states of being are a type of consequence of which a 

person has no further or higher reason for preference. Values and consequences 

are bases for categorisation along with initial grouping categories based on 

characteristics. Although values influence behaviour, consumers may not be 
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aware that his is taking place. Values as preferred end-states of existence are 

probably not in the forefront of consumer awareness. 

The means-end framework suggests that service or product attributes derive their 

meaning to consumers through the consequences the attributes lead to. These 

consequences then lead to values that consumers hold. As Guttman (1982) 

suggested the consequences of a product or service derive their valence and 

importance from the consumer's values. Thus to understand consumer 

satisfaction, it is necessary to understand the linkages the consumer perceived 

between the attributes of a product or service, the consequences that are produced 

by these attributes and the consumers' values. For example, a high-level value 

might be to live a long and healthy life and this value may manifest itself in a 

desire to eat foods that provide the benefit of reducing one's risks of developing a 

disabling or fatal illness. This denied benefit may in turn be specified in terms of 

certain attributes (eg cholesterol content) and certain types and levels of attributes 

(eg cholesterol-free). 

Values can be conceptualised at various levels of abstraction. They can be 

defined abstractly in terms of the most basic needs, life goals, or desired end-

states; or more concretely in terms of the means that person believes will lead to 

the attainment of the desired end-states. This approach to values can be thought 

of as connected in a means-end chain. In the means-end chain, higher-level 

values and desires lead to desires for products or services that provide certain 

benefits, and those benefits in turn specify the attributes and levels of attributes 

desired from the product or service. Implicitly or explicitly, people judge the 

extent to which a product or service contributes to the attainment of their desired 
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end-states by examining the extent to which the product or service produced the 

consequences or outcomes or benefits that they believe will be instrumental in 

leading to the attainment of their higher-level desires. 

There are various models of values in the marketing literature. Hartman (1967) 

proposed a model that consisted of three dimensions. Extrinsic value dimensions 

reflect an emphasis on the use of a particular service as a means to a specific end. 

Extrinsic value has also been termed the utilitarian or instrumental component of 

the value construct. Intrinsic value on the other hand represents the emotional 

evaluation of a service. It reflects the affective part of the consumer response to a 

service offering or the service delivery as an end in itself (Hirschman and 

Holbrook, 1982). 

Another approach to values is that of Rokeach (1973). He defined values as "an 

enduring belief that a specific mode of conduct or end-state of existence is 

personally or socially preferable to an opposite or converse mode of conduct or 

end-state of existence" (1973, p5). Thus, for Rokeach, values are special kinds of 

preferences for modes of conduct or end-states of existence. He points out that 

not all behaviour is guided by values. He notes that only behaviour that is related 

to maintaining and enhancing self-esteem is value-driven (Rokeach, 1973, p 14). 

For Rokeach, a person's values are assumed to come from society, its culture, and 

institutions. After a value is learned it is integrated into an organised system of 

values in which all of a person's values are ordered in importance with respect to 

one another. 
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A central characteristic of services is that value is formed primarily during the 

service experience or process, not solely by its consequential object, the service 

output, or outcome (Hoffman and Bateson, 1996; Zeithaml and Bitner, 2000). 

This is often referred to as the inseparability of the service from its production 

setting. Unlike goods, many services are consumed in the process of production 

requiring a high degree of participation or involvement of the consumer. Under 

circumstances of high involvement service contexts such as those involved in 

healthcare service delivery, values are more likely to be important (Shaffer and 

Sherrell, 1997). 

Expectations are beliefs about the likelihood that a product or service is associated 

with certain attributes, benefits or outcomes. Values are evaluations of the extent 

to which those attributes, benefits or outcomes lead to attainment of a consumer's 

higher-level values. Expectations are future oriented and relatively malleable, 

whereas values are present-oriented and relatively stable. Value congruency is the 

consumer's subjective assessment of the comparison between their values and 

service delivery experience. Satisfaction results from a product or service 

meeting or exceeding the consumer's values at the attribute level or benefit level, 

and dissatisfaction occurs when the product or service outcome does not match 

the consumer's values. 

Distinction Between Services and Products 

One of the limitations of consumer satisfaction within marketing has been its 

almost exclusive focus on products rather than services. There is an agreement 

body of literature that suggests the application of consumer satisfaction with 
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products m a y not be relevant to services (Parasuraman, Zeithaml and Berry, 

1985; 1994; Hill 1986; Iacobucci et al., 1994; Johns, 1999). 

Services are distinguished from products in at least four ways: perishability, 

tangibility, separability in production and consumption and standardisation 

(Parasuraman et al., 1985). Intangibility of services is the key factor from which 

the other characteristics emerge. Services cannot be seen, tasted, or touched in the 

same manner as tangible goods can be sensed. Inseparability refers to the fact that 

consumers participate in and affect the production of the service process. Without 

consumer participations, there would be no service. In contrast to goods, services 

are perishable that is they cannot be returned or stored for sale at a later date. 

Lastly, services are heterogeneous in that the variation in consistency from one 

service encounter to the next making standardisation of quality in service 

processes difficult, as errors in service operations are one-time events that can be 

neither foreseen nor corrected ahead of time (Parasuraman et al., 1994; Iacobucci 

etal., 1994). 

These inherent differences between services and products are thought to have an 

impact on how satisfaction is assessed by consumers. For example, Johnson 

(1998) proposed that expectation effects on satisfaction are weaker in a service 

context because the intangible nature of services makes information on 

expectations less concrete and less useful. Halstead, Hartman and Schmidt (1994) 

found that satisfaction formation processes are different for services compared 

with products. They argued that evaluations of services are more difficult than 

evaluations of products because the former are based on different expectations and 
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grounded in processes as well as outcomes (Zeithaml, Berry and Parasuraman, 

1993). 

Other differences highlight that services are more of a process and in particular an 

interpersonal process. Products are static entities, whereas services are dynamic 

processes. Highly standardised process-related behaviours as might be thought of 

in a manufacturing context, are not always desirable nor necessarily lead to 

greater satisfaction. For example, the service one experiences when visiting a fast 

food outlet from a well-known restaurant chain can be expected to deliver 

consistency, speed and predictability and may be attributes highly sought in low-

end services. However, high involvement services such as a medical examination 

or a haircut requires greater personalisation. The degree of routinisation versus 

flexibility must be appropriate for the circumstances. Thus, service encounters are 

more heterogeneous than encounters with products. The result is that services 

must provide for approaches that provide for personalisation with the more 

likelihood that service encounters will be experienced by consumers differently 

depending on any number of service delivery factors. Thus, consumer perceptions 

of services are comprised of multiple tangible and intangible attributes that are 

imbedded in the process of service delivery (Hoffman and Bateson, 1996; 

Zeithaml and Bitner, 2000). 

One way to differentiate aspects of service encounter is through the notion of core 

and peripheral processes (Hill, 1986). Some conceptual parallels to this approach 

are termed technical-functional, outcome-process, and intrinsic-extrinsic. 

Whereas consistent high quality is demanded of the core services, satisfaction 

with the overall service is frequently found to be a function of the peripherals. 
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For example, customer satisfaction with health care systems is typically less a 

function of the doctor's competence than of the hospital food and ease of 

admission processes (Shaffer and Sherrell, 1997). This finding is due partly to the 

more variability that is associated with the supplemental service aspects than with 

the core aspects. For example, it may be taken for granted that a medical 

diagnosis will be correct, but health care providers vary more on their friendliness. 

The finding that satisfaction is more often driven by peripherals is also partly due 

to the fact that customers are less able to evaluate the core of many services. The 

core is often comprised of more credence properties, those difficult to evaluate 

even after consumption, than peripherals of the service (Hays, 1987). The 

abundance of credence properties and the finding that satisfaction is more 

attributable to the peripherals rather than the core service features are both 

particularly true of and readily found in most professional services. The more 

easily evaluated peripheral aspects become cues to the goodness of the service, so 

they effectively function as more important determinants to the perception of 

quality. Thus, much to the exasperation of service providers who spend much time 

and attention to ensure high quality core services, they find customers rating them 

on the "little things" (Licata, Mills and Suran, 2001). 

Note however, that if the core of a service were truly bad, the satisfaction would 

likely be low. That is while good core services might not increase the likelihood 

of a positive evaluation, poor core services would increase the likelihood of a 

negative evaluation or dissatisfaction. This status would differ from peripheral 

aspects of service where peripherals were more symmetric i.e. good peripherals 

increase positive evaluations and poor peripherals increase negative evaluations. 
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A large component of the service encounter that has been investigated and 

typically classified as peripheral is the relationship between the customer and the 

service provider. The dyadic interaction is anticipated to be an important 

determinant of satisfaction because services are typically processes with large 

interpersonal components. For some industries, especially for many of the 

professional services, the relationship may be more of a core aspect eg empathic 

ability of a psychotherapist and other the relationship may be more peripheral 

such as the courtesy of the counter server at MacDonalds (Shaffer and Sherrell, 

1997). 

Interestingly, Lambert (1992) concluded from a critical review of research 

findings that certain factors influence consumer outcomes in mental health 

services. These factors were seen as belonging to the core of a mental health 

service and included: 

1. Client variables or extra-therapeutic events - those factors that are a part of 
the client and part of the environment, that aid in recovery regardless of 

participation of therapy; 

2. Therapeutic relationship - includes empathy, warmth, acceptance, 
encouragement of risk taking; 

3. Expectancy (placebo effects) - that portion of improvement of results from 
the client's knowledge that he or she is being treated and from the 
differential credibility of specific treatment techniques and rationale; and 

4. Techniques - refers to those factors unique to the different therapies. 

Lastly, it is important to consider the influence of clinician expectations of the 

effects of treatment as they can contribute to the appraisal as well as the degree of 

discrepancy and congruency resulting from consumer expectations and values. 
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Framework 

As already discussed, central to the formulation of satisfaction levels is the need 

to understand the comparative standards being employed. As pointed out 

previously, while expectancy models have a high degree of validity in relation to 

consumer satisfaction with products, it is questioned whether expectancy models 

play a central role in relation to services. It is known that a consumer's 

satisfaction with a service experience may or may not be related to whether the 

experience actually met the person's perceived needs and may be more related to 

performance. 

Within the mental health care context it may be more important to focus on 

consumer values as a basis for satisfaction as the predominant comparative 

standard. In this context values represent the desire for certain service attributes. 

The meaning of value here is that of an enduring belief about a specific mode of 

conduct or end-state of existence is personally or socially preferable to some other 

mode of conduct or end state. In this sense, values as beliefs are seen to be 

prescriptive, that is the means or ends of the action are judged to be derisible or 

undesirable. If the service fails to deliver service attributes that are congruent 

with a consumer's values, then the consumer experiences a discrepancy. Because 

of the presence of a mix of treatment philosophies such as medical compliance on 

the one hand and self-actualisation on the other, it is not uncommon for 

consumers to experience discrepancy during their encounter with a mental health 

service. 
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The inclusion of consumer values is also important when investigating consumer 

satisfaction in a health care context, as the operational significance of expectations 

alone within a health care context is questionable. In addition, there are two 

intervening variables that influence the level of satisfaction reported by 

consumers. The first is the health status of the consumer in terms of the perceived 

degree of personal health risk, harm or threat. If the appraisal of the degree of 

risk, threat or harm is minimal, the level of tolerance can become enlarged. If the 

degree of risk is appraised as large, the level of tolerance can become narrow. 

In addition, the connections between the comparative standard and the core or 

peripheral service attributes become important. As discussed, consistent high 

quality is demanded of core service attributes, satisfaction with overall services is 

frequently found to be a function of the peripherals. In the current study, the core 

and peripheral service attributes will be identified and examined in relation to the 

comparative standards. Lastly, the emotional valence dimension of the 

comparative standards will be examined to highlight the frequency of negative 

and positive experiences. 

Need for qualitative research 

Aharony and Strasser (1993) point out that while much research has been 

conducted on patient satisfaction, there are two areas that require investigation. 

The first relates to improving satisfaction research both conceptually and 

methodologically and the need to understand better the causes and results of 

patient satisfaction. In particular they call for more qualitative research. As they 

note, there currently exists an imbalance in the research with little to no attention 

paid to qualitative approaches. They point out in their review of the literature that 

42 



M P H Dissertation - D Pennebaker 

most studies "rarely speak to the issue of qualitative data analysis as a 

methodological approach for studying patient satisfaction." (p. 67). They point 

out four reasons why qualitative data collection and analysis is important. 

1. Phenomenological representation - qualitative analyses provide more 
ethnographically accurate representation of the patient's experience that 
can be missed or misinterpreted in survey approaches. 

2. Understanding cognitive and affective processes - qualitative analysis 
m a y provide a richer understanding of h o w patients form attitudes and 
make causal attributions and h o w social and medical conditions 

influence satisfaction levels. 

3. Controlling leniency effects - it is well known that closed-ended 
responses to patient satisfaction survey items suffer from leniency 
effects, i.e., the responses tend to be mainly positive. However, if items 
are open-ended, responses tend to be negative. Thus, qualitative data 
m a y provide less bias in satisfaction responses. 

4. Data enrichment - qualitative data may give a better understanding of 
the affective depth and intensity of patient experiences that cannot be 

captured by a single survey item. 

For these reasons a qualitative approach was used in this study. 

Methodology 

The study utilised a descriptive cross-sectional purposive sample for selecting 

focus group participants (Patton, 1990). The target population was users of public 

mental health services, either in-patient or community, within the preceding 12 

months before the start of the study, aged 18-64 years. The inclusion of recent 

users of mental health services controlled for non-experienced based biases 

(Parasuraman et al., 1994; Halstead, 1999). The approach involved the validation 

of the value base inherent in consumer views of critical service dimensions over 

the other comparative standards. 
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Focus Groups 

The aim of using consumer-focussed questions through focus groups was to 

validate satisfaction dimensions from the perspective of service users (Bender & 

Ewbank, 1994). This approach heightened the validity, acceptability and 

credibility of the measurement of satisfaction from the consumer's viewpoint. 

Focus groups are useful in the initial or exploratory phase of research. They 

promote ideas for developing research questions, allow for more appropriate 

language or more effective communication and access to groups generally hard to 

reach (Morgan, 1988; Basch, 1987). 

The focus group methodology allows the consumers opportunity to be involved in 

decision making processes (Race, Hotch, & Parker, 1994), to be valued as experts, 

and to be given the chance to work collaboratively with researchers (Goss & 

Leinbach, 1996, Kitsinger, 1994). It can also be empowering for many 

participants. Literature suggests though that focus group discussions may have 

potential for later change (Goss & Leinbach, 1996; Race et al., 1994; Smith, 

Scammon, & Beck, 1995). However, the small numbers of participants limits the 

generalization of information obtained through focus group methodology to a 

whole population. It is possible, therefore, that the participants may or may not be 

a representative sample (Morgan, 1988). 

Selection criteria 
The criteria for selection were that participants were aged 18-64 years, had been 

a consumer of mental health services within the last 12 months, were prepared to 

participate in focus groups and could provide informed consent. Selecting for 

recent users of mental health services allowed for greater homogeneity in taping 
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into experienced-based service norms and lessening of ambiguity in relation to 

important service attributes (Parasuraman et al, 1994; Halstead, 1999). 

Human ethics 
Approval to undertake this study was obtained from the University of Western 

Australia Human Research Ethics Committee (Number: RA/4/1/0147). All 

participants' rights were respected in relation to participation including 

confidentiality, privacy, and anonymity. Participants were informed about the 

study method and a written consent of agreement to participate was obtained from 

each participant as prescribed in the approved ethics protocol. 

Recruitment process 
Advertisements were placed in the local paper in nine Perth localities including, 

the Eastern Suburbs, Fremantle - Cockburn, Melville, Midland - Kalamunda, 

North Perth, Subiaco, East Victoria Park, Stirling and Wannaroo. Over 30 

consumers responded over a three week period. The advertisements were placed 

in the same week, from which 15 persons telephoned in the first week, ten in the 

second week and five in the third week. Of the total number of consumers who 

called, 80% agreed to participate. Several of the consumers who rang in were 

ineligible, as they had last visited the system over 12 months previously. In the 

advertisement, potential recruits were over a telephone number and contact 

person. When the recruits called up the Centre, they were provided with a brief 

overview of the study and what their participation would require. Those who 

agreed to participate provided the following preliminary information: first name, 

address, telephone number, gender, age, date of their illness episode, whether the 

episode/s were in hospital or in a community mental health setting, what group 

would they prefer to be in, (male, female or mixed), and what day and time suited 
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them best. It was necessary to record this individual information in order to 

organise groups in accordance with consumer preference and then to make contact 

to confirm the focus group details with each individual consumer. This 

information was stored in a locked cabinet and discarded on study completion. 

The organisational requirement of recruiting and getting a group of participants 

together took some time, especially as the study was seeking participants aged 

from 18 - 24; 25 - 40 and 41 - 64 years. As 90% of potential participants 

nominated to be in mixed groups the first four groups were all mixed groups. 

As the community advertisement did not provide the number of participants 

required, a second wave of recruitment was initiated using a purpose sampling 

method through community mental health services. Initially a letter of request 

was forwarded to the Director. After the Director granted permission, the 

Coordinator of the service was contacted, a flyer containing all the relevant 

information was compiled and sent to the relevant community mental health 

service where it was displayed and participants were recruited in this way. 

The remaining four focus groups included three post-natal community groups and 

a rural youth group, the latter, having experienced both inpatient and community 

care within the preceding 12 month period. The three community postnatal groups 

(Table 1 number 5,6, 7) were recruited through the mental health service. 

Recruitment numbers were higher for these community groups as the Coordinator 

was very helpful in the recruiting process and made the women aware of the 

study. The three post-natal focus groups were undertaken at Rockingham (1) and 

Fremantle (2). These took place in December 2000. These groups of women 
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between 20-39 years were important because postnatal depression is a priority 

area. The groups consisted of a total of 16 women. 

The rural group (number 8) was organised through the mental health service 

coordinator, who made a visit to Perth to find out more about the study, assisting 

with the information flyer and ensuring that it was appropriate for the targeted 

group. The coordinator also assisted with helping the recruits feel at ease and 

arranged the venue for the focus group. This particular focus group took place in 

late December at the rural site and consisted of males and females with ages 

ranging from early 20's to 50's. To get a group within the 18 - 24 year age range 

a rural mental health service organised an all male group, using the same 

processes as those followed in recruiting the postnatal community group. These 

consumers like the rural group had both an inpatient and community experience. 

Due to the Christmas break this focus group was undertaken at the service site in 

late January 2001. Nine focus groups were completed by February 2001. Four of 

these focus groups took place at the Centre for Mental Health Services Research 

and the remainder at the participating service sites. 

Demographics of Focus Group Participants 

Community newspaper advertisements resulted in four participant focus groups 

(two inpatient and two community). 'Inpatient' referred to care delivered in a 

hospital where the consumer stayed overnight, whereas 'community' referred to 

care delivered at a community centre. These four groups are represented as groups 

1-4 in Table 1. All four groups had mixed gender and represented the 24-40 and 

41-64 years age ranges. 
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Table 1. Demographics of Focus Group Participants. 

Group Type 

Group 
Number 

Number of 
participants 

Mean Age 
(Years) 

Sex 
(% Female) 

Community 

1 

5 

50.3 

50 

2 

5 

35.6 

80 

5,6,7 

16 

26 

100 

Inpatient 

3 

4 

56. 
5 

50 

4 

5 

30.6 

50 

Combined 

8 

4 

34.0 

50 

9 

4 

21.5 

0 

Note: Groups 5,6,7 were women with Post-Natal Depression 
Group 8 was rural consumers 
Group 9 was a youth group 18-24 years of age 

Focus group questions and protocols 

From the literature reviewed previously on consumer satisfaction and discussions 

with three key consumer informants active in mental health consumer 

representation, four themes were identified: importance, expectations, 

likes/dislikes, and improvements. From these four themes, five questions were 

formulated with an orienting statement presented in the following table. 

From your last experience as a consumer of mental health services 

either as an inpatient or in the community: 

• 

• 

• 

• 

• 

What kinds of things about the service are important to 

you? 

What was your expectation of the service? 

What did you like? 

What did you dislike? 

What are the things you would like to change? 
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Each focus group was planned to last for up to 90 minutes. An independent and 

experienced facilitator conducted all focus groups. The researcher who organised 

all groups attended each focus group to welcome participants, provide a review of 

the purpose of the study and obtained written informed consent from participants. 

Subsequently, the facilitator was introduced and provided information about the 

format of the group as well as the format and rules for participation such as use of 

first names only. All groups were audio recorded. Following each focus group the 

independent facilitator delivered the tape to a transcriber. The transcriber listened 

to each tape twice to check for accuracy and one hard copy and one electronic 

copy were provided. For reasons of confidentiality and anonymity no names were 

used or referred to in these transcriptions. 

In order to test the focus group questions and protocols, two pilot groups were 

conducted. Participants for the two pilot focus groups were recruited through 

community support centres for people with persistent mental illness. One group 

was from Fremantle and the other was at Subiaco. Participants represented both 

inpatient and community mental health service users. These pilot groups consisted 

of mixed gender and ages ranged from 18 to 64 years. One participant was over 

60 years of age and the remaining participants were under 40 years of age. An 

independent facilitator conducted a pilot study of the focus group questions. 

The pilot focus group participants found the questions helped them engage in 

discussion and the protocols for participation were easy to understand. Participant 

discussions identified those dimensions outlined in the literature as well as the 

service attributes valued by consumers. The findings from the pilot group showed 

that asking consumers "what was important to them" elicited responses like "To 
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be treated with respect", "Treated as an individual", "Have m y privacy respected", 

"Have my rights respected", and "Being informed". It was evident that asking 

this question evoked a response relating to value and supported the rationale for 

including this question. Additionally, it was still important to ask consumers about 

their expectations, likes, dislikes and areas for improvement. 

An additional area identified from the pilots that was not included was on those 

service attributes that helped with recovery. A question on this theme was 

subsequently included in the study focus group questions. 

Data Analysis 

As already mentioned, all focus groups were audio recorded and transcribed in 

accordance with approved ethical protocols. Transcribed hard copies of the group 

discussions ranged from 25 to 40 pages each. Following transcription all ethical 

responsibilities were undertaken where the researcher shredded the audiotapes. 

Content Analysis 

Content analysis is a research tool used to determine the presence of certain 

concepts with texts or sets of texts. The process involves quantification and 

analysis of the presence, meanings and relationships of concepts. Content 

analysis most often follows a conceptual approach, whereby a concept is chosen 

for examination and the analyses involves quantifying and tallying its presence in 

the selected texts, although the terms may be explicit or implicit. To attempt to 

limit subjectivity and limit problems of reliability, coding such implicit terms 

usually involves use of a specialised dictionary or contextual translation rules and 
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some times both. The process of coding is basically one of selective reduction, 

which is a central idea in content analysis. By reducing text to categories of sets 

of text whether word, sentence or phrases, one can focus and code for specific 

concepts or patterns (Krippendorf, 1980; Weber, 1990). 

The focus group transcriptions provided the text for content analysis. Each focus 

group transcript was read and initial notations made on the transcript to identify 

discrete participant comments. In the second reading of the transcript, discrete 

participant comments were extracted including the surrounding text so that the 

meanings and context were not lost. The beginning and end of each comment was 

identified, marked and included in the extraction so as to retain the meaning and 

context for each participant statement. Each statement retained the participant's 

own words. These text extractions were placed in a table for ease of 

manipulation. The participant statement was entered in a separate column next to 

the source statement from which it was extracted so that each could be tracked 

and traced back to its source on the transcript. A single participant could have 

more than one statement extracted from their comments. The process for 

statement extraction took eight weeks for the nine focus groups. In all, there were 

246 participant statements extracted from the transcribed focus group text. This 

yielded six statements on average per participant with a range from one to nine. 

These 246 statements provided the basis of the results presented. 

Identifying Comparative Standards 

Five judges (none of whom was the investigator) independently classified the 246 

statements as representing one of the four comparative standards that were the 
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focus of this study. The use of multiple independent judges enhanced the 

objectivity of the data coding (Kolbe and Burnett, 1991). The judges consisted of 

two males and three females with a mean age of 36.8 years (sd=13.4, median age 

28) and ranging from 24 to 53 years. Judges were selected on their gender, age 

and professional standing to provide a diverse panel. One judge had a background 

in nursing, one in clinical psychology, one in public health, one in cognitive 

psychology and one in administrative support. 

The judges completed the coding independent of each other. Each judge was 

provided with training that included a set of instructions, a 30-minute orientation 

to the coding scheme and an opportunity to practice the coding scheme as well as 

ask questions for purposes of clarification. The researcher had explained the 

meanings and description of each of the four comparative standards and remained 

available to clarify any questions (See Figure 3). 

Figure 3. Coding description of comparative standards. 

Comparative 
Standard Description 
Values refer to those beliefs or attitudes about preferred states of being or 

living (such things as happiness, security, clean, courage, honesty, 
independent, loving, freedom, self respect, friendship, 
imagination and so on) that are sought from experiences or others. 

Expectations are beliefs that certain attributes of an experience will result in 
benefits at some future point in time. 

Equity refers to thinking about the rightness or fairness of experiences in 
relation to what one gains (the balance of what one put in i.e. 
costs and what one got out i.e. rewards) when compared with 

others or similar experiences. 

Attribution refers to attempts to determine causes for positive or negative 
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Each rating form contained instructions and a set of descriptions for each 

category. Each judge was provided the 246 statements arranged in tabular format 

with columns for entering the category for each statement. Each category was 

provided a column for entering the judge's response. A fifth column marked 

"unsure" was provided with instructions for each judge to review the unsure items 

a second time for classification after completing all the statements. The process 

took on average one hour. A significant and high level of inter-rater agreement 

(.803, p<.001) was achieved between the five judges. The final classification of a 

statement was determined by having 3 out of the 5 judges agreeing to the category 

of the statement. In the final classification, 93 (37.8%) of statements were 

classified as values, 72 (29.3%) were expectations, 50 (20.3%) were equity-

related and 31 (12.3%) were attribution-based. 

Table 2. Distribution of statements by comparative standards. 

Comparative Standard 

Values 
Expectation 

Equity 
Attribution 

n (•/.) 
93 (37.8) 

72 (29.3) 

50 (20.3) 

31 (12.3) 

Exemplars of comparative standard statements 

In order to highlight corresponding participant statements classified as 

expectations or values are provided to add some depth to the findings. The 

following are some of the statements made by consumers. 
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Value statements: 

" / needed to feel that my confidentiality was respected. " 

"They don't even know how to listen...how to reflect back to you...you get a 
certain amount of listening but more likely no real listening...yet this is the very 
thing that you want...it is also important to get feedback for your self esteem. " 

" Being heard and listened to is a big thing for me. It is as if they have not heard 

you." 

"Building a trusting relationship is the single greatest healing thing, yet it seems 

to be precluded at every point of the system. " 

"I wanted to be kept informed about my decisions ...Brainstorming with the doctor 
rather than sitting there making a judgement about you and writing notes that you 
can not see and then talking to someone else. It did not matter what you thought it 

was of no value. " 

"Having people there who can reassure and support you was important to me. " 

"I would like to get information I can make sense of. It was important I was kept 

informed about how I felt. " 

Expectation statements: 

"It was really important to me that I was seen at a certain time " 

"To be respected no matter what the story really is, to be respected as an 

individual. It is respect that I want most. " 

"They may be around people with huge problems and it might be overwhelming 
but we still need to be respected. People need to be respected as having human 

rights ". 

"I expect to be treated like an individual. " 

"I expect professionalism from everyone involved. " 

" I expect professionals to show me ways to help myself. The CMHN would come 

and ask me if I had been sleeping and if not what I could do. 

"I expect a thorough explanation about my drugs. Information in layman's terms 

would be better." 
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Equity Statements 

"I believe that being believed about my condition leads to less problems... to be 
able to make decisions about my own health is important to me...to be able to sit 
down and have a discussion...rather than saying I am stupid. Everyone is 
different and this needs to be dealt with. If you do not fit in, it is your fault. " 

"They take away your freedom, they are controlling you. I like freedom and 
autonomy." 

"I like the freedom to come and go. That is great. Sometimes you need your little 
routine to keep yourself safe ". 

"Giving us some choice about who we choose to confide in and who would be 
more of an advocate. " 

Attribution Statements: 

"I feel that not being believed about my condition leads to more problems. " 

"I felt abused within the system as I was feeling very vulnerable any way. " 

"Ifeel that because I have a mental illness, they assume that I am 
automatically in the wrong. " 

"It is like he wanted me to be insecure, to be totally out of joint, so he could tell 
me what is what and have me dance like a puppet on a string. " 

"Ifeel that the staff are fearful of what you tell them as they do not know how 

to cope with it. " 

Core and Peripheral Service Attributes 

In order to ascertain the type of service attributes valued by the focus group 

participants, the 246 statements were classified into whether or not the focus of 

the participant's comment reflected core or peripheral service attributes. Two 

independent judges, none of whom participated in the coding of comparative 

standards, coded the statements. Judges were provided with an orientation to the 

procedure, provided instructions including definitions of core and peripheral 

service attributes and an opportunity to practice the task (See Figure 4). 
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Figure 4. Coding descriptions of core and peripheral mental health service areas. 

Service attribute Description 

Core Represents the main purpose why the service is there. 
For mental health services, the core attributes are such 
things as providing a therapeutic environment, 
treatment of illness, support, comfort, safety and 
protection of human rights. 

Peripheral Represents those service areas the support the core 
areas and include such things as meals, physical 
environment, recreational activities, and other 
amenities. 

The investigator was available to clarify any questions. These descriptions were 

also written on a card placed on the table for the judge to refer to as required. The 

researcher then collated the results before the next judge commenced the process, 

until all five judges had completed the task. On average the task took 1.5 hours to 

complete. 

A significant and high level of inter-rater agreement (.89, p<.001) was achieved 

between the two judges. The final classification of a statement was determined by 

having both judges reaching consensus about the 12 statements that were not 

agreed on. In the final classification, 168 (68.3%) of statements were classified as 

core and 78 (31.7%) were classified as peripheral. This distribution was 

significantly different between the two service attribute groups (x = 32.93, df 1, p 

= 0.001). 

Examples of statements that depicted core and peripheral attributes of mental 

health services reflected a number of key themes (See Figure 5). Core service 
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attribute themes related to such things as the therapeutic alliance (acceptance, 

listening, respect, trust), protection of human rights, privacy and safety and 

clinical competence. Peripheral service attributes related to such things as 

facilities, physical environment, diversional activities that included social and 

recreational activities. 

Figure 5. Core and peripheral service attribute statements. 

Core service attributes . 
Therapeutic alliance (acceptance, listening, respect, trust), 

I feel when I discuss my condition it is not believed. 
I dislike not being heard. 
I would like some empathy. 
I feel staff should not make threats to me when I am sick. 

Protection of human rights 
Hospital practices need to respect patient's human rights. 
I feel there is a lack of information on the mental health act. 
I feel like my freedom was taken away from me when I went to hospital. 
I feel treated like a criminal even though I haven't done anything wrong. 

Safety and Privacy 
The most important thing for me is confidentiality. 
I believe patients need to feel confident about staff regard for confidentiality. 

I would like a choice about whom I confide in. 
I need to feel safe. 
Staff Competence 
I feel that staff require facilitation skills. 
I believe staff need training in being compassionate. 
I like staff who are easy to talk with. 
I want staff who know how to help. 

Peripheral service attributes 
/ think the environment should be less clinical looking. 
I liked the food I ate in hospital. 
I like a pleasant environment. 
I like plants around, pictures, a nice environment. 

Valence 

Valence was used to examine the extent to which negative experiences were 

underpinning participant responses. Negative service experiences often reflect 
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service failures resulting in negative emotion laden evaluations (Smith, Bolton 

and Wagner, 1999; Lemmink, Ruyter and Wetzel, 1998). Valence is the degree of 

favourable emotional importance or significance an individual attaches to events 

or objects, in this case services received. Two judges independently classified 

each of the 246 statements as positive, negative or neutral. These judges had not 

participated in the other coding processes. The coding scheme identified three 

types of valence. Positive indicated that the statement reflected a positive 

experience, that is, one that met the participant's expectations or was perceived to 

be congruent with the participant's values. Conversely, negative classification 

indicated a negative experience, that is, one that did not meet the participant's 

expectations or was perceived to be incongruent with the participant's values. 

Neutral referred to a statement that reflected neither positive nor negative 

emotional or other significance and was taken to be a statement of fact or opinion. 

The judges had agreed in their classification as follows: 38.2% (n=94) as 

negative, 42.7% (n=105) as neutral and 12.2 (n=30) as positive. The level of 

inter-rater agreement between the two judges was significant (0.89, p< .001). 

Those statements without agreement (n=16) were reviewed and a consensus was 

reached between the two judges so that all statements were classified. The 

resulting classification of the 246 statements (see Figure 6) yielded the following 

distribution: 14.2% positive, 40.7% negative and 45.1% neutral. 
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Figure 6. Distribution of statements by valance. 
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Statistical Analysis 

The analysis of the data was structured around the three hypotheses of the study 

previously discussed (See p8). The coded data were entered into a SPSS file. As 

the data were nominal, %2 analysis for independence was conducted. As measures 

of the degree of association Phi coefficients are reported for 2 x 2 tables, and for 

tables greater than 2 x 2 Cramer's V. Analysis was not conducted for those tables 

where the expected cell frequencies were less than one or where more than 2 0 % 

of table cells had expected cell frequencies less than five. Standardised and 

adjusted residuals with values greater than 2 or less than -2 were examined to 

identify cells that deviated from the model of independence (Reynolds, 1977). 

Data were analysed using SPSS. All percentages presented are those of the total 

pool of statements (n=246). Frequency tables of the data are presented in 

Appendix A. The results are presented around each of the hypotheses. In 

addition, the effects of age, sex, and focus group type were examined. 
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Results 

Comparative standards 

Recall the first hypothesis predicted that the values-based comparative standards 

would be more frequent than other comparative standards identified. The 

background variables of age, participant sex and group in relation to comparative 

standards were also analysed. For the four comparative standards, there was a 

significant difference in their distribution (x2 = 19.92, df 1, p<.001) with value 

statements being the most frequent. As reported earlier, value-based comparative 

standards accounted for 37.8% (n=93) of the statements classified expectations 

accounted for 29.3% (n=72), equity for 20.3% (n=50) and attribution 12.3% for 

(n=31). 

Figure 7. Distribution of comparative standards. 
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There was no significant association between comparative standards for sex or age 

(See Figures 8 and 9). Of the statements extracted, the vast majority (69.1 %) 



M P H Dissertation - D Pennebaker 

were generated by female participants. Within each comparative standard female 

generated statements were dominant over male generated statements. 

Figure 8. Distribution of statements by comparative standards by sex. 
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With regard to age, the 18 - 24 year olds expressed more value-based comparative 

standards (7.7%), than expectations, equity or attribution. The 25-40 year old 

participants expressed equal frequency in both values and expectations (12.2% 

each) followed by equity (8.5%). The 41 -64 year old participants expressed 

mostly value-based standards (17.9%) followed by expectations (13.85). They 

also expressed the most in relation to equity (10.6%) and attribution (8.5%) 

standards than the other two age groups. 
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Figure 9. Distribution of statements b y the four comparative standards and b y age 

group. 
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Focus group type had a significant but low association with comparative standards 

(X2 = 18.7, df 6, p= 005; Cramer's V=0.20, p=.003). The community group 

expressed significantly more expectation-based standards (16.3%), followed by 

values (15.4%) and least for equity based standards. The inpatient group 

expressed significantly more equity-based standards (8.9%) than the other two 

groups and the least expectation-based standards (5.7%). The combined group of 

participants expressed significantly more value-based standards (15.9%) than 

other standards. Attribution-based standards were the lowest for all three groups 

and not significant. 

In summary, the first hypothesis was supported in that value-based comparative 

standards were the most frequently occurring than the other three comparative 

standards. No significant association for sex or age and the frequency of the four 

comparative standards was found. 
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Figure 10. Distribution of statements by comparative standards and by focus 

group type. 
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Core and Peripheral Service Attributes 

The second hypothesis stated that comparative standards based on values would 

occur more frequently for core over peripheral mental health service attributes. 

By far core service attributes were more frequently accessed using value-based 

standards (68.3%) from peripheral service attributes (31.7%). 

Figure 11. Distribution of statements by core or peripheral services. 
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The core and peripheral service attributes were analysed in relation to sex of 

participants. There was a significant but low association with women reporting 

more comments in relation to core service attributes and men reporting more 

comments on peripheral attributes (x2 = 4.19, df 1, p=0.04; Phi=-0.13, p = 0.040). 

Figure 12. Distribution of core and peripheral statements by sex. 
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Age was also significant (%2= 11.35, df 1, p=0.003; Cramer's V = 0.22, p = 

0.002). The 18-24 year age group, while about equal in their emphasis on core 

and peripheral service attributes, showed significant preferences for peripheral 

service attributes. The 41-64 year age group significantly emphasised more core 

service attributes (37.8%). The 25-40 age group emphasised more core (25.2%) 

than peripheral (11.4%) service attributes. 
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Figure 13. Distribution of core and peripheral statements by age. 
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Participant focus group type was also significant (x = 10.08, df 2, p=0.006; 

Cramer's V = 0.21, p=0.006). The combined group showed a significant 

preference for peripheral service attributes. Core service attributes were 

emphasized by the inpatient (18.7%) and community (32.1%) participants. 

Figure 14. Distribution of core and peripheral statements by type of focus group. 
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In relation to comparative standards, core service attributes were m u c h higher 

within each comparative standard than peripheral service attributes. However, 

there was no significant association for core and peripheral services and the four 

comparative standards (See Figure 15). 

Thus, it appears that while there were significant associations for sex and age in 

relation to core and peripheral service attributes, there was no significant 

association for core and peripheral service attributes and the four comparative 

standards. Therefore, the second hypothesis was not supported. 

Figure 15. Distribution of core and peripheral statements by the four comparative 

standards. 
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The third hypothesis stated that the comparative standards based on values would 

have a more positive emotional valence than other comparative standards. As 

reported earlier most statements had a neutral valence (45.1%) followed by 

negative valence with 40.7% and positive with 14.2%. In relation to sex, females 



M P H Dissertation - D Pennebaker 

expressed mostly neutral valence (35.8%) followed by negative valence (27.6%). 

Males were significantly more positive and females significantly more neutral. 

These differences were significant (x2= 19.33, df 2, p<0.0001; Cramer's V=0.28, 

pO.OOOl). 

Figure 16. Percent of positive, negative and neutral valance statements by sex. 
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In relation to valence, the youngest age group (18-24 years) reflected significantly 

more positive valence (5.7%) than negative or neutral valence. The 25-40 year 

old participants reflected equal amounts of negative (17.5%) and neutral (17.1%) 

and little positive valence (See Figure 17). Similarly, the 41-64 year old 

participants expressed almost equal amounts of neutral valence (23.2%) and 

negative valence (21.2%). These associations were significant and moderate (x = 

31.86, df 4, p O.000, Cramer's V=0.25, p<0.000). These differences in valence 

in relation to age could well reflect that older respondents were more likely to 

have had more frequent contacts with services and were more experienced with 

their illness, which may place them in conflict with services in trying to get their 

needs met. 
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Figure 17. Percentage of neutral, positive and negative valances by age groups. 
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For focus group type, the inpatient participants were more negative (13.0%) than 

positive or neutral (See Figure 18). Both the community and combined group 

were high in expressing neutral valence (22.0% and 13.8% respectively) followed 

by negative valence (18.3% and 9.3% respectively). The association between 

focus group type and valence was significant (%2= 21.83, df 4, pO.OOO; Cramer's 

V = 0.21, p<0.000) for the inpatient with negative valence and the combined 

group in positive valence. 
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Figure 18. Percentage of neutral, positive and negative valances by focus group 

type. 
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A s can be seen in Figure 19, for core service attributes negative valence ( 30.9%) 

was the most frequently occurring followed by neutral valence (30.1%). For 

peripheral service attributes, neutral valence was 15.0% followed by negative 

valence at 9.6%. These associations were significant (x2 = 7.31, df 2, p=0.03; 

Cramer's V= 0.17, p=0.020). 

Figure 19. Percentage of neutral, positive and negative valances by core and 
peripheral service attributes. 
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Valence was analysed across the four comparative standards (See Figure 20). 

Neutral valence was highest for expectations (22.4%) followed by values (17.1%). 

Negative valence was highest for equity (16.7%) followed by values (11.4). 

Positive valence was highest for values (9.3%) followed by expectations (3.3%). 

Attribution was mostly negative (8.95). While these associations were significant 

(X2 = 90.5, df 6, p< 0=000; Cramer's V=0.42, p=<0.001), there were two cells 

with less than a count of five, making the X2 unreliable. 

In summary, while there appeared to be a significant association between valence 

and comparative standards, the third hypothesis could not be supported given the 

limitations in the data. 

Figure 20. Distribution of valance for the four comparative standards. 
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Comparative standards and valence 

It was hypothesised that users of mental health services would use multiple 

comparative standards in forming satisfaction levels. It was also noted that 

emotional valence would be important in the post-service experience phase of 
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service satisfaction formation. Recall that valence reflected the emotional 

response to service experience with negative valence reflecting experience with 

service failures. Emotional responses were seen as an important source of 

information that informs the judgements made in formulating levels of satisfaction 

(Oliver, 1997). In order to test the relationships among the dimensions in this 

study, a multinomial regression was performed. Multinomial regression allows 

for comparing the effect of independent variables on a dependent variable that has 

more than two values or classes (Tabachnick and Fidell, 1996). 

To control for multicolinearity a factor analyses was conducted to test the 

orthogonal relationships among the following variables: comparative standards, 

core-peripheral services, and valence (Nunnaly, 1978). Principal component 

analyses using varimax rotation with eiginvalues > 1.00 was performed. After 

rotation, two factors emerged: valence and core/peripheral service attributes. 

Comparative standards had inverse loadings on both factors with a higher loading 

on the first factor, indicating an overlap with the two factors. Thus, an 

orthogonal relationship was demonstrated for only two dimensions: valence and 

core/peripheral service attributes. 

Table 3. Rotated factor loadings. 

Variable 

Valence 

Comparative standard 

Core/Peripheral attributes 

Factor 1 

.78 

-.66 

Factor 2 

-.49 

.89 
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For the multinomial regression, the dependent variable was valence and the 

independent variables entered were comparative standards and sex, core-

peripheral services, age, sex and type of group (community, inpatient and 

combined). 

For the proposed model, there was a significant relationship between the 

dependent variable and the set of independent variables (x =108.75, df=8, 

p<0.0001). The strength of the relationship between the dependent variable and 

the set of independent variables as measured by Nagelkerke's pseudo-R-Square 

was .413. There was no indication of multicollinearity among the independent 

variables or zero cells for dummy-coded independent variables as standard errors 

and beta coefficients were within the acceptable range. 

As indicated in Table 5, sex and comparative standards are both significant 

contributors to explaining levels of valence. However, they play different roles in 

the two logistic regression equations. Sex is significant in the equation for 

positive valence, while values and expectations are significant in the equation for 

negative valence. 

Table 4. Contributions of variables to the overall model. 

Effect 

Intercept 

Sex 

Comparative standards 

-2 Log Likelihood 

of Reduced Model 

52.16 

70.42 

142.91 

x2 

.00 

18.3 

90.3 

df 

0 

2 

6 

P 

<0.00 

<0.00 
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Table 5. Significant parameter estimates for logistic equations. 

Valence 
Statement 
Positive 

Sex 

Negative 

Values 

Expectations 

B 

1.799 

-1.740 

-3.158 

Std 
Error 

0.433 

0.525 

0.580 

Wald 

17.297 

10.993 

28.723 

df 

1 

1 
1 

Sig. 

<0.000 

0.001 
O.000 

Exp(B) 

6.042 

0.176 

0.042 

9 5 % CI for 
Exp (b) 

2.590-
14.100 

0.062-0.491 

0.013-0.135 

From Table 5 the relationship and contributions of the variables to the dependant 

variable are identified. Concerning predicting positive valence, being female 

increased the likelihood by 83% of expressing negative or neutral rather than 

positive valence when compared with males. With regard to predicting negative 

valence, there was an 82% decrease in the likelihood of being negative or neutral, 

that is, value-based, standards were more likely to reflect positive valence. 

Concerning expectations, there was a 95.8% decrease in the likelihood of being 

negative or positive, that is, expectation-based standards were more likely to 

reflect neutral values. 

The classification matrix presented in Table 6 provides a means for evaluating the 

accuracy of the model by testing the success of predicted classification of the 

statements. The proportional chance criterion is an indicator of the accuracy of 

the model. Based on the requirement that model accuracy be 25% better than the 

chance criteria, the standard for use for comparing the model's accuracy is based 

on the sum of the squared proportion that each group represents multiplied by 

1.25. The standard for comparing the model's accuracy was 52.6%. The model 

had an accuracy of 66.3%, which exceeded the standard. 
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A second criterion for assessing accuracy was the maximum chance criteria. This 

is the proportion of cases in the largest group (54.5% for the model obtained for 

the data in this study). Based on the requirement that the model accuracy be 25% 

better than the chance criteria, the standard for comparing the model's accuracy 

was 68.1%. The model accuracy rate of 66.3% for the obtained model was just 

under the standard. 

Table 6. Results of observed and predicted classification 

Observed 

Positive 
Negative 

Neutral 
Overall Percentage 

Predicted 

Positive 

14 
6 
11 

12.6% 

Negative 

4 
63 
14 

32.9% 

Neutral 

17 
31 
86 

54.5% 

Percent 
Correct 

40.0% 
63.0% 
77.5% 

66.3% 

In summary, these results support the notion that valence is important in the post-

service experience phase of service satisfaction formation. The model that 

emerged from the data identified a differential relationship with being female 

predicting positive valence, while value-based comparative standards predicted 

positive valence and expectation-based comparative standards predicted neutral 

valence. 
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Discussion 

Recall the purpose of this study was to identify the comparative standards used by 

consumers in making judgements in forming satisfaction levels upon receipt of 

mental health services. Three hypotheses provided the structure for the study. 

Each of these is discussed in turn. 

The first hypothesis predicted, as a comparative standard, values would be the 

most frequently occurring among consumers of mental health services. While the 

extant literature on consumer satisfaction is predominantly based on expectancy 

theory, there was a body of literature that suggested consumers use multiple 

internal comparison standards in making judgements and formulating levels of 

satisfaction. These other internal standards were identified as values, equity and 

attribution. It was further argued that values would be dominate as an internal 

standard used in making judgements about mental health service attributes. This 

was based on the premise that much of mental health problems involve some 

threat to one's self esteem. 

As was found in this study, values accounted for 37.8% of the statements 

classified by the independent judges. The next most frequent comparative 

standard was expectations with 29.3%, equity 20.3% and attribution 12.3%. 

These findings support the view that consumers do use multiple internal 

comparative standards when making judgements for formulating levels of 

satisfaction related to mental health services. Further, as was predicted, value 

based comparative standards were dominant. This finding is congruent with the 

literature that suggests value-based comparative standards will be involved in 
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situations that present threats to one's self-esteem and in services that require high 

levels of consumer involvement as a means for service production (Rokeach, 

1973; Shaffer and Sherrell, 1997). Both of these factors occur in the mental 

health service context. 

While there was no difference in sex or age in the use of comparative standards, 

there was for focus group type of participant. Recall that the community group 

participants expressed more expectation-based standards, while the inpatient 

group expressed more equity-based standards. The expressions of inequity from 

the inpatient participants are congruent with the experience of having to be 

admitted to hospital against one's own choosing as occurs under involuntary 

treatment. Statements related to feeling like a criminal, being watched all the time 

or lacking freedom would not be unusual. The community participants' use of 

expectation standards would be congruent with the experience of being a user of 

outpatient clinic services. Most likely, experienced-based norms from service 

involvement over a period time have lead to the establishment expectations that 

have been assimilated. As the literature suggests, under these circumstances, the 

expectations may not be related to the quality of the service or desired levels of 

satisfaction, but rather the consumer finding their expectations to be congruent 

with the level of service actually provided. Under these circumstances, consumers 

tend to acquiesce to the belief that the service received is the best they will receive 

and adjust their expectations accordingly. Lastly, the observation that combined 

community participants expressed more value based standards may be due to the 

mix of participants in this group being younger and including more rural 

residents. 
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The second hypothesis predicted that values as a comparative standard would be 

more frequent for core over peripheral mental health service attributes. As the 

literature suggested, consumers derive the meaning of service attributes for 

themselves from the consequences those service attributes result in for the 

consumer. In this case, they lead to the values consumers hold, in particular 

values to maintaining one's self esteem. It was argued that core service attributes 

would be related to values over peripheral service attributes. The basis for this 

was that higher-level values lead to desires for services that provide certain 

benefits such as preserving self-esteem. 

In this study, consumer values were found to reflect such service attributes as 

those associated with the therapeutic alliance (acceptance, listening, respect, 

trust), protection of human rights, maintenance of safety and privacy, and staff 

competence. 

However, while value-based comparison standards were most frequent for core 

service attributes, this result was not statistically significant. Thus, the hypothesis 

was not strongly supported. It may be that the measure of core and peripheral 

services was not sensitive enough in reflecting the service attributes more 

precisely, such that a relationship with values would have been detected. 

Alternatively, it is possible remains supported that values have no differential 

relationship to core or peripherals service attributes, as identified here. 

Other findings were that women expressed significantly more comments on core 

services, while men participants expressed more comments about peripheral 

attributes. However, this could have been an artefact of there being twice as many 
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w o m e n participants than m e n and the subsequent fact that w o m e n participants 

generated 70% of the statements. These factors would have increased the chance 

of finding a significant difference. Further, the male participants tended to be 

younger and perhaps less experienced with services such that the differentiating 

on between core and peripheral services had not developed. This is a reasonable 

explanation given that the community and inpatient participants expressed more 

comments on core service attributes while the combined group commented more 

on peripheral attributes. Another confounding variable illness severity was not 

measured. The younger participants and males in this study maybe more 

representative of those with recent onset of a mental illness, most likely a 

psychotic disorder. The resulting impairment may attenuate their capacity to 

differentiate between core and peripheral services. As was reported in the 

literature, such ambiguity about service attributes is associated with broad latitude 

of acceptance and subsequently an assimilation of the service experience. 

The third hypothesis predicted that values would have a more positive emotional 

valence than other comparative standards. Valence was seen as the emotional 

significance consumers placed on the service attribute with negative valence 

representing service failures and reflecting lower satisfaction. In this study, 

positive valence was significantly associated with value-based comparative 

standards, while negative valence was associated with equity-based comparative 

standards. Neutral valence was associated with expectations. 

Women participants expressed more negative and neutral valence, while men 

were more positive. Younger participants were more positive, while the 25-40 
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age group was more negative. Negative valence was significantly associated with 

core service attributes, while positive valence was associated with peripheral 

service attributes. These findings were supported by the multinomial regression 

analysis that found being female predicted negative or neutral values. Further, the 

regression found value-based comparative standards a predictor of positive values 

and expectations a predictor of neutral values. These findings are congruent with 

the zone of tolerance concept whereby the more important the service attributes 

are and the greater the threat or risk of health or to oneself, the narrower the zone 

of tolerance. 

In addition to the use of multiple internal comparative standards, the other 

important finding was the predominance of values as a comparative standard. Of 

interest to mental health services was the relation of values to those factors that 

are related to the therapeutic alliance that are represented as part of the core 

service attributes and are significant factors in influencing consumer outcomes. As 

Lambert (1992) and Hubble, Duncan and Miller (2000) report in their review of 

the research, a significant factor that influences outcomes in mental health 

treatment is the therapeutic relationship, which includes empathy, warmth, 

acceptance and trust. According to their review, the therapeutic alliance accounts 

for 30% of the outcomes in mental health treatment, yet according to participants 

in this study, there was little provided in their experiences of mental health 

services. The other important factors for outcomes are client variables or extra-

therapeutic events that are a part of the client and part of the environment, that aid 

in recovery regardless of participation in therapy. These account for 40% of the 

effect on outcomes. The last two factors are expectancy (placebo effects) and 

79 



M P H Dissertation - D Pennebaker 

techniques of the different therapies. Each of these account for 1 5 % of the effect 

on outcomes. 

Limitations 

The limitations of this study need to be assessed within the context of its purpose 

and methodology. The study was a descriptive study that explored the possible 

theoretical underpinnings for understanding consumer satisfaction with mental 

health services. 

A major limitation of this study related to the attenuation in the generalisability of 

findings. The sample for this study did not represent a random sample of the 

population of users of mental health service. While the sampling design sought a 

broad representation of age and sex, this was not always possible. This could in 

part be due to barriers to participation such as severity of illness, sequelae due to 

stigma or transportation. In order to assure participation of those less likely to 

participate, recruitment was conducted through several mental health services and 

drop in centres where individuals with more severe illnesses congregate. 

A second limitation was the reliability of coding scheme. While a number of 

strategies were used to ensure objectivity and consistency in coding the data, it is 

unknown if replication of the coding scheme would provide the same results. 

Further research 

Obviously, an important area for further research is to test the validity of the 

multiple comparative standards framework identified in this study. One approach 

would be the development of an instrument using the four internal standards 
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across core and peripheral service attributes (including therapeutic relationship 

factors such as acceptance, empathy and trust) and administering this instrument 

to a large sample of mental health service users. If the instrument proved to be 

reliable, factor analysis could be done to test the construct validity. 

Conclusions 

The current study sought to test three hypotheses related to multiple comparative 

standards used by consumers in making judgements to form levels of satisfaction. 

It was demonstrated that consumers do use multiple standards of comparison with 

value-based standards being the most frequent. These findings confirm 

suggestions from the literature that values become important in services that 

require high involvement such as represented in mental health care and present 

threats to one's self esteem. Further research is required to confirm the reliability 

and validity of these findings. 
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APPENDEIX A FREQUENCY TABLES 

Table 1. Statements by sex comparative standard. 

Sex 
Male 
Female 
Totals 

Values 
n (%) 

31 (12.6) 
62 (25.2) 
93 (37.8) 

Comparative standards 
Expectations Equity Attribution 

n (%) n (%) n (%) 
20(8.1) 17 (6.9) 8 (3.3) 
52(21.1) 33(13.4) 23(9.3) 
72 (29.3) 50 (20.3) 31 (12.6) 

Total 
n (%) 
76 (30.9) 
170(69.1) 
246 (100) 

(X = not significant) 

Table 2. Participant age and frequency of comparative standard. 

AGE 

18-24 
25-40 
41-64 
Totals 

Values 
N (%) 

19 (7.7) 
30 (12.2) 
44 (17.9) 
93 (37.8) 

Comparative standards 
Expectations 

n (%) 

8 (3.3) 
30 (12.2) 
34(13.8) 
72 (29.3) 

Equity 
n (%) 

3 (1.2) 
21 (8.5) 
26 (10.6) 
50 (20.3) 

Attribution 
n (%) 

1 (0.4) 
9 (3.7) 
21 (8.5) 
31 (12.6) 

Total 
n (%) 

31 (12.6) 
90 (36.7) 
125(51.8}_ 
246 (100) 

(X2= 13.1, df 6, p=.04, Cramer's V 0.16, p=.05) 

Table 3. Participant focus group type and frequency of comparative standard. 

Comparative standards 
Focus group Values Expectations Equity Attribution Total 
type n (%) n (%) n (%) n (%) n (%) 
Community 38(15.4) 40(16.3) 16(6.5) 12(4.9) 106(43.1) 
In-patient 16(6.5) 14(5.7) 22(8.9) 9(3.7) 61(24.8) 
Combined 39(15.9) 18(7.3) 12(4.9) 10(4.1) 79(32.1) 

Totals 93(37.8) 72(29.3) 50(20.3) 31(12.6) 246(100) 

(X2 = 18.7, df 6, p=.005, Cramer's V 0.20, p=.003) 
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Table 4. Sex and frequency of core and peripheral service attributes. 

Sex 
Male 
Female 

Totals 

Service attribute 
Core 
n (%) 
45 (18.3) 
123 (50.0) 
168 (68.3) 

Peripheral 
n (%) 
31 (12.6) 
47 (19.1) 
78 (31.7) 

Total 
n (%) 
76 (30.9) 
170(69.1) 
246 (100) 

(X2 = 4.19, df 1, p=.04, Phi -0.13, p = .04) 

Table 5. Participant age and frequency of core and peripheral service attributes. 

Service attributes 
Age Core Peripheral Total 

n (%) n (%) n (%) 
18-24 13(5.3) 18 (7.3) 31 (12.6) 
25-40 62(25.2) 28 (11.4) 90(36.6) 
41-64 93(37.8) 32(13.0) 125(50.8) 
Total 168(68.3) 78(31.7) 246(100) 

(X2= 11.35, df 1, p=.003, Cramer's V = 0.22, p = .002) 

Table 6. Participant focus group type and service attributes. 

Service attribute 
Focus group Core Peripheral Total 
type n (%) n (%) n (%) 
Community 79 (32.1) 27 (11.0) 106 (43.1) 
In-patient 46 (18.7) 15 (6.1) 61 (24.8) 
Combined X3 (17.5) 36 (14.5) 79 (32.1) 

Total 168(68.3) 78(31.7) 246(100) 

(X2= 10.08, df 2, p=.006, Cramer's V = 0.21,p=006) 
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Table 7. Distribution of comparative standards by service attribute. 

Comparative standards 

SERVICE 
ATTRIBU 
TE 

Core 

Peripheral 

Totals 

Values 
n (%) 

60 (24.4) 

33 (13.4) 

93 (37.8) 

Expectations 

n (%) 

49(19.9) 

23 (9.3) 

72 (29.3) 

Equity 
n (%) 

38 (15.4) 

12(4.9) 
50 (20.3) 

Attribution 
n (%) 

21 (8.5) 

10 (4.1) 

31 (12.6) 

Total 
n (%) 

168 (68.3) 

78 (31.7) 
246 (100) 

(X = Not significant) 

Table 8. Participant sex and frequency of statement valence. 

(X2= 19.33, df 2, p<.0001, Cramer's V 0.28, p<.0001) 

Sex 

Male 
Female 

Total 

Valence of statement 

Positive 

n % 
21 (8.5) 
14 (14.2) 

35 (14.2) 

Negative Neutral 
n % N % 

32 (13.0) 23 (9.3) 
68 (27.6) 88 (35.8) 
100(40.7) 111 (45.1) 

Total 

n % 
76 (30.9) 
170 (69.1) 
246 (100) 

Table 9. Participant age and frequency of statement valence 

Age 

18-24 
25-40 
41-64 

Total 

Positive 

n % 
14 (5.7) 
5 (2.0) 
16 (14.2) 
35 (14.2) 

Valence of statement 

Negative Neutral 
n % n % 
5 (2.0) 12 (4.9) 

43 (17.5) 42 (17.1) 
52 (21.2) 57 (23.2) 

100 (40.7) 111 (45.1) 

Total 

n % 
31 (12.6) 
90 (36.6) 
125 (50.8) 
246 (100) 

(X2 = 31.86, df 4, p <0001, Cramer's V 0.25, p<.0001). 
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Table 10. Participant focus group type and valence. 

Valence of statement 

Focus group 
type 
Community 
In-patient 
Combined 

Total 

Positive 

n % 
7 (2.8) 
6 (2.4) 
22 (8.9) 
35 (14.2) 

Negative 

n % 
45 (18.3) 
32 (13.0) 
23 (9.3) 

100 (40.7) 

Neutral 

n % 
54 (22.0) 
23 (9.3) 
34 (13.8) 

111 (45.1) 

Total 

n % 
106 (43.1) 
61 (24.8) 
79 (32.1) 
246 (100) 

(X2= 21.83, df 4, p<.0001, Cramer's V = 0.21, p<.0001) 

Table 11. Distribution of participant statements according to core or peripheral 

service attributes. 

Service 
Attribute 

Core 

Peripheral 

Total 

Positive 

n % 
18(7.3) 

17 (6.9) 

35 (14.2) 

Valence of statement 

Negative 

n % 
76 (30.9) 

24 (9.8) 

100 (40.7) 

Neutral 

n % 
74 (30.1) 

37 (15.0) 

111(45.1) 

Total 

168 (68.3) 

78 (31.7) 

246 (100) 

(X2 = 7.31, df 2, p=.03, Cramer's V= 0.17, p=.02) 

Table 12. Distribution of participant comparative standard and statement valence. 

Valence 

Positive 
Negative 
Neutral 

Totals 

Values 
n (%) 

23 (9.3) 
28(11.4) 
42 (17.1) 

93 (37.8) 

Comparative Standards 

Expectations 

n (%) 
8(3.3) 
9 (3.7) 
55 (22.4) 

72 (29.3) 

Equity Attribution 
n (%) n (%) 
1 (0.4) 3 (1.2) 
41(16.7) 22 (8.9) 
8 (3.3) 6 (2.4) 

50 (20.3) 31 (12.6) 

Total 
n (%) 

35 (14.2) 
100 (40.7) 
111(45.1) 

246 (100) 

(X2 = 90.5, df 6, p=.000, Cramer's V 0.42, p=.000). 


