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ABSTRACT

satislaction wvilh hcailli care is seen as a dimension ot’qualii\ ol'eare. A
cross scctional study was conductcd wilh the objcclive ol' identifving
diifcrenccs in tlie level ot'satislaclion among patients in two iiospiials ol'Dhaka
cit>-. Dhaka Medical College llospilal & Crescent Gasiroliver & (General
Hospital i.td. were selected lor the slud\'. Sixty eight respondeiits from ihe
private hospitai & thirty' two Ironi the public hospital were purposively drawn

in the samples.

Salistaction was categorized inlo iive levels- not al all saiislied. somewhal
satislled. more or less salislled. appreciable and excellent. Ihe lesi sialistics

used to analyze tlie data were descriptive statistics, C'hi-square. ANOV A ajid t-test.

Ihe study identined age. marital status, occupation, socioeconomic condition.
dt)elors .services, nurses services, maintenance of cleanliness. lahoraior\

services, electricity and overall care as determinants of patient satislaclion.

Comparitig level of satisfaction as a whole (mean total satislaclion score) with
socio-demographic variables revealed that no particular age or occupation
group had any intluence on the level of satisfaction (P-0.923 and P-(). 104
respeclively). However sex and socio economic conditions were found to be
associated w'ith level of satisfaction with female .sex and rich social class

ha\ ing higher level of satisfaction (P<0.()5 and < 0,05 respectilely). Hut as

til
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ihc yanic variables were compared with the oulcome of ircainienl. none oriheni
except sex was lbund to bear any relationship with the oulL'ome (I'-values were
(),40y for age. 0.111 for social class and (J.306 for occLipalioii). fhe su,id\
showed that 92.6% of the temale sex improved from their ailments compared

to 66.2% of their male counierparl (P<(J.0G7).

As mean total satislaction scores altained by the private and public grou[bs were
compared, it was found thal the private group attained score 155.78 x 37.44.

almost double that attained by ihe public group 79.81 + 41.6<S. fhe diflerence
between the two groups with respect to mean lotal score was found statistically

msignillcant (P<(.).00() I).

tJl the nine kind ol services evaluated in the present study, onh’the supply of
electricity including provision of twenty four hours generator service was
evaluated as ‘excellently satisfactory' by both public and private respondents,
in case oi other services like doctors' services, nurses' services, provision of
medicine supply, services given at the reception, vvartl-boy./aya'cleaners’
.services, services ot other stall3, Ilaboratory services and mainlenance ol
cleanliness, majority of the public respondents held the view that they were
‘not at all satisfactory’. On the contrary, majority of the private respondents,
commenting on the same services given at the private setting, expressed tiiat

the services were 'excellent'.
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CHAPTER-1

BACKGROUND INFORMATION

11 IntnKluction

Kver\ human being expects that in case ot'his/her falHng sick will be taken to a
qualified health practitioner or hospital in the quickest possible time, where
he/she will be welcome. It will be expected that hospital perst>nnel will speak
in the same or an understandable language and arc courteous & caring. It ma>-
also be expected that they will take keen interest in treating patient, create
honielv and comlbrtable environment, provide for best investigation lacilities
& competent carc ensuring quickest recovery. Patients expcct that tliey will not
have to wail tor treatment, which will be free of cost or at an arii)rdable cost
and at every stage of decision making about the care opinion of the patients
will be given due importance. When these expectations arc met. then a sense ol
satisfaction prevails in the mind and body of the diseased and the same in turn
quickens recovery. Satisfaction with hospital care is an outcome of hosjiital
experience and is the result of individual evaluation by the patient of the

muhiple attributes of care in the background oi‘his/her personal characteristics.

I'rom the days of inception of the understandings of quality of care, doctors use
to evaluate the service rendered by them through setting certain standards of
their perforniance and comparing actual performance with the standard set.
‘['here was no retlection of opinion ol’ the recipients of services. At present

patients opinion about medical services, received from hospitals or individual
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SLTVicc providers is given due importance as il shapes atliuide ol'ihc recipients

about future utilization of the services.

Cathy Charles’s (1994) "Patient satisfaction” with health care is seen as a
dimension ol quality of care. Pascoe (1983) defined patient satisfaction as a
healLh care recipient's reactioji to salient aspects of the context, process and
result of their service experience. Ray I-'ilzpatric {1991} commented.
“Discussion about how the quality of' health care should be measured
increasingly include patient satisfaction as one of the important dimensions."
Susie Lindcr-Pelz defines patient satisfaction as emthe individual's positive

evaluations of distinct dimensions of health care."

Satisfaction ratings reflect three variables: the personal preferences of the
patient, the patient's expectations and the realities of care received. Satisfaction
with the lealities of care received is affected by maiu' diffei’ent components ol
that care-access, cost, competence of care, personal qualities of service
providers, participation of patient in decision making about his/her own care,
provision of information about the disease, ccsults of investigalion. physical
care, catering aspects of hospital care etc. Again, sutislaction level of patient
will vary depending upon the expectations of and evakiali(ins by the patient,
which is determined by the socio-cultural background, age. economic status,
eduealional qualifications, previous experience of hospital sta\. severil\ of
illness- etc. Patient variables including patient characteristics and expectations
are often referred to as determinants of satisfaction, while cai'e variables are

reteiTcd to as the components of satisfaction (Ray Fitzpatric: 1991).
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Meallh  professionals should take palient satislaction seriously as a
measurement lor tliree reasons, i'irstly. there is convincing evidence (hat
satisfaction is an important outcome measure, h may he a predictor of whether
patients follo\\ their recommended treatment and is related to whether patients
re-aitend for ireatmenl and ciiangc theii' provider of health care. Secondly,
patient satisfaction is an increasingly usel'ul measure in assessing consultations
and patterns of communication (such as the success of giving information, of
involving the patient in decision about care, and of reassurance). [lhirdly.
patient feedback can be used systematically to choose between alternative
methods of organizing or providing health care. Also there is evidence that
satisfaction is related to improvements in health status (Susie L.inder i’el/:

1982).

"Patients' perceptions, especially about service quality which might shape
contldence and subsequent behaviors with regard to choice and usage of the
available health care facilities is rctlecled in the fact that many patients avoid
the system or avail it only as a measure of last resort. I’atients’ voice must
begin to play a greater role in the design of health care service delivery process
in the developing countries” {Andaleeb: 2001). Satisfaction has several cross
cutting dimensions of its own. like humanness, informativeness, overall
quality, competence, access, cost facilities, outcome, continuity and attention to

psycho-social problems. So patient satisfaction is an important issue in the
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context of health care provision and utilization, it is pertinent to know why

sojne services arc overutilised. while others are not (Das AM Rahman: 1992).

Health care scrvicc delivery, like any other service, depends on ihc inicraciion
between two parties - the provider and the client or consumer of the service.
The interaction determines the level of utilization of the ser\ice by the
individuals, group or the comniiinity-. If a balance could be achieved between
the demand of the client and the supply by the providers of service, then
optimum utilization results. The level of health of a nation is. lo a great extent,

determined by the level of utilization of its health care .services by its people.

In Bangladesh the health care service is designed in a three-lier system:
primary, secondary and tertiary tiers. According to Bangladesh fleallh Bulletin
1998-99. IJMIS. DIIIIS. .August 2001. Bangladesh has a population of 129.9
million, per physician there are 4521 populations and population per bed is
30S.1 and there are 43293 hospital beds in public and private sectors laken
together. .Approximately. 60% of all public allocations to health arc spent on
ho.spital services. Rate of increase of hospital beds was 11.9% during years
1990-9.~ and 8.4% during years 1995-2000. Population growth rale is

flistrict hospitals are over-ulilized (in-patient) by 52.62-71.97% but I'pal/,ilia
hospitals are remaining underutili/ed by 80.76-60.3%. which suggest that
people are inclined more towards using the services ai the secondar\ and abtwe
levels, while at the primeiy level the services are remaiiiing underutilized. This

Hows from the perceived idea of the people regarding quaiitv of- service
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provided at ditferenl licrs. Social acceptability is an imponanl diniciision of
qualily oi‘care and it cncompayses patient satisfaction in it (Bangladesh Health

Service: 1990).

In Bangladesh the proportion of GDI~ allocated to this sector \s'as more than
doubled between 19K5/86 and 1995/96 (llealth Family I7anning: 2000). in
addition, private sector health care has also been encouraged since 19S2.
leading to establishment tit'346 private hospitals in the C(Hintrv by June 1996
(Khan: 1996). F.ven with these improvements in access & allocation, however,
there is evidence that those who can afford it are obtaining health care services
in neighboring countries. Despite the overwhelming personal cost and
inconveniences of going abroad, people in need of health care are dt)ing so. In
the process they are conveying a staring message: they want qualit\- services
(Andaleeb: 2001). It was rightly mentioned in the concept paper for the tlve-
year plan that "the problem of supervision and accountability exacerbated the
problems. Other issues oi concern are poor utilization of government service

and cjuality of service.”

Andaleeb (2001) mentions that the health care delivery system in Bangladesh
faces three major challenges: improving quality, increasing access and reducing
cost. 1lhere is growing evidence that the perceived quality of medical care
services has a relative greater influence on patient behaviors (satisfaction,

relerrals, choice, u.sage. etc) compared to access and cost.
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1.2 Background

There is a common belief thal betier managemenl of hospital or hcahh ceiurcs
is essential if higher standards of health and of' health care are to be achieved
and ensured (Park; 1989; WHO; 1963). Without effective adniinistratioii and
management of health services organisation to improve upon its structure, task
and technology of services will meet with little success. (WI 10:1963;
W"HO:1974). Proper management of hospital or health centre in countries with
large population is the t'lrst and most cost- effeclive means oi’ improving

delivery ol'services.

A large number of hospitals and health centres exist in the country to generate
quality of services and sometimes gap exist between inputs, processing and
output. .A hospital is catalyst that causes conversion of inputs to outputs
through the act of managing. There have been shortcomings in absence ol
emphasis on continuous risk management, supervision and rapid evaluation of
performance so as to bridge the gap between what is to be done Lind what
actually be set with problems. In spite ol' investing large amount of mt)ney on
health services, the shortages of services have been a perpetual problem to the
admini.strator. On the one hand, huge increases in demand for services and. on
the other, an equally huge increase in managerial problems have overloaded the

delivery of services. Only better management can alleviate the.se problems.

As a signatory to the Alma-Ata declaration in 197S. the Governmenl of

Bangladesh is committed to taking steps to provide “Health for All" (HIA) to
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its citizens by 2000 AD. WL liave agreed to adopt primary health care (PIK”)
for achieving the goal ol HI’A. hi this larger context only hospital and health
centers can play a major role. Furthemiorc, it will noi possible to achieve the
goal oi P! 1C unless hospitals adequately start riinelioning as health centres and.
therefore, do not remain as the ivory towers of disease in a communitv. The
hospital and health centre services arc of the most important components of
comprehensive health care delivery system. Among the variinis units or
institutions, the hospital and health centres are highly visible t>rganisation. As a
result many professionals, noii-professionais and bureaucrats scrutinize them
and st)nietimes directly or indirectly intervene to impose standards of
performance both in terms of input resources utilized and output generated,
Ihere have been gradual increase in the utilization of hospital services and its
impact on management has only been felt relatively recently. The expectation
ol people have increased enormously and sometimes asking questions
regai'ding the adequacy of patient care, total health care being sei'\-ed b> a

Imspital or health centres.

['he Ho.spitals have a long history of providing social services li>r the poor, sick
and wounded. It is a unique organisation of human beings. .According lo WHO
expert committee {196.i) a hospital is a residential establishment which
provides short term and long term medical care, consisting of observational,
diagnostic, therapeutic and rehabilitative services for persons suffering or

suspected lo be suffering from a disease or dying and for parturients
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(W110:1963). [i may or nia\ not also provide scrviccs Ibr amhulau>r> palicnls
on an outpatient’s basis. The functions of hospitals have evolved throiiiih pasl
several years in response to the growing need of the community as realized
i'rom time to time (Park: 1989; WHO: 1963). Such arising of hospitals has
gained greater impetus in the past century but the criticisms leveled against the
hospitals are as follows:

1 It exists splendid isolation in the community, acquiring the euphemism “an
ivory tower of disease."

2. It absorbs vast proportion ol'health budget.

3. it is not people orientated,

4. its procedures and styles are inllcxiblc.

5. It overlooks the cultural aspects of illness.

6. The treatment is expensive.

7. It is intrinsically resistant to change.

It is to be noted that relative isolation of hospitals from the major health
problems of the community, which has its roots in the historical devclopinen!
ol'health services, has contributed to the dominance of hospital in health care
delivery systems. Unplanned growth of hospitals in haphazard v\ay have been a
great impediment in functional performance. Moreover, most of the hospital
grows around personality of physicians or surgeon rather than the need of ihe

community it served.

Therefore, once that personality di.sappeared from the place the organisation

start decay ing. If an organisation is built as per proper planning and organized
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ci't'ectively, then in course ol" time it will come to maturity rather than looking
old. There are lew hospitals and health centres which are well iunctioniny.
Lx-cause they are planned, organised and are directed as per manuiicment
metiiods and techniques (Sinha: 1987). Hospital service is one of tiie most
significant aspects of health care delivery system. It has been experienced ihat
those hospitals and health complexes, where adequate and bener support and
supervision is given by hospital n”*anagers, arc functioning efllcieiuly and

et'fectively (Sinha; 1992).

1.3 Stntement of the Problem

Patient's satislaction is one of the outcome variables in hospital managemeni.
tifficiencY of health care delivery system depends on managerial capability ol
the institution. There is an urgent need to have a new look al the management
[troblems (aced by a manager, provider and consumers, who constant>
intervene tc) meet up the demand for better hospital ser\'ices. Now a days, there
is a common headline of the daily new-spapers that hospital and health
complexes are beset with many-fold problems, making it difficult lo provide
medicare services tt>the patient.s. These problems might have arisen either from
managerial incapability of problem solving and decision making or as a result
of diverse problem of resource constraints, like shortage of doctor, nurse,
medicines etc. Sometimes many decision makers and administrators do not

agree with the prevailing hospital problems arising mainly due to resources
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conslrainis. rather many ol ihcm sometimes dircclly and indirccll_\ blame the

hospital managers for their unsatislaetory performance.

Mcallh service is the most important scctor to iulllll the Ilindamental right of
the people of a country. Thousands of people are going outside the countrv for
getting specialised treatment and loosing huge foreign currency each year. To
provide health care we have both government and private sector With differenl
levels of speciality. Tertiary level hospitals are specialised hospitals including
medical college hospitals. [I'ertiary level hospital is an inde\ of our health
ser\'icc. It would be vvoiih looking of their management skill, make a critical
evaluation of patients' satisfaction and compare managerial qualits and
eftlcieney with the desired one. At the moment there is a liulc research
undertaken in this important Held ol" Bangladesh. So. it will be worth doing

something in this particular field of management.

1.4 Rationale of the Study

This study have focused on ditference ol patients' satisfaction and compare
management system in private and gtnernmcnt tertiary health cai'c centi'c anti
to realize what are the points to be praised or corrected in the management
systems. This study would also make clear the management system of these
hospitals. Jhis study has pointed out the problems and suggested measures for

improvement in health care delivery systems.
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In a lei‘iiary level hospital, patients used to have got the services from doeiors.
nurses, ward boys etc. on the ground of prescriptions, suggestion. (Xir health
earc systems are delivering services, but ihere is no role of consumers in this
regard. Servicc delivery system rarely botiiers for paiients’ or consumers'
altitude, needs or opinion. This study \vc>uld bring out the scrvice system in the
court oJ consumers. Health care system should he contributorv. '['his siudv aims
at to discover the new era. as consumers' (Patients) opinion will justily the
system and will compare the services between govt, and private sector hospital.
Government sector used to be careless on the one hand, and private sector is
expensive on the other, i'he study would evaluate the nature of doctor-patienl.
and nurse-patient relationship. 'I'his study would also evaluate the service as a
whole and in ditlerent branches. 'I'his careful evaluation would help in liilure

planning and managing of these institutes.

i.5 Objectives and Inipiicati{>ii of the Study

1.5.1 Objectives of the present study are as Ibllows:

1. (jiellci-il O bjecti\es:
I'o0 make a comparative evaluation of the services provided by the private

and the public hospitals in terms of patient satisfaction and llnal ouiconie.

2. Specific Objectives:
a) To compare the patients' level of satisfaction with doctors' services

between private and public hospitals in temis of care given, availabihty.



b)

c)

d)

e)

g)
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co-operative atliiude. qgimlily ol' services, regular visits and gi\iii<i
regular inlbrmation to patients about prognosis ofthe disease.
lo compare the patients’ level of satisfaction with niirses' services in
terms of care given by them, availability, punciualitv. gentilitv Si
sympathy, sincerity and maintaining cleanliness.

'I'o compare the management oi' medicine in terms of regular supplies
and supply of emergency medicines.

'I'o make a comparative evaluation of services at the reception sections
between the private and public hospitals in terms of gentilitv &
.sympathy, courtesy, conduct of receptionist, cooperative attitude and
open communication between the service-provider and client.

To compare the cleanliness status of the two t>-pes of ht)spitals with
respect to discrete activities like ht)spital cleanliness, ward/cabin
cleanliness, toilet cleanliness and operation theatre (O'f) cleanliness.

lo compare the services ot w'ard boy / aya / cleaners between tiie [irivate
and public hospitals in terms of working skill, conduct, availabiiitv in
times of need of the patient, maintenance of personal hvgiene and
gentility.

To compare the services of other support/auxiliaiy staff between the
private and public hospitals in respect of discrete activities like

punctualit)', courtesy, working skill, and gentilitv'.
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h) To make a comparative staiement ol'mi,inageincnt ol'clecirieiiy bciwecn
private and public hospitals in terms ot'regular supply ol'electricity and
provision ol'eniergency suppK in case of failure of regular supply.

i) 1’0 compare the laboratory services between private and public hospitals
in temis of provision of essentia! laboratory services, gentilit} &
sytiipathy of liie laborator\ staff, cleanliness of laborator\- and use of

modern equipments.

1.5.2 Implication of the Stiuly:

lhe ultimate objective ol the study is to provide necessary information, which

ctjuld be u.seful for:

1

lhe planners and policy-makers for making appropriate decision in order to
improve the situation prevailing in both private and public hospitals.

The managers of the hospitals to implement the plan in most efllicient way
possible.

The researchers of the nuinagemcnt Held as well as of the related Held lo
undertake further study to till in gaps in information in the concerned

discipline,
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1. 6 Limitations of the Study:

Like most of the social sludies, ihc present study also was not wvvilhoul

limitations. I'lie limitations tiiat the researcher had to facc were;

L The places were selected purposively considering the convenience W the
researcher and without employing any statistical procedure, This might
have alTected the result of the study. Had the plaecs been selected foliowing
strict statistical procedure, a more representative stud\ population would
have been available and the study conducted on sample drawn from such
population might have been different from ihal obtained iVoni the present
study.

2. Despite all out intentions and ctTorts to collect same number of respondents
in both the groups (KO in each group), it had not been pt)ssiblc to collect the
required number for either group, particularly in the public group, l-iecause
of non-cooperation of the staff as well as of the patients, the sample drav\ii
was less than half than that drawn from lhe private group. .As the sizes of
the samples drawn from two different populations were widely different, it
might have alTected the comparahilily of the variables belueen the Ivio
populations.

3. I'ne respondents selected in the public group were all from medicine ward:
whereas respondents selected in the private group were both from medicine

and surgerv' ward.
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CHAPTER-2

LITERATURE REVIEW

2.1 I he Functions of Hospital

Wn o defines a hospital as an integral part ol'a social and nicdieal organisation,
the function ol' wvhicli is to provide for the population coniplelc health care,
both curative and preventive, and whose out patient ser\ ice.s reach out to the
lamily and its home environment: the hospital is also a centre for the training of

health workers and bio-social research.

Heinz Weihrieh and Harold K.oont/ defines management as the process of

designing and maintaining an environment in which individuals. VMirking

together in groups, enieicntly accomplish selected aims. This basic definition

needs to be expanded:

1 -As managerial people carry out the managerial functions of planning,
organizing. statTing. leading, and controlling.

2. Management applies to any kind of\)rganization.

1 It applies to managers at all organizational levels.

4. The aim o fall managers is the same to create a surplus.

5. Managing is concerned with productivity; this implies ciTectiveness and

efficiency.
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Keeping in view ihc Lxiard social responsibilities and WHO deHnilion o!"
hospiUil. today there is no scope to consider hospital just mere a workshop to
repair or cure disieases. The hospitals play an important role in inainiaining and
restoring the health of all members of the coniinunit>. Moretiver. it has lo look
after comprehensive community health care programmes and should start
lunctioning as health centres. The llinctions of the modern liospita! are
essentially four.
1 C'are of the sick and injured.
2. Education of physicians, nurses and other personnel.
j. 1"iblie health / community health; i.e. prevention of disease.s and promotion
of liea lth.
4. Advancement of research in seientiHc medicine.
S\cct>rding to WHO. the functions of hospital for the delivery orcomprehensive
community health care are given as under:
1 Curative or Restorative: Diagnosis, treatment, rehabilitation and to provide
emergency medical care Ibr both sick and injured.
2. Prevention of disease and promotion of health: Super\ ision of general pregnancy
immuni/iition. and control of communicable and non-communicable disea.ses like
cardiovascular liroblems. diabetes etc. and health education.
3. Education and research: Education and training of medical staff, under anil

postgraduate nurses and other paramedical staff
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4. Prolbssional Supporl; (a) Intellectual and prolessional suppoi'i need lo be
provided tt) medical practitioners at stipulated cost, (b) To become a pan ol' primarx’

health ctuv (INi 1C) programme, everv hospital needs to lake some role, such as:

1 To provide support to 1*HC programme.
O Il'o promote community health development action
j Basic and continuing education to health workers engaged in PMC.

O Research on PI IC programme with a view to remove barriers.

2.2 Hospital Manager and ManaKt”~rial Role in Hospital

Hospital managers are those personnel appointed to the positions of authority
afid direct the WDrk ellorts ol others. 1lhey are respiuisiblc for IUilisation ol
i-esources and are accountable for speciilc work results. Keeping in view the
above delination. it may be noted that personnel having designates Matnin.
Dietician. Quarter Master and .Medical Officer in charge of health centre, arc

all hospital managers.

All hospital managers arc engaged in planning, decision making, organising,
stafling. directing and controlling. They also perform other activitie.s related tt)
or altccting accomplishment ol'work and organisational objectives that do not
readily fall within the functional classification. [I'heir roles and their stib-
classillcations fall under interperst)nal. informational and decision making roles

(enrv: 1975).
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1L intkrpersonal roles
i) Mgure head: (ireeling vi.sitors. signing level docunient.s. ribbon culling lor a
new wing.
b) Liaison: F-ormal and inlbrmal eontaels beyond ihe vertical chain of
command inside the organisation as well as outside contacts.

c) Inlluence; Activities inherent in the directing lunclion namely, motivating

people and leadership.

2. INFORMATIOINAL ROLES

a) Monitor and Uisseniinator: fi\ virtue of managers’ interpersonal contact he
emerges as nerve centre of that unit. He gathers inlbrmation and fdici-. evaluate
and choose to react or act including whether to disseminate.

b) Spokesman: Make speeches to outside groups, reprcsenl their organisation to

tithers.

3. DKCISION MAKER ROLES
a) Change agent

b) Disturbance handler/ Resource allocator/ N'eizoiiator

Level ofposition in Kinds of .Manager i)egrees of autlioril}
I lierarchy scope of rcsponsibilit\-
Iliuh Senior Manager Large
Middle Mid-level Manager -Medium
l.ower First line Manager Small

Conceptual

Technical

-And

llunian relation Skill

Fi". 1 Kinds of managers

IS



Dhaka University Institutional Repository

2.3 Mnna«t'i iiU Skills;

This is ihe very important way separating the kinds of managers. It is
generally based on the degree to which they apply certain skills. Dii'terenl

manasieria! skills are discussed as under:

Human
fReIation S
MID li;v];l
ma\ agi:r
Conceptual

FIRS'r I.INK
manacji;r
MANACIIiR

Fi”. 2: Relative skills for dift'erent managemcnl level
1 C.onceptual skill: It means understanding of organisational function as a
whole e.g. hospital functioning and how the different systems and sub-
systems depend and related to one another. Hospital manager nursi
understand the quality ol’patient eare in his hospital.
2. Human relation Skill: It is the ability lo work with other people
amicably. It is the vital part of the Job ol'all managers regardless ol'lexcl

or function.
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3. Technical Skill: II is imporlanl lo note Lhal all managers use human
relation skills, because they accomplish work through people, Ilowcver
relative degree or intensity Cor each vary depending on the nature ol’
particular job. scope ot responsibility, work activity, number, types and
skills of subordinate reporting to the manager (.lobn: 1769; Koonl/:
19H4). Top levels or senior managers use conceptual skill to a larger
degree in performing their jobs than do niidlevel or llrst-line managers,
First-line managers generally u.se more technical skills than either mid-
level or top-level managers. Relative needs for various skill as shown in
ligure 2 indicate that lower level manager needs substantial technical
skilk moderate amount of human relations skill and very little amount of
conceptual skill. Mid-level managers need substantial human skill, but
only moderate amount of technical and conceptual .skill. Fina!l\. higher
management needs substantial conceptual skills, moderate amount of

human skills and lesser amount oftechnical skills (Robbins: 1954).

2.4 Problems ;uid Deficiencies of Mealtli Care Service.s in Uan'l:uiesh

1. Miiniioemenl Prohiems: There have been little application of modern
management techniques or practices in running the adequate hospital
services. As a result, the sy.stem of improved patents care and monitoring is

hardly eftective.
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Diic lo shortage ol requisilc tmiiied personnel, hospitals and health eomplcN:e.s
are poorly managed. .All dellned levels of aulhorily and inadequate local
aecountabilit)- create eonfusion in the management system.
Ai the [)istrict (leneral ilealth Service (DGIIS) head quarter level, project
monitoring and evaluation is inadequate. .At district level, the abolition of the
pi)sls ol Additional Civil Surgeon and reduction of other posts arc also

responsible to some extent for deficient projeet management and monitoring.

2. Orf-iuii/.atkmiil problem.s: fhe bifurcation of health and family planning
brought about a lack of coordinatioit between the two. Though there was
agreement in policy that the services pi'ovided by the pei'sonnel of the two
wings were to be effectively coordinated and integrated, the actual modalities
of achieving this objective are not fully defined at the district and divisional
level v\here the two wings arc completely separated. Because of these
anomalies, the services at the gras.s root level Including vital PNC scrxices like
Maternal and Child Mealth (VICI-1) care suffer (Khaleda and Anisul: 1792,
SLRO: 19<57).

3. Uiisarisfactory Litili/atioii of Exi.sting Kmuilitie."*: Utili/alion of existing
facilitates in the rural areas is not .satisfaclory. 1he bed utilization rale in the
district hospitals, medical colleges and the post-graduate institute hospitals is
over 100%. While in the fhana Health Complexes, it is only 50"/, k, 6()'/j. 1his
is not due to less morbidity in the rural areas, rather it is a rellection tif
generally pooi' quality of services arising out of inadequate technical and

management support coupled with insufficient essential supplies and
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mainlenance. Ilherctore, the peripheral rural institutions can not create

conlldcnce among the local clients who bypass such institutions, causing
overcrowding in the large urban hospitals,
I he qualitv and coverage of the population by primary health is nt>t up to

expectation. Mcalth facilities to date cover only 30% oTthe total population.

SECRL'IARY
IEAI/IT

Village FWA

A
Fio.3: The infrastructure under the Ministry of Health and Family I'lanning

(MOII and i-1»)

DCiii- District Cicneral Health Services.
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DI)i 1- Deputy District of Ilealth Service.

CS- Civil Surgeon.

111 - 1lealth Inspector

MO- Medical Officer

HA- liealth Assistant

I1IFP-l1hana 1lealth and i‘aniily I’'lanning Ollker

AHI- Assistant | lealth Inspector.

DDI'i>-Dcputy Dte FP

FIH_)-}-'amily Planning Officer

FW'V-Faniily Weltare Visitor

FW,'\-Faniily Welfare Asst.

4. Other DeficiencicM

(a)

(b)

(c)

Most ol tlie 'I'l ICS still lack essential physical anti functional facilities.
Similarly the di.strict level hospitals suffer from inadequaie facilities as
manpower.

RcteiTai system with clearly spell-out linkage and communication could
not >'et been established between THCS and district hospitals as well as
national level specialised institutions.

In Bangladesh the dt)ctor/ population ratio is llealth inspector
population ratio is 1:72666 and the medical assistant / population ratio is
;25060 (Khalada and Anisul: 1992). These Hgures suggest that the
present programmes are of curative bias. Similarly, in the case t)f bed

utilisation and population coverage, only 10% of the total bed facilities

23



(d)

(e)

Dhaka University Institutional Repository
arc in ihe rural areas where 87% of the population lives. Rural people do
not know liow go lo belter hospitals for better treaiinent. a [irobleni
compounded by the lack of a referral system (KhaiaUa and Anisul:
1992).

Since it is assumed that curative treatment is urban- biased and
preventive treatment is rural biased, the dilTcrenee belvveen preventive
and curative treatment is that of urban and rural budyets. Close
examination ol'the budget allocation shows gross differences. Very liule
attention has been accorded to PHC. the nucleus of health services, lo
reach the goal of HI-'A by the year 200{). a ciiange ol' siralegx for

equitable distribution of the health budget for PHC is imperative.

It is worth mentioning that Bangladesh is acutely suffering from a
shortage of nurses. The nurse population ratio is 1:2f> 669. The number
of nurses at present is 91.000 which is not enough for the present
requirements. Even Laboratory technicians are going aboard even
though there is a demand Ibr them in the local health network. Doctors
are even changing their medical profession for better facilities and a
secured future. Many of them are keeping Joining other services like
mAdmini.stration. Police. Customs. Finance. Foreign services and other

BCS cadres.

(t) Although 1Jangladesh is one ol'the signatories oi'the .Mma .At;! declai'ation

on PF1C\ in reality the concept of the declaratit>n is not rellected in its liealth
seiA'ice deliveiy systems. About 75% of tlie total expenditure o!‘ health
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budget is for tlic ui'han areas, whcrcaii only 25% t)lI' line health budget

allocated lor 87% of the people who live in rural areas.

2.5 Health Sen ices Administration in BaiiKladesh

I he history of heahh service.s ol Bangladesh, as part ol'the .sub-eontinent. can
be traced back to the 17" Century when the liast India C'ompain came here.
The administraiivc machinery was then meant to govern as a police state from
Kngland and public health was a transferred subject. I'he earK elTorls of health
administration w'ere directed to the alleviation of sufferings due to sicknes.s
mostly catering to the needs of urban cities. Subsequent!} some faciliiies were

extended to small towns in the form of hospitals w'ith few beds (])(<HS: 19S5).

The concept of local bodies came into being in 1816. The aiteniion of local
bodies was drawn in 1888 to their duties in tlie matter ol'sanitation. I'he main
emphasis, however, continued for provision of hospitals and dispensaries. 1he
reports ol the Plague Commission in 1904 recommended lhe strengthening of
public health services and the establishment of laboratories fttr research and (he

preparation of vaccine and sera.

A Health Survey and Developnicnl Committee was formed in 1946. The report
of the committee (popularly known as” Bhore Committee") recommended,
inter alia, integration ol'curative and preventive services, production of "iiasic
Doclors" for the rural heallh institutions and the establishment of rural health

centres.
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A scheme ibr rural health cenirc came into being in 1961. Under this sehenie
one rural health eenlre having 6 maternity beds and with 3 sub-eentrcs was
planned to provide comprehensive health care for every 50.(UK) popukilion. 150
such rural health centres were set up prior to the emergence of Bangladesh as

an independent state (DCJUS: 1985; SERO: 19K7).

It was after liberation that the concept ol’ the Thana 1llealth Complex scheme
evolved which envisaged the establishment of a 3 1bed hospital in each rural
lhana with a view to prtjviding integrated and comprehensive he;ilih care lo liie
Riral population. The scheme also envisaged the strengthening of ihe Direclorale
ol’ Health service and ot' the health administration at ihe various levels.
Subsequently, the Directorate ot'Health Services (J*eventive and Curative) was
reorganized and a unified channel of command w-as established under the
Director-General ol Health Services. It is against this background that the present

organisational set up of health ser\'ices in Bangladesh has emerged.

Since Bangladesh's independence in 1971, the Government has been I'ollowing
a policy of providing comprehensive health care, particularly to the rural
masses that constitute S3% ot the total population. WIiile there is no lormal
document embodying a national health policy; the programmes of the llrsi tlve-
yeai'. the tw'o year and the second Illve-year plans, pursued this overall
objective. In 1977. a 19-point pogramme w'as formulated which outlined the
major objectives ol national socioeconomic development, The provision of

minimum medical care to all and reducing the population growth aie primarv
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concerns ol'the health and the population sectors. The 1S- point poyirammc of

1982 and the 3™ tlve-year plan (1985-90) t'eaffirnied the same priority areas.

2.6 Ooctor-(*atient Relationship

| )octor- patient relationship is an importani area of hospital sociology. This
relationship not only depends on the values and norms of sociei> but also
depends on the vatying environments, h'or example when patients admitted in
hospital, ii is just shifting of sick individual from one environment to the other

environmenl.

i’rom time immemorial health sciences have given suitable apprtviches for
disease control and prevention. In the underdeveloped countries, indigenous
medicine tir doctors are not only credited With specialist knowledge, bui many
also have morale authority due to their role in religion as well as medicine
(flanny; 1981; Patick: 1982). (')octors and patients therefore, occupv social
roles which are culturally determined. In the developed world, the sick role has
been used to describe the expected behavior of patients and at the lime man>
workei's have suggested tliat there are reciprocal attitudes and expectation from
doctors. 1his enables them tt) function effectivcK'. 'fhe.se attitudes are:

1 .Alfcctive neutrality: - It means, standing back from the patient and
maintaining objectivity without becoming emotionally involved.

2. l.iniversalism: - It means regarding all patients as being oi'the same value.
that no medical details such as race or social class do no! inlluence medical

decision.
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3. l'unclional speciHcily; - Il means thal the doctor should only be concurrcd
with those matters which are of direct medical relcvance to the patient.
In lact, the above attitudes are changing due to incurred emphasis ol's\mpath\

and empathy,

2.7 Nurse-Patient Relationship

Hospital deals with sick people where the patients are under the care of
physicians, who are aided by nurses and many other supporting personnel.
Among them nurses are tlie most important. Nurses’ role is ct)nsidered to be as
mediator between physician and patient. Nurses can reduce the snoriahty and
morbidity by their careful practice. Nurse-Patienl relationship is very much
important in case of health care delivery system. When the patient and the
nurse have developed a feeling of mutual trust, the working phase of die nurse
patient relationship has begun and the patient will begin to talk more ireely

about himself.

The nursing service is an impoilant area of hospital management, ['herefore.
for the delivery of satisfactory patient care considerable importance should also
be given to achieve an efficient and well organised nursing staffs. We know
that diseases or ailments always demand for medical treatment, ,As a role
doctors first investigate the illness and then give necessar\- advice, medication
or hospitali/ation. To execute the suggestion/advice given by the doctor,
nursing staffs play dominant role in every stage of care and cure (th'ani: 1973;

Rakich: 1985). Diseases also produce some sort of dependency lor patient care.
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I'or example for personal service cif patient in hospital, it is also carried out b\

the nursing slafl'.

In view of' ihc above, for acquiring the satisfactory community's image of the
hospital a nursing slalT should have the following objectives as far as patients'
care is concerned:

1 Provision oi timely medicines and other instructions.

2. To check the food adequacy and cleanliness of linen.

3. Disinfection of floors and other neccssary equipment.

4. lo provide adequate privacy of the patients when neetled.

5. When necessary patient should be treated with due dignits' and respect,
looked after his personal needs or requirement.

6. Carry out and e.xecute Laborator>- and other investigations as per written or

verbal instructions.

2.SDietary Manageincut In Hospital

Dietary service is one of the most important services in a hospital, t*llicicnt
dietar>- management could elevate the mood of the patients, as well as pla\'s a
vital role in patients care. Adequate dietary services not only improve the
patient caie but also create a gooti impression ol the hospital. Il ihe footl havin”
nutritive values, well prepared and is served properly the patient will leave the
hospital with satisfaction. The I'ood service produces expenditure of about one
filth of the total cost of the hospital care. I'hus the management has to give

serious considerations on proper planning of facilities, organisation, staffing

2)
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orienlalion and irainitig ol‘ food handlers, acceptable method of Ibod

purchasing handiing. preparation and services etc.

PI'RPOSE-: & IMPORTANCE OF DIKTARY SEKVICK

1 [he purposes of dietary sen ice are:
a) The preparation of nutrilionally adequate, attraclive meals in a scientific
and sanitar>' way.
b) To serve in an aesthetic manner.
e) lo make the service economic & elTective.
2 Iniportanee orjietar”™ scr\ ices are:
a) Important for the treatment of the patients.
b) It is a pan of his total care.
c) Adequate diet helps in quick recovery of the patient.
d) It creates a good impression to the visitors.

e) Proper food service gives a psychological moral boosting to the patient.

FI .NCI IONSOF DIKTARYV SI™RVIC ES

1) Selection and piircliase of food:
The dietician should be solely responsible for requisitioning ol'i'ood and
dietary supplies, which the purchasing agents purchase. There shtHild be
policy Ibr the source of purchase and the method ol' purchase, food
standards should be specilied before purchase. Receiving food, checking
qgualit\ and weight and rejecting food which does not mecl the standard

are the important elements of purchasing.
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Receipt and stonige:

Receiving area should he nearer to the food service departinenl. The
entrance will be loealed where Ihe noise of trucks will nol Llislui'h ihe
patients. A platform scale is esseniial in the receiving area. lhe storage
space will be required depending upon the system of obtaining supplies.
In st)me places everything is received daily from the contractor and in
other places perishable items are received daily & edible oil etc are held

in stt>cl< for certain period.

I’rci):ir:ition & distrihuliun of food,;

Preliminary preparation of food involves peeling, washing, soaking,
cutting and sorting ol'food before being sent to the cooks unit. The main
kitchen drives it supplies from stores, and refrigeraiors as well as from
preparation room. ,'\fter completion of cooking this unit issues fot)d to

the service room for the distribution.

Distribution of food may be centralised, decentralisetl oi' combinatitm oj'
both. In centralised system all foods are prepared and cooked in tlie
niLiin kitchen and the food trays set up. served then conveyed to the
tloors by trolley. In a decentralised service, food is cooked in the main
kitchen and transferred in bulk to patient areas where the iravs arc

served either in a tloor panU'v or at :he patienLs' bedside.

Sanitation, eleanline.ss, personal hygiene of food handlers:
a) Regular cleaning schedule and periodic inspection of dietary utensils.
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h) [criodic health examination of the food handlers should he eari'ied
out. They nuist ehange their dress before entering into tlie kilehen.
e) SanitaiT method tor handhng and disposal of garbage and wastes
should be established. The wastage of food should not exceed 10-12 o/
per capita per day. More than this will indicate extravagant use of
supplied or the poor quality of food.
d) Sanitar>' regulations for proeureniciit, storing, preparation and service
of food should be enforced.

e) Protection of food from dogs, eats, rodents ajui other animals.

.Monu plinmintr including spccial diet:
Menu should be planned in advance. The meals should supple the
physiological needs and should appeal to the patients. Special diets like

diabetes diet or formula diet needs the attention of the dietician.

2.9 Hospitals as Health Centres; A Newly Emer<>in}j Concept:

All modern hospitals will tunelion as health centres. It is an important concept
ol health development and its impact has been fell relatively reccntlv bv maiiv
health professionals. During the year 1965 it was felt that hospitals shoLild
function as health centres (Pandit: 1992). Since the stale has direct
lesponsibility for the provision ol basic healtii services through the tnediLini of

priniar_\- health centres (Park & K.A: 1989). the hospital should no longer
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remains lo be an ivon tower ol' disease in a ci)innuinil>One great

iiliovenient was loiinched ii\ this regard.

Many experts opined the fact that a general liospital can't work in isolation; it
must be a part of social and medical syslem that provides comprehensive health
care. Afterwards man>‘other expert committees recommended that the role and
functions of hospital needs lo be changed radically. The Internationa!
confcrencc on hospital and PtIC in Karachi in 1981 has recommended Ilhal
hospitals should have an imporutnt role in fostering and encouraging the
growth ol Pile (Pandit: 1992 & WHO; CIFA; 1981). The trend is and should
progressively be of “Hospitals wiihout walls" so that accunuilatcd wisdom and
skills may How out ol'them for ihe benefit and wider use of the common man
who really is in vast majority and has unmet health needs (WHO & CII-A

198 1).

It has already been stated that, apart from the treatment of individual patients
hospitals should be involved in the planning, co-ordination and evaluation of
the main components of PHC’. Hospitals can play a vital role in different types

of programmes as under:

1 I’io"r:)inint’s confined to h<i.s|)ital paticnt.s and their lainilies such as health
education in hospitals.

2. CoMprchumnsi™mc’ PHC programme' e.g. when hospitals as like as health
centres arc given tasks of total health care within a defined geographical area.

Pl 1C programmes such as immuni/.atitin. nutrition and MCI | & | P.
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3. Coninumity dcvelopmcMit programme, community parlicipalion. including
comprehcnsivf iiclions to proniolc health. Thus hospitals as hcallh ccntrcs must
become involved at the most lundamenlal level oi' health promotioti and

disease prevention.

2.10 llospit:)! Acquired Infection

Hospital acquired infedion is also known as nosocomial inlection. This t\ pe of
infections usualK occurs when patient slay in hospital. In under- developed
worlds ii is considered as an important problem in most hospitals. liven in the
developed countries, despite improvement in hygiene and sanitation, hospital
acquired infection lends to be high (Park and Park: 19K0). Considering the
e.xtensive efforts of hospital towards infection control, the eflicacN' of such
procedures is ol'highly imporlanl.

For the control and prevention of hospital acquired infection there should have
a infection control committee. Its purpose is to formulate policies regarding
admission of infectious cases, notification, isolation, hospital cleaning, and
disintection procedures. General control and prevenlion arc being discussed in

relevance to the three epidemiological factors as tinder:

1 ISOL.ATION: Isolation is done in special wards. In injectii>us wards/ unit
there are three types of ward ilesign,
a) Chambi'r ward: Where patients arc separated by full partitions fmm
lloor to ceiling

b) Cubicle ward: It is a make shift arrangement for temporary purpose.
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c¢) Opon wards; In open wards it is difficult to prevent cross infection

2 ROII 1p.s O- SFRKAI)

a) Hiiiul washing: It is the most significant way Lo control and prevent hospital
intcclion. Hand washing with soap and water is always a simple and major
aspect to prevent the spread.

b) Disinfection: Hospital linen used h\ the patients, patient's urine, faces and
sputum should be properly disinfected.

c) Droplet infection: It can be prevented by the u.se of face masks, bed spacing
and reducing unnecessary hospital visitors. Prevention of over crowding b\
ensuring a minimum Hoor space of 144 sq. feel per patient. Control of dust and

ensuring adequate ventilation would yield better dividends.

3. DISINECTION:

iJntil fairly recent times disinfection plays an imporlanl role in protecting and
maintaining the healthful hospital environment (Slerili/alion Australia). A
cli.sinfectiint is an agent which destroys disease producing micro-organism, but
not usualK' bacterial spores, not necessary Kills all. but reduce them lo a level

not ntnmally harmful to health i.e. phenol. Lysol.

2.11 Hospital Sanitation

Mospital sanitation is a mo.st neglected and diftlcult part of the managerial
process. The sanitation and hygiene are closely associated wilh iiifeciion
control and the same is highly important lo reduce hospital ha/ards i.e. hospital

acquired infection. The later term is used to mean for acquiring inlection by a
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palicni during his stay in hospital. liicrelbre, it increases tliu suClering oi'soine

patients, as well as length and cost of their stay.

Il may he noted here that entire responsibility Cor the cleaning of a hospital lies
with commanding officer (CO) or dirccior of that hospital. He has the real tasks
oi co-ordi[iating the cleanliness and sanitary works of all maintenance staff and
cleaners. All categories of maintenance staff shall pay their vital role in
hospital cleaning. Cleaning is a useful method of disinfectioiK It does not kill
organism but remove the risks oi'danger. A clean hospital is safer than a dirtv

one(Mourer; 1985; Connins; 1972; Ayliffc; 1967).

2.12 lhe Concept of Patient Satisfiiction
Susie i.indcr-Pel/ (1982) defines patient .satisfaction as-"the individuai’s

positive evaluations of distinct dimensions of health care”.

There is general agreement that client satisfaction is an integral component <
service quality. Argument has been offered that the cirectivencss of health care
is determined, in some degree, by consumers' satisfactitni with the service
provided. Support for this view has been found in studies that have rcfiortCLI
that a .sati.slled patient is more likely to comply with the medical treatment
prescribed, to produce medically relevant information to the provider, and to

continue using medical services (Ware et al. 1983: ,\haron>' and Strasscr: 199.i)

Health Action .Journal (1996) dclined the quality assessment as the proccss of

determining w-hcther goods or services reach an established standard. The
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Ljualit> assurance is a managcmenl system, which builtis quality asscssnicm,
moniloring and improving iiUo normal working practices. The qualit)
assurance strategies have been developed in Hurope and 1'SA. I'hc most widely
used model includes:

I'otal qualit} management, hospital accreditioii, medical/ clinical audit,
consumer satisfaction, prole.ssional standards and dimensions of quality,

Moi-e recently, in both USA and Europe, providers have also been tui'ning

towards approaches that attempt to measure the views of users,

David Armstrong and Richard Savage (1990) slated. "DiscLission about how
the qualitv of health care should be measured increasingly include patient
satisfaction as one of the important dimensions". The lack of attention to the
meaning of the construct "patient satisfaction™ has been as the greatest single
II)W in patient satisfaction research. l.ogically, discussions on conccptual and
theoretical issues should come before measurement but the opposite has been
the case with patient satisfaction research. Satisfaction ratings rellect three
variables: the personal preferences of the patient, the patient's e.\pectatioiis and
the realities of care received. Satisfaction with the realities of eare received is
affected by many different components of that care. Patient variables including
patient cliaracteristics and expectation are referred to as determination of
satisfaction, while care variables are referred to as the components ol
satisfaction (Sitzia J & Wood: 1997).

Ray fit/patric (1991) also exerts that there are three reasons why health

professionals should take patient satisfaction seriously as a measurement.
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Firstly, lliere is convincing evidence that satistaclion is an important outcome
measure, it may tie a predictor ol vvhelher patients t'bllow their rect)inineiided
treatment and change llieir provider of liealtJi care. Secondly, patient
satisfaction is an increasingly usellil manure in asses.sing consuitalions and
patterns ol' communication (such as ihc succcss of giving information, of
involving the patient in decision about earc, and of reassuruncc.) 'I’hirdly,
patient tecdback can be used systematically to choose between allernative
methods of organizing or providing health carc. Evidence has also begun to
emerge that satisfaction is related to improvements in health status.
Ann liowling mentions that health ser\ ice outcomes are the effects of health
services on patients' health as well as patients' evaluation of their health carc.
Donabedian (1980) defined health outcomes as a change as a result of
antecedent health care. Lohr (198H) defined outcome in relatioii to death,
disabilitv', disease, discomfort, disfunction and argued that measurement
instrument should focus on each of these concepts. However, the trend now is
to incoiporate positive indicators (degrees ol' well-being, ability, comfort,
satisfaction), rather than to focus entirely on negative aspects. 1llealth and ill
health is a consequence of the interaction of social, psvchological and
biological events. Thus each of these elements requires measurement in
relation to patients' perceived health status and health rekited Ljuality of lile;
reduced symptoms and toxicity; and patients 'satisfaction with treatment and
outcome (Research Methods in Investigating Health and Health Services {Open

University Press; 1997],
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S\ed Saad Andaleeh {2001) stated, ” patient perceptions, espcciaii> about scrvice
giialitv'. might shape confidence ami subsequent behavior with regai'd to choice anl
usage of the available health earc I'acilities is i-ellccted in the lact tlial mans® patients
avoid liie system or avail it onh as a measure of last resoil.”“ I’alients’ \'oice must
begin to play a greater role in the design of health care seivice Lleliveiy process in

the developing countries {Open University press: 1999).

I’he health care delivery system in Bangladesh faces three major challenges-
iirstly, improving quality, secondly, increasing access and thii'dlv- reducing
cost. There is growing evidence that the perceived qualitv of medical care
services has a relatively greater intliicncc on patient behaviors {satisfaction,
relerrals, choice, usage, ctc) compared to access and cost. In Bangladesh
budgetarv’ allocations to health care were increased between 1991/92 and
1994/95 by almost 75 million USS. The proportion of (i) allocated to this
sector was more than doubled between 1985/86 and 1995/96. In addition,
private sector health care has also been encouraged since 19(S2. leading to
establishment of 346 private hospitals in the countr\ b\ June 1996 (khan:
1996). liven with these iniprovements in access & allocation, however, tiiere is
evidence that those who can aflbrd it are obtaining health care services in
neighboring countries. The burden it places on the country's foreign exchange
is also not insignificant about 10 billion taka (Khan: 1996), Despite the
overwhelming personal cost and inconveniences of going abroad, people in
need of health care are doing so. In the process they are conveying a staring

message: they want quality sei'vices.
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Ileallh proleiisionals try lo estimate patients' satisfaction level through iiurvcys.
ihev usually seem to estimate greater levels of dissatislaction in jiatients than
surveys disclose. Virtuallx' all surveys indicate only a feu patients who express
negative views about any particular issue. (.)ne assumption conunonl>- made h\
health professionals is that surveys will uncover widespread dissatisfaction,
w'hereas in practice the opposite ol'ten is true. Fitzpatrick (19S4) put forward
lour distinct IUnctions of patient satisfaction measurement- understanding palients
experiences of care, promoting cooperation with treatment, identifying problems in
health care iind evaluation of medical Ccire. Bui there seem essentially three:
satisiaction w'ork can simply describe health care services from patients point of
view, problem areas can be isolated and ideas towards solutions may be generated.

t:\aluation of health otre is regarded h\- many as the most impoi'tant function ol

patient saiislaction research (Sity.ia .1 & Wood: 1997).

in the last few decades a wide range of activities have been performed in tirder
to assure and improve quality’ of health care. In this respect more more
attention is being given to contribution patients can make. Several methods til'
such contribution have been proposed like systematic complaint evaluation,
patient participation in governing bodies, inspection by patients committees,
and patients report (salistaction research).

I’atients* satisfactions can either:

i Be ameans ofachieving quality care,

j Be the outcome of the care provided.
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j Re Hii iiidicaU)]- of those aspects t)I’care than can he improved, (hi case
of dissatislaction).
j Be used for evaluating the quahty of care by means of previoiisK
detcMiiincd target values.
Brian Williams (1994) states. "Consumer satisfaction has gained recognition as
a measure of quality in nian\- public sector services. It is at present considered
an important outcome measure for health care services. Patients nia>' have a
complete set of important and relevant beliefs, which cannot be embodied in
terms of expressions of satisfaction to ascetlain fiieaninglully the (XTception &
experience of patients. Reseai'ch must be conducted lo idesitily the ways & lemis in
which those patients perceive & evaluate that scA'ice” (Wiltiiuns B: 1994). l.indei-pel/.
(1982) said. “Patient satisfaction is a positive attitude w'hich is related to both
patients beliefs that the care possess certain attributes and to patients' evaluation of
those attributes.” Attributes can be seen as distinct dimensions of health care (cost.

con\enience, efliciency. access etc) (Fit/.patrick R, Survey: 1991).

Satisfaction is based on two pieces of information - Belief strength and (Ij
evaluation of dimensions of care. Veiy litlle satisfaction has been explained in
terms of expectations and values despite ihei'e being some cori'elation. Satisfaction
has been shown to be positiveK related lo age, a finding that might be expccted if
the traditional I\ passive ['ole predtiminates among the elderl) as cjpposed to the

more consumerist-oriented role among younger generations {lJnder-pel/: 19S2),
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Susie Linder-Pelz (1982) mentioned that dcterminanis of palienl?;' sulistliction
are his/her attiludes, perceptions prior to experiencing lliat earc. I'ive social
psychological variables alTecl satisfaction rating and define patient satisfaction
sueli as cxpectalion, value, entitlement, occurrences and interpersonal
comparison. Satisfaction is always relative; satisfaction rates change when
standards of comparison or expectation change even though the object ul
e\aluation may stay constant, fhus satisfaction measures are quite distinct
from objective evaluations 0)' occurrences. At best, satisiaetion measures can

be reliable indicators of individuals' relative evaluation of those occurrences.

Most of the research on satisfaclion has focused on the construct either as a
dependent variable (determined by patient and service character) or as an
independent variable (predictive of subsequent behavior), in either case the
research has been primarily i“robleni-oriented. its purpose is to provide dala on
the basis of which practical conclusions can be dawn b\ administration,

practitioners & consumer groups in a variety ol'health care settings.

2.13 Dimensions of Siitisfactidn

Patient satisiaetion is related to a number of dimensions: humaneness,
information giving, overall quality, competence, bureaucracy, access, cost,
tacility. outcome, continuity, attention to psychosocial problems, etc,
(Fitzpatrick R. Survey; 1991).

Fxpectations emerge repeatedly as having a fundamental role in expression of

satisfaction. Abramovvitz et al. (19S7) found that ntu only can patient held
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differenl cxpeclalions for dilTerent aspccts of care but thal oxpeclalion and
satisfaction with specific aspccts or care play independent roles in predictiiig
patient satisl'action. fhe more (he doctors’ performance meets patients’
expectalions. Ilie more satisfied the patients will be with the physicians’

services. Patients witii lowrr expectation tend to be more satisfied.

Stemst)n and Webb (1975) identified three categories of expectations:
"Hackground", sinteraction” and "Action". Background expectations resulting
from accumulated learning of the consultation/treatment process, interaction
expectations refer to patients' expectation regarding the exchange, which will
lake place \vith their doctor, I-'xpectations about the action the doctor will take
such as presiding, referral or advice arc action expectation of the three

interaction expectatitMi are regarded as the most important.

There is iiowever. evidence tliat expectation vai'v according to knowledge and
prior experience, increasing quality of' care raises expectation. As a result of
increasing expectation high levels of qualit)' of care may gradualN beci)me

associated with k)wer levels of satisfaction (Sitzia ,1&\Vood:

2.14 l‘iitient Cliaructenstics

It is commonly believed that satisl'action with health care may he dependent
upon variables such as social class, marital status, gender and age. A .Meta
analysis or work reported betbre 1989, however, concluded that socio-
demographic characteristic is at best a minor predictor of satislaction. f.vidence
from various countries suggests that older people tend to be nuire satisfied with
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health care than do younger people. Younger palicius were also less likel \ to
comply wiih prescriptions or medical advice. L'ducational attainment has been
identilled as having a signillcanl bearing on satislaction. the trend being that
greater satisfaction is associated with lower levels of education (Hall and
Dornan: 1990). The relationship between satisfaction and social class is less
consistent. Hall and Dornan (1990) viewed social slaius as having "nearh
significant relations” with satisfaction, but as grealer satistaelion was
associated with higher social status the authors added that it was "Perplexing™

to say the least.

It has generally been found that patients’ gender does not affect satisfaction
values. L.awler found that satisfaction w'as associated with yoiinger female
physicians, least satisfied were male patients examined by younger female
ph\sician (ilall et al: 1994). F.thnic origin is perhaps one of the most complex
determinant characteristics. I'rom the US there is evidence that whites are. t)n
the whole, more satisfied than non-whites. Jain found that choice of doctor wa.s
determined more by the proximity of the patients home to the practice premises
than by ethnic consideration (Fitzpatrick R. Survey: 1991 & Hall 1& Dorman:

1990).

2.15 Psycho-Social Deteriniiiant.s
A number of observers have suggested that jiatients ma\- be reluctant to complain

for fear of unfavorable treatment in ihe future. Similarly, i'atients evaluations of
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seiA'ices may in some cases reflect a sensiiivirv' to the Uavsihome effect” which
postuiiUes that additional attention implicit in the data colicciion process and the
apparent concern of the research sponsors about the patients icvcl of satislaction
are likely to lead to a positive perception of the service and consecjLienlK to
positive ratings, fwo further phenomena are partieularK- inlcivslinu when
considering William's theoiy tliat dissatislaction is only expi'essed when an
extreme negative evens occurs. “Ciraiitude” as a phenomenon is well recognized
as confusing salisfaction results. In UK gratitude has oltcn been associated with

more elderly population (Open University: 19*9).

Componflits of Satisfaction

a. .Abdellah and Levine (1965) attempted an early idcntiilcaiion of key
components, proposing the following adequacv of the facilities,
effecliveness of the organizational structure, professional qualincaiion
and competence of personal and the effect to care on the ctinsumers.

b. Reisser (1975) reported about four components; cost; ct)nvL’nicnce; ihe
providers" personal qualities and the nature of interpersonal relatit)nship;
and the providers' professittnal competence and the peiveised quality of
care received.

¢c. Abramowitz et al. (1987) proposed 10 key areas; medical care,
housekeeping, nursing care, nurses aides, staff explanations of procedure
and treatments, noise level, food, cleanliness services and overall

quality.
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d. The kt'v elements of patient satisfaclion listed b> a group of surgeons
included; expectations, comprehension, participation, ini'ormation and

inlbrmed consent, risk perception and prelerencc (Meredith et al: 1

2.16 Interpt'i soniil Aspect ol'CarL'

Interpersonal aspects of care are regarded as the principal component oS
satistaclion. Two aspects are regarded as particularly important:
communication and empathy. Reassurance, empathy, and iamiliarit \ are
recognized as important aspects of the doctor-patient reiationshiix hut dircet
association with satisfaclion is unproved. There is evidence, however, to show
that while nurses perceive technical competence as the main stay of "high
quality patient care”, patients arc strongly iniluenccd hy nurse' interpersonal
manner. lisliclman (1°>94) found that almost all encounters described In
patients as exceplionalK’ good focused on aspects such as kindness. iViendtiness

& technical aspects of care.

I-'itzpatric (1984) noted that many patients appear to have more confidence in
commenting on convenience, co.st. and doctors' and nurses' personal qualiiics
than in expressing dissatisfaction with medical skill. Stimson and Webb (1975)
propose several reasons why the competence should ntn be seen as absolute,
I-'irstly. the health professional's knowledge is never complete: 1lhe degree o\
knowledge about medicine in general, or a particular medical problem will \ar_\
from practitioner to praetitiiiner, Secondly, physicians can never be certain of the

outcomes of their action, as medicine operates at ihc level of the probable course
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0 j an illness and the probabit' effcci of forluno. Thirdly, the doctor never has
contpleic monopoly over relevant medical knowledge. Patients assume a basic
level of competence in medical procedures undertaken upon them. IT medical
procedures are found to be deficient, this is associated with patient coniplainis-a

clear indicator of dissatislaction with a service (Sitzia 1& Wood: 1997),

I'be dimensions studied by Cathy C'harles in Canada were provider-patient
comtnunicalion. providers' respect for patients' preference, attentivcness to
patients physical needs, education of patient regarding medication and tesls.
quality of relationship between patient and physicianHn-eharge. education and
communication with patients' lamily regarding care, pain management and

hospital discharge planning (Charles C : 1994).

A weak but a statistically signitlcanl relationship was found for age (H-O.10)
and a stronger w'as found .satisfied with the care they received. 'l he association
bclw'cen each of the info factors and satisfaction was considerably sti'onger.
with the strongest correlation between general info and satisfaction (r-0.41),
Perceived control was also found to be strongl>- correlated with
satislaction(r~0,.i6). The inlo received by surgical patients is in impt)rtaiu
determinate patent satisfaction, and suggestive (hat more aitentiim should be

de\ oted to this area (f'o.\ JCj & Storms: 1981).
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2.17 Dt'tenninants of Patient Satisfaction
Fishbine and Ajzcn distinguished attiludes I'rom perception. One type of
perception is belief; beliefs refer to cognition whereas altitude relei's to alfect,
Ikliefs link an object to some attribute. [*coplc differ in their heiiel'.strengths.
Value-expectaney theories of Fishbone & .Ajzen explain the interrelation:
attitude is based on two distinct pieces ol' information-beliel' slrength and

attribute evaluation.

l.awler distinguished discrepancy theory, equity theory and fulllllnient thei)r>.
Satisfaction is the perceived difference between what an individual desires atid
what occurs, h is the dil'ferences between rewards desired and tliose received.

Satisfaction is perceived equity of balance ol'inputs and outputs.

Ihiault & kelley .showed that satisfaction is related lo other perccl|ition
variables- entitlement, attractiveness & alternatives. .An individual rating on
these variables is I'unctions of social inniience process. Varit)Lis antecedent
perceptions and attitude variables has been proposed as e\planator_\ variable.
Some interaction or discrepancy relation among the antecedent variable results

is feelings of satisfaction or dissatisfaction.

Interpersonal comparison seen to be a key determinant of antecedent \ariable
and thereby in the whole process of evaluating. A combination (.if positive
e.xpectation & perceived concrescence will yield the highest satisfaction score,

while positive expectation & negative occurrence the lowest score. Satisfaction
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will be llie greatest vvlien occurrence is perccivcd tt) be as good as or better than

that rcccived b\ others (Hall 1& Dorman; 1990).

The diriercnt dimensions of patient satisfaction are: humaneness, inforniati\encss.
overall qualit\', competence, bureaucracy, access, cost lacililies. outcome,
continuity, altention to psychosticial problems. A full iist t>f dimensions in terms
of which patients' views need to be exLimined would be much large. 1lhe
investigator therefore needs to consider which aspects are relevant to ihc research
question. Studies have been much more likely to include dimensions such as
humanness and intbrmation giving; whci'cas surprisingly, patients' views on

outcomes have been neglected (.Vlichael H. et al: 1999).

It will be Linlikely that surveys will continue to concentrate narrowly on so
called “hotel” aspects of health care, such as entering. I'nhc patients' views will
increasingly be sought on such mattes as information needs; interpersonal, and
organizational aspects of care; and, indeed, the value of medical trcatmenls.
One sludy suggested that patient's views about the technical skills and medical
competence of their personal doctors as expressed in a sur\e> were largch
determined by their perceptions of quite different qualities of the doctor-lhe

extent of friendly and reassuring interper.sonal manners (I-'itzpatrick R: 1991),

The current literature reports greatly inconsistent relationship of socio-
demographic (SD) variables to satisfaction with health care so that attention
has turned away from socio-demographic prediction of salisfaclit)n. 1w'o

inter\ening variables, orientation towards care and condition of care, should
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produce consistency and rellne the role ol'SIl) variables. When an individual’s
condiiion of care match his orientation towards care satistaction results. L.ack
of comparability of expectation and experience duis alter the SI) satislaction
correlations between studies. IT there were one good set of measures, then
dilTerent researchers might obtain stable results. People differ in their
orientation toward care in what the>' want and expect form the health cai
encounter. 1his occurs because people differ in w'hal they believe causes illness
and in their socially patterned responses to illness because of the broader social
and cultural systems in which they exist. Care providers differ in their
conditions of care, including theoretical approaches to care (metaphvsics.
chiropractic, allopathic etc), situation of care (location, speed cost) and
outcomes of care {cure, fining etc). If orientations and conditions are congrucni
people are satisfied, if not. they are dissatisfied. Most people sa> they are
satisfied in almost ail studies even those from less developed countries with

substantial traditional medicines.

Greater satisfaction was significantly associated with greater age and less
education, and marginally significantly associated with being married and
having higher social status scored as a composile variable emphasizing
occupational .status. I'he average magnitude of relations was very small with
age being the strongest correlate of satisfaction (mean p=0.13). No overall
relationship was found for ethnicity, sex, income or lamily size, for all socio-

demographic variables, the distribution of correlations was significanll}
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heterogeneous and slatislical contrast revealed the opcralion dI several

moderating variables (Krupal K. I'ancy: 2000).

2.1S Methods ofSuncy

Acet)rdiiig lo Ray Fil/patrick sune\' should be used to answer a question: ihe
more preeiseK' question is Ibmiulaied. the more suceessful the sur\e\ is iikeK to
pro\'e. The question need nol be in the form of a hypothesis. SLirveys aiv
frequently descriptive in natiire, lo ascertain which aspects oi' care are related to
Ihe highest and lowest level of satisfaction in a given patient group. A broad
consideration is wiiether to gather infonnation by means of a self-compleled
questionnaire or by inlervievv. Il is often ai'giied that an interview will always
‘moutperform” a questionnaire in obtaining sensitive iniormation accuratcK'

(1-it/patrick R: 1991),

Most health care evaluation relies on observational studies, a major drawback
of which is that it is usually impossible to directly atiribute the observed
outcomes to the process ot care as social, economic and other factors can
intluence the course of an illness (Coulter: 1991). It has been argued that onK
population surveys can reveal a failure to provide appropriate services and also
are only means of ascertaining the reasons for low use or non use of services

(Michael H et al: 1999).

Ihe instruments which have been developed to increase patient satisfaction are
primai'ily closed questionnaires with lick-box format. The allure of

questionnaires can be explained b\ their relative cheapness and ease ol
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adminislration. distrust in medicine o(' qualitative research soil data and the
lieed. with performance monitoring to have something hard to measure. liaker
and Whillleld consider that poor questionnaires act as a form of eensorsliip
imposed on patients, fhey give misleading results, limit the opportunitv of
patients to express their concerns about different aspects of care and can
encourage professionals to believe that patients are satislied when the\ are

really highly discontented.

Patient satistaetion questionnaires provide a troubleshooting function. Ihis dose
not mean that current surveys are useless but that they are unnecessarily blunt; il
dissatisfaction is expressed then there is likely to be something varxing with the
service pi'ovision. I'here is eleai'ly need to improve the quality ol'questionnaii-es.
such as by rellecting muliidiniensional facets of satisfaction with more focused
episode specilie questions (Fitzpatrick: 1991), We need to know more about
patient's prior belief, experiences and knowledge of health service as they ma>'
intluence their Judgmenls about satisfaction (Avis et al: 1977). Williams (1994;
1998) goes further arguing tiie need for more qualitative approaches. (Juantitaiive
research by dennition involves a limited ['csponse I'roin a wider number of

participants. But qualitative research enriches such data (Sit/.ia J & Wood: 1997).

Designing questionnaires of patient satisfaction take one of iwo rt)rms; fhe\
ma> be either episode specific or more general in terms oi' the focus of the
questions. Those with more episode specific content tend lo produce more

uniforndy favorable responses from patient compared with somewhat more
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negative views elicited by means of generally worded queslions. One sludv lhai
did directly compare general questions resulted in more variaiion in answers. A
second broad choice of approach is between questions, which direclK ask
about level of satisfaction compared with indirect approaches in which
satisfaction is inferred from the choice of answer. There are no established

advantages to either approach. (Ray Fitzpatrick: 1991).

Most respondents give the iavorable answer to any item about health care, fhis is
a major problem given the overall need to maximize the variabiiity of responses in
an \' stirvey. |herefore most survey questionnaires now favor more than twti
alternative responses pei' question. Moreover, the reliabilitv of items increases as
the number of response alternatives increases.

Level ol satisfaction with doctor-patient communication and involvement in
decisions are sensitive to cliarges in wording. Asking patients if they agree with
a negative description of their hospital experience tends to produce greater
apparent satisfaction than asking il they agree with a positive descriptioti

(Cohen G.Forbes J & Garraw-ay: 1996).

2.19 Conduct of Survey

lwo broad principles need to be adhered to as tar as possible, the anonvmit\
and conlldentiality' ol'the respondents’ answers and the neutrality of the person
gathering the data. Sampling avoids cost, controls potential biases in a smaller

scale sampling procedure. Whatever method is acU>pted. an\ survey will be
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more convincing ij every effort is made lo rccruil initial iion-rei;}xindcnts by

follow-up (Jahan N: 2000).

Sensible anaKsis and interpretation of a survey of patient salistaetioii wil!
require at least two kinds of manipulation of variables, which means that a
computer, and a statistical packagc will be highly desirable. Ihe manipulations
are (a) Combining single satisfaction items into summed scales and (b)
Subgroup analysis. The need for subgroup analysis is a direct consequence of
the effects that demographic, social and t>lher "Background” variables ma\
have on satisfaction. Subgroup analysis has another role in studies ol'patients’
satisfaction imponani relations may emerge only from such analysis. The
survey makes its greatest contribution to knowledge when relations between
variables are claritied and specific in this way and methods of doing this have

been dearly described (Jahan N: 2000).

lhough there are many processes by which patients' views can be elicited and
brought to bear on itnproving health care, there has been disenchantment with
structured questionnaire surveys as Appropriate instrument. Not onl\ are the
problems of ensuring adequate coverage, a high response, and reliable questions
often addressed inadequateh', but the patient populations surveyed nia\' be far
too heterogeneous lo generate information relevant to the heads of specific client
groups. Despite tliese resen'ations it seams likely that structured questionnaire
continue to be used in the health sector as a fairly inexpensive way tif eliciting

opinion, ~miews and preferences ofpatients and the general public.
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It has long been acknowledged that the wording and the prescnlalion of
questionnaire may inHLience response. Levels of salislaetion with doeior-
patienl communication & involvement are sensitive to changes in wording.
Asking patients if they agree with a negative description of their hospital
experience tends to pixiduce greater apparent satisfaction than asking it the>'

agree with a positive description (Cohcn G. Forbes: 1996).

It is unclear how many patients to the itUei'viewed in order to able to obt;iin a valid
picture ot the quality ol’ care provided. Among other things it depends on the
homogeneity of the population & the provided care. li seems plausible tliat the
choice ol a paniciilar procedure can seriously affect the acceptance of a surve \ h>
the patient & physician invt>lvcd. The number of aspects that can be included has
to remain limited. Questions in the form ol'statements to which respondents have
to answei' agree/disagree, seen to be the most discriminative ones. Strikingk there
did not seen to be a connection between number of items & liie le\el of non-
response. Regarding method of interviiew-by mail is most attraeti\-e as far as
optimizing discrimination is concerned but non-response is more in it. (Jral &
written inten'iew yielded similar no-response. Oral had better score with respect to
discrimination but not suited lor large scale. It is worth emphasizing that there is

no gold standard measure of [patient satisfaction (I'it/paU'ick: 1991),
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CHAPTER-3
METHODOLOGY

3.1 Study Design
llaving reviewed tiie literatures a cross sectional comparative design vvas
contemplated to test the hypotheses fonnulated and thus lo attain the ohjectivcs
of'the slLid> .
3.2 Variiiblcs Stuilietl iiiui Operatidiial DcTinifioiis
Operational definitions oi'some temis of impoiiance used in the study are as li)llovvs:
Workiii” skill: The working skill ol' a stalT means to perform his or her
respective aciivitics with requisite accuracy and excellence.
Ciii-ed; The disease/problem for which the patient got admitted in the hospital
was eompletel\- absent at discharge.
Improved: 1'he cardinal complaints of the disease/problem for which the
patient was admitted in the hospital went away but complete eradication of the
disease was not attained at discharge.
letcri(irated: 1he disease / problem for which the patient got admitted in the

hospital worsen during the period of hospital slay.

patient's attendants) and service provider to crcate conlldence upon the client

about the services being pn>vided in the hospital.

Co<iperati\’e .Attitude: fhc attitude of the service providers that makes all the
problems, starting from admission lo discharge, easier and help the client

(patient i patient's attendants) tti feel relaxed.
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Aviiilahility; Availability of sial'f means palicnls gel help [I'roiii ihoin as aiui
when they need.
Quality: Quality means the accuracy, degree or standard with which a certain
activity is to be performed.
Poor: Monihl>- family income of respondent < 2000 Tks. was considered as poor.
Middle Class: .Monthly family income oi’ respondent from 2()()0-150)(J() fks.
was C(>nsidered as middle class.
SoUfiit: Monthly family incojne of respondent  1.5000 Tks. was dclincd as Rich.
Public Hospital: Hospital run by (jovernment fund.
I’riratt’ Hospital: Hospital run b\ personal fund or llind derived from sources
other than (iovernmcnt,
Key variables;
In the present study the services given in the public and private hospitals were
mainK evaluated on the basis of the respondents' (patients') sLitisfaction upon
the services. Kor that purpose the variables that were thought to be of
significance to assess the patients' satisfaction level are staled below. The
variables were studied under two headings, such as. independent variables and

dependent variables.

In(lepeiulent Variables:
lype of hos|)ital:
Public

Private
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Age of the respoiuients:
Sex;
Male
Female
Marital status:
Married
Unmarried
Occupation:

Service

Student

lousiness

Farming

Others

Socio-t'conoiiiie Coiulition:
i”oor
Middle Class
Rich
Type of treatment given:
Operative

C'onservalive
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Depenticnt Variab Ics;
Patients’ Satisfaction on Doctors’ son ices:
Care given

Availability when needed by the patienls

Cooperation to solve the da\ lo day problems

Qualit)' of the Service

kcoular visit
Ciiviny regular information about
Prognosis of the disease
Patients’ Satisfaction on Nurses’ services;
Care given
Availability vvlicn needed
i“unetuality
Gentility & Sympathy
Sincerity

Maintaining cleanliness

Patients’ Satisfaction on Mcdicinc supply:

Regular supply of Medicine

Supply of needed Medicine

I’aticnts’ Satisfaction on services given at the reception:

(.ientilit\- & Sympathy of'the staff at reception
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Courtesy

Conduct of the receptionisl
Cooperative attitude
Open eoniniunication
Patients’ Sntisfaction on C’lcaiilinoss;
Ilospital cleanliness
Ward/Cabin cleanliness
Toilet elcanliness
o r cleanliness
I’aticiUs’ Satisfaction on services of Ward Boy/A> a/Cieaner:
Working skill
C'onduct
Availability when needed
Personal Mygiene maintenance
(ientility
Patients’ Satisfaction on services of other staffs:
Puiictuaiity
Courtesv

Working skill

Gentility

Patients’ Satisfaction on Provision of electricit\:

Regular supply ol'eleetricity

60



Dhaka University Institutional Repository
Provision of twenty foLir hours Generator service tor emerycncy supply
Patients' Satisfaction on Laboratory services

Essential Lab. services

Gentility & Sympathy

Cleanliness of Laboratory

Use ol'.Vlodern Equipnicnls

(JutQllic ot'treatnleiit:

Cured

Improved

Deteriorated

r*eath
OpL'rational tlcrmilions:
Lc'vtl ot satisfaction: 1his was defined as the subjective judgement ol'the
patients upon the quaiity of services given to them by the service providers
during the course of their treatment in ihc given hospital, liach of the discrete
activities rendered by the dilfcrent level ol service pmviders was evaluated on

tile basis of patients' level of satisfaction.

3.3 STiklv I'laces

The study was carried out in Dhaka .Vledical C\>llcge Hospital (a public
hospital) and Crescent Gasiroliver & General Hospital Ltd. (a private hospital).
The above study places were selected lbr:

1 All (he places were within easy reach of the researcher, and
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2. It was L'vident during pi-eliniinary sui'vey for choosiny sludy placcs that

cooperation from these liospitals would be satisfactorv.

3.4 Duraliun of*Stutl>

July 2003 to June 2004 (one year).

3.5 Study Population

All the palienis attending at OPD {Out Patient Department) or adnntled in the
above two hospitals during the period ol' data collection were the stud>
population for the present study.

Satnples:

Respondents were drawn in the samples conveniently from the stud\
population. The same number of respondejits w'ere targeted t(» ix' selected in
both the groups, although, because of non-cooperation of the staffas w'cli as of
the patients in the Dhaka Medical College Hospital, required number of
respondents was not possible to be included in the sample. Lhus in tiie private
group sixty eight respondents were chosen and interviewed, while in ihe public

group only thirty two responLlents were interviewed.

3.6 Hypfttheses

The hypolhesis. which prompted the researcher to conduct this stud>-. were ;is
follows:

Doctors’ Servicos:

I. Doctors of private hospital have nn)re caring attitude than that tif public

hospital.
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2. Doclors of private hospiial are readily available when needed b\ the
patients tlian their counterpart in the public hospital.

3. Joctors of public hospital are less cooperative to solve the day uv>da>
problems of the patients than that of private hospital.

4. Private doctors seem to be more concerned about quality o0)' the service than
doctors engaged in public services.

5. Private doctors are more cautious about regular visit in (he ward ihan do
their public counterparts.

6. Private doctors are more sincere in giving regular information to dieir

patients about prognosis of the disease than do the public doctors.

Nurses’ Sen ices:

7. Nurses of private hospital have more caring attitude than that of public
hospital.

8. Nurses tif private hospital are readily available when called in b\ the
patients than their counterparts in the public hospital.

9. Nurses ol'public hospital are less punctual in discharging their duties to the
patients than that of private hospital.

10. Private nurses seem to be gentle and sympathetic to their patients than
nurses engaged in public services.

11 Private nurses are more sincere to their services than do their public
counterparts.

12. Private nurses arc more cautious about maintaining personal cleanliness

compared to their public counterparts.
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Medicinc Supply:

I3. F<.cgnlar supply of essential medicine in ihe private hospital is better than

Ihal in the pubhc hospital.

14. Supply of emergency medicine in private hospital is less hampered than that

in public hospital

X'ricc's at the' reception;

Receptionist in the private hospital seems to be gentler and more

sympathetic to their patients than the staff working at the reception in public

services.

2. Receptionist of the private hospitals is courteous compared to that of the
public hospital.

3. Conduct of the receptionist of the private hospital is more appreciable than
thai of the public hospital.

4. Staffemployed at the reception section of the public hospital is less
cooperative than that at the private hospital.

?. Communication for the patient is easier in the private hospital than that in
the public hospital.

Ck-anliness:

1 I'rivate hospitals arc more clean than the public hospitals.
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2. W'urd/cabins of private hospitals are more clean than public hospitals.
3. Maintenance oT toilet cleanliness is more marked in the private than in the
public hospital.

4. OTs of the private hospitals are more clean than that of the public hospitals.

Services of Wiird Boy/Ayii/C’lcaner

1 Support staffs like ward boyAiya/cleaners of private hospitals arc nioi'c
skilled than do the public hospitals.

2. Conduct of the support staff ofthe private hospitals is beiler than that of the
public hospitals.

3. Support staffs of private hospital arc readily available as needed by the
patients than their counterpart ofthe public hospital.

4. Support staffs of private hospital arc more cautious about niainlaining
perstinal hygiene than do their counterparts of the public hospital.

5. Support staff in the private hospital seems to be gentle than ihat in tiie public

hospital.

Sen ices of'other staffs:

1. Other au.xiliary sialTs of public hospital are less punctual in discharging
their duties to the patients than that of private hospital.

2. Other staffs in the private hospital are more courteous compared to tiiat in
the public hospital.

3. Other staffs of private hospitals are more skilled than their counterparts of

public hospitals.
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4. Otlier staffs of private hospitals are compai‘alivcly gentic tian iJiat ol"piiblic

hospitals.

Provision of electricity:

1 Regular supply ofelectricity is more disturbed in public hospitals than that
in the private hospitals.

2. i”rovision of 24 hours generator service for emergency supply ofeleeiricity

is better in private hospitals than that in tlie public hospitals.

l.ithorntory servictvs:

I. Provision ofessential laboratoiy service.s is better in private hospitals than
that in public hospitals.

2. Laboratory staffs of private hospitals are gentle and more sympatheiic to the
laboratory clients than that of public hospitals,

3. Private hospital laboratories are cleaner than the public hospital laboratories.

4. i’rivate laboratories are better equipped with modern technologies than the

public laboratories.

3.7 .Sampling Melhoit

Non-probability or purposive sampling was Ibllovved to select the respi)ndents.

3.8 Research Instrument

I-ollovving literature review a structured form for data collection was developed
which included the variables of interest, 'fhe form was Iluiali/ed afler

moditkations Ibllovving pretesting.
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Ihc respondents' level of salisl'action was ineasured t)ii a 1. lLikeiM seule,
where 1 ineaiU for 'nol at all salisfaclory’ and 5 lor mexcellenl’ w\iih 'somcwhal
satislactory. 2 , nioce or less salislactory, 3' and 'a]ipreciablc. 4' in beiwceii
them. Level of salisfaclion was measured on ail the discrete services

(nienlioned under the key vai'iable section) received bv the respondents.

3/J Data Collection

Data were collected Irom only those Il'espondeiits who were \\iliing to yive a
interview and who Were not tot> ill to be interviewed. After necessar%
instruction to illl in the questions, the questionnaire were given to those
respondents who could fill in themselves. The respondents who were not able
to llI1 in the questionnaire, their interview' was taken and the questionnaire was

Idled in b>' the researcher herself.

3.10 Data Processing

.MI the collected data h>r the study were processed through a microcomputer
using Statistical Package tor Social Science (Si’SS). lieloi'e processing, data

were checked and edited where needed.
3.1 1 Data Analysis

The test statistics used to analyze the data were descriptive statistics. Chi-
square and t-statisties. The descriptive statistics were j'requency. mean, median
and standard deviation. The summarised information was then presented in ihc

form: tables and charts.
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CHAPTER-4
EVALLATION OF HOSPITAL SERVICES

I has been described earlier that there were altogether 100 respondents selected
lor study - ihirt\-tvvo Irom the public hospital and sixty-eight from the private
hospital. All respondents did not have the scope to answer all the questions.
Besides this some respondents did not answer some LJueslioiis without

explaining any reason.

lilhie. I: \<ic (listHhution of the respniuk'nts (,\ = ((M):

*Age of tlie respondents (in yrs.)
(Jroup lotal

<20 20-30 30-40 40-50 >= 50

Public n 9 6 5 10 32
(6.3)** (28.1) (18.8) (15.6) (31.3)

Private 1 K 7 15 37 68
(1.5) (11.9) (10.3) (22.1) (54.4)
Total 3 17 13 20 47 KM

*Mean age (Public Group) = 37 £ 9.5 years and mean age (Private (iroup) =

50 = 16 years.
The values in the parentheses indicate corresponding percentage.

4.1 Distrihution of the respondents
O B> age O

it can be seen from Table 1 that the age distribution of the respondents in the
two gr(.)ups is not uniform. In the public group about one-lhird (31..i%) of the
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respondents were of ages 50 or above, whereas more than hall'(54.4%) of ihe

private group respondents were of the same ages. About 16% of the public

respondents and 15% of the private respondents were comprised of 40-50 years
age category. Nearly 20?4 of the public respondents and over 100 of tbe private
respondents consisted of 30-40 years age calegory. Approximately 30% of the
Public respondents and 12% of the private respondents belonged lo tiie 20-30
years age calegory. The least representative category was ' 20 years conij”rising

6.3% of ihe public group and 1,5% of the private group.

1 able. 2; Sex distrihution of the respondents (N = KHJ):

Sex oflhc rospondt'iits

(inmp lotal
Malc Female

Public 27 5 32
(84,4) (15.6)

I'rivate 1 23 68
(66.2) (33.<S)

Total 72 2H

KM
Fig. ih« R«t.ponci«ntK
U sex LI

Table 2 shows the sex distribution of the respondctils. Of the ihirt \-I\vo public
respondents about 85% were male and the rest were female. On the other hand,

two-third (66.2%) of the private respondents vvere mnle.
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Tuhlc. 3: Murilal status of the respondents (.\ = 95):

r |
Marital status
(Mroup 1 lotal
Married Uiimarricd 1
Public 2U 10 ' 30
(66.7) (33.3) (31.6)
1
Private 64 01 1 65
(98.5) (1.5) 1 (68.4)
t
i
"I'otal 1 S4 11 95
(58.4) (11.6)
Fig. 5 Distribution of marital status of the
Respondents
Public Private
GoiJt> Q Linfliaried
a Married
J liy marital status O

All respondents did iwt give the hislorv of marital status. Two-third (66.7%) oi
30 respondents from the ptibiie group were Ibund (o be inairied. t)n Lhe other

hand. (9K.5%) ofthe private respondents were married.
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Tahle. 4: Occupation of the responciciits: (N =67):

Occupation
(Ironp 1 Total
1 Service Student 1Business . 1
Farming
Public 10 04 05 08 27

(37.03)  (14.81)  (18,51)  (29.62)

Private 20 10 10 00 40
(50) (25) (25)
67
1 (ttal 30 14 15 s

(44.78) (20.89)  (22.39) (11.94)
1

O By occupation of the respondents O

67 rt'spondenis iVom both the groups answered this question. In the public group
servicc holders occupied the highest proportion (37.03%) and ilie farmers
occupied the next higher position (29.62%). Businessman and .students occupied
18.51%) and 14.81% respectively, in the private group, servicc holders occupied
ihe highest proportion (50%) and the students occupied the nel\t higher position
(25%).
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1 al)le 5: Socio-econoniie condition of the respondents {IN= 7S);

Socio-economic condition

Group [Otiil
Rich Middle class \)or
INiblic wJ 7 25
(2K.0) (72.0) (32,1)
Private 03 50 00 53
(5.7) ("M.3) (67.9)
Total 03 57 18 7S

Fig. 7 Socioeconomic conditions of the
Private Respondents

G% 6%

94%

J By socio-eeonomic condition of the puhhc respondents u

iable 5 describes ihe socio-economic cojidition oJ' liic rcspoiideiiLs. in iiic
public group nearly three-quarter (72%) of the rcspondenlb were iVoni (he pour
socio-economic class, while none belonged to the rich class, I’'hc rest were
from the middle class, in the private group. approliniatel\ w'cre Irojii the

middle class and none from the poor class.
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I'uhlo. 6: Type of the respondents (N = 100):

lype
1 olul
Indoor OutcU)or
Public 25 07
(78.1) (21.9)
I'rivale 68 00 6H
{ 100.0)
Total 93 100

U [iy type of resp(tndents O
Nearly 80% of the public rcspoiuienls were Indoor and tlie rest were omdoc)r

patients while all (he private respondents were indoor patients (Table O

J liy type of treatment fi~cn to the respondents J

Based on the tyjie of treatment, patients were categorized into opei'ative and
conservative. In the public group ail were given conservative treatincnl. but in
private group some 22% of the patients received operative ireatment and the

rest had conservative treatment.
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4.2 Doctors’ Sefv iccs

Evalualion ol' doctors services by ihc respondents were done on tlieii' discrete
uetivities like patient cure, availability o0)' doctors lo the patients in times ol
need, cooperative attitude, quality service, regular visit and giving information
about prognosis ot'the disease. All the discrete activities were scored from 1

based on the level of satistaclion of'the service-users (lable 7). From the table
it is seen that nearly 60% of the private respondents coninienied ihal the
services of the doctors vvere 'excellent'. Only a few (2.9%) respondents from
this group described the same as 'not at all satisfaclory'. The others were at
\arying level ol'satisfaction, such as, somewhat satisfied (1.5%). more or less
satisfied (16.2%) and appreciable (20.6%). However, in the public group 'not
at all satisfied' (37.5%) and "more or less satisfied' (34.4%) constituted tlie
main bulk of the respondents and tinly 12.5% described the doclors' services as

excellent'. The difference between the two groups with respeci to doeuirs'

services vvere found to be .statistically significant (p < 0.001).
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liihle 7: EvaluiJdtion of DocUtrs’ servit'cs by the respondents:

I-cvfl of'Satisfiictioii

Si'i'\ifcs Not at al! Somewhat More or Less Appreciable Excellent
iiliiaied satisfactory satisfactory satisfactory
(=1) (=2) -3 (M) (=5)
Iiltiotit
t'jirc:
t'liblic 11(.14,4) 0! 1.31) 04 112,5) 1 114(12,5)
Priviilc (12 (2.9) 01 (1,5) 11 116,2) 14 120-6) 41 (5S.N)
A\ aih))ility: 1
1
1 I’lihlic 12 (.17.5) m(.11,.) 1216,.1) 04(12.5) 04(12,5)
Pri\atc n2 (2= 01 (1.5) 11(16.2) 14 (20.6) 4()(5N.S|
( H(|H"ruli(ii:
I” ubliL- 12 (17.5) 1 (14,41 M (111 114 11 2,5) 14112.5)
I'ri;iic 02(2.9j 1l 11,5) 11(16.2) 14120,6) 1 411 (55.X)
Oiiiiliiv 1
Sci\icc; 1
fLiblic 12 (17.51 11(.14,4) 1(.1.1) 4 112,5) 4(12.5)
I"rivatL- 2(2.9) 1(1,5) 11(16.2) 14 (20.(1) 40 (58,Si
\isits
Rffiularly;
| Piiblii: 12 (.17.5) 1(1111.1) 10.1) 5(15,6) 1 4(12,5)
1 I'rixak* 2(2.9) 1(15] 1 (16.2) 14(20,6) ' 4()(5S.9)
1 (MWNiii5> 1
1 I'uhlic 12 (.57,5) 10 (.11,1) 2(6,.1) 4 (1251 4(12,51
Priv;ik’ 2(2.9) 1(1.5) 11(16.2) 14(20,6) 4()i5S,X)
L . L
4.3 Nurses’ StM'viccs
Same us doctors' services, nurses' services were also evaluated on six

activities. They were patient care, availability ol' nurses, maintaining

administering medicine, genlilit\ & sympatii\', sincerity and in maintaining

PR

6S

6S

6K

(iH

discrete
lime in

personal

cleanliness. Each of the si.\ discrete activities was given a score from 1-5 based on the

level of satislaclion of'the service-users (Table S). From the table il is evideni that

more than 55% of the respondents of the private group opined that the services of the
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nurses were 'excellctu'. while some 10% o('the respondents described the same as
'not at all satisfactory'. The otSiers were at varying level of'satisl'aetion. In the public
Group 'in)i at all salislled" (43.8%) and 'more or less satistleci' {31.3%) together
con.stituted 70% ol’ the respondents. Only 12.5% respondents de.scribed the nurses'
services as 'exceilent'. 'l he dilTerenee between the two groups with respect to nurses'
services was found to be statislieall\ signiHcant (p < 0.001).

Table 8: E>aluatiun of Nurses’ sorvices by the rospondc'nt.s:

1
StTvice Different level of satisfaction 1 1 \illllo
I'vnliiatcd Not at all Somewhat More or Less Appreciable Excellent 1
1 satisfactory satisfactory satisfactory
(=1) ("2 =3 =4 (=5)
1 flirt';
1
Public 14 (4.1.K) 10(31.3) H (3.1) 03 (V.4) 04 (12.5) 32 1-1i).0)l
1
07 11(),mf) 0l (1.5) 1 (K=2( 11(ih.2) 38 (55.9) 6K )
1
!
1
j IHiWie 14(4.7 K) Oy(2Xx.1) 02 (6.3) 03 (9.4) 04(12.5) 32 u.o))l
1
07(10.31 01 (1.5] 11 (16.2) 11(16.2) 3X (565.0)
1 Miiimiiiniiiu
time:
1 I’'ublic 14 (43.5) (W (28.1) 02(6.3) 03 (9.4l (14(12.5) 32 i mo.ool
07 (1((.3) 01 (1.5) 1! (16.2) 11(16.2) 3N (T.S.V) 6K 1
1 1
1 <.tMUitil\ &
i Syin[):Iliy: 1 1
I"lililic 14 (43.8) 10 (31.3) 01 1.3.1) (13 (0,4) 4(12-5) 32 m 0.001
I’ri\alL* 07(),3) 1(1.5) 11(16.2) 11(16.2) 3X (565.9) 68
1 .
1 siiicerily: J
1
1 i'ubliL’ 14(43.K) 10(31.3) 1(3.1) 03 (>.4) 4 (12.5) 32 1 0.0d
1 1
Pri\alc 07 (10.3) 111.5) 11(1.51 11(1.5) 3X (55.01 (iK
( k';niliness
iMiiiiitctiiince
[ I’ublic 14(43.81 Iy 125.1) 01(3.1 4(12.5) 4 (12.5) 32 1 0101
07 (10.3) 1(1.5) 11(1.5) 11(1.5) 38 (55.0) r
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4.4 Medicine Supply

lablc 9 sliows Ihal provision of incdicine supply was evaliialed on Uvo ci'ileria.
‘regular supply of medicine' and 'supply of needed nieditinc’.
outpalienl service did not have the scope lo see the regular supply ol' nicdiciiie in a
hospital and. lliererore. the> did not ansv\er the Hrsl question, 'regular supply of
medieine". Majority (55.9%) ol' the private respondents described that provision of
niedieine supply was 'exeelient'; whereas reverse eonuiient was I'ound on the same
issue from the public service-user respondents. Regarding Tegular supply ol'medicine’
44% of the public respondents expressed gross dissatisfaction saying that the service
\sas 'not at all satisfactory'. Kegarding "supply of needed tiiedicine' an even more
nimiber of respondents (53.1%) expressed their di.ssatisfaction commenting likewvi.se.
Thus the satisfaction level about the ‘regular supply of medicine' and ‘supply of

needed medicine' was found lo be highly associated with the group (p < Q.00 j.

1 Not at all
satisfactory
1 (=1

1 (pf McUictnc:

1

1

1 PuhlIL- 11(44.U)
I’ri\ ale 07(10.3)

Siipjilj of iu‘e<d(-d
.Meiliciiio;

f'uhlic 17

07 (10.")

l.evcl of SrttisfiK'tiuii

satisfactory  satisfactory

. Somewhat More or Less Appreciable

(=2 =3 (-4)

07(28,0) 02 (8.0)
0l (1.5) 11(16.2)
OK (25.0) 02 (6.7
0l 11.5) 11 (Ift.2(
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1111(1.2)

02 (6.1

11(Ih.2)

Ilic users ol' only

Excellent

Jril

01 (12.0)

X (55.7)

03 (").4]

LiS(55.1)

loliti

25

(is

1
L 1*->:R
(
1
1 0.00
1
1
1

11001
1
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| iiblo 10: Kvaluation of the Scrvicos cn at the Kcception;

. Lovel (it Siitisl'acddn L
1 total
. Notatdl — Somewhat  Moreor Less ecidble  Bxcellent
11 Sfi-\ ices evaluated stisfactory  satisfactoy  satisfactory Appr
=2 =
(ientilily A — 1 (721 =3 =
Synipatliy: 1
1 rulit 16(500)  712LV) 26.-1) 26..)! 5 (1561
rri\aic ((SK) 111.5) 11(16.2) 11(162) M@G4 68
1( oiirtfsy:
1 Tilke 16(50.0)  7(2L4) 2(6..1) 216.1 51156) 2
1 Privile 6(SS) 1(L5) 11{162) 11(162] V(574 65 4
1( vk of ttU
L licci'ptioiiist:
Fnic Uu1s00  7(2ly) 2(6.9) 2(6.1) 5(156) Q2
gL 6(8.8) 1(L5) 11(16.2) 1(162) w64 68
(‘o0i».'r:ittvt !
Altiliide; !
1 .
| il 16(500)  7(21.9) 2(6..1 2(6.3) 5(50
L i 6(8.8) 1(1-5) 11 (16.2) 11(162)  my(57.4) 63
j Oi)aii
j CoiiHiiiiiK-nlion:
1 Pl 5S4 7(22.6) 2(65) 2((0) 5(161)
1 Irivik 618.S) 1 1(L5) 1X162) IN(147) 40(8K  6X
1
1
1

4.5 Reception Services

Ilicsc services were evaUiaied on 5 discrclc activities liisel> lu be cxpccled tiDni (he
reception section. These were gentility sympathy, courtesy, conduct of llie
receptionist with patients and their attendants, cooperative attitude and open
eominunicalion. On all these issues more than half (around 58%) of the private

rc.spondcntN couiniented favourably saying that the services were ’excellent’. whereuN

T
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ihc public respondeiils commenied on the same issues dislavourabl> saying ihal
the services were 'not at all satisfacttiry’. The group was ibund to be slalisticalfy

related with each of these discrete services given ai the reception (p<0.()(M).

4.6 Support Sen iccs

4.6.1 VVard-boy/Aya/Cleancr Sen ices:

Only the indoor patients had scope ol’ evaluating this service. The discrete
acti\'iues included for evaluation of this service were working skill, conduct
with patients, and availability to the patients in times of emergency, and
mainienance of personal hygiene and gentility (I'able 11).

rahlo 1l: I'valuafion of the Soniccs of VVard-bo\7Ava/(’lcaiuT:

1 Level of sHtisfactroii

Sei\ices jiliiatcti . [(Hill

Not at all Somewhat More or Less Appreciable Excellent
| satisfactory  satisfactory satisfactory
1 .
(=1) =2 =3} _ =4

W orkiiii; Skill: -
1 [l'ublic 14(5f<.3) 7(29.2) (K) 2 (~ji 114.2) 24
1 I'riwilc . (.ro) 1(1.5) 15(22.7) 14(21.2) 34151.5) 66
' ( (incliicl:
1
' I’ libliL- 7(2V,2) 00 2(X..3) 1]4.21 24
1

Pri\uic 2(3.(1) I (1.5) 1(1(23.9) 14 (20.9) 34{.50,7| 67
\\:iiliibilit\:
I'liblic 13(54.2) X(33.3) ot 2(K..3) 1(4.2) 24

i
1 I’'riaK’ 2 1.=>0] 1(1.5) 16(23.9) 14 (20.91 34(50.7) 67
1 I’ersoiiiil Mynifiie;
1 I'uhlic
1 13(54.2) m K(33.3) 00 2(X..3> 1(4.2) 24
1 I'ri\a(c
1 2(3.0) 1(1.5) 16(23.9) 14 (20.9) 34 50.7) 67

t;emili(y:
i I’uhiic 14(5S8.3) 7(2y.2) o1 2 (X.3] 1142y 24
L I'ri\;ile 2(3.0) 1(1.5) 1(1(23.91 14 120.9) 34(50.7) 1 67

79

diR

11.00I

n.Oll

nama

0.001

(I
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lll this case also, as seen from (he uibic no 11 half ol'lhc pri\Liie respondenis
cxpi'cssed ihfir view that the services were ‘cxcellenl' and onlv 3% opined ihat
the services were ‘not al all satislactor\'. The others were at var\ ing level of
satisiactitin. Almost opposite comment was received from the public
respondents. A liule more than half of this group informed that the services

were 'not at all satisiactory*. around 30% commented as ‘'somewhat
.salistactor>" while only 1 out of 24 viewed the same as 'exceilent’. And the

group was found to be individually associated with all tliese activities

(p< 0.001).

4.6.2 Other Staff Services

fhese services were evaluated by 30 public respimdcnts and 66 private
respondent.s. The total services were considered, as before, under certain smaller
activities such as punctuality, courtesy, working skill and gentility (fable 12).
As seen h'om the table, about hall' (48..7%) of the private group passed (heir
i>pinion that all these discrete services given by the staff were mexcellent’, while
only 4.5% expressed the opposite view and termed the services as 'not at all
satisfactory'. However, the public group differed shaqily from the private ones
and 70%) of them commented that the services w'ere 'not al all satisfactory'.
while only 2 out of 30 termed the same as 'excellent'. The gaiup was found lo
be indi\ idually associated with puncltiafity. courtesy, vvorking-skill and geniilii\-

of the staff involved (in each case p<0.001).
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I'lible 12: Evaluation of Services of other Staff:

Level of satistiiction

1 lotnl
r o . Not a! all Somewhat More or Less Appreciable Excellent
Sfilici-s evjiliiiileci . . .
satisfactory  satisfactory satisfactory
=) (=2) =3) (=4) (=5 e -
I'uiicui;illly: %
t'libliL- 21 (7U,») 4 11.2.79 M.1.3) 2 ((1.7) 2 (6.7) .
i I'rK ale (4,5) 1(1.5) 15 (22.7) 15(22.7) 32 (48.5)  (i(i
A ( (Ui It'Syv;
1
1 PuhlK- 21 (7D.0) 4(13.7) 1(3..3) 2 (6.7) 2 ((1.7) 30 1"
1
J (4.5) 1(1.5) 15(22.7) 15(22.7) 32 14K.5)  6(1 1
I
\\ nrkitio Skill; J
A puhlif 21 170.(0 4 (15.3) 1(-'.3) 2 ((..7) 2 ((,.71 30
i
I'rivulc 5 (4.5) t 1151 15(22.7) 15(22.7) 32(4«.5] M
1 ieiitililv; 1
1
i 21 (7().0) 4(13.31 1(3.3) 2(b.7) 2((.7 3u 1
I
I'riuiic (4.5) 1(1.5) 1.8)22.7) 15(22.7) 32 (4K.5) h()
J

4.().3 Lnboratory Services;

In evaluating these services some discrete activities and charaeteri.stics ol' the
laLxMatos'y were considered essenlial. Tiiey were; providing essential laborator}'
services, gentility and sympathy of the lab stalT. mainiaining cleanliness of the
laborator> and using modern laboratory equipments esc. Ail the respondents
except the outpaiicni service-users had the scope of evaluating ihesc activities.
The i>utpaticnt respondents evahiated the provision of essential laburator_\
services only. Of the 66 private respondents 57.6% inlbrmed that the provision

of essential laborator\' services were ‘'excellent’. 4.5% told that the services

Hi

D.OOlI

WIC

11.01) 1

0.001

e T

i
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were 'not at all satisfactory' and the others were at varying level of satisfaetion
ranging Irom somewhat satislaetory to appreeiabie. However reverse comment
was received from the public respondents. Around 60% of the public
respondents opined thal the services were 'not at ail satisfactory' and around
12% respondents held tlie opposite view commenting that the services were
‘exccllenl'. The group w'as found to be signiHcantly associated with each of the
discrete services described above (in each case p < 0.001),

liibli- 13: Evaliiatioti of Lahttriitoiy Services l)y the Respoiulents:

1
Level of Satisfaction 1 lol)l I’-villlo - 1
)} 1 1
1
Not at all Somewhat More or Less Appreciable Excellent
1 satisfactory  satisfactory satisfactory
_1 (=1) (=2) (=3) (=4) (-5)
i
Ks.sc'iitiiii [.iih
SelVices:
I'ublic 20(62.5) 5 (15.6) 1(.1.1) 2(2.3) 4 (12.5) n
i'rivall’ (4.5) 1(1.5) 14(21.2) I(I( 15.2) 1 3M (57.(1) ri(i
j CiciKility A
j Sviujjiilii):
I’ uhliL- 16 (fil.,i) 5(15.2) 1(3.8) 1(5.5) 1 1.5) 2fi = (t.(JU
I’I'iMItC A(4.5) 1(1.5) 15 (22.7) 11 (15.2) U7 (5(1.1) i 1

1 <'lc:iiiliiu‘ss tjI'
1

Public 15(57.7) 5 (PJ.2) I (Li.X) 1(.3.8) 4 (15.4) 2(
PnvLitf -"(4.5) 1(1.5) 15(22.7) 1) (15.2) 7 (56.1) 6i 1

L'Sc of Mrideni

E(liii])itients; |
1 f
Public Ui 161.5) 1 5 115.2) 1(3.K) 1(3-X) 1(115)
j
. Iriveir -'(4.5) 1 1(L5i 15(22.7) 1 10(i5.:i S7600H 1 e

1
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4.7 Hospital F.nvironment

4.7.1 Clciinliness:

rhis service was again evaluated on certain discrete activities like hospital
cleanliness, ward and cabin cleanliness, toilet cleanliness and OT cleanliness.
Oflhein only those patients who underwent some sort ol'surgery evaluated O'!
cleanliness and outdoor patients comtnenied only on hiispital cleanliness. Thus
the total number of respondenls varied in evaluation of each discrete activiiies.
In ease of hospital cleanliness more than half (57.4%) of”l private respondenls
commenied that the service was 'excellent' while only 2.9% described the same
as 'not ai all satisfactory'. On the other hand, over three-quarter (77.4™0) of the
public group respondents expressed their deep concern on the same issue saying
that the service was 'not at all satistactory' and only 1 out of 31 respondents
argued that tiie service was ‘excellent’. In case of other cleanliness activities (as
shown in table 14) ainiosi similar type of comments weiv sought and the group
was found to be significanily associated with each of these activities (p =

0.0Ul).

S3
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Table 14: Eviiluiition of Clemiliness hv the Resp(tndcnls:

Jlfr\ices

j evahiatcil

llos]iit;il
( le;nilint‘ss:

Tiihlic
1 1°ri\;ik-

\\ ani/C nbin

( leiinliiK'ss:

I"uhliL-

loiiel

1 ( 10illit-sm
i'liblic

Pi'ivalt;

1" Liblii."

Not at all

satisiactory

=1

24 (77.4)

2 2.V

17(70.8>

2 (2>))

19(7y.2)

2(2.9)

DO

H)

Level of Satisfaction

Somewtiat More or Less

satisfactory satisfactory
(=2) 3
4(i2,yi 1K)
1(1..S) 15 (22.1)
5 (20.NI 00
111.5) 15 (22.1)
4(16.7) 00
1 11,5) 15(22.1 1
H) 00
1K) | fi(26.1)

Appreciable

(=4

2«).5)

11(1(1.2)

1(4.2)

n (16.2)

1(4.2)

I 1(1(1,2)

(K)

m4(17,4)

Excellent

(=5}

1(-v2)

V) (57.4)

1(4.2i

39(57.41

00

19 (57.41

(HI

11 15(1.51

Total

1

24

oK

24

00X

00

B oRe e

A

-

(1LIKN

= 0,00!

0.001

= 0.001

1

I’-v;iluc j

1
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4.7.2 Provision of ILlctti icit> Services;

Only the Indoor patients liad the scope of evaliutting this scrvicc and 66
respondents from the private group and 26 respondents froni liie public group
took pari in evaluating this service. The service was evaluated on the basis of'
two discrete aclivities. namel>' regular supply ol" electricity and provision of 24
hours generator service lo meet itp the eniergenc)' need, from the tabk- !5 it is
evident that 84% ol’the public respondents and 72% of the private respondents
were contended with the provision oi'electricity saying that the sei'vices were
‘excellent'. Very few respondents from both groups termed the services as 'not
at all satisfactory'. 'Hie group was not found to be stalistically associated with
either regular supply of electricity and provision of 24 hours generator service

(p = 0,769 and p = 0.868 respectively).

ruble 15 Kvaluation of provision of Flectricity:

Level of Siitisfaction P-\iilm
1 1
ot | >11CS @ (
Not at atl Somewhat More or Less Appreciable Excellent
1 satisfactory  satisfactory satisfactory (l
1 (=1) (-2) (=3) (=4) (=5) 1
e«iilnr supply of
Kk'i'lricity: 1
1
I'lihik’ 2(7.7) 1 (K) 1(.1.K) 22 (54.6) Zh 1
1 i
Private 1<1.5> 1(1.5) li 6(9. 11 47(71.2) fift 13.7W
24 hrs. Genendor: tl
1
I” uhliL- 2 (7.7) 1(.vS) (0] \ 113.K) 22 (X4.(i) 26
[ . 1
j rri\;ik’ 1 I (1.0) 10(1s.2)  ( ("(9. 1) 4X (72.71 (>6 (1.sfis

85
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Tabic 16: Comparing Outcoinc of treatment \vith respect to Group (N = 95);

Outconie of frcatment

Croup lota)
Inipro\ed Detciioratcd Dcalti
I” ubliL- 19 11 o1
1 (0Ol..0 (55.5) (.1.2)
t'l'i\me 1 51 03 (8] 1 M
1 (79.7) (7.K) 1(>7.4)
tdidi 70 16 07
(73..1) (1(1.8) (9.5i
(1.(205

Hg. 8 OutcoiTie of Treatment

4.7.3 Outconie of Treatment:

Comparing the outcome orireatnient revealed ihal about 8(1% of the private
respondents improved from their diseased conditions tor which the\
atlended the hospital, about 8% Hirthcr deteriorated and 12.5% died oC their
ailments. On the contrary. 61% of the public respondents improved, more
than one-third (35.5%) llirther deteriora)ed and only 1out C5j'32 died of the
disease. The dii'ference of outcomes between the two uroups was

statistically signilleant (p < 0.005) I'able 16.
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I'ahk' 17: Comparing Cleanliness of Hospital with respect to Sex (N = 99);

Sex Not at all
satisfactory
(=1)
Male 21
(29.6)
I-'eiiiLilc’
(17,9)
26
Total
(73.3)
T > 0.05

Level of Satisfaction

Somewhat  fi/lore or Less  Appreciabl  Excellent  Total
satisfactory satisfactory e
(=2) (=3) (=4) 1 (=5)
05 10 08 27 71
(7.0) (14.1) (11-» 1 (38.0) (71.7)
1
00 05 05 13 28
(17.9) (17.9) (40.4)  (28.3)
1
05 15 13 1 40
(1h.S) (15.2) (13.1) j (40.4)

Cleanliness vs. Sex: Comparing clcanlincss of hospiuil with respect to sex did

not show any significanl difference {p > 0.05).

lable 18: I-tests to compare the Sen ices »iven by the Public and Pri\ ate

Hospitals;
Services Group

| evaiuatetl
i Doctors' IHihlic
t I'rivate
Nurses' pLibiie
[Private
[ Mcdicine Public
Supply Private
Reception Public
Private
[ Cleanliness ' Puhlic
1 Private
[ Ward-Boy."  Public
A\;iyCleaner Private
Other StaCr "Public
Private
Hleericity Public
Private
Liilioratorv Public
1 Private

>'0. of Mean Score i
Res|)oiidents
2 13.8 + 85
68 25.9 + 5.9
32 131 i8.5
68 244+ 79
25 4.4 +2.8
68 81+2.6
3 110+ 7.6
68 20.6 * 6.3
24 4.2 +25
68 12.7 #3.1
24 8.6- 5.6
66 20.8 + 52
30 6.7+ 5,0
66 16.4 +4.4
26 91324
66t 40+ 18
26 7.7:155
66 16.71 4.4

87

) t

-8.16
-6.50
-6.01
-6.60
n.98
-9.73
-9.66
~0OJ -

-8.15

P- 95% Clol
vahie iMeall
, LLower  t'pper 1
, m(TiXTT  -ir.96 -O.Il ,
) j
~0.00l -14.73  -7.85
1
'1<0.001 -4,99 -2.52
<0.001 -1251 i -6,74 1
i 1
1<0.00! 1 -7.05
1
j <0.001 1-14,70 -9.71
1 1
1w:()D0L i 1170 -7.70
1 i
1 0.818 -.82 o™ i
1
<0,0011-1120 -8 '
1
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Pertbiinino t-tesis to fonipare the Services ‘»iven hv the Public and I*ri\alf

Hospitals:

hi this method all ihe discrete activities perlbrmed under each o!" the services
given in the public and private hospitals were evaluated conibinedly. ['he scores
given by the respondents for each ol’the discrete activities under a given scrvice
were added together to get a combined score for the given ser\ice. lhe mean
scores along with Standard Deviations (SD) ibr both the public and private
services w'ere calculated and compared with each other. The status of

signilleance (p-value) was determined at 5% level ol'sienincance.

Fig. 9  1Comparison of total mean satisfaction
scorebetween private and public

-151-
i129)
140
Mean
0
100
80
60
40
20
Private Public

Group

Fig. 9 is comparing ti>tal mean score between private and public respondeius.
Out ol* total 220 score for 42 questions designed for assessing level of
satisfaction, the private group attained 155, which was almost double lluil

attained by the public gniup.

SS
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Inhlc 19. Association botnceii a~c of the respondents anti service e\altiation scores <i*en bv them:

Agt* (VI'S)

Dol'lars

SuiA'ice

(N 100
<21 22+ 4.2
20-30 20 %+ 11).2
30-4(t 2(1.8 + 1(1,0
400(l 225 +6.7
>50 229 =
|)-villlics 118N

NiirsL's

Survii.'c

(N 1(H)

22 £92

18+ 10.7

194 r 120

225 + 6.7

20.9 £9.38

Melicinc

Stippl)

(N =93)

7) 3.1

6.9 +3(1

7.6 3.6

71 25

7.0 3.2

1(1.9x4

1

I".iiilitiititm Scores for DiCfercnt .Scrhiff.es (Menu i SI))

Ser\iccs at

RcL'cjuion

(N 99|

IK.3+7.7

115.61 9.5

17.3 +10.1

IS.7 £5.6

178 £ 81

(1.844

Wurd He\!

ClciiiilL'r

(N =90)

16.7+ 104

159 19.1

17.3 £9.3

IN.5 +5.8

178 £ 7.2

0.904

SlalT

SL'A\IL'L

(N -96)

13.3 = 8.3

115i 7.6

12.71 7,9

13.7 £ 5,2

14.1) + 6.0

0.744

I'-lcuUk'i)>

Sill-ipl \

IN =92)

9.3 + 15

9.9 +0.5

9.6 X 12

8.6 +21

8,723

0.247

1

I.LIhoi'iltOIA
Scr\icc
(N =92)

13.3 + 83

131 = 7.1

i4.9+ 74

13.9 +4.9

144 6.3

(1.954

lolLIl

t ’Ic;inliiiL‘ss

(N - 92)

10,0 6,2

95 %55

101 +5.9

10.6 = 3.8

119 + 4.7

0.903

SiitislaL'tion
Score ( lotal j (N
= 85)

132.3 + 62.0

125,0 +60.3

140.3 = 59.7

137.7 + 38,2

139.9 +50.4

0.923

labie 19 shows ihc associalion belwccn age group of ihe rcspondcnis anti cvalualion scorcs gil\cn by ihcni lor dilTcrent SL'fvices. I'hc

icsi sialisiics used in ihis atialysis was ANOVA and values were presented as mean + SI).

inlluenee on an> ol'llie c\ aluaiio]i scores (p > 0.05 tor each ease).

89
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Se\

Male

Kemale

[i\aliics

Table 20 describes ihc associalioti belween sox of the rcspoiideiits and evaluation scorcs given by ihem Ilbr difTefcni services. The test
statistics used in this anal_\sis was ."NOV.A and tiie values wei'e expressed as tnean + SD. Fetnale uere found lo be in a higher level
of satisfaction with medicine supply, services of ward bo_\/a_\a/clcancrs. essential laboi'aton services and cleanlincss eotiipared lo
their male coLinterpan (p-\akies 0,017. 0.005. 0,01 I and O.0IO respecti\cly. while with other ser\ices hnh sex were equal (p > 0.05

for each case). .As the sex was compared with the total satisl'action score lemales again occupied the higher Ic\cl of satisfaction in

Docloi's
Scrvicc
(N - 100)

215+ 91

| 231 + 84

0.425

Nurses
Scrvicc
(N - 100)

20.1 + 98

225+ 9.0

0.257

Medicine

Supply
(N -93)

6.7+ 3.3

0.017

comparison to the male ones (p < 0,05),

Dhaka University Institutional Repository

jifiiiilion Scores lor Different Scrviccs (iVleitii i SD)

Services
ai
Reception

(N"9Q
169+ 83

192 + 7.2

0.208

Ward [io\-
Aya/
Cleaner
(N - 90)

16.3 +7.8

213-53

0.005

' Staff
Service
(N - 9ft)

12.6 6.5

15.0 6.0

0.102

Electricity |.aboraioi'N
Supply Service

(N - 92 (N-92)
88122 1321 6.6
9.5+0.8 164 +4.2
0.155 0,011

Total
C'leanlines
S

(N -92)

9.8 +5.0

126 J 3.2

0.010

Salisfaction
Score
(Total)

(N - S5)

129.0 + 52.7

158.7 X 37.0

0.015
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ruble 21; Association bclwct'ii sociiii class of the respondciits and sen ice e\ aUiiition scores »iveii by tliein:

Social
Class I'Joctors
Service
(N - 100)
Rich 30.0 + 0.0
1
Middle 2481 71
Class A1 1
1
100r 15.0 £9.9
> allies 0,000

Nurses
Service
(N ICO)

30.0 + 0.0

23.0 8,8

13.7 £ 10.0

0,000

Mcdicine
Supply
(N = 93)

100+ 0.0

7K+20

49 +3.3

0.002

K\ aluatlon Scorcs Ibr Different Serx iccs (Mean + Sl))

Services at
Reception
(N - 99)

25.0£0.0

193 £ 7.5

12.3 ] 8.9

0.002

Ward Boy'  Staff
Aya/ Service
Cleaner (N - 96)
(N *90)

25.0+0.0 120.0+0.0
199 + 6.! 1511 55
8.816..S 6.6 X 5,5
0.000 0.000

Elcetricity

Supply
(N =292

10.0 + 0,0

92+ 16

95+2.1

0.69X

faborator
y Seivice
(N-92)

20,0 £ 0.0

159 +5,3

8.3 £ 6.5

0.000

Total
cleanlines
S

(N -92)

15,0x0.0

122 +3,7

4.0+23

0.000

Satisfaction
Score
(Total)

(N - 65)

185+ 0.0

151.1 #41.5

86.4 + 47.3

0.000

I'ahle 21 compares the social class of ihc respondenls and e\alitalion scores given by ihom lor dillcrenl scr\iccs using AKOV'A

stalistics. I'rom the table il is seen lha( higher the social class the greater is the leMel of satislaetion for all the services except

inanagemenl orelcelrieily suppK (p-\alues p =(1.005). In ease electricity suppl> all class were found lo cquall> salisfied (p > 0.05).
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lahlc 22: AssociiitioFi between muritji! stiitiis of the respondents and service CMiluation scores given by tiiem:

F.vahiatiim Scorcs tbr DifCtTcnt Services (Mean i SO)

Marital
Sl;itus Doctors KLirses Medicine Scrvice.sal  Ward Bov' Staff Idectricity  Labciraiory  Cleanliness Satisfaction
Servicc Scrvice Supply Receplioii  Aya" Service Supply Service Service Scoi'c
(N - Q) (N -93) (N 88) (N -94) C'leaner (N-91) (N-87) (N = 87) (N -87) (Total)
(N “85) (N - 80)
Married 210+ S5 21,7+ 94 74+ 31 1857} 7.7 18669 142+59 91+i9 14.8 + 9.5 111 £4.5 1435 £47.0

Unmarried "6t 90 14.0+ 8Q 51+ 33 M.Oi 81 85+%69 7.3 +64 10.0+ 0.0 89+6.9 5.0 £4,2 90.6 £51.1

0.008 0.012 0055 0.005 QW 0,001 0.134 0.006 0.000 0.004
1 | 1

Table 22 compares the marital status <if the respondents and es aluation saires «ilon h\ them lor diriercnl ser\ ices using ANOVA
slatisties. From the table it is seen that married were better salislled with all the services but medicine and eleetrieiiy suppiv (p-values

p < 0.05). In case i)l'inedicinc and clcctrieit\' supplI\ all respondents were found to almost equalK salislled (p > 0.0.%).
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Fable 23: Coiiiparisoti of Total Satisfaction Score between the Croups:

Total Satisfaction 95"/, Cf of Mean
(in)up N Score P-vakic
(Mean = SD) Lower |.Jpper
Public 21 79.8! +41.68 60.84 98.78
<),{)o01 ,
Private 64 155.78 + 37.44 146.43 165.13

'I'able 23 interprcls the comparison of total satisfaction score helwcen the groups

using ANOV A statistics. As mean total satisfaction scores attained b\' the pril\'ale

and public groups were compared, it was found that the prilate group attained

score (155.78 = 37.44). almost double that attained bv the public eroup (79.KI %
............. 401544

41.68), I'ne dilference betvveeti the two groups with respect to mean total score

was found statislieally signillcant (p<0.()001).

C
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Table 24: Oiilconic of treatment with respects Socio'demographic variables

(N = 95):
Improved Deteriorated Death

(N = 95)
<20 yrs 02 (66.7)* 01 (33.3) 00 03
20 - 30 yrs 12 (80.0) 03 (20.0) 00 15
30 - 40 >rs 08(61.5) 04 (30,8) 01 (7.7) 13 0.409
40 - 50 yrs 15 (83.3) 02(1 1,1) 0! (5.6) 18
>50 yrs 33(71.7) 06 (13.0) 07(15.2) 46
Sex (N = 95)
Male 45 (66.2) 14 (20.6) 09(13.2) 68 0.007
Female 25 (92.6) 02 (7.4) 00 27
Social Class (N = 74)
Rich 02(3.5) 00 00 02 0.020
Middle Class 46 (83.6) 07(12.7) 02 (3.6) 55
i’oor 09 (52.9) 07(41.2) 01 (5.9) 17
Marital Status {N ~91)
Mai'ried 61 (75.3) 1 (13.6) 09(1 1.1) 81 0.849
IInniarried 06 (60.0) 04 (40.0) 00 10

* 1lie values in ihe parentheses indicate corresponding pcrccnlagcs
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lahlc. 24 show ihe association bet\\et.'n socio-demographic variables and oulcomc
of trcalnieni. From die table it is evident that age and marital status were nol
assiK'ialed with the outcome of treatment (p = 0.409 and p = 0,849 respectively}.
On the other hand sex and social class were associated with the outcome of
treatment  ith lemaics and richer social classes had comparativel\ better outcomec

(p “ 0.007 and p = 0.020 respectively),
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CHAPTER-5
INTER-INDIVIDUAL PRECEPTUAL VARIATIONS REGARDING

SATISFACTION
I'his cross-sectional study was conducicd with llic iiim of dclcnnining level ol
scitislaction of palienls wiih regard 1o dit'fererU aspects of hospitals eare of (wo
hospitals. Factors having association of statistical signilicanee with levels ol
salislaeiion and predictors were searched ibr. In the light of tlie lindings of the

research and available literature on this topic an el'lbrt has been niaile to analyze

the situation oi'patient satisfaction in the selected hospitals in Bangladesh.

In this time of rapid development of science, technology and management,
expectations of scr\ice recipients are increasing day by day. The qualit> of care
that satisHed patients yestcrda> nia\ not satisfy- them lomorrtiw, Moi-co\cr.
satisfaction and utilization of ser\ ice go hand in hand, which is the raiional behind
thousands of satislaction research being published in the developed world per
\ear. Satisfaction was categorized into five le\cls- not at all satisfied, somewhat

satisfied, more or less satisfied, appreciable, and excellent.

3.1 Socio-Deinographic .Aspects and Level of Satisfaction

5.1.1 - The mean age of the public group was 37 = 9.5 years and ihat of

pri\ aie group was 50 x 16 years respecti\el\'. Thougli. the age was not ft)und to
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hoar any association wvilh any of the satisfaclion scores given to (lie doctor's
sen ices. nurses’ services, provision of meciicine supply, services given at tlic
recepiion. word-boy/aya/cleaners® services, services ol' other staffs, managcnieni
ol'clectricily. laboratory' services and maintenance of cieanhness etc. (p > (].()5) in
each ease, (.)ohn c; Fox and Storms: 1981) reported age to be a consistent predictor
of satisfaction. (Williams and Calnan: 1991) found older people to be a more
salislied with most aspects of their hospital care than younger or nn'ddle aged
people. (Nasreen: 2000) in her study at Mittbrd Hospital found that lower the age
(bekm or equal to 30 years), more was the dissatisfaction. Findings of present

study are consistent with the above-mentioned studies,

5.1.2 Se\ - The sex was found to be associated with some of the above services
like prol'ision of medicine supply, word- boy/aya/cleaners services and laborator_\
ser\ices. In these eases the females were found more salislied than their male
counterparts. (Hall and Dorman: 1990) in a mela-analysis of 211 studies on
satistaclion mentioned that patient’s gender does not affect satisfaction values.
Although sonie authors insist that sex like age is a predictor of satisfaction. In
evaluating the service, provision of medicine supply, the mean score attained by
the female respondents was 8.4 + 21 and that attained by their male ctJunlerparls
was 6.6 £ 3.3 (p < 0.05). In evaluating the ward-boys/ayas/cleaners' services, the
females were also found to score higher than lheir male counter parts (the mean
score for females was 21,3 £+ 5.2 and that of males was 16,2 £ 7,8) and the
assttcialion was found statistically significant (p < 0.05). Similarly, the female sex
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WHS loLind lo aUuin higher score than the male ones on jListilying the lahoraiory
sorviecs. The mean score for fenuile was 16.9 + 4.1 and that ol" males was 13.2 +

6.6 and ihe association was statistically signilkant (p < 0.05).

5.1.3 Marital status - The data presented in table 3 shows that married were more
likely to he satisfied than the unmarried ones (74.4 % versus 73%). Similarlv
percentage ol'"not satisfied” unmarried was more than that of married respondents
(12 "Ai versus 11l.ri%). But the association was not statistically signilieant. l'indings
of this study support luidings of (Cathy Charles el al; 1994) that more problems
are associated with non-married patients. These study findings are eonlradielor\ to
the tindings of (Nasreen: 2000) where 79.3% unmarried and 76% married were
satislied. Marital statLis w'as not a consistent determinant of satisiaetion across

studies.

5.1.4 Occupation - Ihe occupations of all the respondents were not found (table
4). Onl\- si.\lA-seven respondents e.xpressed their occupations. Kort> respondents
from prilate group and twent\ seven respondents from public group, from the
recorded data it was found that the service holders were better satislied than the

otlier categories of occupations like businessman, students or farmers etc.

Similar!}- to see the influence of socioeconomic status on patient satisficlion mean
satisfaction scores of the rich, the middle class and the poor respondents were
compared using ANOVA statistics. (Cathy Charles et al; 1994) found signilieant
association between mean number of problems and patient characteristics of poorer

health status, lower age. female sex. higher education and non-married status, fhe
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rcsull showed that the rich social class got significantly higher scorcs than ihc
midtlic class and ihc poor for evaluation of doctors services, nurses' services.
pro\isi(,)n of medicine supply, services given ai the reception, ward-
hoy/a\a''clearness services and laboratory services (p < 0.001. < 0.001. 0.01. <0.01
< 0.001 and < 0.001 respectively). The findings derived so far regarding
associations between soeio-demographic characteristics of the respondents like age.
sex. occupation, social class and marital status with satisfaction scores obtained tor
dil'ferent services bear both consistencies as well as inconsistencies with the
lindings of (Mall and Dorman: 1988). In this study it was found that more satisfied
patients tended to be older, male, of higher social class and married. (l-0.\ atul
storms: 1981) argue that socio-dcmographic variables are weak dclerniinanls of
satisfaction and findings across studies are not consistent, Contrarv to these, the
present sluth showed that no age group was exceptionally saiislled and Icmales
were more satisfied thaii the males sharply contrasting the lhidings of Z1hill and
froi-man regarding these two variables. However, the study fountl that the rich and
the married respondents were better-satisfied bearing consistencies with the stud> of

(I'lall and Dorman: 1990).

5.2 Kk'ctricity Aspects and Level of Satisfaction

Of the nine kind of services evaluated in the present study, only the suppl; of
electricity including provision of twenty four hours generator ser\ice was

evaluated as ‘'excellently satisi‘actory' by both public and private respondents. In
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casc of otlier services like doclors' services, nurses' services, provision ol
medicinc supply, services given al the reception. vvard-boy/aya/'clcaners* services.
ser\ices of other staffs, laboratory services and maintenance of cieanhncss.
majority of the public respondents held the view that they were 'not at all
satisfactory'. On the contraiy. majority of tlie private respondents. comirieilUing on
the same serlices given at the private setting expressed (hat the services were
mexcellent'. (Kat/ M ct al: 1997) in an attempt to derive the predictors of
satisfaction for Medical Care among IllIV-infected Men that men who receiled
care in a public clinic. ht)spilal or iIMO-based clinic were signilicanliy less
satislled w ith their access to care and in terms of time spent with the provider than

those who received the care in a private oflke.

5.3 Care Aspects :uul Level of Satisfaction

Duriition of illness, length of stay in the hospital and diagnosis - These factors
were not found to be associated statistically with satisfaction. Patients suffering
trom gaslrointestinal diseases including liver diseases were more dissalislied than
respondents with diseases of other systems. Probably prognosis and outcome of
treatment act as confounding factors when the relation between diagnosis and
level of satisfaction is sought. Patients suffering from diseases ol'the same body
s>steni nia\- have different levels of satisfaction. When the prognosis is better and

outcome of treatment is better, the level ol'satisfaction will be higher.
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Doctors’ qualities - Respondents salisiied with doctors’ qualities were more likel\
lo be satisfied overall (table 7) and the association was statistieall> signilleant.
lakine w'.satislled” and "highly satisfied” together 71.30% respondents were
satisfied with doctors' qualities. (A/i/ul: 1998) found 59.62% respondents satis lied
with doctors' behaviour. (Khaleda; 1992) in a study at DMCi! found 7.78"0
describing doctors' services as inappreciable. Differences between lindings of
diifcrent studies might be due lo differences in the study designs, (/ahid: 199.-S) in
a study at Gonoshasthya Kendra hospital. Savar. Bangladesh foLind 9<S.9"«
respondents satisfied with regard to doctors' behaviour, findings of preseni stud\
are consistent with those of the mentioned one. (Das A. M. and .Shahidullali M. et
al; 1988) conducted a stud)’ in Dhaka Medical College Hospital among 8nt)
admitted patients to assess their perception of medical care. They showed that 60%.
patients rated doctors' behavior as good and 38% had some stirts t)f disliking lor

doctors' behaviors.

Nurses’ qualities - The more were satisfied vvith nurses’ qualities, the more were
satislled overall (table 8). The association between satisfaction with nurses’
qualities and level of satisfaction was statistically signiilcani. It was also identilied
as a predictor of satisfaction for patients of all ages, sexes, and education status.

Outcome of treatment - It is seen that in (Table 16) cure rate is comparatilel\
higher in case of private treatment group (almost 80%) than that in public group
(61"'m»). although death rate is much higher in private group (12.5%) than that in
public grtnip (3.2%). The reason of such a higher death rate in private grtuip might
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be (hat nearly one quarier (22.05%) ol' the private patients underwent operative
treatment, \\hich carries a higher risk of mortalily in comparison to conservative
treaiment- On the other hand, none of the public group received the same treatment
and probably that might have been the reason of negligible death rate in Public
group. With these discussions conclusions and recominendalions can be drawn foi'

underlakinu further measures.

102



Dhaka University Institutional Repository

CHAPTER-6

CONCLUSIONS AND RECOMMEDATIONS

In ihe present sludy. it is seen that majorily of the private respondents evahiated
the ser\ iees given at the private hospital as "excellent', while the majority of the

public respondents viewed the same given at the pubic hospital as 'noi at all
satisfactor} O f the nine kind of services evaluated in the present sludy. only the
supplv of electricit> service was evaluated as 'excellently satisfactorx' b\ both
public and pri\ ate respondents. In case of other services like doctors' services,
nurses' services, provision of medicine supply, services given at the reception,
uard-boy/ayal/clcaners' services, services of other stafi's. laboratory services and
maintenance of cleanliness, majority of the public respondents held the view that

the;- were 'not at all satisfactory'. On the contrary, majorily of the prilate
respondents, commenting on the same services given at the private setting,
expressed that the services were 'excellent'.

Majoril) of the private respondents evaluated lhe services given al the prilate
hospital as ‘'excellent’ while the majority of the public respondents \iewed the
same given al the public hospital as 'not at all satisfactory”. Most of the people of
Bangladesh are of poor socio-economic status and they have to alaii the services
from public sector. But it is frustrating that the evaluation of' the services b>
palienl is not al ail satisfacton'. It is devastating lor the health system of the

countr\. I'ill nt)\\ public sector is the onl> active system at the doorstep level of

the population. Most of the people cannot buy the health services. So there is no
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way for them. So it is the urgent need to identify the loopholes of the public sector.
The same doctors, nurses are working in the public and private sector. But in one
sector consumer is highly satisfied while in another consumer is not at all satisfied.
So accountability of the service provider must be ensured in the public sector.
Cleanliness is the burning issue in the hospital management. But it is excellent in
private sector in this study. On the contrary which is not at all satisfactory in
public sector. Here it is strongly recommended to privatise the cleaning system in
the p ublic h ospital. R egarding the supply o f medicine here, also se rvices allhe
private sector is satisfactory. It is astonishing that all the medicines in private
sector is bought by the patient himself. Even after that they are satisfied. Probably
attitude of the patient and availability of medicine influenced the respondents. The
service provider in the public hospital is not at all receptive. Attitude in the
reception of public hospital must be changed for the patient. Service provided by
the aya and ward-boy in emergency situation in the public hospital is not at all
satisfactory. It necessitates the proper motivational training have to be taken by the
authorities. Laboratory services in the private hospital is satisfactory. The factors
making the private sector satisfied are empathy, gentility, cleanliness. One stop
service along with improvement of sympathy, gentility and cleanliness will make
the patient satisfied in future in public sector. Evaluation of patient satisfaction is a
continuous process. T he level o f satisfaction o f p atients w as higher in Crescent
Gastro Liver General and Hospital Ltd. than in Dhaka Medical College Hospital

and the difference was statistically significant.
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To improve the hospital management up to the standard level there may be a

separate department for continuous evaluation of patient satisfaction and this

department may be organised by non-government organisation (NG(.)),

In the light of fnidings of the present study and analysis thereol'. undertaking

further stud\- is recommended to find out:

1 [he reasons of public services being inel'lkient in the same place where the
private services are efficiently running'?

2. What incentives do play the motivating role for the private service providers to
deliver the services in most satislactory manner'?

3. What factors do intluence the public service providers to be complacent to
their noble profession of serving the suffering humanity'?

In this age of rapid development of science, technology and management

expectations of service recipients are increasing day by day. The quality of care

that satisded patients yesterday may not satisfy' them tomorrow. Moreover,

satisiaction and utilization of service go hand in hand. Therefore. Lo increase the

rale of the utili/ation of public services a concerted effort to be put to reveal why

the public service users arc not satisfied as it is expected to be. I'aced with the

above fact, a large-scale study should be undertaken to IInd out the reason ol

dissatisfaction of the users of public hospital services, The findings generated thus

may help the planners and policy-makers lo formulate a right strategy to improve

the present situation of public hospital management.
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Appendix -A

Questionnaire / Data Collection Sheet

Faculty of_Mari:aiement

Study TiUe:

t'oniparalivt; evaluation of the services given al I'ublic and Private Hospitals in

Dhaka City.

1 Name of ihe patient.

2. .Address.......ccenne.
Bed / Cabin NO ..o, Date of
.Admission.
4.  Type of Hospital: = Public
/
5 A>ie........... in MS
/ /
6, Sex: i = Male
/ /
7. Marital siaiiis; —Married 2 ™ Ldnmarricd
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s. Occupation: 1 = Scrvicc - Student
/ /
3 = Business 4= |-
5 = Others
9. Socit>fc'conomic Condition: 1= Poor 2 = Middle Class
3 = Rich
0. 'l'ypc of treatment given: 1= Operative

Outcome of treatment:

3 = Deteriorated 4 = Dcatli

Instniclioti to fill in the following questions:

Sonic vital questions concerning the services/care given to you are furnished
below. I'ive probable answers, each carrying a parlietilar score based on ualitaiivc
Judgenicni b\ the user of the ser\ices, to each question is also gi\ eti against the
question. The scores assigned ranges from 1 for 'Not at all satislactor\ ’ to 5 for
'Hxcellent' with 'Soniewhal satisfactory'. More or less satisfactory' and
".Appreciable’ in between them. You are cordially requested to answer those
questions depending upon the level of your satisfaction derived from the

services'care aiven to vou.
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Your responsible answer will help me a lot lo carry out the research and thereby to

formulate a pt)licy for turlher improvement of the hospital services.
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APPENDIX-B

Work Schedule

Time schetlule

o Liln [_Tle] Sep CVL No\ Dec J;In Feb Miir e VVI:i\
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APPENDIX-C
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