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ABSTRACT

Client's satisfaction. o0 measure of outcome of health care provided to paticnts, is indispensable

in the assessment of health care services. In Nigeria, information relating 10 clients’ perceplion
and salisfaction of service delnety at the Accident and Emergency Departsnent (AEDY in tectiary
heaithcare facilities is sparse This study waos, thercfore. designed 10 investignie the pcmcpt;c'm
and satisfoction of clients conceming heolth scrvice delivety ot the AED of the University

College Hospitol, Ibadan.

A cross-scctional study was odopicd and 450 consenting patients and r:latives al the AED and
words were putposively selected. An intervicwer-odministcred, semi-siruciured ¢<juestionnaire
which included questions on socio.demographic characteristies. Clienis® Perception (CI’) of
quality of carc. Level of Satisfoction (LS) and senice delivery was used for data collection.
Clients satisfaction and clients perecption were mcasured on |S-point and 9-polnt scales
respectively, Satisfaction scores (SS) <23 and 223 were nitcd as not satisticd and satisficd
respectively. Perception scores (PS) <15 and 1S5 were classiticd os poor and good respectively.

Data were analyscd using descriptive statistics and Chi-squarc 1est with level of signiticance sel
at 0.05.

Age of respondents was 57,9 £ 9.8 yearss. 50.0% were patients and 50.0% were patients’
relatives, 50.2%% were males ond 62.7% were moerled. The PS was 14.443.7) while SS was
22.3£3.7. MoJority (77.3%) of respondents had sood perception of health service delivery at the
AED. Educational stwus of the respendenis was significantly ossociated with level of
satisfactlon. as clients with tcrtiary cducotion were 1nore satistied (75.3%) than clicals with
secondaty (61.4%6), primary (53.3%) or no formol education (52.1%%). A significantly higher
proportion of respaindents oged 2!-10 ycors (36.3%) were unsatistied with service defivery
compaed with those oged 41.60 years (35.193) ond €1-80 years (34.8%). Factors which
teporicdly accounted for elicnts’ refusal of odmisslon Included lock of moncy (53.3%) and
negolive allitudes of stalF (46.9%s). Rcsponderits® suggestions on how 10 improve seevices ail the
AED inctuded; provision ol olleys for moving patients (73.3%) and increasc in the amount of
altention poid 10 personal nceds (61.1%). Pharmacists were [ess likcly to contribuic o poor
perecplion (OR=0.648 95% C1=0.530-0.793) comparcd to other personncl, while doclors were
also less likely io contributc 1o cllents dissatisfaction (OR+0.5.42 95% Ci+0.422-0.697)
compared (0 other ncrsonnel
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e level of satisfoction 10 health service delivery at the Accidemt and Emergency’ was
nadequate. Patients and relatives still have poor pecception about healh services in tha Accident
ond Emergency despite the majority having a good gcrception. Therefore, provision of
Iall'ordable. readily available and conducive hcalth services should be paramount 0 the hospital

manogement. in addition, the training of hcalh carc providers on interpersonai celationship
Should be organiscd regularly to improve the quality of carc.

Keywords:  Clicnts perecption, Client sotisfaction, Quality of care, Service delivery,
Accident and Emergency

\Word count: 432
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GLOSSARY OF ABBREVIATIONS/ACRONYMS

A&E: Accident and Emecgency
CMS: Center for Medicare and Medicaid Scrvices
DAMA: Discharge against Medical Advice
LIC: Low Income Countries
MCC: MofTitt Cancer Center
NHIS: National Health lnsurance Scheme
OATH : Obalemi Awolowo Tcaching Hospitol
SES: Socioeconomic Stalus
SPSS: Statistical Products and Scavices Solution
UCH: University Coltlege Hospital
U.S: United States
WHO: World Healih Organizaiion
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OPERATIONAL DEFINITION OF TERMS

Clicnts: A person or group that uses the professional advice or services of & proiessional ¢.g. 8
lawyer, Doctor. Accountant etc.

Satisfaction: Satisfaction refers to a state ol pleasure or contentment with on action, event or
serviee, cspecially one that was previousty desired and when applicd 10 medical care, patient

satisfaction con be considercd in lhe context of paticnt's cvaluation of their desires and
anticipation of health carc,

Percention: 1s the organization, identification and interprelalion of sensofy’ information in order

to rcpresent and understand the environment.

ITeubth service delivery: This refers 10 the work done in providing primary care. secondany’ care
and teriiary carc as well as.in public heallh practitioners

ulh
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Clicnts: A person or group that uses the professional advice or services of a professional ¢.g. o
lawy<er, Doclor. Accountant etc,

Sutisfaction.; Satisfoction rcfers to a statc of pleasurc or contenuncent with an action, cvent or
service, especially onc that was previousiy desired and when applicd 10 medical care, patient

satislaction can be comsidered in the context of patient’s cvalumion of their desices and
anticipation o [ healih care.
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to represent and understond the environment.

11calth service delivery: This refers 0 the work donc in providing primary care, secondaly care
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CHAPTER ONE

INTRODUCTION

}.1 Background of the study

The definition of health which is sinled as a stalc of completec physical, menwal and
social wezllbeing and nol merely an absence of discase or infirmily has recently becn expanded o
include the ability to lead a socially and economicolly productive life (\WHO, 1948 and 1978),
Heolthcare is an inciusive package of preventive. promotive. cusative and rehabilitative heahh
services to the people by the health professionals (Lasl, SpasoiY and Harris, 2000).

Salisioction is a psychological statc resulting when the cmotion suriounding
disconfirmed expeclations is coupled with consumer's prior {celings about the consumption
cxperience (Al-Chnadi, Falamarezi, Al-Kuwari and Al-Ansari. 2009). Patient satis{action hos also
been defined as the degrec of congruency between o paticnt’s cxpectalions of idea! care and his

fher perception of the real casc him sher roceives (Armgon and Genell, 2003).

Satisfaction also refcrs o a stoic of pleasure or conlcntment with an action, cvent or
scivilce, cspecially one that was previously desired (tiomsby, 2000) ond when applied to medical
care, paticnt satisfaction can be considered in the conteat of patient's evnluation of their desires
and onticipation of hcalth care, One of 1the factors that influence patient solistaction s cllicicncy
of services rendered 10 patients (Santillan, 2000). The * cfliciency™ of service refess 10 thie
promptness of the carc given to paticnts, including Issues like waiting time before consultaion,
duration of consultation, amounl of time spent with the doctor subsequently, guick response 1o

cmergencles, yuick dispensation of drugs, fast and accuratc laborntory tests (Santillan, 2000).

PPatlent satisfaction is n [octor of heakh siatus and a mcasure of the outcome of care
widely used in evaluating distinct dimensions of paticnts® heolth care (Donabedian; 1988). M is
aiso onc way of assessing communication and information transfcr between cliniclons and
paticnts and can thereflofe be a patient’s medwum ol expressing dissstisfaction with the provision
of informaltion, ‘e mcasuremcent of paticnts’ perceplions relating to the process and quality of
hcalth carc dclivery is increasingly recognized as an Important compencnt in the cvoluation of
heslth core intcrventions and for assessing scevice quality (Crow, Goge. | iasmpson, {ort, Kimber
anil Storey, 2002) and it §s widcly uscd In assessing espericnecs wilth seevices or care (Slizia
1999) ‘hsrough the evaluation of clients' satisfaction, clinicians arc able 1o investigatc the
degree 1o which their services have been oble W tneel the nceds of their clicnts/patients (Avis,
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Bond and Arthur, 1995). One important reason for obtaining patients™ views on their experience
with care is to facilitate improvement in the services rendcred by health care providers since.
satisficd patients are more likely to follow (reatment instructions snd medical advice, probably
because they are more likely © believe that treatment will be eflective (Hardy, West and
i1i15,1996). Consumers incrcasingly regard satisfaction ss an cssential complement o
administsative measures of the quality of health care (Allen, Darling and McNeil. 1994; Diekey.
1996; Sutheriand and Dawson, 1998),

Prevlous studies have rclated satisfaction to individual eonsumer experiences and
bechaviour as well as oulcomes of care (Roughmann, Hengst and Zastowny, 1979, Ruggeri ond
Doll’Agnola, 1993; Kane, Maclejewskl and Finch. 1997). However, only a few studies hase
cxamined the usc of s:itisfaction measures (o eompare quality neross diflerent hospitais or health
care providers (Rubin, Gendek. Rogers, Kosinski, NeHomey and Ware, 1993). QOlatunji.
Ogunlana, Bcllo and Omobaanu, (2008) asscssed patients’ satisfnction with the physiotherapy
scrvices in a Migerian Federal Medlcal Centre where clients were satisfied with physiotherapists®
character, the picces of advice given to them on theic health and respeet, but wejie however not

stisficd with the small amount of time spent with them and the eost of treatment per session,

Patlent satlsfaction represents a key marker for the quality of health care delivery and
this Intemationally accepted factor nceds 1o be studied repeatedls' for smooth functioning of the
heslth care systems (Almujali, Alshchy, Ahmed and §small, 2009). Enhonced focus vn improved
patient carc coupled with schicving high degree of patient satisfaction is duc 1o increasing
demand for belter carc among the public on onc hand ami the compctitive and hostile
cnvironment surrounding heahh core on the other (Roo. 2002). Patient Salisfaction thus
cncompasses excry aspect of the of heahh senvices, from system approach perspective (Kumari,
Idris, 8hushan, Khanna. Agenvai ond Singh, 2009). Improved skills exhibited In the staff-patlent
coninunication about the condition of the patient, instructions for casc, relum visit, Presceiption
ol medieines, phasmacy Instructions, a cleaa and tidy premise, indrease the faith and level of
satesfaclion of the patients ([Ialdar, Saskar, Bisoi and Mondal, 2008). ‘The sta(T shoutd be teained
in every possible way in line with the patients nceds (Qanguly, Deshmukh and Garg. 2008),

Patient saiisiaction s a uscful measure to provide a dircct indiestor of gquality in
heahhcare, hence necds to be measured frequently %o that 2 domesticsted and localized
heafthcare plan could be developed (Fatooqt, 2005). Fhus, petient’s satlsiactlon Is an Important
usue both for cvaluation and Improvement of healthcare services (Al FElsa, Al-Mutar, Radwen
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Al-Terkit, 2005). Patient’s assessment, therefore, suggesits guidelines for improving the
attitudes ol doctors and other paramedic stafl in better serving the patients thereby improving the
health scrvices {Al-Qatari and Harar. 2006) Patient sstisfaction is a summation of ail the
patient’s experiences in the hospital (Press, 2006). 11 derives from the patient’s cvaluaiion of how
well the provider meets his or her personal and emotional as well as physical necds. Because it is
such a compiex topic. one of the most accepted ways of studying satis!action is by uvsing

questionnaires in which the questions are organized into dilTerent dimensions or domains (Carr-
Hill, {992).

1.2 Stotement of the problem

Health case facilitics aie ofien poerly utilized in mony iow income countiies (LIC) in
Africa and various reasons including poverty, poor access, fow literacy levels inadcquate
infrastructures and cultural bias ltsve been attributed 10 this (Ariba, Tharni and Adebayo. 2007)
and the amount of time a patient waits to be seen, is also one imporant (actor which atYects the
utitizotion of heslth coare services (Fernandes, Daya, Darry and Polmer, 1994; Dos Santos.
Stewart and Rosenberg. 1994).

Peoples’ satisfaction towards health service delivery in the Accident ond Emergency
Deparninent of University College |{ospital ha: beconie on issue of concern in recent times ag it
hos been obsened by the authior, Majority of people who come for services at the Aecidenl and
Emergeney cither as patients os relotives of patients hove shown various reactions towards the
way services arc been rendered to them and many have actually dischatged themsclves against
mecdical gdviee on scverol occasions because of their dissatisfoction with the way health services
ore rendered at the facllity. Studies conducted by Ariba et, ol. (2007) hod shown that aboul 393
of patients utilizing the emergeney serviees in a hospital in southwest Nigerio were dissatislied

with the quality of service, while only [7% and 19%6 reported that they would avoid using the
services in future or recommend the services 10 others respectively.

bt is not uncormmon io heor pcople tay that they mther die in their homes than come to
University College Hospital swhere they would be subjected 16 nll sorts of tests by different
pecple and people who happen to visit the locility for the very {irst time olready have negative
opinion about the f{zcility. Mony pcople olso express dissatisfactlon becsuse they consider
medicel treatment difficult to access ond exprensive. 1 1 therelore o neeessity that the reasons for
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ople dissatisfaction towards health services in the Accident &Emcigency Dcepartment be

tudicd so as to find ways toimprove service delivery.

1.3 Justificetion of the study

As many people havc expresscd coming to the University Coliege Hospital as a
death sentence, this study has provided the opportunity to explore the pcrecption of clients
who visits or bring their relatives for care at the Accident and Emetgeney Depaitment of
University College [Hospital which is usually considered as the point of first contact between
hcalth providers wid most of the hcalth users seen in the hospital. The study found out if
clients are satislicd with the ways services are rendered by health workess in the Accident
and Emcrgency Dcpmitment. The study' was aiso used 10 determine ways by which services
provided to paticnts can be improved. The findings from the study can also be used 1o
rcform 1he existing scrvice delivery process that would ensurc quality assumnce of services
rendered 10 the client thercby improving scrvlce satisfacilon, The University: College
Y lospital nuthoritics can also use the results of this study lo revisit the cxisting policy on
scrvice delivery at the Acctdent and Emergency depantment in the areas of qualily assurince

and personncl regulatory reforms as well as staff-paticnt comntunication,

1.4 Rescarch questions:
The study provided answers to the following questions:

1. What aie the perceptions of clients about health scevice delivery in the Accident and
Emecrgency Degartment of UCH?
2. What are the level of siisfoction of clicnis towards hcalth service delivery at the

Accident and Emergency’ Degiartinent of UCH7

3, What ase the foctors influcnclng cllcnts satisfacilon 1owards health service delivety?

4_ What arc the factors thet can be put in place 1o improve clients’ satisfaction towurds
health service delivery at the Accldent and Enicrgency?
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1.5 Broad objectiveofthe study:

The broad objective of the study was 1o investigate the perception =nd level of

satisfaction of clicnts 1owsrds health scrvices provided by hcalth care givers in the Aecident &
Emergencey scction of UCH. Ibaden,

1.6 Speciliv objectives:

The specific objectives thal guided the study were 10:

1.

9

3.

Identify the perceptions of clicnts about health service delivery provided in the Accident
and Cmergency Department of University College Hospital.

. Dcterminc the lcvel of satisiaction towards health carc deliveiy a1 the Accident and

Emcrgency amongst clients.

Identify factors associated with client’s satisfaction towards healih service delivery',

4. Determince how the satisfaction of clicnts can be improved.

1.7 ltescorch llypothesis:

The rescarch hypotheses for this study swete:

2.

5.

There is association between socio-demographic vasiables (educntional quelification,
age. scx and merital status) and clients’ level o fsatisfaction to health service delivery.
Theec is association betwween socia-demographic variables (educational qualilication,
oge. sex and marital status) and clients® level of perception towards heolth service
delivery.

There [s assoclation between level of satisfaction and (factors intluencing
respondents’ satisfaction,

. There Is essociation between level of ssiisfactlon and factors responsible for

dischargc egainst mcdical advice or rcfusal of admission.

There is association betwecen level of perception and factors responsible for refusal of
admlssion or discliargc against medicat advice.
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CHAPTER TWO
LITERATURE REVIEW

Client Satisfaction: An Opcrational Dclinition

Clicnt satisfaction is a concept that has B connection with both the technical and
interpersonal aspects of care including the various amenities of care such as attractive physical
environment, convenient location and parking Donabedlan (1980) points out thst a clicnt’s
asscssment of quality, expresscd os satisfaction or dissatis/action, could be cemarkably detailed.
It could pcitain to the scttings and amcnitics of carc, to aspects of technicai management. to
fcatures of interpersonal carc. and to the physiological, physical, psychological or social

consequences of care.

Client satisfaction hos also been defined as the catent to which a program fulfils a
client’s ueatment expectations (Davis and Hobbs, 1989). fiavis and Hobbs also identified
various components ol clicnt satisiaction to allow an accuroic measurement. These components
wese classificd into three dimensions of sstisfaction:

Access 1o Carc (e.g., Signs ond dicection o veatment fu<ilily, waiting room timie, clinic hours);
Physieal Environment {¢.g., Clcanliness of reception area. noise leve! and condition of treatmeni
space); and

Casc Reccived (i.c. Imiman, clinical and outcome aspects),

Davis and ${obbs (1989) used tins opcrntional definition to devise a conceptunl framcyosk from

which to desigit a clicnt satisfaction guestionnaire

2.2 Quolity In heulth earc

Llealthcare qualily is more diflicult to deline thon other services because It I3 the
customer himsell and the quatity of hls lifc being evaluated (Eiriz and Figucitedu, 2005). [¢ has
been supgesied by some authors that healtheare qualily con be assesscd by taking into aceount
observer. i.c. friends and family pcrceptions. Moreover. these obserscr groups represcnt potenial
future customers — major influcncces of Paticnt healthcare choices (Naidu. 2009). Lim, Tang and
Jackson, ( (999) postuisicd two nspecls of healthcare quality:
(1) The technical B3pest of cares W hich refcts to the comPetence of the Providers as they §o about
performing theis routines. These incfude thorouBhness, clinlcal and oPersting skills of the

doclors, clinical outcomes. |
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) The interpersonal aspect of casc. which represcnts the humane aspect of care and the socio-
svchological relationships between the patient and the health care providers. This involves

explanations of illness and treatment, the availability of infonnation, courtesy and the wannth
recened.

Quality of health care is the degree of perforinance in relation to a2 delincd standard of
intcrventions known to be safe and that have the capacity o improve hcalth within availabltc
resources and traditionally quality of heafth carc has been measured using professional standards
and neglecting the importance of paticnt pcreeptlion (Mladdad Potvin, Roberg, Pincault and
Remondin, 2000). Users® perceptions arc now considered 1o be important source of information
in screcning for prablems and can be applied in the development of an effcctive pion of action

for quality improvement in health cure organization (WHO. 2004),

The compliance of clients with treatment and the continuity of paticnt-physiciun
relationship nnd hence outcomes is dsrectly influenced by client’s perception of carc and it also
influences utilization ond readiness 1o contribute to financing health services {Akin and
Hatchnson, [999; Kamuzora and Gilson, 2007). Heallh service should be able 10 nmieel bosh
medical and psychosocial nceds. [lowever, most offen carc provided ts costly and substandard,
and imposes a heavy financial burden on poor households (\WHO. 2000). Sometimces paticnis’
cxfctations are not nct by’ professionals (Jung. Weising and Grol, 1997). Issues ol concem to
patients include core givers® Interactlon with paticnls. accessibillty of health services, availability
of drugs and equipment, and clcanness (Haddad ct al, 2000; Baltusscn and Ye, 2006).

The tcrm healtheare quality is multi-faceted (Litvak, Long, Cooper and Mchanus, 2001),
With regards to patient satlsfoction. qualily from the perspeclive of a physician. administrator. or
clinteian is gencrally judged by clinlcal omcomes. However, evidence shows that Quallty lrom
the perspectlve of the healthcare cousumer is rarely jidged on the basls ofvwhleh organization
has the best clinlcal quality, “any mose than airlines win the loyaity of their eustomers on the
lield of who has the best safely record™ {(Lec, 2004). In icrms of how on Instltution responids to
Its patlcnt views on quality, the approsch te quality of carc encompasses many Individual
ecomponents Two of the most signilicant mcasurcs of quality of care Include quolity assessment
and quality improvement (Barton, 2003). Quality ossessimcnt represents the analytical nicassure of

the imporant cicments of quality of carc. For cxample. In terms of patlent/customer satisfaciion,
quality assessincnl can be used 10 anolyze the outcomes of inlerpersonal Interactions between the

7
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ysician and the patient throughout the care process. Measurement i's an essentiol element of the
ssment process (Barton., 2003; Quinn, Jacobsen, Albrechl, Ellison, Newman. Bell. and

Ruckdeschel, 200). Quality improvement is the process used o enhance the deiivery of

healthcare services provided 1o heslihcase customers in order ©© best meet their needs and

~ expectations,

The guality improvement process logically follows quality asscssment. and utiliZzes
assessment results in order to develop technigues (o address those customer concesns defined
during the asscssment process (Barton, 2003). A prime example of o popular quality assessment
tool utilized by various healthcare organizations includes patient satisfoction susvey's (Quinn et
al, 2004). Patient satisfaction surveys cnable organizational leaders to liave some clear insights
into the inner workings of their healtheare focility. The Il Lee Moffitt Cancer Center and
Research institute at the Univeesity of South Florida (MCC) is o prime example of a
multidiseiplinary institution that encountercd issues reiatcd to patient satisinction, and
successfally addressed then through a real-time asscssment of patient and staff satisliaction for a
focused and cfticient improvement process. The data penemicd frosn their surveys provided a
strong foundation in which to evaluate managenicni and staif performance using information
dicectly provided by their heahhcare econsumers. Their patient sotisfaction surveys were
Instituted as a 100! to st goals based upen pittient expeclations and scrvice quality (Quinn et al,
20049; Gancy and Dmin, 1998). They aleo cstablished patient focus groups and employee
interviews to supplement their survey's in older 10 instilute a more compreiiensive system
directed at coordination of case (Quin et al, 2004). MCC's problem identification-action-
fecdback approach has become “c method for gool scetting and cstablishing mansgement

accountability'' (Quinn et al, 2081},

Patient sotlsfaction in the heahhcare field is on imporant suntegic asset for hospital
quality hnprovement as it has been demonstroted In varlons rcsearches in the past decade
(Reichheld, 2003). All heoltlicare employees in an organizolion that measures patient satisfaction
must understand the value of the patient as a tncasurement of the success of the organization as
the potlents come flrst ond therefore measurement necds to be a <ontlnuous process so that
employces understand that their actions will be held accountable — by patients tirst, and then by
the management {Cancy and Draln, 1998), Patlcnis are now regarded as heahhcare customens,

recogniztng that dividuals consciously make the chuice 10 purchaseo the scrvices and providees
that best mect their healthcare neceds (Wadhwa, 2002). Consequently, modem consumer
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hhcare 15 driven by the customer demands of a “system that accommodates their busy

schedules, provides them with useful information. and involves them in dectsion-making™
(\Wadhwa, 2002),

The term customer is increasingly been used symonymously with paticnt in
characlerizing quality in tesms of patient salisfaction in the delinition ofthe quality improvement
and this has altowed hcalthcare organizations 10 bring 10 the forefront the idea that patients are
aciually’ choosing (o purchase the healthcare services they desire; siressing the lact that the
hcalthcare delivery system is a highly compctitive market (Barton, 2003). Moreover, in order 1o
stay viable in o competitive markeiplace, il is imponiont thot healthcare organizations and their
providers bepin lo recopnize that viewing palients as cuslomc:s, and improving customer
satis{action, has direct implicotlons on heahhcare qualily — boih in terms of scrvices rendered
and the reputation of the institution for best meeting its consumer’s needs. Those organizotions
and providers who rccognirze this telationship will uhimaicly develop and mointain a better
compelitive advontage, ond witl acquire the bencfits associnted with a satlsfied comrnunity of

healthcarc consumers (Wadhwa, 2002).

In oddition to quality asscssment and quslity improvement, (rom o patient/customer
satisfaction perspective, the concept of qunlity is addresscd in two other distinct manners. Virst,
quality, as it relutes lo hcahhcare, represents the overall satisiaction with life both during and
following an individuai’s encounter with the healthenre system — its organizations wnd providers,
Quality acts an indicator of satisiaction based upon an individusl's expericnce whilc receiving
medical core. For exampte, “comfoii laclors, dignlty, privacy. securlty, deptec of independence,
dccision-making autonomy, and atientlon to personal pielercnces™ (Shi and Singh, 200S) are all
slgnlficnnt aitributcs of healthcarc that arc Important 10 most people, These esscntin! lactors
inMlucnce healthcare consumers in mnking declsions about speclfic providers and fogilities,
Seeond, ihe term quality can reler 1o quality of Hfe ~ or an Individual’s “overall satlslaction with
life and with self-perceptions of health, particularly afice some miedical Intervention™ and the
signilicance of thcsc two 1eferences to qualily [s that each represents a desirable process during
medlica) treatment, as well as successful outcomes alter a healtheare service is rendered (Shi and
Singh, 2005), Meciing boui stondards of quality can help 10 gencrate paticat volumic for a
healthcare orgonizaiion end keep peopic rctutming vvhen in need of treotment (Barton, 2003).
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It is vital for a healthcare industiy 1o optimize paticnt/customer satisfaction in the best
crest of the poticnVcustomer and it is essential 1o discuss how vital it is for the actual
1¢althcare provider and healtheare organizational staff (i.e. engineering, facilities. laundry, ¢1€.}
1o be concemed \with malnining high levels of patient/cusiomer satlsfaction. For example, if
organizational staft’ is dissatisfied swith a healihcace facility as a place 10 work. they cannot
deliver high quality care. And. vice versa, if a healthcare institution is faced with high slaff
lurnover, that institution risks rendering poor quality care. Both scenarios result in a foss of
busincss creating a red bottom line (Press, 2005). One of the most challenging components (0
sustaining a successfut heahhecare organization is ttying to keep it operaiing in the *black™. whilc
constantly and consisiently providlng quality service to patients. 8eing in the “black™ means
generating a profit or at lcast not having to borrow' funds, as opposed 1o being in the “red™ which
rcprescnts an organization in debl Consequently. the hospiial must offer quolity care at an
aftordable price, while remaining comp<titive m the masket (Kim, 200§}, Operating in the black
1s a paramount challenge in itsclf. Running in the black 5 al nsk when dissatistied cusiomers no
longer scek the services of that organization. If an organizat!on’s bottom line is consistently red,
it risks being put out of business and, thus, their siafls become unemployed. Customers who are
salislied (paticnts, employecs, onid physicians) sigmilicantly contribute to the organization

opcrating efficiently and achleving its gools {lI'ress, 2005).

The hcalthcare delivery system can deal more cifectively with the issues of
patlenvcustomer salisfactlon by examlning thiee key questions: What qualitics do heoltheare
consumers determinc (0 be-elemenis of pood healthcare? \WWhat, do heslthcare consumess, regaids
as good heallhcare provider? And, according 10 heaftheare consumers, what measures do 1licy
use 1o determine good quality heaithcare (Safavl, 2006). Taking into consldcration the responses
10 these (questioas can help hcalihearc organizations begin 1o develop or make more cffective
paticnv/customer satlsfiction progronis that best meet their consumer’s healthcare needs In fact,
there is a recent history of instliutlonal and scholarly Inquiry Into the aforementloned questions
encompassing the idea of what patients want in termms of healtheare service (Safavi, 2006). To
reiterate the aforemeniloned polnt, in 2008, a survey conducted of 10,000 houscholds showed
that 6S percent of respondents dentified that both care and compasslion are more imporant than
lechnical proficiency when recciving medical care (Safavi, 2006; Kelchheld, 2003), *\When the
question s posed specifically In terms of the patients® perception of theie hospital experience, the
emphasts shifts 1o issucs of respect and commurticallon™ (Safavi, 2006).

10
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Morcover, Power and Associates conducted a study in 2004 of 2,350 petients. The results
[ their study showed that “satisfaction with the hospital experience was driven (in order of
nance) by dignily and respect. speed ond efficiency, comfort, informaiion and
ommunication, and emotional supponrt” (Safavi, 2006). 1n both 2003 and 2005. the Agency for
ealthcore Research and Quality and CMS (Centers for Medicare and N\ledicaid Services)
assembled 16 separote focus groups in six U.S. cities 10 determine what healihicare consumers
thought to be the most significant characieristics of quality c¢are delivered in hospitals. The
resulls of bath studies taken together showed thiat consumers preferred four qualities: (1) Doctor
communication skills; (2) responsiveness of hospital siaff; (3) comfort and cleanliness of the
hospiial environment; and (4) nursing and hospital staft’ ecommunication skills (Safavi, 2006).
The fotlowing three factors were determined by the results of the study 10 be less impocant

characteristics of quality healthcare: ()) Pain rnanagement; (2) avoiding problems with

medications. ond (3) avoiding prablems ailer lcaving the hospital (Safavi, 2006). “Are good

outcomes really whot patients think about sshen they seek a good care provider for themselvesor

theic (amily'* (Safavi, 2006)?According to research studics. healthcare consumers “‘determine

levels of quality lasgely on ottributes such as respect and eompassion, not technical proliclency™

(Safaw, 2006)

The modemisation of health car: systems and advances in cvidence-bascd healthcarc has
ralsed expectations of improvemenis in the quality ol care (Powell, Davies and Thomson, 2003,
Sheldon, 2005) and moreover, the rrowing demand for health carc. combined with rising costs
ond limited 1csourccs. has increascd the emphasis on the eflicient nse of health care resources
(Campbell, Rowland and Buctow, 2000). A paticnl's perspeetive of quality may include their
desired health outcome (Mitchell and Lang, 2004; Swan and Boruch, 2004), their relatlonship
with hcalthcare providers, the qualifications end performmance of heaithcare providers, and access
lo and choice of healihcare (Campbell. Braspenning. Hutchsnson and Marshell. 2002; Hibbard,

2003).

2.3  Putient satisfactlon
Onc of the most important quality dimenslons and key success Indicators in health epre is

paticnl satisfoction (Pokdl! and llarwood, 200%) Zineldin, (2006) deflncd Sottsioctlion ns an
cmotional respon.. Satisfactlon is aceepied 10 be en atiitudinal response 10 value jutddgnients that
paticnss make  bout their clinical encomicr (Kone et al, 1997), As Priporas, Laspa ond
Kameniduo, {2008) staled. a paticnt's expectations and pecceptions are not shinply related
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Busc o medical or healih service is not technically compsehensive. The experience of
isfaction may be connected 10 happiness, weahh, prosperity and quality of life. In its technical
fiibution, it is a judgment set by the customers of a servicc. documented aftcr the consumption
rience (Priporas ct. al., 2008). The earliest studies of patient satisfaction dnte from the mid-
1950s such as. Souelem, (1955) and Klopfer, (1956). The depth and nichness of this strcam of
litersture provides physicions and their administrotors with adequate knowledge of the

measuremcnt of quality of care (Lin and Kelly. 1995).

Patient satisfaction with heallh care has been argued as a subjective and dynamic perception of
the extent 10 whieh expected health care is received (Senarath, Femondo and Ishani, 2006).
Jaekson, Chamberlain and Krocnke, (200F) suggests that patient sslisfaetion is stronBly
influsenced by patient-doctor communication variables and aiso influenced by both patient age
and funclional status. Client satisfaction represents an imporfoni aspect in quality of health case
and one of the main concems of any health casre units is to achieve a high level of patient
sntisfaction by providing a better quality service (Torres and Guo, 2004). Clicnt satisiactlon with
health service delivery organ |izatlon ts tnfluenced by how the patient subsequently cvaluates the
experience and it i5 also linked to the patient’s overall life satisfaction, another subjeclive
detennination (Diener, Suh, Lucas and Smith, 1999). But it eonnot b separnted from the social
and institutionol ecnvironment in which bolth patient and provider ore embedded, Patlent’s
socioeconomic status (SES) not only reflects their position in society but influences all aspecits of
their health care exjerience; which hcalth resources they can attain. their preferences. and their
concerns, atl bascd on prior hislorical Intermactions. Thus. although it hias not yc¢t deen proven that
SES has a posltive cffect on patient <atlslaction, most researchers nonetheless use n patient’s
personal charscteristics, including both generat demographie information and SCS, to explatn the
palterns and She changes that 1akc piace from the cxpeclations prior 10 service (o self—reported
recovery and fsnal satisfactlon (Young, Meterko ond Desoi, 2000; Linder-1'lez, 1982). Patient
satisfaction 1s regarded a4 an ottitudinal sesponse to value judgments that potients make aboul
thetr clinical encounter (Kane «f al, 1997), and an evaluation of speeiflc treatments and rclated
providers (Coulter, 1921). Thus, satisfaction reflects not oniy the pstlents’ judginent and
assessment of the health care experience but atso their perception of the gap between what they

‘ wanied and what they recelved:

12

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



One facior that can account for variation in patient perceptions of hospital care is
Terznces 1n the measures of satisfaction. The patient satisfaction surveys descloped by the
cker Inslitute focused on “experience of care™ ond take a problem-oriented approach by asking
estions about what did or did not happen during the hospitalization with regnid io various
spects of care (Cleary, Edgman-Levitan and Roberts, 1991). Other satisfaciion surveys takc a
“satisfaction with care™ approach, asking the individual to rate their satisfaction with veiious
‘aspects of care whijc they were hospitalized (Finkelstein, Singh and Siivers. 1998; Kane, et ai.,
1997). Thesc two approaches to asscss patients® views of their hospital expericnees may: reflect
the two complementary but somctimes~conllicting goals for deveioping such information;
quolity improvemcnt by hospitals and pubiic reporting for use by censumers. To he!p hospitals
direct their quatity improvement eflors specific questions ideniifying problem atcas have been
used (Cleary, ct ul., 1991; {lasgraves. Wilson ond Zaslavsky, 2001). Whether resulls of these
questions arc moie casily understood by the public in a rcpent on hospital quality than questions
asking patients to evaiuate their satislaction or rate the care received (c.g.. eacellent, good, (air,

poor} is a-‘methedologicol issuc thot has not been resolved.

2.4 Paticeets’ perceptiens of quolity of care and paticrt satisfoctlon

Results from care quality studies showed that she overall view of palients’ perceptions of
quaiity of carc mostly was good (Wilde Larsson. Larsson, Chanterau, & von Elolstein, 20035:
Daniclsen. Gasrott, M. Bjertnas ond Pettersen, 2007), and patient salis/action was high {(Crow.
Gage, lHampson, Hart, Kimber, Storcy and Thomas, 2002; Jenkinson, Coulter, Bruster, Riekaids
& Chandola, 2002). However, studies have sugpgested that patiest sotisiaction scores present o
limited and optimistic picturc, since questions about speellic aspects of palients' experiences
showcd that inpatients who rated the satisfaction as ‘Excellcni’ at the same time repored sevenal
preblems (Bruster, Jarman, Bosanquct, Weston, Erens, and Oclbanco, 1994; Jenkinson, ct al,,
2002). Onc study addressing the paradoxes ol patient satisfaction with hospital carc found that
poor patient expericnces with aspects of care did not cosrclate with low patient satisfaction
scores [n fact, the overall patient satisfaciioss was mied high (Papanikotaou and Nianl, 2003)
There is a questlon of whether it inay be difficult for paticnis to criticize the henltheare quality
wshen onswering questionnaires with questlons with fined respontes, and where there is no
space for actual carc situatlons to mie (Rilskjier, Amnientorp snd Kofoed, 2011), Other cxamples
of this discrepnncy are the cocexisicnee of high levels of potlent sstisfactlon with pain
| management and high levels of paln (Sauals, Min, Leber, Erbacher, Abrams and Fink. 2008,
Beck, Towsicy. fictry. Lindau, Flelds snd Jeasen. 2010). The results from an inicrvicw sty
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ining this discrepanc)’ betwcen high satisfaction rating and high lcvels of pain intensity
icated that patients expecled 1o have some unrclicved pain ofter surgeiy, the healthcare
rsonnel did their best, and the patients did not vvant to be troublesome lo busy personnel
Idvall, 2002). The discrepancy betwecn high scores on patient sstislaction and poor healthcare
episodcs are a problem when the puipose of healthcare quality resesrchis 10 improve the quality

of care.

2.5 Factors affceting cuslomcrs’ satisfaction in healthcare

Haran, lgval and Dovlo, (1993) supgested thst the nain {actors. which aftect the
customer salisfaction in health care are doctors. drug. diagnosis, duratian. distance, aftordability.
and prompt secvice. These factors are critical to the health care quality system. The higher the
efTicicncy-of the quslity sysicm, the more wil! be the satisfaction of customers. A susvey carried
out by Picker institule Europe (Coulter, Henderson and Le Maistre, 2004) on paticnts eligible for
the London Patient Chojcc Schemc aslied paticnts to quantify' the rclative vatue of factors

influcricing their wlllingness to go elscwhere,

Quality ofcore deecmed to be even more important than fast aceess, witile cleanliness was
ralcd the sccond highest factor. Many' patlents wesc concemed aboul the risk of mfcctjon and
information about hygicne standards in ahernative hospitals would be likely to influence their
dccisions about swhere 10 be treatedl. in acddision. the heslthcare infrastruciusc and envirenment
can have a dlrect impact on patient core. There ['s o genemi fecting that clinical outcomes are
secn as given and that the public will therefore base their choices on their subjective assessmen
of the em Ironment cspecially as waiting times ase sinrting 10 decrease, Patient satisfaction theey
kas long distinguishcd patient satisiaction as an attitude (Linder-Pelz. 1982). Duc 10 its

cvaluativcor ofTective nature, an aititudc is distinet from other concepis, such os perceptions.

Additlonally, rs auitudes are distinet Individual states thot are alfected by upbringmg,
cnvironment, and beliefs. individuals are expected 1o dilTer on their evaluations. Linder-Pelg,
(1982) rirst suggested that patient satisfactlon, ax an atlitude. should be measured by the totalling
of objective assessmcnts of the multldimensional aitribines assoglated with the care experience,
Numervus studies of patient satlsfactlon swith hcalth cere suppoit Its deplction as an attnude
which can be mcasurcd on o0 mulildimensionst ottributes of care sctle (Chislek, 1997; John,
1992; Lewis. 1993 Mluwal and Baldasare, 1996: Norcross, Ramlres end Pallnkas, 1996; Roter,
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cwort. Putnam. Lipkin, Stiles and Inui, 1997). A premisc of social psychological theoy
;dngly supgests that patients’ differences inf:uence their attitudes. The underlying premisc is
t people differ in their orienlations towards carc because of the broader sociai, cuitura), and
therwise distinctive orientations to which they associnte themsclves. According 10 social
identity theory. ottitudes arc moderated by dcmographic, situational, environmenial, and

psychosocial factors (Haslam, McGatty. Onkes and Tumer, 1993).

Fusther. intetprcintions of these faciors are moderated by individual beliefs, perceptions,
and ftames of reference that alYected by cultural orientations. Patients’ attitudes towards the care
that they' receive arc potentially complex and multifaceted. As & resull, discemible socinl and
psychological dificrences between patients and providers, as well as physiological differences,
can be expecled 10 influence vaciations in patients' altitudes. Glassman and Glassman {(1981)
found that women used personal experience and peer recommendations 10 select a physician. and
patient satisfaction was detcrmincd primarily by physician controlled factors such as providing
su(ficient relevant information about what 1o expect dunng pregnoncy and olTering continuity of
carc. Manthel, Vieslo and lvey, (1982) manipulated patients’ choice of hecahh center and then

measured potient satisfaction. Swmprisingly. the subjecis did not differ in their satisfnction ratings

across three choice conditions

In loter studies. Manthei, (1983) lound that, when altowed the opportunity, patients
demonstrated B strong desire 10 choose their coregiver. {n a 1988 study, Monthei found 1hat
nllowing paticnis 10 cheose their own health caie provider enhanced the patient commitment o
the therapy which roiscd expecaation for the outcome and improved ratings for services teceived
(Manther. 1988). Curbow (1986) Investigeticd the impact of restricted choice on patlent
perceptions of a medical plan. Positive perceptrons Occurmed when Patients hod a choice, had

more choices than expecied. or had a resielcted choice. Having no choice create:l the strongest
negatnc perceptions. Weyrauch (1996) found thot pticnts who saw their own physician were
significantly more satisficd than patients who saw another physiclan. Schmiudiel. Selby,
Grumbach and Quescnbenty, (1997) surveyed 10,205 HALO patients and found thet patients who
chose their personnl physician vwere as 1nuch os 20 % more likely to mic their satisfaction ns
"Exccllent” or "Very good™” than wete paticnts who wero assi€ncd a physicion, In the ilierture
on quality and- Guniity-related issues, the theme of patent satisfaction has Ween tnken up by
numerous nuthors cven though their nticntion has mainty been focuted on questions of quality

managemeni and coniol and Jess empluasis has been placed on customer satisfaction figelr,
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_.I.!'S. an analysis of the patient sutisfaction concepl requires a re-examination of the studics
eming quality issues. Parasucaman, Zeithami and Beny, (19835) developed SER VQUAL as
n instrument for measuring service Quality. There have been other attempts ioc o develop
odels and mechanisms (o measurc quality and patients satisfoction. Nagel and Cilliers (1990)
eveloped an integiated model for the management of what is called “total service salisinction™.
In this model oll service attribules can be managed on an integrated basis, irrespective of whether
the service is offered to in-paticnt or out-pattent customers. This approach seeks to optimizc the
perfontnance of the service delivery system as a whole. To provide a2 context for the review of
existing hospital paticn satisfaction public reperts and to add to the undersuanding of the
advantages and disadvantages of different methodological approaches, a syslematic seasch ond

review of the literature was conducted.

Several papers have described the genemal problem of language barrices and
communication in health care (Chang and Fortier 1998; Tommes [998). Varous studies show: thal
langunge barriers arc ussocialed with lower access to heafih care and error mites were higher
when physician ond patient spokc different longuages (Gandhi, Burstin, Cook, Puopolo, Haas,
Brennan and Bates. 1998), Paticnt's nbilities (o follow provider instructions and odhere to
trcauments may olso be reduced due 1o longuage barriers (David and Rhee 1998; Aanson 1988)
or 1o comply: with instructions for follow-up care (Monson. 1988). Poorer rnedical outcoincs
asnong palients willi hypertension and diobeles were olso associated with language barrlers
(Perez-Stoble, Nopoles-Springer nnd Miramontes, 1997; Tocher ond Larson £998). ilowever. the
relationship between language barriers ond adherence is not consistent (Kaplan, Greenfield and
Ware [989) Language barriers may als¢ lead doctors 1o sending patients for additionz| tests and

procedurcs that tnencase coxs of caic and may cary additional risks to the patient (David and

Rhee 1998, Lee and Rosenberg 1998)-

Rescarch comparing English and non.Cnglish speaking patients reveal that language
barriers were assocloted sith lowTr paticnt sotisfaction among non-English spcaking patients
(David and Rhee 998! Moroles,Cunningham. Brown, Liu and Hays: {999), Findings from o
"mail survey by Morales et ol, (1999) repont significantly greater dissatisfactlon with provider
communication among SpInish-speaking resPOndents. Another survey of palicnts who sought
care in an eme;gency depantment found that while over 70% of Cnitlish-sheaking patientd swere
satlsficd, only 5296 of non.English speaking palicnis were satisfied (Carrosqullle. Omy, Brentan
and Burstin, 1999). Non.English spcahers were also less willing ta reltim 10 the same emergettcy
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partment for carc and also reported mote problems with communication. Other cescarch shows
hat paticnt sstisfaction increascd when intcepreter scrvices were available and help=d 10 reduce

languagc barriers (Baker, llayncs and Fortier, 1998).

The role of culture in medicol care is rclated to the llealth Belicf modc! (Rosenstock,
1966), which defined culturai barriers (o care as “‘primarily intemal, subjcclive beliefs”
(D' Avanzo. 1992). The efiects of cultural differences on health care use arc simijlar to those of
language: cullural diffcrences olten translale into cultural barriers that lovicr access 10 health
carc. Qomen, Owen and Suggs. {1999} studied cultural barviers in health care by comparing
Latino patients interacting with non-tlispenic \White physiclons. and repon lowscr Quality of care
for Hispanic women rclalcd 10 cultural norms. Dibble, Vanoni and Mlaskowski, (1997)
comparcd [lack, Asian, While, Latina, and Pacilic islander women on elhnic (cullural)
diffcrences in rales of breast cancer screening, wilh lower rotes among Latlna and Asian woinen

related 10 embarrassment during the proccdure.

Unfomiliarity with the U.S. hcalth care sysieni also discournyes health care usc snd
leads 10 misunderstanding between providers and patients, which funther discournge use by
cullurally different patients (Hoang and Erickson, 1982). For example, many Vletnamese
refugees experienced health care in a “crisis-orienicd system of carc™ (tloang and Erickson,
1982) and do not understand the U.S. system of scheduled appoiniments and preventive earc,
Culturni prefercnces for using 1raditlonal scauiments can also e nssocintcd with reduced usc of
health care (Kleinman, Liscnberg and Good, 1978). Researchers have shown that many
culturally different patient popuiations tum to traditioral treatments {irst, then tum lo Westcn
medicine. or employ traditional tremyments in conjunction with Wesiem mcdlcal (Buchwaldl,
Caralis. Gany, [Hacedt, Muecke and Putsch, 1992). Culturnlly diverse paticnts® Jack of know lcdge
sbout Western medical procedures can conteibute (0 poorer medIcd] care. For example, belng
senl for an X-ray procedure such as 3 mammogram or X-ray of a polentially broken bone may be
misinterpreled as treatment and the gaticnt thay exprect 10 recover from the procedure alisne, Spch
paucnts then fail 10 comply with follow-up care, which, in tum, is mlsinieipreted by physicjansg
&3 tack o f1ntecest In caring fur themselves (Grizzell, Savale, Scott and Nguyen, 1980).

Another Imgortsnt fector alfecting patients s31isfction with healih care services is heslth

I jeracy which is de lincd as “the degree to which Individuals hwvc the capacity (o obiain, process,
and understand basic heslth Informstlon and ervices nceded Yo make approptialc heolth
dec jisom ™ (National Center for Heallh Sistisics, HHealthy 'eople 2010)- tlcalih literac? as a
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aticnt characteristic can afYect the cflectivencss of commtunication for all patients but is
prcctcd to play a larger role for patients who are culturally and linguistically diffesent from the
physician, for several reasons. Healih literacy is inversely nssociated with socioecononiic Status,
‘and a higher proportion of the foreign bom population is poor and have (ower cducational
atlainment (Rudd, Colton and Schacht, 2000), Medical concepts and their cxpressions are
inffuenced by culture, as discussed above. The effect of low health literacy in reducing
communication elfecliveness can thercfore be mulliplied for patients lrom dillerent cubisral and
language backgrounds.

There is a fairly extensive Hterature on heallh Bicracy (see Rudd <1 al.'s {2000] annotated
bibtiogrophy, and updntes by Zobel, 2002). However, lhert is n lack of research on the
relationship bctween English language proticiency, cultura! divcesity, health literacy, and
physician-patient communication. Hcalth literacy is distinct frosn English language proficiency
and culture, and it will be challenging for researchers to include measures of health litcrncy tn

studies of language and cullural barriers in physician-patient communication

As discussed above, maiy rescarchers use race and elhnicily as proxy measures of
culture, and astribute differcntial health treatments (0 cublurgdl bamriers: A different but related
arca of rescarch is 1o examine racia) concordance s a predicior of paticnt salislaction and other
measures of hecalth care quality, Cooper-Patrick. Gallo. Gonrales, Vu, Powe, Nclson and Ford
(1999) compared African Amenceon and While palicnts and physicians on physictans’
panicipatoey decision-making styles and found thal physician-patient race concordance was
associated with highcr ratings of physieian decision-making as more panttcipotory, Greaicr
patient participation in heelth care is secn as benelicial, by increasing patient salisfaction and

feading to betier health outcomes, This study also exomined gender concordance as a lactor but

did not find a similar resuit.

Saha, Komaromy, Koepsell and Bindman (1999) also investigated the ¢flect of
physiclan-paticm mcial concordance on patlent satisfacifon and use of health care with a ssmple
of Block. Hispanic. and White respgndents drawn from the 1994 Commonwealth Fund’s
Minonty llealth Sunvey. Their [indings confirm the elfexl of racial and Hispanic ornigln

concordance betweeen pliysicitn and poticnt on greater patient satisfaction: Van Ryn and Bushe
(2000) cxarnined data provided by physicians on post-anglogram physiclan-patient cnogunicrs s

h.lu“ 1"‘ jf!“~‘ or w'icnts' fAce and m'mcmonﬂc suatus on p.\)‘]icilb‘l. mm‘\'m‘ and
belicly wbowt paticnts The researchers found that physicians (in this sample, 84% of physician
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iem characteristic can affect the cffectiveness of communication for all patients but is
cted to play a larger rolc for patients who arc culturally and linguistically' difterent from the
S‘éi‘ic;nn. for several reasons. 1icalth litcracy is inversely associated with socioeconomic siatus,
d a higher propaoriion of the foreign born population is poor and have lower cducational
ainment (Rudd, Colton nnd Schacty, 2000). Medical concepts and their exnresslons pre
inlluenced by culture. as discussed above. The cifect of Jow health litesacy in reducing
communicotion cffcctiveness can thercforc be multiplicd for patients from different culiurnl and

language backgrounds.

There is a fairly extensive litemture on health literncy (see Rudd ci nl.'s [2000] annototed
bibliogrmphy. and updates by Zobel, 2002). llowever, there is a Jack of research on the
telationship between English tunguage proficiency, cultuml diversity, health literacy, and
physicianpatient communication. Health llterscy is distinct from Lnglish nnguagc proficiency
and culture, and it will be challenging for rescarchers 1o include measures of health literacy in

studies of language and cultural barriers in physician-patient communicution.

As discussed abeve, many' reseaschers use race and ethnicity ns proxy measures of
culture, and attribute differcntlal health trestments to cultural barriers. A dlfferent but related
arca ol resecarch is o examine racial concordience as a predictor of patiens sotisfaction and other
measurcs of heahh care quality. Coaper-Pairick, Gallo. Gonsales. Yu, Powe, Nelson and Ford,
(1999) compnored African Amcrican and Whitc patients and physicions on physicians'
hasticipatory decjsion-making styles and found that physician-patient race concordance was
associated with higher ratings of physician decision-making os more partlcipstory. Gresuer
patient particlpation in health core is seen as deneficial, hy increasing potient satlsfaction and

fcading 10 better headth outcomes. This study also cxamined gender concoidance as o faclor bus

did not Mnd 8 similas resut.

Saha, Komaromy, Kocpsell ond Bindman (1999) also investlgated the clfect of
physlcian.patrent raclal concordance on patient satisfaction and use of healih care with a sample
of Blsck, Hispanic, and White respondents drawn lrom (he (999 Commonwealth Fund's
Minonty Health Survey  Their findings confm the cffect of mcial and llispanic origin
concordance betwecen physiclan and patient on greoter patient satsfaction. Yan Ryn snd Burke
(2000) examincd dows provided by physicians on posi-angiogrmm rhysicisn-patlent encountersto
evaluate the cilacts of potients’ rece and socloeconomie staius on physicians' percepiions and
belicls abous paiients. The researchers (ound that physiclans {in this ssinple. 84%: of physkciam
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were White) tended 10 perceive Afticsn Americans and patients from low and middle
sociocconomic status more negatively: Black patients were more likely 10 be scen ot risk for
noncompliance with cardiac rehabilitation. substance abuse, ond having inadequaic social
suppori- in addition, physicians rated Black patients as less intelligent than White patienls even
when patient sex, age. income and education were controlled. Physicions also repont less
aftiliative feelings toward Black patient (Von Ryn and Burke, 2000),

The most typical doctor-patient telationship-seen in hospitals is onc where the physician
dominales the encountes and has high control and thls high control styhe is also choracierized by
frequent interruptions of the patient (lait and hehdath 1979). Cominunicative behaviour can
also bc categorized ns instrumental (or task-oriented) and afiective (or socio-emotional)
behaviour. tnstrumental behaviour sefers 10 "1echnically based skills used in problem solving,
which composes the base of *expeniness’ for which the physician is consulted” {| lall, Roter anil
Kauwz, 1987), Examples of instrumcental behaviour include speech that provides infonnation 1o the

pauent. discussing tesis and procedures, and explaining seasons for trestment options.

Allective behavtour refers to o brooder mnge of behaviour. including a physician’s
behaviour and speech thot are direcied towanls the patient as a person instead of as a case. and
communication that i1s designed to establish empathy and a positive relationship with the patiem,
(Ben-Sirs, 1980; Hall ct al., 1987). Examples of physician alfeclive behaviour Include
intoducing sell 1o patient. providing verbal encoumBement and suppon, non-verbal

communication such as tourhing the patient. and engaging in smalf ik

A study of the rclationship betwween physician interaction style and health by Kaplan et al
(1989) found 1hat physicion behavivurs that ceintarce patients' sclf-confidence, motivatign, and
positive view. of their health status may therefore indirectly' influcnee paticnts® health outeomes.
Roter et al. (1997) report a positive associatlon between physicisn's instrumenial behaviour
(especially physicians® informatlon-giving behnviour) and patient satlsfaction. Physlcians®
expression of affeegine behaviour was poditively associaled with paticnt satisfoction while
dociors who communicsicd in 8 controlling domlinant mode produced less patient saiisfaction
(Bensing, 1991; Buller and Buller, 1987).

Moq studics of the relsttonship of petient characteristies 10 hospltal sailsfaction scores
have found that sevenal key variables were vignificantly related 10 reports of saticfaction moss

conslsenly paticr: age and self reponicd health status. Vinually every study reviewed found

thése two Characicristics 10 be srongly relsted to hospital satisTaction. and t1his finding held fue
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hospilal patients {Rosenheek, Wilson and Nelerko 1997; Young. Meterkor and Dessi 2000).
or obsteirical paticnts (Finkelsiein, ¢t al., 1998) and in different ecounlirics (Thi, Briancon,
Empereur oand Guillemin, 2002). In general, older patients 1ended Lo report greater saiisioction,
“ond sicker patienis tended o be less satisficd (Finkelstein, el al,, 1998; Yinrgraves, et al., 2001; :
Rogut, Newmon and Cleary, 1996; Roscnheck, ct al,, 1997; ‘Tl et al.. 2002. Young, et of,
2000).Other paticnt characterislies that huve becn signilicantly relaicd to hospital patient
salisfaction inelle: race/ethnicity (Finkelstein, ct ol.. 1998; Rogut, c10i., 1996; Young. ct at.,
2000), gender (ilargraves, ct ol.. 2001; Rosenheck, 1 al., 1997}, cducation level (Horgraves. el
ol., 2001). insurance status (Finkclsicin, a ol., 1998; Rogut, et al., 199&). income (Rogut, et al.,
1996; Young, et al., 2000), having o rcgular physician (Rogut, e at., 1996), and past hospital
experienee (John, 1992).

2.6 {'aticnl cmponwerment—-a pmicnt-centred npprodch te imbrove care

Paticnt empowerment in the health core conext means to promole nutonomous sclf-
rcgulation so that the individual’s potential {for health ond wellness is moximised, Potient
empow crment begins with inlormation and education oad ineludes seeking out informatjon about
one’s own illness or conditlon, and actively particip2ting in treatnient decisions. Empowerment
requires an individual 10 take care of one’s scil ond niake choices about care from among the
options identilicd by the dector (Funnell. Anderson and Amold, 1991),

Muliiple studies< liasve demonstmied that patients vwho are involved sith decisions about their
care ond the management of their conditions lisve bener outcomes tfsan 1hose who are not

involved (Wagner, Glasgow and Dasis, 2001; Greenfield, Kaplan and \Ware, |985),

Physician’s views on potient empowerment ore also positive, in Bat encournging patients

10 be partners will fead 1o fasicr shared understanding, greater patient savisfoction, and imProved
health oulcomes. The concept of ‘paticnt as partner’ is cssential for eflicient dogtor-patient
consu‘tations, in which mutusa| understanding leads 1o rapid dingnosis and negotisted reaiment
options that are morc likely to be adheied to (1aylor, 2000)-

Informed consent is considered 3 tool for paticnl empowerment. Eype and Groves (199 ay
entily 1he swges that charecierise informed eonsent as including:
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_ disclosure—the patient should be informed of the noture of the condition. the various
ptions, potential risks. the profession2|'s recommecndation, ond the nature of consent as an act
authorisation;

) understanding—information is psovided at the patient’s level of undcrsianding. using
ppropsiate languoge;

{3) voluntaries—1he patient must be in a position 10 practise s¢lf-delemiination free from any
coercion, manipulation, or constsaint;

(4) compclencc—bascd on the patient’s past experlence. maturity. responsibility, and eopacity
forindepcndent deeision making: and

(5) conscni—a freely given authorisation 1o the medical or nussing inmteniention

Determinants of patient satistactlon with physlclzn interaction

Only a minority of persons swho perceive themselves to be sick visit their doctor (Zoln,
1973; Blaster, 1985; Inghom and Muller, 1986; Egan snd Ocaton,1987), Previous cxpericnoe
with o doctor seems crucial 1o whether or not peopis choose to consuh 8 doctor (Pendieton,
1983). For every patient, 0 medical consultation forms part of o continuing process of coping
with itincss. Patients have expectations swhen they visit their doctors; the degree 10 which these
eapectations are mel influences patients’ perception of the quality of that expenience and, thus,
patient sattsfaction, which is delined a5 the natuse of an individual's experienec comgparcd with
his or her cxpectations (Pascoe, 1983).

There is a strong posilive rssociallon belween n paticnt’s consuliation eapericnce and
actuat health outcomes (Ong. De laes, Haos, and |.ammes, 1995; Joos et al, 1996. Woolcy,
Kanc, Hughes and Wright, 1978) There is a positive carrelation beiween effectjve physician-
Pasient iniceaction and patient adherence to scheduled afipointments ond other physiclan
instrucilons (Dinatco, Hoys and I’incc, 1986). Improvement in physician.paticnt
sommunication can resull in betler Paticnt care onid help patients adspt 1o illness and treatment
(Lee, Back. Block ang Stewnst, 2002).

provision all oyer the world, clicnt satlsfactlon is Boining more and more
d ffom he POiient’s perspectise have been mecCed av volid,

In health ca;e

Impotiznce. Qulcosics as astesse
tmponant and standard Indicatofs of quallty of care (Loblaw, pezalok and Bunston. 1999,

and Davis, 1996). Paticnts often (all 10 disclose thelr probtems and an\icties

Cavinsky, Daice
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n they are not satisiied with the do<tor’s altitude. Doclors are oflen unasare of whether or
31 paticnts are satislicd with a consullolion because, sshitever Lheir views, patients 1cnd (o retain
‘deferential attitude in the medical encounter. Problems in physician-palient intcraction,
pecinlly communication barrices, ace common: these adversely affecl pati=ni management
{Steine, Finsct and Lacrum, 2001). Reposts fiom the United States suggest that over 90% of
cdical litigation is prompled by patients’ perception that the doctor did nol care aboul them
{Beckinan, Markakis, Suchman and Frankel, 1994; Levinson, Roter. Mullcoly, Dull and Eranke),
1997). \While litigation is uncommon in the Nigerian environment, dissotislied paticnts sufter

disadvantoges from recourse 10 guacks, self-medication ordelays in scexing medical assistance,

A high satisfoction with physician-patient intcraction is associaled with incrcased
adherence, beller continuity of carc, client participation in important trealment decisions and
cven beneficinlpositive adjusiment (Loblaw et al, 1999). i1 influences promptness in seeking
help and increases patients’ understanding and cciention of information (Barker, Shicegill and
Higginson, 1996). Communication skills, ollen not sufliciently emphaslsed during mcdical

training, makc a huge ditfercnee in patient satisfaction and heaith oulcomes (Doyle pnd Ware,
1997).

28 Conceptunl Frumework
PRECEDE Modei:

The PRECEDE-PROCEED niodcl is a cosl-benefit evaluatlon framework ptoposed in
197-i by Dr Lawrenee \V. Green, that can he!lp health prog/dom planners. policy makers. and other
evaluators analyze situations and desigh health programs efTiciently. 11 provldes n comprehensive
struclure for assessing health and quality of life needs, and for designing, implementing, and
evaluatling heath promotion and other public health progrmns to mect those nccds. It guides
planners through o process that stans with desired outcames uad works backwards 1o identify a
mix of stsptegies for achicving objectives. The model views healih behavior s influcnced by

both individual and cnvironments] forces, it has Lwo distincl pans: an “cducationat diagnosls™

(PRECEDE) and an “¢=ological diagnosis” (PROCEED), 'The PRECEDE acronym siands for
Predisposing. Reinforcing, Enabling Constructs in Educalional/Enviconmental [)lagnosis and
Evalustion. For the scope of the research focus on Educational and Ecologlcal Asscasment. the
Idenit|fies antecedent and reinforcing foctors thal must be In plsce 10 Initlate and
Aceording o the framework, uny behaviour Is caused by some behas kwaral

practitioner

saisigin chenpe,
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ecedenls. These nntecedents could be differentialed into three typologies-pre-disposing,

nabling and reinlorcing factor.

Predisposing lactors are ony characteristics ol a person or population that motivnies
chaviour prior 10 or during the oceurrence of that behaviour. They include 2n individual's
nowledge. beliefs, values and attitudes. \Within the context of this study, the perception ond
‘beliel of patients and their relatives towards health service seeking behavior and the influenee of
other people and envircnment of making decision to scek health services st 1the A&E departsnent
ol UCHl 'The model explains if clienls perceive health seevice delivery ai the A&E depariment of
LICH as unsatisfoctory, their health seeking behaviour towards the facility will be poor. The
perception and beliefl of elicnts will detennine il they will seek hiealth carc at the A&E if they
have a positive beliel that secking health service deliverty at the A&E will provide the

satisfaction they scck in health care,

The enabling lactor enable persons to oct on their predispositions. these factors inelude
available resources, supportive policies, assistance, services, lacilities, hospital and elinics,
moncy nnd access 10 health care in the environmeni. The pscsence or absenee of any of thesc
variables has potentisl for influencing the behaviours ol people relating to seceking health
scrvices.

The Reinforcing factoss, which come into ptay' afler behaviour has been initiated: they
cncournBe repetition or persistence ol behaviors by proviling continuing rewards or incentives,
Social support,pcer suppoit. family support. prise, conducive environment. availabllity of
affordable services and symptom reiiel might all be considercd reinforcing [zctors. This help to
understand i clients who have gone for health services at the A&E In the past will still seek

fusther case at the facllity in the future or encournge their rclatives or friends 10 8o for health

service delivery at the same fa<ility,
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PREDISPOSING FACTORS

+Clicaws knoslodre about heehh senvice delivery

I,-o: the A&E

- Paccpdon aind beliel of <lients towards heahh
care services

= Altlludes of ctients Lowands seeking heshh care
| 3nces alihe ASE

'REINFORCING FACTORS _ \.

=Sigxervivion of haspiwal arul clinley on el
compliance 10 good clients-peronnc! relationship PATIENT’S

« Peev, social and lamily suPpPl

" |SATISFACTION

Health g Iee deflvory in omuduclve
ontrenmenis

= Avalladllity of afforddle Urugs

ENABUNG FACTORS

* Acoeas 10 MONCy

ACCERUN 1) to hopilal ot clinics &1 ol! limos
-+ Accewaibility 1o evsenial drugs

*‘Accenalbility 1a informsion adovl health
me in Migcafo

Fi Afplication of PRECEDE Model to Factors inflacncing inieallot tomannis
gure 2.1: Ahpic

paitleni’s satisfoction,
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CIIAPTER TIIREE

METHODOLOGY

3.1 Swdy agca

The study was conducled in the Accident nnd Emergency Department of the University
College |fospital (UCH) Ibndan, Oyo Stote, Nigeria. ‘The University College Hospital, Ibadan
was cstablishcd in November 1952 in response (0 the need for the tmining of medical personsacl
and other hcalthcarc professionais for the country snd the West Africon Sub-Repion. The
University Colicge [Hospilal (UCi1} was stentegicolly localed in Ibadan, then the loigest city in
West Africa which is also the seut of the first University in Nigeric. The University College
flospilal was nitially commissioned with $00 bed spaces. Present!y the §ospital has 850 bed

spaces and §63 cxomination couchces, current bed occupancy mies mnges from 55.60%.

The Accident and Emergency s the unit that reccives emergency cases lrom within Oyo
State and referrols from other pans of the countcy. The faellily has 8 reception which is manncd
by Nurses and Doclors to teceive in clienls and to tringe cascs, a phamacy store where dnugs
ond other essentials an: procurcd, payment point. regisiention room where casualty curds ore
opened for new clients or relricved for old clients, & medical storc where medical materials are
procured. an X-Hay unit. n resuscitation om for criticaliy ill patients, & dressing toom,
consuliation pooms and cight cubictes where paticnts arc ndmilted 10 before they are trans|cired
1 their respective wards, Others include: o Servicom office. Medlcal Soclal worker office,

offices for Medica! ond Surgical Consuilonts. mint theatte. mini laboralory. plaster room and eall

reom for the Casualty Doclors.

The facility runs 24 hours cach doy of every week including weekends and public holidays
and the staffs run shifts. The facliity otlends 10 all em&igesicy eass except paediarric cascs that

are not dye to trauma and some €asCs arc solcly monagé:d at the fhcuil)' while the mniority B:C

referred 1o various $pecinlties within the hospital

32  Study deslgn
The study was o descriptive cross scctional survey and it was simed at fnvestigating the

perception of ¢ lients towards health scrviee delivery snd how satisficd they were with service
[ $
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delivery ot the Accident ond £mergency Depariment of the Usiversity College Hospita) (UCH)
Ibadan-

3.3 Study population

The study population was mode up of both mglc ond fcmale paticnis who were on
admission for 24 hours or more at the A&E and have been dischorged bui sti)l in A&E or hove
becn translerrcd 1o other wards within UCII and followed up to thesc wards and re¢ldatives of
patients who accompanied and stayed with their relotives in the hospii).

3.4 Samplesize Yetermination

The sample size for the study wns estimated using the formuh developed by Danic) (1999),
which states that:

Where!
n= Sample size
Z= Constant variabie with critical value of 1.96 & 5% (95% ecnfidence interval)

P~ Expected prevalence or proportion. This is the proportion (prevalence) that is going to be
estimated by the study_ For this study, the value for p will bc essumed 1o be 63.3% ic. 0.633
(Abioye, Bello, Olnleye, Ayeni and Amedl, 2010)

piqe 1
q= 1-0.633
q= 1-0.633

~ 0.307

d= Precision imst which for this study will be considered ot 95% conlidence interval, thefefore
the prectsion limit wiil be 100-95= 5%80.08)

26

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



sample size (n) = {1,96Y % (0.633) x {0.367)

(0.05)

n=356.98

The samplc size was increosed by 20% in ozder 1o meke room for non-response bins and for

thosc who may not rclum the Questhonnaire.

“[hereforc 20% of 356.98= 71.196
Thus sample slze = 356.98 + 7}1.196

= 328.176

Approximated 10 450 clients ina rotio of 1:) i.c. 225 patients and 225 relntives

3.5 Sompling technifue

An Exit interview. [n which clicnts that have been discharged bul still in the A&E ond
those¢ that have been transferved o other wand$ within UC(1 and followed up 1o these wards was

eonducied amongs! respondents who consented 1o participalc in the study,

3.6 Incluston and csclusion criferhit

Incluslon criterht: Clicnts who havc been on admission for 2.thours or more and are
eboul lg be discharged home or that have been discharged but still in the A&E and thox
that lave been translerted Lo other wards within UCH were tectuited for the study.

£ gelusion eritcrin® Clients who have not been on admlission for up Lo 24hou’s. those

who discharge themscive

cognitive compeicnee,

s against medical advice. unconsclous patients ond those laching

1.7 Inairumeny fer dota collection

Th dy employed the usc of sem!-structuscd questionnalre which had closed ended
e study

AAE or transfesred 10 1he waids. The Guest

respondents who were Ao literate-

jonaalre was also provided in Yoruba language (ot
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The itcms on the questionnaire were divided into six sections — labeiled sections A, B, C,
D, & and £ Section A consisted of questions for documenting the demographic characieristics of
the respondents whilc scctions B and C were used o assess respondents® pereeplion and 'evel of
sdlislaction respcclively. Section D eontained questions thal weee used 10 deterrainc the factors
influcncing satislaction- Tactors responsible for refusal of admission or dischaige ogainst
medical advice were assesscd using questions in Section E. Questions in Scction F were used 10
document respondcents” arcas that nceds improvement at the A&E (Appendiy |), In formulating

the questionnairc. closc-ended questions weee used. The questionnaires were interviewer-
administcred.

3.8 Valitiey and Rellndility ‘

3.8.1 Validhty:

In order 10 ensurc constaict validity of the instruments for data collection. the questionnaire }
was wrilten in simplc English and Yoruba languages for casy comprclicnsion and understanding |||
by the respondents. The content validity of the questionnaire was strengthened through the
review- ol Jiterature in related ateos in heahh care delfvery. The validity of the instruments was f
also assured through the revicw ol fitersiuie. The input of project supcivisor, other lecturers in
the Depaitment of Health Promotion and Education and %¢nlor colledgues werc used 10 enhance l
the validity of the instruments. The quesilonnaire was also pre-lestied amongst | 0% of the' gy yte

size i ¢ 45 clients a1 the Obafemi Awolowo Teaching Hospital lle-I(c, Osun slate. l

38.2 Rellublibey |

Aller the pre-icst, the questionnaire was revised and ambiguous questlons were
rephrased | This aetivity helped 1o sereen (or potential problems in the questionnaire. 10
deteey eqtors ond ambiguitics and take appropriale medsures 10 rectify this belore cOllecling
the data using the instrwnent. The Instument also went through measures of nternal |
consisteney with the use of Cronbach’s Alphoa model technique 1o determine the reliabltity
of the questionnaire. T nis is @ mode} of intcma) cocfliclency based on the avernge inrer.item \
coreelagion, Resuli showing o cotrclation cocMeient greater than 0.50 using the iechnique is
s81d 10 be reliable and in this study the result was 0.72, which js greater thon 0.50, (herebs

conflrming s high degree of reliabiluy.
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addition 1o rcliability ond validily processes, a recruitment of research assistants and
'rain:ng programme was conducied 10 ensure thet they had adequate understanding and
nowledge of the instruments prior 10 the commencement of data collection, The tmining
focused on the objective of the study. sampling processes of distribution of questionnaire o
respondents, etltical consideration, basic interviewing skills and how: ta review instriment to

ensure proper complcieness of the gliestionnaires.

3.9 T'raining of rescnrch Assistanls

Two research assistants were recruiled and trmined to panticipaic in the quantitaiive dalo
coltcetion. They were trained to have adequate understanding of tiic instrument and the methods
to be used in collecting the data prior to the commencement of data collection. The rescarch
assisiants were olso énvolved in pre-testing ofthe questionnaire at Obafemi Awolowo Univeesity

Teaching 1jospital, llc-Ifc, in other to tscilitate a beiler undersianding of the study,

3.10 Dat:is Cotllection process

This was carricd out within the period of eight weeks from the month of April to June. Two

tescarch assistants, one male and onc female were cmploycd for the data eoltection,

The data collection process involved the foliow ing,

The identification o fpatients/relatives who had been admitted for 24hours in the A&E was
carricd out a day before the distribution of the questionndires and af'er which jdentitication and

visits to the various wards where patients ore transferred 0 from the A&E was done, The

identification of cach wards moucns for formal inttoduclion and 10 seck for pennisgion to
conduct the study was also caericd out the same doy. On the day of the queslionnaire
adminisyation, establishment of rapport wilh the cliible pasticipanis in each of the wands,
including s disclosure of the nature of the study, ils obectives and any |nconveniences (hat
maybe invoived was discussed ond consent to participate in the study was taken from the
paticipants ofter which the adminisiration of the questionnajres to the particlpants was

commenced All the questionnaires weae collecled amd reviewed for completeness cach day of

the exerclse until the study wis completed.
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N management iand analysis

Cleaning and editing of the queslionnaites was done on the field and accessary
rrections were made. A coding guide was deseloped afler o careful and meticulous review of
fesponses 10 focilitate coding and data enuy. The copies of the questionnain: were coded and
entcrcd into the computer using the serial number that had been nre-assigned to cach
questionnaire, A template was designed on the Stntisticnl Products and Scrvices Solution (SPSS
version §6) softwere for cntiy of the coded data oand analysis. The dala cnicred into the computer

wese subjected to descriptive and inferential statistical treatment and ali these were used to run o
Chi-squarc.

Clients satisfaction and clients perception were mensured on 'S and 9-point scalcs respectively.
Satisfaction scones (SS) of <23 and =23 were faled o5 not satist.ed and satisfied respectively.
Perception Scores (I’'S) <15 and 215 were classitied ns poor and good respectively.Information
obtaincd were summarized and piesented in Lables.

J.12  Ehlcal conslideration

Ethical approval for the study was oblsincd from the Universily Collcge tHospital Eihical
Review. Commines lbaden (Appendix 2) and the permission o canry out the study wss also
obtained fom the Hend of Depanment of Accident ond Emergency. The rcspondenty’ verbal
consent (Appendix 3) was obtiined after provision of adequate and clear information about the
study. The rcspondents were also informed of their right to withdraw from the study ot any: point
they felt bke.
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CIIAPTER FOUR

RESULTS

.1 Respondcenlts’ socio-demog2raphic characlcristics

The socio<deniographic chnracicristics of the respondents arc presented in Table .. Tt
shows thal 50.0%% of the respondents were poticnts and 50.0% relntives The tables showed tha
42.94% of the respondents wete between 21-40 dcars of nge, this is folicw ¢d by 34.3% in the 41-
60ycars ogc brackel, followed by 14.7% of the respondent in the 41-80ycurs age bracket and the
lowest proportion of 8.2% was noted among the respondents aged I-20ycors. The meon age of
the respondents was 57,.949.8 and 50.2% of the respondents were male nnd 49.8%%6 were femaoles,
Of all the respondents: 47.8% were Yorubas, 33.3% were fgbos, 18.7%% were Flausas and the
lovest proportion 0.2% \were from othes «thnle groups. 56.7% swere Christians, follovcd by

43.1% who were Muslims, and the lowesl proportions of 0.29% were among other religions, OF
the 450 respondents §5.6% had seconde:y education. 21.6% had tertlary education, 16,2% had

no formal cducntion and 6.7% had primary cducnetion 62.7% of the tespondents were married,

23.3% wece singte, this is follovwed by 10.7% who were separated and 3. 3% were divorced,

|
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Socio- dentogrophiic Charucteristics of the Respondenis

(N=450)
Frequency (n) Percentage (%)
tcgory of IRespondlents =
atients 225 500
Relntives 225 50.0
Age (Years)
=20 3?7 B2
- 21440 193 $2.9
41.60 I5¢ 34.2
6 4-80 66 147
Sea
Male 226 50.2
Female 224 49.8
|
Fthnle Group f
Yoruba 218 7.8 ‘
1bo 150 133
blauta R 187 i
Ibibie l = .f
Rellglon b
Christlanicy 253 567 *
Islare 194 43.1
Traditional : 0.2
Lesvel Of Cilucatlon
Pomary 30 233 I
Teriary 97 10.7 |
Nonc 73 )
Mariial Status o
Sinp!te 105 : |
782 62.7
Marriex) E
48 £0.7 i
Scpwruicd
. 15 33 |
Diveroexd ) |

P!
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4.2: Paticnts® Perception of Qunlity of Corc nt the Accident und Emergency Department,
This scction shows the pereeption of respondents to the guality of care ot the Accident and
Emergency (tuble 4.2). This tables shows that 377(83 .3%) of the respondents ugrecid ihnt the
Accident and Emergency Department is o complex prea swhite 326{(72.4%) of the rcspondents
agrecd that the Accident and Emergency Deporiment is casily located during emergencics. A
forge number 364(80.9%) of the respondents agreed that the Accident snd Emeigency
Department doctors listen 10 patienis complaints adcquntcly white 333(7.1.0%) agrced that the
nueses lisien to patients conplaints adcquantely, In the some viesw, 302(67.i1%0) agreed that the
nurscs arc alwnys polite. Mnjority. 270{60.0%) of the respondents agreed that the Accident and
Emergency Departtricnt provides adequale privacy during exsmination of patients while
274(60.9%) agrecd that the Accident and Emergency Department provides adequote support to
paticnts care,
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Department.

able 4.2: Patients’ Perception of Quallty of Care atthe Accident and Emergency
(N=450)

Varinbles

Agree n(%)

Patlcnts® Perception
Disagree n(%) Undcecided n(%)

- Accident and Emergengy is o 377(83.8)
complcx arca
Accident and Emergency is easily 326(72.9)

located during cmergencices

Accident and Emergency environment  268(59.6)
is comfortable

Aecldent and Emergency provides

Accident and Emergency Dociots 36.1(80.9)
listcn to your complaints adequatc!y
Accident and Emergency’ Nurses 333(74.0)
listen to your complaints sdequatcly
Accidentand Emergency Nurscs 302(67.1)
arc always polite to you
Accidesyt and Emergency Pharmacy 263(38.1)
bas all the prescribed medications
Accident and Emergency provides 270{60.0)
adequate privacy during CXamirpion
of patients
274(60.9)

46(10.2)

£00(22.2)

131(29.:)

57(12.7)

17(17.1)

78(17.3)

130(28.9)

133(29.6)

111(24.7)

27(6.0)

24(5.3)

51(11.3)

29(6.41)

40(8.8)

70(15.6)

57(12.7)

47(10.4)

65(15.5)

adequate suppolt to patienis casc
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: Level of Perceptleon of Respondents
ut of the 950 respondents 77.3% had a good perception ond Lhe 22.7% had a poor perception

ith the health service delivesy in the Accident and Emergency unil.
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& Good pevception{n=348)
N Poor pestepuon{n=105)

Figured.l: Pic chart of respondents® level of perceplion
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A2 Level of Satisfactlon of Care ut the Accident and Emesgency

=,

¢ satisfaction of respondents 1o factors such as courtesy of stafls, comfont of the waiting
ms clc are shown in this seetion,
‘e tablc 4.3 shows that 274(60.9%), 244(54.2%) ond 278(61.8) of the respondents were
“respectively satisfied with countesy of stofY in the registration ares. couctes)y of security staff
ond coustcesy of staff who trnnsfer the paticnts. Also 2:49(55.3), 212(:17.1%%5) ofthe respondents
wert respectiveiy satisfied with comfort and pleasuntness of the wailing arca and comlert and
pleesantness during cxamination. Also 280(62.2%) and 240(53.3%) of the respondents were
respectively sotisficd with friendliness/courtesy of the care provider and icngth of waiting before
going to on cxamination room. In same view. 252(56.0%), 270(60.05%) nnd 291(64.7%) of the
respondents were respectively satisfied with cxplanalions the care nrovider gasc aboul you or
your relatives condition, concem the core provider showed for your questions or worries, care
provider's cflons to include you in decisions aboul treatment opitions respectively
In another wview 280(62.2%), 232(51.6%).267(59.0%) and 267(59.0%) were respectively
satisfied wih instructions the care provider gave you or your rclative about follow-up care
degree 10 which core provider lalked wilth you using words you could understand. amnount of

time the care provider spent with you or your rclativc and frequency of visit by physiciang

3?7
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Fable 4.3: Level of Satisfaction of Carc at the Accident & Emergency

(N=450)

Varinbles

Satislicd n(%)

Courntesy of stfY in the
registration area

Comfort and pleasantness
of the svaiting arca

Coinfort and plcasarnitness
duning cxamination

Cotntesy of security stofl

Countesy o(stafls who transfer
the paticnls

Length of waiting before going
toon examination rfoom

Friendliness/courtesy of core
Provider

Explanstions the care provider
gave about you or your relntives
condition

Concern the care provider shiowed
for your qucstions or worrics

Cure provider's effort to include
you in deelsions about treaiment
oplions

information the cate provider gave
gbout medications

Insteuciions the care provider gave
about (oltow-up care

Degree 10 which care Provider
talked with you using v onls
You eoui 4 undersiand
Amount of time spent with 1he
cage giver

fraquency of visitBy.

sicians __

274(60.9)

249(55.3)

212(47.1)

244(54.2)

278(61.8)

240(53.3)

280(62.2)

252(56.0;

270(60.9)

291(64.7)

280(62.2)

285(63.3)

232(51.6)

267(59.0)

267(390)

i ——

Respondents level of satisfuctlon
Not sutisficd n(%)

Not sure n(%)

144(32.0) 20.1)
166(35.9) 35(7.8)
163(36.2) 75(16.6)
147(32.7) 59(13.1)
122(27.1) SO(1 1.1)
148(32.9) 62(13.7)
125(27.8) 45(10.0)
141(31.3) 57(12.6)
135(30.0) 45(10.0)
121(26.9) 38(8.4)
133(29.6) 37(82)
126(28.0) 39(8.7)
164(36.4) 54(12.0)
137{30.4) 46(10.)
137(30 4) 4610.3)
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4.5 Factors Influcncing Satisfiction at the Accideut and Emergency
The various factors that influence clicnts’ satisfoction with service delivety are shown in
wble 4.4, Majority 64.4% of the respondents ratcd the reception ofleted by doctors in the
Accident and Emecgency Department as very good. 25.8% rmatcd the reception as good. S.1%
gave nverage rating, 2.7% gave a {airsating and 2.0% gove a poor rating for the reception offered
by doctors in Accidents and Emecgency. 43.6% pave a very good rating to the jierception given
by muses, 36.0% gave a good mting, 8.9%¢ gave avernge roling, 7.3% gaove fair and 4.2% gave
Poor miling of the reception by nurses. The reception given by pharmacists were rated as been
veiy good by 41.3% of respondents, 33.6% rated she reception ns good, 18.4% pave average
rating, 1.2%% gave a lair rating while 2.4%% mted the teception as been poor. Receprion olfered by
labordtoty scientists showed that 35.6% of rcspondents gave a very good rating. 33.8% gave
good rating, 19.6°% gave average mting, 6,7% gave a fair mting nnd 4.4% gave a poor raling. The
ratings of the teceptlon given by radiology stoffs, wasd maids, porters, cashiers and sccurity men
are nlso highlighted in table 4.2
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ble 4.4: Factors InAuencing Satisfaction ut 1he Accident and Emergency

Reception by staff Very good  Good Average  Palr Pour
n {%) n{%e) n (%) n(%) n (%)

——

Reception by 290 (64) 11(25.8) 23(5.1)  1227)  H2.0)
‘Doctors

- Receplion by Nurses 196(43.6) 162(36.0) 40(8.9) 33(7.3) 19(4.2)

Reception by 186($51.3) 151(33.6) 83(18.4) 19(-+2) 11(24)
Phamucist

Receplion by Lab. 160(35.6) 152(33.8) B88{!9.6) 30(6.7) 20(4.4)
Scientist

Reception by 152(33.8) 113(31.8) 88(19.6) 38(8B.d4)  29(6.4)
Radiology

Reccption by Ward 117(26.0) 111(24.7) 116(25.8) 76(16.9)  30(6.7)
maid

Reception by porters 161(35.8) 35(33.8) 76(16.9) 38(8.4) 23(5.1)

oY | . .
Reccption by cashicrs  106(23-6) 112(24.9) 130(28.9) 71(158)  3i(6.9)

85(18.9) 98(218) 106(23.6) d48(107
Reccption by 113(25.1) (18.9) (21.8) ) 48(10.7)

_sccurity men =

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



: Level of Perception nnd Satisfaction of Respondents
f the 450 respondents, 64.0% were satisticd while 3636 were not satisfied with the health

ivety systems in the accident and emergency’ unit.
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Figured.2: Pic chart of respondents’ Ievel of satis{action

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

@ SatbsQory (n=288)
® Uns=tisi actory (=162)



): Factors Respousible for the Refusal of Admisslon? discharge awainst medical advicc

AMA)

Factors responsible for the relusal for admission or DAMA as enumerated by respondents
include attitude of the attending stafl (46.9%), Iack of moncy among patients (53.336) and
services being expensive (51.3%]). Also 47.6% of 1the rcspondents claimed that one of the factors
msponsible for the refusal for admission’ DANMA was due o lack of privacy aid 39.6% claimed
that the Iresiment given lo patients is incticctive. Other factors cnumcrated swere the
unconducive natute of the hospital beds and wards (43.3%) and noin-ava!fabllity of prescribed

drugs and other medical motcrials (43.8%).
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e 4.5: Factors Responsible for the Refusal of Admission!/ Discharge apainst medical

‘ice

(N=150)
Varinbic Freyuency (n) Percentnge (%)
Abllitudce of attending stall
Yes 211 46.9
No 151 3.6
No idea 88 19.6
1.ack af money
Yes 240 53.3
No 162 15.0
No ides 48 10.7
Lack of privacy
Yes pA I 047.6
No 159 35.3
No idca 17 LA
iccrs\'lccs arc espensive 1 51,3
No 183 340
No idea L £
:r:\lmcnl not effective = 396
No 195 43.3
No idea w e
3 Yucive
I\Eos_hm' bed and ward arc ynconguciy o 3
23 149 1.1
No 106 23.6
NO idea
Nom uyallability of prescribed drups snd
other medical matcrlals 197 3.8
Yes 137 30.4
NO 116 25.8
NoO iden e ——
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.8: Respondents Perceived Aress in the Accident and Emergency Depariment that needs

mprosvenient.

The various areas perceived by respondeats that needed improvement in the Emergency
department are shown in Table 4.6. Qut of 450 respondents (77.3%) suggested (iat areas that
nceds improvement were the hospital trotleys used for moving patients and 67.6%% pointed 16 the
communication betwecen staffand patients as one of the arcas that nceds to bx improved.

Majority, (71.19%) of the cespondents suggested that the eleaniincss of the wurds at the
Accident and Emergency needs ilnprovement while 67.6% suggesied 1hat tie response time of
doctors and nurses to paticnt’s nceds improvement. Also. 66.9% suggesied that the privacy given
10 patients necds to be improved while 64.9%% vicved that courtesy anil respect of staff to

paticnts also should le improved.
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cds Improvement,

able 4.6: Respondents Perceived Arecas in Accident and Emergency Departnent thnt

‘Arens in AKE thnt needs
improvenient

The hospital trolleys for moving
_patients

Communication between staff and
patients

Cleanliness of the wnrds
Response time of Doctors and Nurses
Privacy for patients
Courtesy nnd Respect of staff
Availability of prescribed drugs
Thie overal! guality of cace
Nurses attitude towaris request

Amounl of attention paid (o

(N=450)

Frequency (n) Percentage '{%)‘ -
330 733 y
304 67.6
320 AR

304 67.6

301 66.9

292 61.9

205 65.6

290 64.4

282 62.7

175 6.1

_ P7sonal nnd specials needs =
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4.9: Tests of Hy pothesis

'3'.9.I:H)'pothcsisl: Association beiween Respondents’ Demopraphic Variables und Clicuts

Level Of Satisfaction

There 1s no association between socio-demographic varinbles (kind of educnlicags! Qualification,

age, scx and marital status) and clients® level of satisioction 1o health service delivery,

Toble 4.8 shows there is no significant assoclalion between nge group of respondents und their
salislactory fevel (p =0.933). Majority of lhe respondents who were aged between 21-10 yeors
63.7% were more satislicd (ollowed by thosc beciweendt-60ycaes 6:4.9%. Also there is no
siBrilicant nssociation belween scx of respondenis ond their satisfactory level, Out of the 450

respondent. 145 males (64.2%¢) were satisfied followed by the 142 females (63.2%) compared to
those who were notsatislicd omong the respondents, this vsas not significant ot (p= 0.944).

hete was sttistical significant association bessveen marital sistus and level of respordents
Salisfaction nt p=0,033. The respondents level of satisiaction showed thal 64.2% of the
fesPOndents that are married, (62.9%) of the single, (75.0%) of the separated and (33.3%) of the

divorced were sotisfied.

There was slatjstical signilicant beaveer! the educational level of 1espondents and ley el of

®|lis(action gt p-0.01 It shows thai respondents With fonmal level of education were Mmore
sattslicd than those with no format cducation.,

In view of the fscl that there was 3 significant rclationship belween re spondents’

educationni qualification morital siotws and level of salisfoction. the null hypothesis was
fejected. On the other hand.

and |evel of satislgerion, there

there was no signilicant refations|up between respondents’ age, sca

fore the null hypothests fulled to be scjocted,
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Satisfactioa at Emergency Departmical.

Table 4.7: Association Betweea Respondents’ Demographic Variables aad Clicats Level of

Soclo.dcemographic  Unsatisfuctory

Level of sutisfaction

SatlsEiclory

charscteristic n(%) n(%) -,_1 p-virlue
Agce =
£20 15(40.5) 22(59.5)
21.40 70(36.3) 123(63.7) 0.434 0.933
41-60 54(35.1) 100(64.9)
61-80 23(3:1.8) 43(65.2)
Scx
Male 81(35.8) 145(64.2) 0.00$ 0.944
Female 81(36.8) 143(63.2)
Educativnul level
None 35(17.9) 38(52.1)
Primary 14(46.7) 16{53.3) [4.355 0.01*
Seconday £9(35.6) 161(64.1)
Tensary 24(24.7) 73(75.3)
Marltal Status
Singlc 39(37.1) 66(62.9)
Married 101(35.8) 181(642) 8707 0.033°
Scparatcd 12(25.0) 36(75.0)
Divorced 10(66.7) J5(33-3>

“*Signilicant
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.9.i:ll§!pothcsis 2; Associttion Between Respondents’ Deinogragthic Variables And Clients

Laeclof Perception.

There 1s no association between socio-demogruphic vatiables (kind of educational quatificasion,

age. scx and marital status) and clients’ level of perception 1owards health senvtee delivery.

Tablc 4.9 shows that the association belween social demographic characteristies of respondents
and there level of pereeplion: There was no signilicant associalion belween a2z group and clients
Itvel of perception , Bul higher proportion of the respondents within ihe are groups had good
perception with <20 years old at 62.2%5 21-40 ot 79.8%. 11-60 Ycars old at 77.9% and 61-

80ycars to those that had poor pcreeption among the respondents,

There was no significant associntion between the sex of respontients and the level of perception,
The proportion of temale with good perception was 79.5% which was 3 littie higher than 1he
proportion o f male respondents with good perception (75.2%),

There was a signiticent assoctation between educationat status and level of the ggpondents
Peiception. In line to the finding. 88,734 of tcrtiary edusation who were the highest proportion
had good pereeption.

There was a significont association belween marila} status and level of the respondents
perception aL in linc 10 the finding 87,5% of sepsrated had the highest proportitn more than the
ather groups_

In view of the fact that there was 2 signif cant fclationship belween respondents’ educational
qualifieation. marital stptus and lescl of perception, the null hypothesis was rjected. On the
Ificant felationship between respondeats’ age. sex and level of
othesis falled to be rejected.

ather hand, there was no sign
perception, therefore she null hyp
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Table 4.8: Associution ol Demogruphic Data and Clicats Level of Perccltlon of Scrvice

Delivery ut Emergency Deparanent.

- Secio-demogruphic Level of Perceptlon

characieristic ’oor perception (Good perception ¥ p-value
n(%) n(%)
Age _
<20 14 (37.8) 23(62.2)
2140 39(20.2) 151(79.8) 5.558  0.135
41-60 34(22.1) 120{77.9)
61-80 15(22.7) 51(77.3)
Scx
Mate 56(24.8) 170(75.2) .15  0.282
Femalc 46(20.5) 178(79.5)
Cilucational jevel
Nonc 18(24.7) 55(75.3)
Primany 10(33.3) 20(66.7) 10.127 0.018*
Sccondarny: 63(25.2) 187(74.8)
Tertiary 1{11.3) 86(88.7)
Marital Status
Singlc 20(19.0) 83(81.0)
Muryied 69(24.5) 213(75.5)
Se 6(12.5) 42(87.5) 9.066  0028*
parated
Divorced 7(46.7) 8(53.3) N

—

*Signiticanl
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4.9.3: 1ly pothesis 3: Association Between Level of Satisfaction und Factors Influcacing

Satisfaction of the Respondents.

There is no association between level of satislaclion ond laclors inllucncing respondents’

satisfaction-

Tablc 4.40 below showed that reception offered by Doctors in Accident and Emergency was
significantly associated with {evcl of satislaction (p-vaiue=0.00) with 89.3%% satisfied .ond 10,2%
unsatislicd. Reception offercd by nurses in Accident and Emergency unit was significantly
@ssocinted with leve! of satisfaction (p-value= 0.000) with 78.9%¢ satisfiecd und 21.1%
unsalislicd. Reception offered by Pharmacists in Accident and emerg=ncy unit was signiticantly
AsOcialed with Yevel of satisfaction (p-value=0,00) with 72.9% satisficd and 27.1% unsatistied.
Reception offercd by Laboratoiy scientist in Accldent and emtcrgency unit was sigufficantly
Associated with level of sotisfaction (p-value=0.00) with 68.7% satislicd and 31.3% unsutisficd.
iteccption ofTcred by Radiology stalf in Accidenl and cmesgency unit was signilicantly
associated with level of sotisfaction (p-value=0.00) with 63,7% sntisfied and 35.3% unsatislicd,

Reception olfercd by ward maid in Accident and cmegeiicy unit was not significantly associated
with level of satisfaction (p-valuc=0.850) with 19655 salisficd and 50.4% unsalisficd, Also there

Was no significant associstion between fey el of satisfaction and the reception given by the
cahiers (p=0.278).

The null hypothSIS ﬁlllc‘.’ to be [tjCClt;. since there wsS no Siaﬂilicnnl lC'MiOﬂShip between

ftccption otl‘md b} e gynfd me ids. cashlcr and |<$CI Or Su‘sruC‘ion. For [hc Olhcr

chamcieristics that were significant (reccplion by doctors. nuisés. Pharmacists. lab scienlist), the

null hypothcsis was 1ejccled.
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of the Respondents

TFable 4.9:. Association benwveen Level of Satisfaction and Faclors Influencing Sutisfaction

—

| Factorsinfluencing Levd of Satisfaction
Satisfaction Satisfuciory Unsutlsfactory 7,’ p-value
n{%) n(%)
“Reception by doctors 303(89.8) 46(10.2) 289.29 0.000°
. Reccplion by nurses 355 (78.9) 95(21):9) 154,74 0.000°*
Receplion by phantnacist  328(72.9) 1 22(27.1) 104.8i9 0.000°
Reccption by Inb. Scientist 309(68.7) 141(31.3) 64.51  0.00°
Reccption by radiology 291(61.7) 156(35.3) 41.47 0.000*
Reccption by ward mnid ~ 223(49.6) 227(50.4) 0.626  0.850
Reception by poiters 306(68.0) 144(32.0) 64.47  0.000"
Reception by cushier 213(47.3) 237(52.7) 1178 0.278
Reception by security 195(43.3) 255(56.7) 7.27 0.007°

-°Si'gniﬁcam
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..9.4: Iypothesis 4: Associntlon Between Level of Satlsfaction and ¥actors IResponsiblic for
Refusing Admission or Dischnrpe Apninst Alcdicnl A dvice

Thcrc is no associalion between level of satisfaciion and faclors responsibic for dischurge
against medical advice or refusal of odmission,

f'rom table 4.1 | below, there was no significant associotion beiween the lcvel of satisfaction and
factoss responsible for relusing odmission or discharge against medical advice such as the
ottitude of nitending stalf (P =0.069). Though 33.6 %6 werc unsatisficd and 66.4% were satisfied.

There was significnnt associotion betwcen the level of satislaction nnd lactors responsible for
relusing admission or dischorge against medical odvice such as lock of money by the

tespondents (p=0.00), however 27.1 % who agreed were unsstisiicd and 72.9% wcte sglisficd,

There was no signilicant ossociution between the level of saiisiaction and (sctors responsible for
felusing admlssion or dischajge against medlcal advice such as lack of privacy for Ihe
‘espondenis () =0,063), hovvever 3.8 % who agreed were unsatisficd and 68.2% were satisfied.

There Was no significant association betiwveen the ievcl ol satisfaction and foctors respanstble for
refustng admission or discharge ogoinst medicoi advice such as treatinent is nol effective for the

SPondents (p =0.099). however 30.3% who agreed wese unsalisficd nnd 69,7% were
salisfied.

Therewas not significant pssocialion behs een the lescl of sstisfoction nnd lactors cespensible for

(cr“s‘mg admission or discharge against medical advice such as Hospiul bed and wanls anre not

conducive (p =0.264), however 31.8%% whoopreed were unsatistied and 68.2% were saustied.

The null hypolhesis fafled to be ¢ciected since ttere Wasno significant relatlonship beaseen tevel

Of satlsfaction and attiiude of stally lack of privacy, non clfective treaimenis unconducive

hospiial peds und waids, and non-avallability of prescribed medicotion. For the other

CRe gricristics thar was sienificant (fsckof monc)y), the null hypothesis was rejected.
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R .
Table 4.10 Association Between Level of Satisfaction and Factors Responsiblc for Refusing

“Admission or Discharge Aguninst Medical Advice.

“Faclor responsible for refusing

Unsatisfuclory Satisfactory

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Adntission or DANA n(%) n(%) 7 p-vaulue
Attitode of attending stafl \
Yes 71 (33.6) 140(66.4)
No 50(33.1) 101(66.9) 5.337 0.069
No ilea 11(46.6) 17(53.4)
Lack of moncy
Yey 65(27.1) 175(72.9)
No 76{:6.9) 86(53.1) 17908 0.00°
No idea 21{43.8) 27(56.3)
Lack of privacy
Yes 68(31.8) 1-16{68.2)
No 58(36.5) 101(63.5) 5.538 0.063
No idea 36(16.8) J1(53.3)
Trcatment js not elfcctive .
Yes 54(30.3) §24(62.7)
No 80{41.0) 1 15(59.0) 4.620 0.099
No ides 28(36.+1) 49(63.6)
| |Ospilll I bedd ang swards are
€odducive s
62(31.8) 133(68.2)
::s $9(36.9) 90(60.4) 26647 0.264
No idea 41(38.9) 65(61.3)
Non gyaitubility of preseribed
rugs qnil ather medical
Dinterlals 131(68 0)
63(32.0 '
}Y‘:s 6 (37'2)) 86(62.8) 2928 0.231
*Sigaificant




1.9.5: Hypothesis 5: Association Between Level of Perecption and Factors Responsibie for

Refusing Admission or Discharge Against Medieil Advice.

There is no association between fcvel of perception and factors sesponsible for refusal of

admission or discharge against medical advice.

Table 4.12 below showed thot there was significant association betwcen the le: ¢l of perception

and factors responsible for refusing admission or discharge ogoinst medical advice such as the

attitude of awtending staf ( p =0.00). though 20.6 % and 76.6% who ogrecd had poor perception

and good perceptions respectively.

There was significont associolion between the level of pereeption and {actors responsible for

e ogainst medical advice such os lack of moncy by the

refusing gdinission or discharg
n and 85.8% who agrced had poor perception  and

frespondents (p-volue =0,00), howesver 1:4.2%

good perceptions respectively.

~reention and Isetors responsible for
There was significanl associntion begween the level of perception dn P el
. . F ivocy for the
refusing admission ‘or dlschorge against medscal odviee such as Inck of privacy
adm

4.3% ond 85.8% who agrecd had poor perception  and good

< er | 3
respendents (p =0.00), howey socitlon beiween the level of perception and

PCsceplion respecively. There wWas significant 8= gt
pdmission Of discharge 0goinst medic

i in
Taclors responsible fo:‘ rtfuspog e owever 18.0% ond 82.0% who agreed had
Is not effective for the respen
J perception reupect vely:
leve! of perception and Ilospita] bed ond words

ol advice such as treatment
0.005).

Poor perception and Bod
between the

There wos no siznificont 0ssociotion
wever 19.0%

Not being conducive (P =0.126), ho

anil goad perc cption respectively

and 81.0%% who ogreed hid poor perceptian

cre was no Significant eclationship betweenicvel

beds ond wards. For the other charocicristics that was
e fack of prisacy, incflfective treatment), the null

. ince th
The null hypothesis failed 1o be rejected 7

Of“’ccpllon and non conducive hosp ;
monec)y.
significont (attitude of stofTs. 1<K of

hypothesis was rejecicd.
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Relusing Admission or Discharpe Apainst Mcdical Advice.

Tahle 4.11: Association Between Measure of Perception and faclors Responsible for

“Factor responsible for refusing  1'oor Good
Admission or DAMA Percepion I’crception xl p-value
n(%) n{%)
“Atlitude of attending staff 7
Yes 43 (20.6) 168(76.6)
No 20(1 3.2) 131(86.8) 3i.801 0.000*
No idea 39(43.3) 46(55.7)
Lack of mouncy
Yes 3.1(14.2) 206(85.8)
No 43(26.5) 119(73.5) 34.977 0.000°
No idea 25(52.1) 23(47.9)
Lack of privacy _
Yes 30(14.0) 181(86.0) .
No 34(21.1) !45(?8.5) 31.811  0.00
NO idea 38(49.4) 39(50.6)
Teeatment |s not effective o 146(82.0)
i il 1.810 0,005
No 42(21.5) 131(78.5) 3l. ,
No idea 28(36.4) 19(63.6)
1lospital hed und wards arfe
conduclve
Yes 37(19.0) 158(81.0)
9 115(77.2) 2,911 0.126
)iy ) 75(70.8
No idea 31(29.2) (70.8)
Non gy allatilty of prescribed
dreps and otlier nicdical maleril 29.811 0.002°
2 112(81.8)
No 25(182)
. 40(31.5) 76(65.5)

o —

_-._s_&lliﬂcanl
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CHAPTER FIVE

I).iSCUSSION, CONCLUSION AND RECOMMENDATIONS

This chapter is organized into the following sections: socio-demographic characleristies,

Salislaction with interaction with health servicc providers. faclors influencing discharge agoinst

medical advice or rcfusal of admission, improving health scrvice delivery. (Tie chapter ends wilh
conclusion and rccommendation.

3.1 Socio-temographic chnenclerlstics of respondents

The mecan oge of respondents in the siudy was 57.949.8. There were a slightly higher
nymber of mnle respontdents (50.2%) than the females (49,8%4) and this could be riiribuied to the
lact that the emergency depariment receives all fonns of emergcncy cases involving both male &

lemales in all aspects of medicine.

The study also reverlcd thol respondents willt a iertlary level of education that prcsent at
the emergency wards were fewer (10,7%) than respondents with cither primary (23,3%) or
weondury (62,79) levels of education. A reasion that could be given for thls is that pcople with a
higher 1evel of education lend to have o goad heaith secking Behaviour whiech makes them (o
Wake responsibility for their healih in preventing disedses or accldents ond also sceking medical

The study- also revealod that respondents In the older aBe Efoups were more salisficd with

service delivery than respondents in lkic yousger 08¢ Broup and this linding was similoar (o a

Rudy conducted by Saro and Emre, 2009. Ao, Faxclid, Ahlber. Maimbolwa, 1997, in a swdy

on aMining patients* Peeceptlon of care. il was rescaled thst older patients tended to be more
f’

Rlisfied than younger pasients. In a related study on patient sauisiactlon with primary health care
cs afc Was statistically slgmilicant for the domalns of

that the clinle sctvice was more comprehensive than

2003}

Srvices in the Uniled Armb Emimat
SOMmprehensiveness. Older feople felt

Younger people (Mapcgolbs Almargouql,

. level of cducation wefe found to havc & lower level of
byt wilh fower fever of education and this result was
showed that People with higlkr levels of

than those who were loss cducated. Thin

Respondents
BiBfactlon ¢ompared to other respondents

B timiter 1o o iy by Blucmenthal. (1996) which

. elTecinn®
®ucation felt jhat the clinic service was less
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d be due to the fact that the more educated a client is, the more the eapectations they would

et in contrary to the less educated who may not have nn idea about their rights and standard

carc ai a terlinty hospital like the University College Hospital.

The majority of the respondcerits were Yoruba's (47.8%) and this could be attributed to the
fac1 that the study was carried out in the South West region of the Countty thai is inhabited

majorly by various Yoruba ethnic groups.

5.2 Level of satisfaction at the AR E

The amount ol time a patient waits to be seen. is one |actor which afTects the utilizatlon of

health care services (Femandes et al. 1994: dos Santos et al., 1994) and this study shows that

53.3% of respondcnis were satistied with the period of lime they had 1o wail before being

attended 10 by the examining doctor and this would #nler that paticnts do not have 10 wail (oo

long be fore an health cace provider attends to them. The sasting 1 | .
ssatisfaction or not and previous Siudics

me of elents.in the hospstal is

2n important factor that detennines if there would be di |
have shown that a shoit waiting time is cricial to clicnts satisfaction. The study however shows

Uwt 35.9% of respondents wcre nol satlsfied with the period of time they had to wait before
. ° Ll L]
being atiended 1o by the cxamining doctor and this could be due to the imbalance in the docior -

' our Pespon
Pltient catio. The commones! regson ndduced by our resp

se large number o Ptients on the q
orage of medical doctors and other health

dents for the long waiting time was,

ueue. This is a common linding in
few dociors (o attend to 1l

iceri . 1o the sh
Most health casc centres’ 4€ross Nigerin duc: (0

‘ting timeS 0$
. . long wailing :
el o ReiEre b e rblum, 1992) and excesslve potient waiting undenmines

(sction. und this may resultin loss of patronfge in

batriers 10 actually obtsining secvices

(Kurata, Nogawa, philips, Hoffman. W€

the leads 10 pnticnldi‘i“‘“is | , :
a - orc:mi::d ca’d:Iis cry system, and 8 hospitel that cannot offer quick service might
®Ompelitive healthcare ¢

1 i [ healthcare p(ovidcrs (Anderson,
; -1t have 8 ‘wider choice 0
;Ok cuslomers because of.1 Ienis will

Camacho. Balksishaan, 2807).
led thot 56.0% of
Providers gave aboui their ailments ond ‘"‘"‘:‘;“h -
delivery when they are listencd 10 anentively By

; linding in
Uscir conditions to them. This Was simMar to the BACIN
fthe oplnion

Asseiat. Wol l
stetrid ultrasonnd sces ice

respondents Wer sailsticd with the explanations 1he case
how o high level ol saustoction 10 senice
givers who In tum carefully enplains
Centra] Ethiopla where 576 (75.0%)
hat heat; h care Pros Iders 101d them enough about how vo
die and Morankar 2010). Howeyer tn anciher
n a Nigenan ieaching hospital

The study reves

Of the respondents wefe O
ROR03 pe thele dlscases (Birhant.

! b
Mirvey of patlent salisfaciion wilth © .
S
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esults showed that majority of patients (66%) were not given adequate information required 1o

ake o knowledgeable decision about their scan {Eze and Okaro. 2006).

Also the study showed thnt 63.3% of the respandents were sotislied with the instructions
given 10 them aboul follow-up care and this was similar 1o a study by Sambo and Lewis, (2010)
inwhich it was found that 62%% of respondents were infonned about the next appciniment date.
Providing patients with adequate information about their next appointment or foliow-up helps in

preventing paticnts being lost to follow-up and also provides an avenuc fo assess the outcome of
the care n poticnt is been given.
oviders provide adequale information on how: to

The study also revealed that henith care b

usc medication as shown by 62.2% of respondents \sho werc satisiicd with the information

provided and this was similar to the study canted out by Sambo ef al. (2010) in North Central

Nigeria, in which majority (83%) of the respondents were Intonned on how lo lake their drugs.

rs from a study on the rotionality' of drug preseriplions done in

This findin ver diffe
inding howe did not give adequale

h revealed that aboul one-thin} of hiealih wozkess

Burkina hi
ina Faso whic ribed 10 them had to be 1ken (Doubova,

) Sc
information 10 patients on how' long the drugs pre

: Providing 0

Peres-Cuevas and Zcpeda-Af10s, 2009). o . 3 . Y

should usc his or he :\cdicnu'ous goes o long in ensufing complisnce with the medication
usc his or her

ients.

dequat¢ information aboul how a Paticnt

WaY

and also preventing drug abusc amonEst pat
frespondcnts were satisfled with being included in making

7% 0
The study revealed that & their ailment and not been compelted 10 jusl

i table for
B decision aboul Lrestment oplions avaitabl

l p J ¥ s m

doclors and secking patents’ opinion

while p;oviding ueatmen
itaran. 2004).
o
. ihot 32.0%, 32.7% and 27.4% of the YRDPSHEME AL
This siudy however piso 3¢ he regisiration polnt. security stiafis and the

0
- o s cd by U\C Slﬂﬂs al ‘ '
Niisfied wilh the services PIOY I;:c e TS could be cxplained by the fact shat patients an
pollees who transfer POtients 1€

the nd long perieds OO the: queuc before they R G e Sl
ir relatives sometime 3P€

licnts and Iheir relative may’ not appreclale the woy the sccn.:my
I Tllel THe g iy d [ & Emergency order them about parking thetr vehicles
o the Acgldent & = I

he vehicle Into the cmefgency room
ing o patient from b

¢ way the potfers move

personnel at the eniranee |

& also the lack of assistance in MO )
| dissatls fted with |

ihe trollcys used lomove then

Bomic paticats piso e
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side the emergency room and also the dilapidated stalcs of somcof the trolleys used in moving
tients.

5.3 Factors influcncing Discharge ngninst medical advice or refusal of admlssien

Dischnrge against mcdical advice can be detined as a situation :n which 2 paticnit chooses 1o
Icave the hospita! beforc the managing physician recommends discharge (Gnyiriuka, 2007).
Sevcral faclors have been implicated os causes or contribuling to DANIA. some of which arc
financial constrafnts, lack of health Insurance, detctiorating clinical condition of patent,
probiematic doctor-patient relationshlp and substance abuse (Bcrger, 2008 and Allyy, 2002).

The study rcvenled that mojority (53.3%) of respondents belicve that one of the lactors
responsiblc for DAMA or refusal of admission was the high ®ost of recciving carc at the
Accidem & Emergency and the prevailing harsh economic environment in Nigeria, and the
infantile age of the Notional 1tcalth Insurance Scheme. with its cxpecied impact on indjvidyals’
heathcare financing Jasgely being awaitcd, pastly explains ihis (Federal Republic of Nigeria®
National Health Insurance Scheme (NHIS) 1999 and Aricde, 2003).

About 39.6% of the respondents olso Bt that nol recciving treaiment 10 their own
ou E

satisfaciion is another reason given for
cxplalned by the fact thpt patients Kn
reccived when they arc sls0 being used o

(he refuisal of admission or DAMA and this could be
d to becosle uncomfortable with the treatment being

« subjects of trining by their caregivers to other health

workers,

frent as Judged by the paticnt or their selations, ofien Icads to
o . i

an Rl At . tcation between the attending physician and the

.« 3 ommun

DAMA. This i due tg inclfective €

' This is often | Histoty of discase, is prognosis, potential compi:cations, and
patient with regards 1o the AAILT ¢ snd Dewan, 2000).

Devit
ouicOmes of availablc tteatment optlons (Devit,
(hot the DAMA OF refusa! of sdmission was as a result of

xploined from the perspective that health seckers wlll
J when they prcsent ot the hospital and

Also, 16.99% of respondcnts fill
This could be

the ani s
attitude of stalfs. heatth care givers

always want [00% attcnilon ffom

20yiliing short of that wlll be dissa

: : gjon or NCW
the targe number of paticnts ON sdmiss .
b | be dispoted ot

v ol t timc may not
Ry v e 1o another potsen’ This was alw
g ‘0

faction on the part of the patients, This may be becausc of
s

patlents wit
the moment » patica necds his sitention

In linc with a siudy cartled out In

h mote serlous sltments such ttala

because he !4 sitendin
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bar, Nigeria, Etuk €1 al found out that poor attitude of health stalf was o major area of
issatisfaction thot paticnls hosve (Qyo-ila and Ewk. 2007.),

Dissatisfaction with the hospita! environment has been variously attribuied 1o patients’
emotional dispositions, psychosccinl {2ctors like iinger and fear (Anis AH. Sun, Guh. Pslcpu and
Schechter, 2002) and this was teflecied in the study. in which 43.3% of the respondents point to
‘unconducive hospital wards nnd beds and 47.6% pointing to the ack of provision of ndequoie

privacy as the reason for reftisal of odmission or DAMA.

The study also revealed that due 10 the unavailabilty ol some prescribed drugs and other
medical materials within the hospital premises, about 43.8% of respondents will refuse
admission or DAMA and this could be explained by the fact that paticnis ulwnys appreeiate

procuting all the drugs and other materials needed for their care at the hospital where they hgve

prestated for health care and dissatisfaction will asisc when they are beent 1old 10 go to other

pPliarmacists outside the hospital to procsc niedication$ because

them.

il adds on additionsl burdgen on

54 Improving healih service detivery

The overs]{ evaluation of the level of satistaction ond dissatisinction is an jmportarn! ool
in Bsscssing arens that needs improvement and mony previous studies have developed and

' i it impiovemen
applied patient satisfaction as o qualify IMPICYem

issue both for evaluation an
200$ .This stud) highlights @ numbecr of ancas where

t too! for heslth carc providers. Thus, patient

: d improvement of healtheare services. Al-
sateslaction is an impoaant

Eisa. Al.Mlutar, Radwan, Al-Terki.
respondents pCtCCiVOd os nceding )mprowmcm.

71,3%) id cnillicd the hospita!

Mojority of respondents (- His wos not surprising 6s man) of the trolleys

: and t
& one of the nreas that necds ‘Mf rovemenl

Ued gze in dilapidated 51215
metals without any foarn Of
Al”- majority of patients ,pcnd a long P¢ |
t3Sferred 1o speciiic ‘vanis and having 10 stoy e
wolleys adus ro the dissatisfaction 0% ards the leve

trolleys In used in moving paticnts

.+ natiems at times placed on these e
o gs ‘which further causes more discomfort 10 the patients.
r" |
S riod of time o the emergency wards before they are

jor several hours or cven days oo thcse mein!
re being receivad

er Ideniilied the cleanliness of the wards as an

Another 71, 1% of the 13

becatise ! {tal wards pre expecied o be clean and (ree of
823 that a)so nocds improveme™!

Calabar, Nigeria (O)o-lla et al, 2007)
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1ere dissatisfaction with care was mosily attributed to poor sanitation. DifTerent studies in Abia
lloh. Qfocdu, Njoku, (2012).) and Kano (lliyas. Abubakar. Abubakar, (2010).} stales of Nigcrio

however reporied patients' satisfaclion with the sanilation and eleanliness of the ho:pital.

Paticnts' satisfaction with nursing cere has been repoited os the most impotionl predictorof
the overall satisfaction with hospital care and on important goal of any healtis cerc organization
(Mrayyan, 2006). Therefore. dissatisfaction wilh the nursing care services may furthes lead to
loser utilization of the nussing care services by the patients {Yunus. Nasir. Nor Aflah, Sherin &
Faizah, (200.1)}. 1t is o known fact thal nurses spend more lime wilh the hospital patients than the

attending physician and therefore hos a significant impact upan paticnt’s perecption about their

hospital expcrience (Crow et al, 2003), this sludy however shows that 62.7%% of respondents

wantan improvement in the attitude of the nurses and the explanation thateould be given for this

could be the burden which the nurses facc in atlending fo a large number of peticnls at the

emergency room compaced tothe fe er number of nurses.

pecl in henith care delivery and the '*elinician

The arca of communicalion isalse © vitel os
(cg. a family member) to leom aboul the

must communicate with the psatient or 0 proxy

paticnt’s problems, needs, and concems ond 10 CON%€; o

aboygcare™ (Homberger et al. 199G). This study’ shows that communication between saffs of the
fc m 3 Ll

5" nceds improvement [}
vill heve fo p3y more pitention to the oren of

. infonnation ond offcr recomm cndatlons

: < indicated by 67.6% of the rcspondent and
emergency’ ward ond patent

this would jmply thot hcalthcare providers

intespersonal relotionship with paticats.
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Implicntions for Health Promotion and Education
following arc the findmgs ftom the study thal havesevero! heslth education implicaiions:

) There is a knowledge deficit among health workers at the Accident and Emergency in the

rovision of quality health care.

2) Thete is s1ill 8 communicatlon gap betvicen hicalth woikess in the Accldent and Emerscncy which

Pplays B part on how paticnts are satisficd with service detivery.

3) ‘lhe mafor ccason for discharge ogainst medical advice amoag clients wvas ihe high cost of

fecciving health easeIn the Accident and Emergeacy.

There is no gainsaying that the findings fiom this siudy have health promotion and education
ftlple Intervenuons dirccied ai (nckling the phenomenon.

implicatlons. and Imply the nced for mu
e " fy cthods can be emptoyed in

Thus. health education and promotion principles. strtegics ond m

Bddressing these problems in the following wa)s:

~os for heshh workers in the Accident
ions such os irainlng/workshops
el ce< needs 10 be Implemented and carmied

. Ith care segvi
and Emergency on how to proslde quatity hea nc
oul on reguler basis for both new and older health woihers ol the Aecident and Emeigency

Secondly, there chould be reguhr sceninars and confercnces conducted for the health care

1 snd Emcegency ({O N
and not Just pfoVidiﬂs cIcrgency care,

rain them on how to further cmpower
givers working in the Acciden

their patients on good health seeking behasviours

~ betw een health werkersand clients cannot be

y ommunicaticf N o
The imporiance of good cOmm e communication ard communication

id
‘Il'ldtﬂﬂincd0 There fore, SCSS‘OHS should be Provide

. . in improving ho¥
skills which would go & long Wi :It; ;pqu,,m)- Health detivery toclients In addition. theee
roviain

Interact with clicats and also in P acy complex tha will help ptients

Emer
iy postc;s A i de? lg:mnkc it easicr
Widerstand the slructufe € ( the compleX fn Orde

the complex.

the Aceldem and  Emergeney siatls

to find their \way around

y by health care and public
paticnl- and pub!ic«ntcmd heahh
health I T tools and cllective heslth

technolug
Also the clfeciive
heahh professlonais cat brinyg °

: oicoll
mlovmation and scrvices Y stralcg oL

| n1ial 10.
sommunkcation processes. heee is the Pic

¢
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Plications for Hcealth I’romotion and Education

: foltowing are the findings from 1 he study that have several he2lth cducation implications:

These is o kiowledge deficit among health workers at the Accident and Emergency in Ihe

tovision of quality health care.

) Therc is siill a communicotion gap between health workers in the Accident 2id Emcizcney which

33 a pant on how patients nse salisficd with secyiee delivery.

3) 7he major renson for discharge ngainst medical advice amang ctients wns ihe high cost of

receiving health care in the Accident and Emergency.

There is no gainsaying that the findings from 1his study have heahh promotion and education

hiple inleeventions direcied a1 1ackling the phenomenon.

tmplications m he need far mu
mplications and Imply ¢ sthods can be cmployed in

Thus, health cduention and promolion principles, stralegics and m
aldressing these probleins in the l'ollowing wad 3

g/workshops for icahh workers in the Accident

. lions such asiminin
Heaith education Intenventt needs 10 be Implemenicd and carried

ond EmciBency on how to provide quality healih care s& ‘»N‘ B e
bul on reguiar basls for both ncw' and older hcahh work2rs &

the heohh ¢
Secondyy, there should be reguiar seminors and conferch®es condueled for the heahh care

and Emcrgency 1o traln them o
urs ant not just peaviding emergency care.

n how to further empower
givers working in the Accidenl
their patients on good health seeking behovic

between bealth workers and clients Capnot be

ood ommunical;v. :
- ed on communication and communication

tons should be prosid
in fmproving h
y health delivery 10 €
gency complex that will help patients

It casler to find their woy around

The importance Of £
imdermincd, Therefore, sess
skills which would go o long way |
intesaet with clicnts ond also in P viding qualit
should be postc;s avallablc 40 and 1he gmcrm o
Wdersiand the steucture of the compies jn order

the complicx.

ow the Accident and Emergency stolfs

lients. In addition. there

ication and iechnology by health carc and public
i of pdtients and publlccentcred health
an 88¢

g health 1T tools and cllective heahh

bou'

Also the effective
B

bcalth professionals can bring

n'n[ommsm and g‘vIch By suale

the
&M unicatlon procc3ses, there s
&l
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rovc health care quality and salcty,

casc the cflicicney of health care and publie heahh scavice delivery.
rove the public health information infrastsucture.

uppor care in the community and at home.

acilitate clinical and consumer dccision-making.

Build health skills and knowvledge.

There is also a need for a review on the policy guarding the runniap of the Accident

and Eincrgency in terms of the provision of services during emcrgencies in shich clients

Wwill have 10 pay first beforc care is giving with many deciding 10 1ake thrir patienls nway

the UC!| authorities must employ the use of the

due to the high cost of carc, Therefore,
nsuronce scheme holds the promise of

Nationa) (lealth Insuronce Scheme. The heslth i

ensuring a guaranteed pool of (unds for health, impraving the clficiency of management of

heahh resources and proleeting people against caigstrophic eapendsture for health

5.6 Conclusion
The research explored the perception of respendents 1owverds health care delivery and how
X

i : § jvery at th
isfied fec_,pondcnls were ““h sefyvice dCilVS.’ il
] f
the Upiversity College Hospital Overall the study showed a moderute level of satisfaction of
nive |

patients with services obtained from the A
nay influence P31
: of adequale clesnliness of the wards, the tack of

c Ascident and EmerBency Deputment of

ccillent and Emeigency. lHowever, a number of

lent s:ulsractiom were discoyered sueh as
POtentin] baiviers and facilitators thai !

the poor staies o [ the hospital Wolcss, the lack |

Mequate privacy, unfriendly stitude Of ':umii:::::jh care,

Prescribed medications and the itig:r:z‘ ::‘::;micms ond adverscly aflect the image of the
These tivc Mmctors can . .

hespital and "‘:‘i:c faclors \stuc:hlio :;p:::lblc for (h;:::rcxﬂ‘“"d discatisfaction with the

scric id he ALLE.

mics et e € PO 2

' cY. mlnimlzc pat
o ,mp,mccf‘:‘k: o survey should be {nstilutionalized to provive
sfactio

patients request. non-avatlohility of

peeception resPOndents had about

¢ some P3 .
do more In the Jeive lowards impmwng

jent wiiting® times and proyide for

$et1viee windaws in order

PN comfon. Periodic paticnt 2 p
) rnen

""“’“k for Continuous quolity ImfieoveT
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Therefore improvement on arcas where services are deficicnt must be made so as 1o

suire the delivery of quality health services which will go o long way in increasing clicnts’

lislaction and also changing the negative perception of clicnts towards the A&E oi ULt

S.7 Recommendaltions

I. The hospital management needs 10 organisc oricnlation programmes for the hospital stafl 1o

ensuce 8 morce friendly and elTective services.

2, Astention must be paid to the amenitics In the health [acilities. as these aftect the patients’
salisfaction and this includes strenglhening and strictly enforcing repular washing of the toilcis

and bathrooms. lincns, bed sheets in the wards and cleaning of the wwaeds.

3_ The hospital management through the SERVICOM department should develop a quality of
fcalth care pssessmient tool and carty out periodic evaluation of the level of salisfaction of

€lients, with services provided at various departments of 1e hospitat.

3. There should also be adeguate number of Dociors. Furses and other heahh swaifs in ocder to
' cre shoulda giso a

cope with the Jarge number of clicnts ho visit the A&ZE-

boards ond postinBs which would dircct people to the

5. There should be avajlability of sign : : :
compl ?l d the sceufily personncl’s 91 the hospital gates should nlso be trained in
ex casily on

»seck within the hospital.
complcy or onY other department they sec p

Esissing pcoplc in localing the

fundingof the hospl'lnl by the Govemment in o¢derto

and ols¢ there stiouhl b¢ morc fPublic-private
¢t Accident and Emeegency depastment,

5 There should be adequate 80 ‘mylnr
foduce the cost of health sc¢i ice deliven

ke senvijccsattl
past®rship inthe ruaning of some kb
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APPENDIN |

Questlonnaire
PERCEPTION AND SATISFACTION OF CLIENTS TOWARDS HEALTH SER VICE
DELIVERY IN THE ACCIDENT AND EMERUENGY DEPARTMENT OF

UNIVERSITY COLILEGE HOSPITAL IBADAN, OYO STATL
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on ). Fnetors inllucncing satisTaction

2. How can you describe the reception offcred by the Accident & Lmergency stafY

” Very Good | Good ”Avcrngc Foir TPoor
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. Amount of attention paid to your personaland special needs

36. Cleantiness of the wards L.Yes 2.No
3. Response time of Doctors and Nurses l.Yes 2.No
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] INSTITUTE FOR ADUANCED MEDICAL RESEAREH ANO TRAINING (1AMBAT
COLLEGE OF MEDICINE, UMVERSITY OF IZADAN. LLADAN, NIGERLA.

Director: Prof. A. Qgunniyi, s scinons). uschs, FNCP, FWACP, FRCP (Edn]. FRCP {Lond)

Tes: 08023030503, 08036094173
E.maii: aogunniyi@comui.edu.ng -

UIAUCH EC Registration Number: NIUUCr05/01/200%5
NOTICE OI EXPEDITED REVIEW AND APPROVAL

Re: Clients Pereeptiou aud Sntisfactiou with TIealth Services Delivery ia the Accicleut aml
Eiscrgency Department of the Uuiversily College Hospital, Ibadnn, Oye State

UI'UCI: Ethics Committee ossigned number; UIFEC/§2/0163
Naine of Pancipal lnvesligntor. Ayokunle O. Aycui

Address of Prinicipal luvesligrlo;  Depariment of Health Proinotion & Education,
Coliege of Medicioe,
Usiiversity oflbodan, ibadan

Date of reecipt of validapptication: 15/062002
Dule of inecting when finat deteritinoion on elhienl nppsovnl was made: N/A

This is to inform you that 1he rescarch descrilied in the submilled Protooo) mul other pariicipint
infonnation matezinks have been reviewed sad given expedlited upprovat by the UyUCH Ertiics
Cunmittee. .

This approval dalcs fiom 20/ '2.”012 to 1,9" 12/72013. [f tbere is delny in startimg the rcnech
pléase inform ¢he UIUCI] Ethics Commiliee <0 that the dates of approval et e odjust
actonlingly. Nole that no partlesPantacciunl or nativily setuted (0 this reacorct 1say be condu ol
outside of tliese dates. Al firmed corseit Jorms used in thts study must car¥ the UIUCH 5C
assigned number and dration of UNUCH EC approvnl of the study. It is exPeeted that you
submit your annunl 1epor as well as on antunl tequest .lor _lhe praject renewal to the UNUCLI PC
carly in onjer (0 oblnin reacwal of you oppeoval to avoid distuption of your reseatcly

The Natlonal Cuge for Health Research Ethics requires you to comply whih nfl wsititlone!
guidelines, rides and regulations and with the tenels of tha Code tucluding ensuring tht nil

research without prior epproval b the ULUCIL EEC except in ctreuntstances ontlined in the e

The UNUCH EC reserves the fight to cunduct comptionce visit 1o your regeurch sie w ot
previous notlfication

lll U[['J:n ‘LBIMT
{[:'llilt;:-i'r-lllc::‘hd YUCH Fthics Commillce

E-mall: uluchiref@ly al100,£0(M ’

— EWL.I!WITM » Genatica & Cancer Revsarch » Molecular
'HWMW Research » Environmental | fsalth # Dloethics  Epldemiclogical Ressarch Services
- - ' M_A
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APPENDIX 3

Informed Conscnt lorm for palients/reiotises

IRB Rescarch approval number:

This approval will elapse on:

Tatle of the resenrch: PERCEPTION AND SATISFACTION OF CLIENTS TO\WARDS
HEALTH SERVICE DELIVERY IN TIIE ACCIDENT AND EMERGENGY
DEPARTMENT OF UNIVERSITY COLLEGE HOSPITAL IBADAN, OYO STATE

This study is being condycted by a student of the Health Promotion and Education Depaitment,
College of Medicine University of 1badan. Oyo State, Nigeria The purpose of this study is to
find out the perception of clients and their lcvel of satisfaction towands health service delivery at
the Accident and Emesgency Department ofthe University College Hospiial.

I will be recruiting 450 Panicipants into the study swhich will includs clienis who have been
discharged but are still present inthe A&E. thosc that ore about 1o bx discharged and those that
have been wmnsferrcd to. other Wards fiom the A&LE. The selected participants must hove been
admitted o the A&E for 2Jhours or more to meet the inclusion criteria for the study, Semi-
structuecd questionnaires will be given to clients who are willing 10 participatc in 1he study,
There are no physical risks assaciated wilh participation in this study, vour penicipation in this
research is absolutely voluntary nnd Wil not cost you anyihing, There are no direct and
immediate benefjts for participation in this study but your responses. will help in dctemiining
ways by which health service delivery con beimproved at the A&E Depangmens

All information collecied eannot be linked lo you in an) way ns your snme wiil not be collected
As part of my responsibllity only the reseaicher. members of the researcher's stalT and

representatives from the Universities of Ibatlas andfoc UCH Ethical Commiltces may, have
0ccesS to (udy records. ‘[hey are required 1o keep' Your idenily eontidenyigy-

Statcment of person giving consent:
Now that the s‘:ud)- has been wel! cXpliincd lc me and | fulty understand the eontent of the -

Proccss. | heneby agreeto allow my chitd’wanl Lobe pant of the study

SIGNATURE:

DATE | —_—

NAME: —

Detalled contact information

g ' he Uuiversity of thad

; apjrored by the Ethics Commitice of ¢ y of tbadan and the

(]:-:h' wmml'h I:|:sc::r: i'f:c can be conactcd ot Biode Bullding, Room 110, 2nd t'lgor, Instilylc
Ji¢enal; O 19 rch nnd Trining, College of Medicine, University of 1badan,

‘ d Medical “esc?”™ 2 it
'To ¢ A: e 08032307123, C-mail: uhuchiec@yalnacons. In oddition if you have any questions
elephone: Z28ee =2 can contuct the principal investigator, You can also

particrps: ~ i this reseacch, you .
:::::c{o::c Supcws;\; ofll.\ls project or the Foculty of Public l{ealth, Unlvcrsity College

IHospilnl. 1badan.
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IWE TFOWOSO ALAISAN ; MOLEBI

Momba ifowosi ti isc iwadi IRB

{fowosi ¥i yoo dopin ni:

ARORI ISE 1\WWADI: IWOYE ATI ITELORUN OLUGBATOJU NIPA ETO ILER ) NI
EKA TO N SE AMOJUTO IJANBA ATI PAJAWIR] NJILE IWOSAN ORIT A MEFA

Ise 1wadi yii ni ti okeko ti cke Health Peomotion and Education ni ile eko giga smo isegun
University Ibadan, Ipinle Oyo. Nigeria. Erongba ise iwadi yii ni loti sc ows:i innove oti gbedeke
itelorun awon ofughatoju lori itoju 1i n won gba ni cka {jamba eti pajawirh (Accident ond

emergency) ni ile ikose isegun orito Mefa (UCII).

Mo mg gba awon skopa i 010 -}50 si ise iwadi yii. ndnu €)i ti 0 je pc avwon olugbatoju 1i won W
do sife sugbon 1i won st wa ni A & E, awon i won sesc [ dae sile oti ewon 1i won gde losi
wodu()amj miran loti cka A & E. Awon olukopy gbodo Je owonto wonij gba wole nichia A &
£ fun wukatl merinlelogun tabi ju be Jo Ioti je ki wOn kun oju osuwon Iati kopa. lwe ibere ti a ti
scto ni 2 maa n fun olukopo 1i o ba nifc loti koP3 ninu inedi yii, ko si ewu Kenkan to wa nigu
kikopa ninu ise iwadi yii. Kikopa yin nine jse iwadi 5ii gbodo je lotokonwe, ko si ni nag yin ng
ohun Konkan, Ko si cre tabianfaai ojuese % ¢ o ri gba giMu Kikopit ninu ise ingdi sugbon pwan
idahun yin yoose ironlowo lori bi a se le sc iRinnu (0t se smugboro bl a se le mag se itoju owan
oloisan ni ekg A & £, Gbogbo.owon aloye ti ¢ ba s¢ funwarnio ko nl e lids yin mo tabi se awsari

Ym nitoripe ¢ ko ni gba oruko Yin sile.

Gege bi ajusc mi: onise iwadl nikan, oy osisc stiawon psoju tle eko Biga ti Universily |badan

tbi ewon igbimo o n $¢ akose iru iss bee at osbs UCH le ni anfani si okostic ise yii. Won ko

gbodo Ji ohun idonimo )in fan enikankal

Orn Jfowod 1.ali Enu Glukopa

Ni bayi ti won 1 salayc ise iwedi i fun mi. i ma d tinl oxc gbokbo ohun G 0 wa ninu jse jwadi
w &,

Naa:m o gba lali kopo ninu ise iwodl yu
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[s¢ iwadi yii ni awon igbimo 10 n sc akoso ise iwadi ni University Ibadan ti fi owo si. F.si lc kan
st alaga igbimo ¥ii ni Biode Building Room TI0, 2™ fioor, Institute of Advunce Medicat
fRescarch and Truining. College of Medicine, Universily of Tbadan. Tel.08032397993 E-mail:
viuchiromyahog.com.Ni afiken, tie ba ni iberc Knnkan lori kikopa ninu ise iwadi ¥ii. e l¢ %:an s
eni tin se iwadi na Bakonna e le Kan si oludari‘alamojuto ise iwadi yii tabt Faculty of Public

Health, University College Hospitsl,ibadan
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