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Summary

The quality of health care is the consequence of strong link between service
providers and user of the services. Perceived quality is one of the principal
determinant of utilisation and non-utilisation of health services, a major issue

in developing countries. Considering this, the present study was aimed to ~ssess
the quality of care in in-patient and outpatient departments of rural and urban
government hospitals in Bangladesh. A total of 2420 patients were interviewed.
The patients were selected by using systematic random sampling technique.
Results revealed that age, waiting time, time spent for patient examination,
place of treatment, income, years of schooling and male sex appeared to be
independent predictors of patient satisfaction (p<0.001)~Age, waiting time
and years of schooling were negatively related with level of satisfaction
indicating younger patients, less waiting time and patients with less education
were more satisfied, whereas time spent for examination, income were
positively related with patient's satisfaction. Patients attending at the urban
hospitals and male sex were also significantly associated with patient's
satisfaction. The study recommends that both short ~d long-term policy action
should be adopted for quality assurance of the existing health care facilities in
Bangladesh.

Introduction

The advancement of modern civilisation has

facilitated many scientific and technological
innovations for the welfare of the society and
cultural pattern. Bangladesh has developed
a good health infrastructure, implementing
health manpower development programmes
and producing 95 per cent Essential Drug
requirements of the countryl. Until recently,
less attention has been given to the quality
of health care services in the developing
countries like Bangladesh. This can be

explained as (a) priority has long been placed
on improving the availability of services (b)
attitude of the authorities responsible for
health care who have felt that evaluating and
ensuring quality were luxuries reserved for
developed countries, (c) some workers
suggest' confusion' of measuring of the term
'quality' 2.Studies on quality of health care
have an importance as a component of health
care research. This is largely the result of
interest of governments in the use of
evaluative research in the formulation of
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social and health policy. This trend
undoubtedly having an impact on continuity
and effectiveness of the health care delivery
systems of the country.Evaluation of quality
of health care involves the measurement of

its benefits to patients and the community at
large3. Larsen & Rootman4 argued that the
patient's satisfaction with medical care is an
important influence determining whether a
person seeks medical advice, complies with
treatment and maintains continuing
relationship with the physician. This attitude
and behaviour of the patient are particularly
important with regard to long-term care.
Several studies have been carried out on

patient's satisfaction with medical care at
general practitioners, hospital inpatient and
hospital outpatient service centres and the
influences of a variety of personal and
institutional characteristics in developed
countries. The most frequent criticism was
that the doctor was overworked that he did

not always listen to what the patient had to
say or criticism of his manner. Though these
assessments were predominantlyfavourable,
they do indicate that a tenth to a quarter of
patients are dissatisfied with some aspects
of their care in4-7.Kincey et al6 studied on
doctor's communication and patient's
compliance of medical care. About 82%
sample patients were completely satisfied
with doctor's communication in regard to
patientcomplaints.The patients reported that
they had received enough information about
diagnosis, aetiology, treatment and
prognosis, 70%-79% received enough
diagnostic, treatment and prognostic
information while 61% received enough
aetiological information with as many as
31% receiving none at all. The author
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observed that satisfaction with information

is significantly associated with subsequent
compliance. Avis et al8 studied another
outpatient department observed high rate
of satisfaction. Social desirability bias,
reluctance to express a negative opinion.
Patients frequently said that they were 'in
the doctor's hands'. In the national

perspective, very few studies have been
conducted on quality of health care/patient
satisfaction. Some empirical studies showed
that the main reason of patient dissatisfaction
was inadequate physical examination.
Another study in Upazila Complex, reported.
that the quality of patient care in the URC is
very poor.They mentionedthat the behaviour
of doctor is not good, inadequate physical
examination, lackof medicine and the doctor

prescribes the same medicine for different
diseases9-Iz.Shahidullah et al13observed that

male, literate, higher income and patients of
the locality were more satisfiedwith doctor's
behaviour. The overall rating of satisfaction
was higher.When askedabout specificaspect
of the service they showed difference. The
most dissatisfaction was long waiting time,
no sitting arrangement at the health settings.

In-depth study on patient satisfaction at
different levels could identify the problems
is lackingin the country.So, this is an attempt
to explore the situation prevailing in the
country.

Materials and methods

This was a descriptive cross-sectional study
conducted in former four divisions (viz.
Dhaka, Chittagong, Khulna and Rajshahi).
A multistage random sampling technique
was adopted for the selection of District
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hospitals, Upazila Health Complexes
(UHCs), Family Welfare Centres (FWCs)
and Union Sub Centres (USCs). A total of
2420 respondents of were interviewed with
a rural-urban ratio of 3: 1. A structured

interview schedule was developed. Data
were collected by interviewing the
patients aged 15 years & above and for
children from their attendants.The interview

was taken at the exit point of the health
centre. Both indoor and outdoor patients
were interviewed.The patients were selected
in the health centres by systemic sampling
technique. A group of trained and
experienced interviewers were appointed to
collect the relevant information. To
determine the level of satisfaction of the

patients, a series of questions were asked on
diagnosis of disease, humanity of the doctor,
drug management, housekeeping, nurse and
staffbehaviourand diet and laundry services.
The filled in interview schedules were edited

and coded. After checking and appropriate
editing,data analyses were don~,using SPSS
version 10.0 software programme. For
quantitative analysis, score 4 was given for
the option 'highly satisfied', 3 for 'satisfied',
2 for 'dissatisfied', 1for 'highly dissatisfied'

and 0 f?r 'did not perform'. Data were
analysed by one-way analysis of variance
(ANOVA)to measure any difference of their
level of satisfaction in different health care

facilities. The interpretation was made by
Scheffe multiple comparisons (post hoc
tests). For identification of independent
influencing factors for quality of care,
logistic regression analysis was done with
mean score 2.5 was considered satisfied for

health care and for, it was dichotomized as
satisfied and not satisfied.
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Results

Characteristics of the patients
Among the selected divisions, 757(31.3%)
were from district hospitals, 572(23.6%)
from UpazilaComplexes (UCs),640(26.4%)
from Family Welfare Centres (FWCs) and
451(18.6%) from Union Sub Centres (USCs)
with 31.3% urban and 68.7% of rural areas

with urban-rural ratio of 1:3.2. Among the
respondents, 180(7.4%)were indoor patients
and the remaining 2240(92.6%) were
outdoor patients.

The mean age of the respondents was
30.2:tll.l years ranging from 15to 86 years.
Among the respondents, 836(34.5%) were
male and 1584(65.6%)were female patients
with male female ratio of 1:3.1. Regarding
occupation 'of the respondents, 60.3% were
housewives followed by 15.7% cultivators,
12.6% labourers, 4.7% students, 3.0%
businessmen and 23% service holders.

Regarding transport, majority of the
respondents attended the health centre on
foot (53.6%) followed by motor vehicles
(33.3%) and 13.1 % by non-motorised
vehicles like bi-cycle, rickshaw/van etc. The
mean years of schooling was 2.05 years. The
median monthly income was Tk. 1500.The
median distance from residence to health

centre was 2 kilometres. Time required to
attend the health centre was 31.24:t28.9

minutes and the average waiting time was
17.1O:t14.3minutes it was observed that the

doctor spent 3.5 minutes for each patient
(Table-I).

Level of satisfaction (outdoor setting)

The patients attending district level hospital

were more satisfied than Upazila and Union
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Table-I: Characteristics afthe patients

level health care facilities in terms of

diagnosis of disease, humanity of the doctors,
drug management (p<O.05). Regarding
housekeeping, a statistically significant
higher level of satisfaction was observed in
district and Upazila level compared to union
level (p<O.05),but no statistically significant
difference was found between district and
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Upazila level health care facilities (p>O.05).
Similarly, no statistically significant
difference was found in behaviour of the

staffs among the three health care facilities
(p>O.05). The patients were very much
dissatisfied with behaviour of staff and

housekeeping at the three levels of health
care facilities (Fig.-l).

Level of satisfaction (indoor'setting)
The patients attendingat the districthospitals
were significantly more satisfied than the
patients attending at the Upazila health.
complexes in terms of diagnosis of disease
andbehaviourof staffand nurses(p<O.05),
but no statistically significant difference was
found in humanity of doctors, drug
management, housekeeping and diet and
laundry services (p>O.05). Although the
mean score of satisfactionwas higher among
the patients of district level hospitals than
the patients of Upazila level hospitals
(Fig.-2).

Logistic regression analyses shows that
patient's age, waiting time in the hospital,
time spent for examination, where from
received treatment, monthly income, years
of schooling and male appeared to be
independent influencing factors for patient's
satisfaction (p<O.OOl).Age in years, waiting
time in minutes and years of schooling had
negative correlationwith level of satisfaction
indicatingyounger patients,less waitingtime
and less educated were more satisfied,

whereas time spent for examination,monthly
income had positive correlation with patients
satisfaction. Patients attending at the urban
hospitals and male was also significantly
associated with patient's satisfaction
(Table-II).
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Characteristics No. Mean.:tSDI
Percentage

Age in years 2420 30.2:t11.2
Sex
Male 836 34.5

Female 1584 65.6

Marital status
Married 2040 84.3

Unmarried 380 15.7

Religion
Muslim 2300 95.0

Non-muslim 120 5.0

Occupation
Housewife 1459 60.3

Cultivation 381 15.7

Labourer 305 12.6

Student 113 4.7

Business 72 3.0

Service 55 2.3

Others (unemployed,beggar etc) 35 1.4

Transport
On foot 1298 53.6

Motor vehicles 806 33.3
Other vehicles 316 13.1

Years of schooling 2420 2.05:t3.4

Median Monthly
income in Taka 1888 1500.0

Time required to come
to health centre(minutes) 2420 31.24:t28..9

Median distance from residence
to health centre (Kms) 2420 2.00

Average time interval
to meet the doctor (min) 2420 17.1O:t14.3

Average time spent for
examination (min) 2420 3.5l:t3.8
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Fig.-2. Patient's satisfaction by level of health care centres in indoor settings

Suggestions/expectations of the attending

patients: The patients were asked questions

related to their expectations from public
hospital/health centres. They were requested
to make only one suggestion. It was observed
that one third of the respondents suggested,
'treatment facilities should be improved'

(34.2%), followed by 'medicine supply need
to be increased' (20.0%), 'emergency,
pathology and other departments to be
established/ strengthened' (16.7%), 'need
behavioural change of the hospital staff'
(11.2%), 'doctor should be more attentive to
their patients' (11.0%), 'trained and efficient
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manpowerto be appointed' (4.4%)and 'need
to maintain good housekeeping (2.4%)
(Table-III). It was evident that those who
suggested for behavioural change of the
hospital staff' their mean score (1.47IO.6)
of satisfaction was very poor, doctor should

be more attentive to their patients (mean
score 1.88IO.7), 'need to maintain good
housekeeping (mean score 1.96IO.9) etc.
indicating patients expressed feelings
according to their experiences at the public
health facilities.

Table-II: Logistic regressionanalysis of level of satisfaction by selected variables

Variables Pcoefficients SE of mean p value Odds ratio

Age in years -0.0304 0.0061 0.001 0.970

Time required to attend health centre (min) -0.0007 0.0023 0.7495 0.9993

Distance from residence (km) 0.0005 0.0102 0.9595 1.0005

Waiting time (min) -0.0280 0.0040 0.001 0.9724

Time spent for examination (min) 0.1451 0.0250 0.001 1.1562

Total cost -0.0008 0.0005 0.0972 0.9992

Area of service received (urban vs. rural) 0.4068 0.1385 0.0025 1.5020

Monthly income in Taka 0.0004 0.0005 0.001 I.000.
Years of schooling -0.1079 0.0186 0.001 0.8977

Type of patients (Indoor vs. outdoor) 0.1627 0.2292 0.4779 1.1766

Marital status (Married vs. unmarried) 0.1069 0.1691 0.5272 1.1128

Sex (Male vs female) 0.7017 0.1292 0.001 2.0172

Constant -0.9069 0.2418 0.0002

N=1868; Model Chi-square=301.413; df=12; p value=O.OOOl

Table-III: Expectations/suggestions made by the patients

Expectations Frequency % Mean score

Treatment facilities should be improved 828 34.2 2.35:1:0.6

Medicine supply need to be increased 484 20.0 2.04:1:0.6

Emergency, pathology and other departments to

be established/strengthened 403 16.7 2.10:1:0.5

Behavioural change of the staff is needed 272 11.2 1.47:1:0.6

Doctors should be more attentive to their patients 267 11.0 1.88:1:0.7

Trained and efficient manpower to be appointed 107 4.4 2.17:1:0.5

Need to maintain good housekeeping 59 2.4 1.96:1:0.9
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Discussion

Assessment of quality of medical care is a
difficult task, because the dimensions of

quality in the scale of goodness or badness
varies widely from patient to patient. In the
delivery of good quality of care, adequate
material support, qualified medical
professional and efficient management of
resources is a prerequisite; consumer's
degree of satisfaction to the organised health
care services depends to a great extent on
the physical, functional and social aspects
of the services delivered14. The physical
aspects of health care include waiting
arrangement, inventory position,
investigation facilities and so on. These
aspects of management have impact on
user's level of satisfaction with the services.

This is the first impression about the care
that the client receives. A patient on an
average of 17.1 minutes had to wait to meet
the doctor and the doctor spent only 3.5
minutes for each patient, about four-fifths of
the health centres had no sufficient waiting
space and sittingarrangement. So, a negative
impression developed among the recipients
of the health care services.Most of the health

care facilities had no separate room or
waiting space for patients. They mostly wait
outside the doctor's chamber by standing or
moving to and fro in the corridors. Reasons
are that a large proportion of patients at the
outdoors rush at peak hours of the day,
another reason is inefficient and erratic

management leading to patient
dissatisfaction. Although the patients were
satisfied with time spent for them, but they
were very much dissatisfied with overall
diagnostic aspects of the patients, i.e.
physical and instrumental examinations,
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laboratory investigations, follow-up advice
etc. Poor and inefficient inventory

management is an another important factor.

Quality of patient care is predicted on
sustainedphysician-patient relationship.The
quality of physician-patient relationship in
health care is associated with the outcomes

that include patient's compliance with
medical advice, clinical outcome of care,

patient's willingness to compliance with
medical advice. Although, these aspects of
medical care have not been assessed, but
indirect assessment in terms of technical

competence which includes physical and
instrumental examinations, advice given
after prescription, advice for pathological
tests, follow-up advice and visit of attending
doctors indicatepoor quality of care resulting
in poor satisfaction. Various literatures
suggest that effective communication builds
trusts, reduce patients emotional stress,
facilitates the process of diagnosing medical
condition, affects medical management
decisions and creates positive health
outcomes1S-18.Another aspect of satisfaction
is that patients have differential expectations
from the physicians. They symbolize
physician as an 'ideal, kind and sympathetic
to patients' . In the present study, the patients
were not satisfied with the technical aspects
of the services provided by the doctors, they
were overall satisfied with the doctors and

their conduct (Le. courtesy, cordiality and
behaviour etc.). In fact, the patients lie at the
'lower end of the ladder' whereas the doctors

are on the 'upperendof theladder'19. When
they were asked to comment on doctor's
behaviour, they said 'satisfactory', but
evidence suggests it to be unsatisfactory viz,

93



Bangladesh Med. Res. Counc. Bull

physical and instrumental examinations,
investigations etc. This is due to the
subordinate role of patients and negative
attitude to comment on doctor's behaviour.

Ha1l20opined that patient satisfaction is
related to the amount of information given
by the providers, greater technical and
interpersonal competence, more partnership
building, more social conversation, more
positive and less negative talk and more
communication overall. Other important
aspects of patient's satisfaction are
availability of services. The propositions
included were drug dispensing management,
pharmacist's behaviour, briefing on advice
of prescription, medicine supply etc. The
overall level of satisfaction was very poor.
Although the patients opined about positive
efficiency of drug distribution by
pharmacists, in fact, the patients do notjudge
accurately about the technical aspects of the
material management. So, the opinion about
efficiency of drug management is
questionable. But the patients have clearly
judged their social interaction with the
pharmacists. After receiving prescription
from the attending physician, the patients
expected that the remaining part of the
s~rvices will be more cordial and value
added. Similar pattern of satisfaction of
patients was explored by Reid et aF! among
the asthma patients. Pharmacy professionals
must increase patient's awareness of the
value of pharmaceutical care services and
make it important to their judgement of
satisfaction.

The present study explored that the patients
were very much dissatisfied with the nursing
care, their behaviour, staff behaviour and

December 2002

their efficiency in service delivery. The
patients criticised the nursing care in terms
of drug dispensing. Inmost cases they do
not explain the correct mode of use of
medicine. The common complaints are
'staffs are very harsh to the patients'. Severe
community criticisms about the health
centres especially at the grass root level
concerned the poor attitude of health
personnel. Negative attitudes, together with
poor housekeeping severely undermined
perceptions about delivery of health care,
often the worst perceived service in outdoor
facilities.Inrespect of sociodemographicand
economic characteristics with patient's
satisfaction, a significant association was
found in terms of patient's age, place where
treatment received, monthly income, level
of education and male sex (p<O.OOl).
Patient's age, monthly income, male sex
were positively related with patient's
satisfaction. Singh22found similar pattern of
satisfaction. It might be due to the fact that
male patient with increased age would be
more conversant with physician and vice
versa. But negative association was found
by their level of education. In fact, in our
country perspectives the main users of public
health care facilities are the rural people with
low educational background.

The study observed that behavioural aspects
of all categories of health care providers
should be improved by short-term training
and motivation.Adequate stock of medicine,
quality and quantity of pathological tests and
quality of diet for indoor patients are to be
ensured. Special strategies should be
designed to promote, sustain and maintain
quality assurance in the public health care
serVIces.
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