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ABSTRACT

The purpose of this study was to examine factofsctihg patient satisfaction at KNH. The
objectives of the study were to establish how #wdrs: physical environment, technical quality,
interpersonal relations and the accessibility afecaffects patient satisfaction. A descriptive
survey design utilizing quantitative research métivas adopted. The target population was all
1010 patients in the month of May 2013. A sample 9f 101 patients was sampled using
systematic sampling method. The data collection ease using a structured self administered
questionnaire with five point’s likert scale. 75%the patients sampled were on radiotherapy
treatment, 10% on the chemotherapy, 105 on follgwatier treatment and 6% were being
diagnosed to determine mode treatment to apply.dite was analyzed using statistical package
for social sciences (SPSS) version 12.0. The studiled that 61.8% of the respondents were
satisfied with physical environment aspect of adtkough 89.9% and 60.7% of the respondents
said the clinic was crowded and the toilets wemtydiespectively. The respondents rated
technical quality at 64.8% with 41.6% saying thetdes rarely gave them advice about their
medical conditions. The interpersonal relation vaded highly at 81.9% with 32.6% saying there
were no brochures explaining operations of theicli@ommunication was rated at 62% with
30.3% of the respondents saying they were not weebin making decisions about treatment and
care. Accessibility to care was rated at 61.4% 8®/7% of the respondents saying they were
delayed waiting for the doctor to arrive at theicli The overall satisfaction rating of the sersice
at the Cancer Treatment Centre was of 64.9%. Ty secommends to the KNH management
to improve of cleanliness in the toilets, make imgitareas conducive for patients and improve
signage to make easy for people to access diffex@mvice points of care around the hospital;
improve availability of diagnostic equipment and amaes, train the machine operators and
technicians on handling and maintenance as weathgdoying additional staff, encouraged staff
to have good attitude towards patients and th&tives. Improve communication to create more
understanding between all the parties. Counselogld be encouraged to prevent the patients,
relatives and friends from anxiety and fear. Enagerprovision of information on operation of
the clinic through posters, brochures, magazine$ l@voks at the waiting areas and notice
boards. The government should subsidize cancesdmg laboratory reagents to reduce the cost
of cancer treatment and make it affordable to ther @nd marginalized Kenyans. The cancer
treatment facilities should be decentralized totladl counties to make it easier for patients to
access treatment services. More facilities shdwgd considered in Central region which
according to this study has high preference of eaniacidences. In conclusion patient
satisfaction surveys are cost effective way to @at@ the healthcare quality provided to patients.
They form platform for identifying and address Ieens that hinder healthcare provision and
encourage care givers embrace patient centred icapgpvement of accessibility to care by
increasing the time spent in consultation and fheration of the health facility.



CHAPTER ONE
INTRODUCTION

1.1Background of the Study

Patient satisfaction is the major indicator of dyabf care provided by health facilitiet. is
also considered as an ‘outcome’ measure, allowing to assess the superiority of one
treatment, program of care, health care organisatrosystem, over another. Across countries,
one may foresee satisfaction ratings to be impbran establishing the adequacy and the

quality of health care practices (Calnan et al94)9

There has been an increasing interest in patigisfasgtion assessment across nations recently
(Abdullateef, 2011). Client/patient's satisfacti@none of the main components of quality of
care andan indicator of care quality and its assessmentiges feed-back to clinicians and to
serviceslt can be assessed by mapping out patient satmfiaeith care providers (O'Connell

et al., 1999). Satisfaction is itself multi-dimemsal, reflecting the range of experiences that an
individual may have during illness. A systematiciegv of 139 articles reported that correlates
of patient satisfaction include personal healtliustaage and ethnicity, as well as with the

provision of information and choice of servica¢w et al., 2012)

Measures of satisfaction with care for cancer p&idave been developed for clinical studies
and used in hospitals but less for comparison ofcea services (Perneger, et al., 2003).
Sandoval and colleagues (Fakhoury et al., 199é)gusata collected from cancer services in
Ottawa, Canada, have identified hospital staff aridrmational dimensions associated with
patients perceptions of quality of care. In carngatiative care, Fakhoury, Addington-Hall &
McCarthy (Sandovall et al., 2006) found that infatrare-givers: satisfaction was related to

frequency of visits of healthcare staff.

According to WHO (2010), cancer is a leading caafsgeath worldwide and accounted for 7.6
million deaths (13% of all deaths) in 2008. GlopaLancer causes more deaths than HIV, TB
and Malaria combined. Lung, breast, colorectalmsich, and prostate cancers cause the

majority of cancer deaths. More than two thirdsalbfcancer deaths occur in low- and middle-



income countries. Important risk factors for canicelude tobacco use, unhealthy diet, physical
inactivity and the harmful use of alcohol. The mstied percentage increase in cancer incidence
by 2030, compared with 2008, will be greater in {0(82%) and lower-middle-income
countries (70%) compared with the upper-middle24b&nd high-income countries (40%).

According to Michel et al., (2008), Europe compsisenly one eighth of the total world
population but has around one quarter of the gltdial of cancer cases — some 3.2 million new
patients per year. While the disproportionate cafmeden is readily apparent, the disease
patterns in Europe cannot simply be generalizedgleradl cancer incidence and mortality rates
vary at least two-fold between European countries the differences are often far greater for
specific cancers. Cancer diseases have seriouscatiphs not just for individuals and their
families, but also for society in general and Healgstems in particular, remain an important
health challenge in Europe and world-wide. At pnéseith more than 3 million new cases and
1.7 million deaths each year, cancer representsd¢hend most important cause of death and
morbidity in Europe. Without effective interventmnthe cancer burden will increase
dramatically, but comprehensive cancer preventioth @ontrol policies can bring significant

benefits.

According to the United States Cancer Statisti@99:2008 Incidence and Mortality Web-
based ReporiCancer is the second leading cause of death ibJtied States, exceeded only
by heart disease. In 2008, more than 565,000 pelgteof cancer, and more than 1.48 million
people had a diagnosis of cancer. The cost of caxends beyond the number of lives lost
and new diagnoses each year. Cancer survivorsghsasvtheir family members, friends, and
caregivers, may face physical, emotional, sociall apiritual challenges as a result of their
cancer diagnosis and treatment. The financial aafstancer also are overwhelming. According
to the National Institutes of Health, cancer cbst nited States an estimated $263.8 billion in

medical costs and lost productivity in 2010.

Cancer is an emerging public health problem in @&fri70% of the global Cancer burden is in
LMICs (low and middle income countries) like Kenyshout 715,000 new cancer cases and

542,000 cancer deaths occurred in 2008 on the remtti with these numbers expected to



double in the next 20 years simply because of ti@gaand growth of the population.
Furthermore, cancers such as lung, female breadtpeostate cancers are diagnosed at much
higher frequencies than in the past because ofggsain lifestyle factors and detection practices
associated with urbanization and economic developnBreast cancer in women and prostate
cancer in men have now become the most commongndged cancers in many Sub-Saharan
African countries, replacing cervical and liver cars. In most African countries, cancer control
programs and the provision of early detection aedtinent services are limited despite this

increasing burden.

According to Imran et al., (2013g/though infectious diseases continue to afflictigs, the
proportion of the overall disease burden in subaGahn Africa attributable to cancer is rising.
The region is predicted to have a greater than 8&¥ease in cancer burden by 2030. The
cancer burden in sub-Saharan Africa is poorly danted for several reasons, including the
scarcity of updated, comprehensive, and reliabla. déevertheless, on the basis of the available
data, the cancer burden is rising, particularlgub-Saharan Africa, where the increasing cancer
burden is associated with factors that persisteaftiyct the region, such as infectious diseases,
unhealthy lifestyles, poor food supply, confliahdapoverty.

It has estimated that about 551 200 new cances 248 500 in men and 307 700 in women)

occurred in sub-Saharan Africa in 2008, with abé2t 000 deaths The four most common

cancers by site in men were prostate cancer, tigacer, Kaposi’'s sarcoma, and oesophageal
cancer, whereas in women they were cervical calcegst cancer, liver cancer, and Kaposi's

sarcoma (Ferlay et al., 2012). The mortality causgdhese cancers generally followed their

incidence patterns, indicating the poor availapitit cancer care in sub-Saharan Africa. (Sambo
et al., 2012).

According to a WHO (2008) estimates, non-commureatiseases caused 28% of the total
burden of disease in South Africa in 2004; caneéwae caused about 3% of the total disease

burden. Statistics based on 2009 death notificatiBrsuggest that cancers caused almost



40 000 deaths (6-3% of total deaths) and as suoh the third most common cause of death,
surpassed only by tuberculosis and by influenzaiged together with pneumonia (Statistics
South Africa, 2009).

With a population of 170 123 740, Nigeria is thestnpopulous country in Africa and the
seventh most populous in the world (Central Ingelice Agency. World Factbook: Nigeria,
2013). Gross national income per head in 2012 wa$2800 (at purchasing power parity)
(Central Intelligence Agency, 2013). According ta.@BOCAN data (Ferlay et al., 2012),
almost 102 000 new cases of cancer occur annuallyel country, and 75 000 deaths per year
are caused by malignant disease. 5-year prevalartbe adult population is roughly 223 000.
No nationwide, population-based cancer registrystexibut data provided by some smaller
population-based and hospital-based registriesbeansed to estimate the national burden of
cancer. These data suggest that the cancer inedeninicreasing. For example, the Ibadan
Cancer Registry recorded 1093 cases in 2001, wstieady increase to 1576 by 2005. Because
of a disproportionately high burden of infectiousedses, Nigeria is among those countries that
face the challenge of the so-called double burdenommunicable and non-communicable
diseases (Abdoolkareem, 2013).

Rwanda has a population of more than 11 millionptee@nd a median life expectancy of 58
years. Health expenditure was 9% of gross dompsbduct in 2009, and there are roughly two
physicians for every 100 000 people. (Central ligethce Agency. World Factbook: Nigeria,
2013). According to GLOBOCAN data, (Ferlay et &012) 6600 new cases of cancer occur
annually; the five most common are cervical cantieer cancer, Kaposi's sarcoma, and
cancers of the stomach and breast. About 5300 eeb@lfrom cancer each year. Rwanda does
not have a formal national cancer control plan efndd by the WHO guidelines. However,
several initiatives have been launched by the Nhyisf Health, in collaboration with various
international donors and medical institutions, viahiocus on prevention, diagnosis, treatment,

and palliation.

According to Ibrahim et al., (2009), Egypt is clfisdl as a lower-middle-income country;

however, characteristics of high-income, middlesme, and low-income countries coexist.



About 68 800 new cancer cases occur per year. Moamon in men are cancers of the liver
(mostly related to hepatitis C virus), bladder Haligh incidence is decreasing because of
improved control of schistosomiasis), non-Hodgkimphoma and leukaemia, and cancers of
the lung, prostate, brain and nervous tissue, ahorectum. For women, most common are
cancers of the breast, liver, non-Hodgkin lymphand leukaemia, and cancers of the ovary,

uterine body, bladder, colorectum, and uterineigerv

Ghana has a population of 24 million people, aral itiedian life expectancy is 59 years.
According to one estimate noted by Ibrahim et @009), the country has an average of one
nurse for every 1500 and one doctor for every 2D @bple. As stated by Wiredu et al (2006),
as a result, accurate estimation of the nationateaburden is difficult. Moreover, without

accurate information about the regional distributad cancers in the country, no realistic basis
exists upon which to match the provision of cancare with demand to ensure efficient
resource use and equitable access. There rough0Q6cases of cancer occur annually in
Ghana, with the five most common being cancershef liver, breast, cervix, prostate, and

stomach. Cancer is the fourth most common caudeath in the country (Abbey 2012).

Cancer as a disease is ranked third as a causeat th the in Kenya after infectious and
cardiovascular diseases. Data available is scamdyisa mainly hospital based. Therefore the
burden is unclear. It is estimated that in 20050Q8 deaths were due to cancer most of them
being under age of 70. The leading causes of canaeomen are the cancers of the cervix and
breast while in men are cancers of the oesophdwas], neck and prostate. In children, the
commonest cancers are blood cancers (Leukaemidymmpihomas. The cancer of the digestive
track such as that of stomach, liver, colon, amtiure are also on the increase. Patients have to
travel from accross the country some for as far6@8 Kilometers to access treatment.
Diagnostic services are available mainly in theiteh@and large cities but limited in capacilty.
The national leading referral facility Kenyatta Mat@l Hospital is only public hospital
providing radiotherapy services in the country wifthee cobalt machines covering a population
of over 38 million. Patients refered from peripHefeilities have to wait for months before
they can access services leading to majority ofpdgents attending at the late stage of the

disease (http//www.kenyacancernetwork/cancer-fact).



According Pact Kenya Cancer Assessment in Africd Asia (2010), About 80,000 cases of
Cancer are diagnosed each year. The Cancer situatienya is dire with a severe lack of
Medical Practitioners and a large number of new déarcases being diagnosed annually.
Cancer is the "8 highest cause of morbidity in Kenya [7% of deatles year], after infectious
diseases and cardiovascular diseases. It is diffiouget accurate national data because most
data is coming from Nairobi and other urbanizetirsgs. It is estimate that 28,000 new cases of
Cancer each year in Kenya with more than 20,00€hdgzer year. 60% of Kenyans affected by
Cancer are younger than 70 years old. Leading @sneeomen: breast (34 per 100,000),
cervical (25 per 100,000), men: Prostate (17 p€QD), Esophageal (9 per 100,000). 70-80%
of cancer cases are diagnosed in late stages. Nwhtadiation machines in the country: 4 (all
in Nairobi). Number of treatment facilities: 4 (2am, 2 limited). Number of oncologists in
Kenya: under 10 (recommended figure is 300 oncsetsgiper population of 100,000)
(International Atomic Energy Agency, 2010).

The Cancer Treatment Clinic at Kenyatta Nationakpital is dedicated to offering cancer
diagnosis, treatment and care to cancer patiemav@rage, 60 new cases are attended weekly,
750 cases receive radiotherapy and 100 cases eede®vnotherapy while 100 confirmed cases
are on follow up at the oncology clinic. Due to Wweavorkload and lack of capacity for cancer
treatment, patients have to wait up to four motvh®ceive treatment, (KNH Medical Records,
2011).

1.2 Statement of Problem

An article published in Global Medicine (2011), Katta National Hospital, the only Public
institution that hosts most of the Cancer Expend @echnology in Kenya, indicated that the
hospital is overwhelmed with cancer patients anmthoticope. According to Pact Kenya Cancer
Assessment in Africa and Asia (2010) statisticsnyéehas shown that about 50 Kenyans die

daily from various forms of cancers

According to Gesami et al., (2001) the equipmett facilities are not adequate for the patient
load at KNH. The machines treat 100-150 fieldsyd@dm 7:00am to 7:00pm in two shifts. The
equipment and facilities are outdated to mitigatecer. The Cobalt 60 machines used by KNH



are the remnants of an old generation, and argppediwith limited capability to optimally

treat complex cases.

The staff and space are grossly inadequate. Therendy five Oncologists in the Public sector
working at the KNH. Supporting personnel are lagkiAccording to the National Assembly of
the Republic of Kenya Policy brief on the situadbanalysis of cancer in Kenya (2011), there
are 15 to 20 Clinical Oncologists are needed inKhgd Cancer Unit. International Atomic
Energy Agency (2010) report indicated that the @ars@tuation in Kenya is dire with a severe
lack of Medical Practitioners and a large numbernefv Cancer cases being diagnosed
annually. The Kenyatta National Hospital CancertUeport (2011) states that there are only
Five (5) Clinical Oncologists, Four (4) Medical hagists and about Eight (8) Haematology
Oncologists, in Kenya, 95% of who practice in NhiroTraining one clinical oncologist is

estimated to cost at least Kshs. 8 million.

Patient privacy and confidentiality is not obsenatdhe clinic because of limitation in waiting
areas and consultation cubicles. It also obserhedtages of cytotoxic drugs. The drugs are
very costly to the patients and therefore some ydélaying the drugs thus affecting the
treatment efficacy Comprehensive patient managersgnttures that encourage interaction
between all interested teams are not adequate widukl be beneficial to both staff and patient
using multi- disciplinary approach. According te tlheatment of patients is affected by doctor’s
attitude toward cancer patients and unaffordablieeaitment. They also stated that most cancer
patients are looked after by non cancer speciaistisnoted there is dire need to train more care

givers. (Gesami et al., 2001).

According to Report by Global Medicine (2011), Cantreatment is protracted and expensive,
especially due to the intensive procedures requoethe advanced Cancer cases. According to
the Cancer Treatment Centre, Kenya National Hdspitatients pay Sh300 per session,
translating to KSh1, 508 Week. The entire six-week session costs Ksh80@, By contrast
the Private Hospital charges Sh80, 000 per Weeksélid tumours, the tests may include but
not limited to CT Scans or magnetic Resonance inta(iMR1) and biopsy which costs between
Kshs. 10,000 to 30,000/-.



1.3 Purpose of the study

The purpose of this study was to examine factofsctihg patients’ satisfaction at Kenyatta

National Hospital.

1.4 Objectives of the study

This study was aimed to achieve the following otiyes;

1.

To establish how physical environment affects pasiesatisfaction at Kenyatta National

Hospital.

2. To examine how technical quality affects patiemtiss$action at Kenyatta National Hospital.

To assess how interpersonal relations affects miatiesatisfaction at Kenyatta National

Hospital.

4. To determine how communication affect patientss&attion at Kenyatta National Hospital.

5. To establish how accessibility to care affect pdfiesatisfaction at Kenyatta National

Hospital.

1.5 Research questions

The study sought to answer the following questions;

1.

To what extent do physical environment affect pasiesatisfaction at Kenyatta National
Hospital?
To what level does technical quality affect patsémdatisfaction at Kenyatta National
Hospital?
To what extent do interpersonal relations affediepds’ satisfaction at Kenyatta National

Hospital?

4. How does communication affect patients’ satisfacab Kenyatta National Hospital?

5. How does accessibility to care affect patientsséattion at Kenyatta National Hospital?

1.6 Significance of the Study

The annual cancer mortality in Kenya is 22,100 viih000 of these deaths occurring at KNH
(KNH Medical Records, 2011). The risk of gettingncar before the age of 75 years is 14% and

dying before same age is 12%, (Globocan, 2008)r 8@% of cancer patients are diagnosed at



late stages due to inadequate diagnostic servitegdoav level of awareness of cancer among

the public.

The outcome of study may help the hospital managetoecome up with policies necessary to
improve cancer treatment services at KNH in paldicimplementing recommendations by the
patients. The study may also help the Cancer Trat@linic management in making decisions
on how to make patients comfortable. The findings €urther be manipulated to increase
patients’ satisfaction with services. The studyl @iso help management make good facilities,
amenities and service conditions which are esddptighe hospital to provide patients centred
care. The patients will provide feedback which ti@nagement of the hospital may implement

to improve quality services provided at the clinic.

1.7 Assumptions of the Study
It is assumed that the participants recruited gawmeest responses. They had the ability to
evaluate the quality of treatment offered and rat&ccordingly. It is also assumed that the

information given was reflective of patients’ exipeces and expectations.

1.8 Limitations of the Study
This study was limited by non-response by respondea to their medical condition, fragility,
eyesight problem, cognitive deficit, and generalakvess. Other limitations were language

barrier and non honest responses by some parttsipan

1.9 Delimitations of the of Significant Study
This study was carried out at the Kenyatta Natidgt@dpital cancer outpatient clinic because it
is the only cancer treatment facility in the coynivhich has fully functional public cancer

equipment and various medical specialties of camckenya

1.10 Definition of Significant Terms as used in th&tudy

Accessibility to care This means service provision unrestricted by gsolgcal,

economic, social, cultural, hospital organizaticiaators.



Cancer Cancer is a generic term for a large group of disgan which
cells grow out of control and can spread from oag [0 other

parts of the body.

Communication This refers to the activity of expressing ideas d&eelings or
giving patient information through direct engagemanliterature

materials.

Cancer Outpatient Clinic This is a clinic where cancer patients are treatathout
admission into the ward. They are booked to comgeoclinic

during the day, are treated and then go back home.

Interpersonal relations This is connectedness relationship between patients and staf

which is based on courtesy, respect, apathy anfideoriality.

Kenyatta National Hospital The largest referral and teaching hospital in Kenjare all the

complicated medical cases are referred.

Patients Satisfaction It is the individual's positive evaluations of digtt dimensions of

health service.

Physical environment This refers to the pleasantness, comfort of theatirsg
attractiveness of waiting areas, clarity of signd direction, good
lighting, quiet clean, neat orderliness of the pment and

facilities.

Technical Quality Refers to the skills, capacity and actual pertoroe of health
providers, managers and support staff. It also eorscavailability
of equipment and technology, thoroughness, accueaay the

attention to patients.

10



1.11 Organization of the study

This study is organized into five chapters. Chaptez which is introduction comprises of the
study, statement of the problem, the purpose of siugly, objectives, research questions,
significance of the study, delimitation, limitat®nand assumptions of the study and the

definition of significant terms as used in the stud

Chapter two contains literature review, which coisgs of the introduction, factors affecting
patient satisfaction, review of theoretical and eroal literature, conceptual framework and the

summary of the literature review.

Chapter three is presented under the following sabimgs; introduction, research design,
target population, sample size and sampling teciasig data collection methods, research
instruments , validity, reliability, data colleatioprocedures, operationalization table of

variables and data analysis and presentation.
Chapter four presents the introduction, questioenaeturn rate, demographic factors and
respondents’ level of education. The chapter furfiresents data analysis, presentation and

interpretation.

Chapter five gives a summary of the main findindscussion of the results, conclusion,

recommendations and suggestions for areas of fursearch.
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CHAPTER TWO

LITERATURE REVIEW
2.1 Introduction
This chapter covers literature review related toepds’ satisfaction. The literature review is
done focusing on physical environment, technicampetence, interpersonal relations
communication and accessibility as they relateh® patients satisfaction. Theoretical and
empirical review is analysed, the summary of theeng and the conceptual framework is also

presented to bring out relationship between thabbes.

2.2 Factors related to patients satisfaction

One of the more pressing challenges that health-paoviders and researchers face is to
develop a better understanding of the key compaenearistituting patients satisfaction (health-
care quality) and valid approaches to their measerne (Marrekchi, et al 2001). Surveying
patient’s satisfaction is the most common methadhaining patients’ views on their hospital
stay. According to Brown (1989) and Calman (1986jany theories include patients’
expectations as the basic concept of satisfactorraditional definition of satisfaction is,
therefore, the degree of congruence between exmectnd accomplishment La Monica et al.
(1983) and Pascoe (1986). Despite the growingaliee devoted to the concept of patients’
satisfaction, no unified approach has been devisedits meaning and its measurement
Williams (1994). Some authors have criticized tlodion that patient’s satisfaction is directly
supported by the discrepancies between expectatods perception Williams (1994) and
Arthur (1995).

In reviewing patients’ satisfaction research, Ris€E975) identified four components of
satisfaction: the cost; the convenience; the pengdpersonal qualities and the nature of the
interpersonal relationship and the provider's msiftnal competence. A classification with
eight dimensions was presented by Ware et al.B)19&erpersonal manner-features, technical
quality, care-competence, accessibility/convenidgacers involved in arranging to receive

medical care, finances-factors involved in payiog hedical services, efficacy/outcomes of
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care (the results of services provided), continoitycare-constancy in provider or location of
care, physical environment-features of setting inmiclwv care is delivered and availability-

presence of medical care resources.

In a thorough review of studies of patients’ saiisibn with hospital patient’s care, Rubin
(1990) listed the following as important componentsursing care, medical care,
communication, ward management, ward environmerd, discharge procedure. Abramowitz
et al. (1987) proposed 10 components for hospaet:cmedical care, housekeeping, nursing
care, nurses' aides, staff explanations of proesdwand treatments, noise level, food,

cleanliness, portering services, and overall gualit

Baker (1991) identified five components of satiifat in the U.K. primary care setting:
continuity of care, accessibility of the surgerylality of medical care, premises, and
availability of doctors. In the outpatients’ conteMclver (1991) proposed accessibility,
waiting times, waiting environment, attitude of fEteand patient's information as critical
components. The components of patients satisfatistad by Meredith, et al and Devlin (1993)
included expectations, comprehension, participatioformation and informed consent, risk

perception and preference.

Empirical evidence shows that patients disting@istong components of care when judging its
quality (Rubin, 1990) providing greater responseiamlity than when considering overall
satisfaction. Thus, it is accepted that substadigdatisfaction exists with specific dimensions
of care, notably waiting times and communicatiomgrimary care (Williams et al., (1991),
Serrano-Del-Rosal et al. (2004). It is necessarguvaluate how important is the satisfaction
level within each dimension in overall satisfacti@md how each affect each dimension and

ultimately overall satisfaction.

There is an association between client satisfactioth the company shareholders returns. A
reduced client satisfaction affects the companyeti@ders value (Aderson et al., 2004).
According to Baker (1998), if patients are highbtisfied, an institution is more likely to
receive high number of patients from word-of-morgferrals. By providing excellent services,
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it may be possible to attract patients who are @bfgay hence contributing to overall efficiency
healthcare in competitive market On the contrdrgatients are dissatisfied an institution would
receive many complaints and several of them woekl/é to other competitors. This was
supported by Haber and Reichel (2005) who indicdbed customer satisfaction is mostly
associated with high possibilities that the safcustomers will recommend the goods or
services to other potential customers. Satisfyihgnts/customers benefits firms by getting
more clients/customers without advertising and thesult in saving of resources.

Clients/customers of such a firm are less likelydgspond to competitor’s lower fees. Instead
they would prefer to pay more to continue using seevices/products of that firm (Lamb,

2004). Shareholders of such firms benefits by gegtthigh returns from their satisfied

clients/customers (Anderson et al, 2004).

Studies dealing with patients’ satisfaction are mmnogenous and more are needed to ascertain
the best techniques for measuring quality of hegdite services and the importance of various
predicators’ on overall satisfaction. Little infoation is available about patients’ satisfaction in
Kenyatta National Hospital. Therefore, in light tife absence of a consensus on which
components constitutes patients satisfaction cocistand, also, in light of the lack of
uniformity in the studies already conducted andresged in the various methodological
approaches described in the literature, this stgdiimited to discussions and analysis on
physical environment, technical competence, intageal relations, communication and

accessibility.

2.2.1 Physical Environment and Patients Satisfactn

Healthcare design is increasingly linking the pbgbkienvironment of hospitals to patients and
staff Outcomes. Improved physical settings canrbergortant tool in making hospitals safer,
more healing, and better places to work (Hamil@003). According to Ware (1977), Sources
of satisfaction with the environment of care indugeneral pleasantness of the atmosphere,
comport of seating, attractiveness of waiting ropwlarity of signs and directions, lighting,

quiet, and clean, neat and orderly facilities amgigment.

Woodside et al. [1988] found that location, equiptmand facility were important factors that

hospital patients sought to optimize. For dentéite$ (Andrus, 1985), organization, neatness,
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comfort of seating, magazine selection, and musicaa a significant impact on dental service
satisfaction (Chakraborty et al., 1993). Gotlieb(q@) found that patients' perceptions of their
hospital rooms could influence patients' perceptbhospital quality. Participants in 16 focus
groups in four major cities in the U.S.A. (that Baltimore, Los Angeles, Phoenix, and
Orlando) identified that cleanliness of the hodpitems and bathrooms were one of the most
noted items for quality of hospital care (Sofaerlet 2005). Akinci et a(2004) reported that
outpatients in four Turkish hospitals indicatedtttiee physical appearance of the hospital is a
significant factor in the satisfaction of patienEBor example, our respondents expected the
providers to enhance the volume of readings, wallited televisions, health education
brochures, water, access to wheel chairs, andteaupted space for the minority populations.
The items in the questionnaires related to aspeftsoutpatients hospitals, including
attractiveness and size, cleanliness, ease innfjndi seat to wait for a physician, room
temperature, and the conditions of the bathroomghe waiting areas. Cho et al.(2004)
examined the relationship between service qualityy autpatients satisfaction in a Korean

general hospital.

According to Boyer et al. (2006), assessing patsatisfaction is used to improve the hospital
environment, patient amenities and facilities ircansumerist sense, but not necessarily to
improve care. Bitner (1992) conceptualized theterise of three types of objective, physical,
and measureable stimuli that constitute all builtinments, or services capes. Further, she
consolidated these environmental stimuli into thde®ensions: (1) ambient conditions; (2)
spatial layout and functionality; and (3) signsi$&pls, and artifacts. Although these stimuli
characterize every consumption setting, they arerestorative to health, per se. There is
troubling gaps in patients safely because variattiat contribute to safe and quality care are
not examined together. Physical environment isnoftggotten. Physical environment shapes
every patients experience and all healthcare dgliveluding those episodes of care that result
in patients harm (Wachter, 2010).

According to Ulrich et al. (2008), understandingwhenvironmental variables contribute to
adverse events in health care represents the tagrowing body of architects, researchers,
and clinicians. A systems approach allows us tduew@ error or adverse events in the context

of organizational vulnerabilities. As stipulated bgseph et al 2010, the environmental latent
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conditions undermine system defenses, settingtége $or active failures or establishing error-
provoking conditions. Multiple occupancy patientsoms are more difficult to clean and have
fewer easily accessible hand washing opportunfbathrooms, sinks, alcohol rubs) may result
in increased transmission of Health care—Associktisttions (HAIS) through surface contact.

Because HAls are transmitted through air, wated, @ntact with contaminated surfaces, the
physical environment plays a key role in preventihg spread of infections in health care
settings. In his article Bartley (2010) found ot evidence shows that single-bed patients
rooms with high-efficiency particulate air filterand with negative or positive pressure
ventilation are most effective in preventing aint®rmpathogens. Joseph and Rachid (2007) in
their research on patients safely found that stbelé patient rooms are also easier to clean and
have fewer surfaces that act as reservoirs forogeattis. Additionally, higher sink-to-bed ratios
in single-patients rooms are associated with bdtgerd washing compliance—a key factor

associated with the spread of HAL.

Kaplan and Mcguckin ( 1986) in their research cated at Bronson Methodist Hospital in
Kalamazoo, Michigan found that HAI rates amongpallients care units declined by 11% (0.89
to 0.80 infections per 1000 patients days) wheg theved from an older hospital with mostly
semiprivate rooms and shared bathrooms to a newitabswith all private rooms with
bathrooms. Moreover, among the six patients cais uhat changed from semiprivate to
private room design, the infection rate declined4b$6. According to Van (2006), in addition,
easy access to alcohol-based rub dispensers ienpatrooms has been linked to improved
hand washing compliance. One study found that alenib dispensers located at the foot of the
patient bed were better used than those by the &oknner, 2007).

Workplace design that reflects a closer alignmémtark patterns and the physical setting, such
as redesign of a pharmacy layout, has been shownpmve work flow and reduce waiting

times, as well as increase patient's satisfactiatih Wwhe service (Pierce, Rogers, Sharp, &
Musulin, 1990). Other studies that compared defivenes in decentralized and centralized
pharmacy systems found medication delivery timesraduced by more than 50 percent by

using decentralized drug-dose distribution systétilsbard et al., 1981; Reynolds et al,. 1978).
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There are many more factors associated with physisaironment which affects patient’s
satisfaction. These factors include care provideosking under very stressful environment,
ventilation of hospitals, type of equipment in udesign of the patient’'s beds, lighting levels

and auditory or visual distraction. These can hesimtered for another study.

2.2.2 Technical Quality and Patients Satisfaction

Technical quality refers to the skills, capacitpmdaactual performance of health providers,
managers and support staff. It includes clinicallskelated to preventive care, diagnosis,
treatment and health counseling. Rashid and J{@0f9) noted that technical quality in health
care services is defined primarily on the basiteohnical accuracy of diagnoses or procedures
as well as on compliance with professional spedfibms. They further noted that technical

quality is mainly a function of competence of tleegonnel providing the service.

According to Ware et al (1978), technical qualigrtpin the provider's conduct, competence
and adherence to high standards of diagnosis aathtent. The patients assess skills and the
abilities of the providers and technical soundrexsd moderness of equipment and facilities.
The positive end of the continuum is assessmephysical environment done on the bases of
accuracy, experience, thoroughness and trainirigeoproviders as well as the extent, to which
the providers pay attention to details, avoid nkissa give good examination, clearly explain
what expected to their patients. The negative nantn is also defined in terms of the defect

equipment and facilities, outdated regimes andderay to take unnecessary risks.

According to Brook et al, (2000) all definitions g@ality Health care have technical quality as
one of the components. Patients perceives higmieamhquality of care they receive as only
procedures, tests, or services for which desiregltiheoutcomes exceed health risks by a
sufficiently wide margin and that each of thesecpdures or services are performed in a
technically excellent manner. The authors alsodtat patients who has chronic or acute self
limiting condition might value the art of care owke technical quality contrary to the patients

with a broken leg who might place the highest valndechnical quality aspect of care.
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While assessing use and preferences for informatimut technical and interpersonal quality,
Fung et al. (2005) found 90% of the sample selettteddominant physician for both validity
checks, indicating a level of attention to task wipresented with pairs of physicians who
valued in technical quality and interpersonal gyatwo thirds of the sample whose physicians
with high technical quality at least 3 out f 5 tisn@hey indicated age gender and ethnicity were
not significant predictors of choosing physicianomkas higher in technical quality. According
to Pugh et al. (2007), technical quality entailskmg the right decisions for each patients and
having the technical skills to perform the careeipersonal quality in contrast includes quality
of communication, ability to gain/maintain patientast and ability to interact in a way that
demonstrate empathy, honest and sensitivity toptteents concerns. This aspect of care is
important for people with chronic illness that reequpatients to adapt profound life style
changes.

However, Roa (2006) while using British adaptatediJS questionnaire the General Practice
Assessment Survey (GPAS) found no correlation batweatient’'s evaluation of technical

quality care and evidence based indicators drawm fa separate review of record. They
concluded that patient’'s assessments are not Ielsis for assessing the technical quality of
care. They argued that patient’'s questionnairesdcoot be used solely to measure quality of
care. They further argued that GPAS questionrtai limitations to measure technical quality

using rated scale to assess patient’s percept@mdtier (2006) said that patients prefer doctors
who have excellent communication skills but alssuagnce that the doctors have sound up to

date technical skills.

2.2.3 Interpersonal Relations and Patients Satisfdon

Interpersonal aspects of care, such as caringgcesmurtesy and listening, are characterized as
the "softstuff'of relationships. Literature supmothe satisfaction with care enhances patients
outcomes. Wickizer et al. (2004) found that satigte with interpersonal and technical aspects
of care was strongly associated with the overalittnent experience. They asserted that, of the
five key factors driving customer satisfaction,umasce (the sense of confidence, competence
and courtesy that the provider offers) and empdthg degree of caring and attention to

individual customers restate the concepts of réspadng, courtesy and listening) are found in
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what is commonly called "bedside manner.”(Andergbtnal. 1991) In the case of bedside
manner, the primary foundation is the interactietween the provider and the patients yielding
a positive or negative experience. (Person e2@Q9) It is in the context of this experience that
the loyalty of the patients and even the effectasmnof the patients encounter are affected. Poor
communication skills are associated with low levdlpatient’s satisfaction and loyalty, higher
rates of complaints, increased malpractice risk poater outcomes of health. (Abrahamowicz
et al., 2007).

According to a study done by Bruce (1990), intespeal relations have shown to strongly
influence clients: confidence in their choices aaoility; satisfaction with services; and
possibility of return visit. According to anothetudy conducted by Alli et al (2012), the
interpersonal relationship between the care prowaae the patients were influenced by many
factors. Interpersonal relations have been showstrtangly influence clients: confidence in
their own choices and ability; satisfaction withrvéees; and the possibility of a return visit.
Further, according to study conducted by Alli et(2D12), providers felt that the interpersonal
relationships between staff and young clients weftaenced by many factors. One factor that
was mentioned by providers as a barrier to yourentd was the negative attitudes of staff,
limited contact time with patients, due to shorgagaff had limited time consulting with
clients. This is important since providers felttthdormation and education were key elements
in encouraging young users’ to utilize the heakhviges as well as in preventing ill-health
among young people. For this reason all provideqgessed that they felt overworked and

frustrated.

Given that the interpersonal relation between mlerns and clients influences to a large extent
the uptake of services, there is an urgent needhfproving this element of service delivery.
Since providers training places emphasis on teahigsues, the interpersonal aspect of services
is often neglected. Adequate training in interppeadaelations is essential in helping overcome
communication problems and enabling providers teract with young clients at a more
personal level (Alli, 2012).
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2.2.4 Communication and Patients Satisfaction

Good staff communication helps reduce patients fandly anxiety, promotes better care at
home after discharge, and in other ways can impmuweomes. Good communication also
tends to be the single most important factor affigcoverall satisfaction with care across
different patient categories (Press Ganey, 2003taDobtained from 2,122,439 patients
nationally in 2003 show that patients consistenglyort significantly higher satisfaction with

communication from nurses and physicians when #Hreyin single rooms compared to when
they have one or more roommates (Press Ganey, .2003@xplain this clear and important

advantage of single rooms, Kaldenburg (1999) hapgsed that staffs in multibed rooms are
reluctant to discuss patient’s issues or give imffon within hearing of a roommate, out of
respect for privacy. Growing concern for patientnfidentiality are certain to increase the
already major advantages of single rooms with respecommunication.

Physicians’ communication behaviours are importamitributors to patient’s satisfaction in the
outpatients setting (Stewart 1995; Williams et @98). In the inpatients setting, several studies
have indicated that the quality of aspects of compation with physicians is important to
hospitalized patients (Moller-Leimkuhler et al. 020).

Determining whether physicians’ communication bet@ have a direct effect on patient’s
satisfaction ratings is not straightforward, howevbeecause their association may be
confounded in several ways (Rubin, 1990). For examgn association between ratings of
communication behaviours and overall satisfactionld reflect reverse causation in which
patients who are more satisfied with their care as® more likely to rate their physicians’
communication behaviors highly. In addition, patseewho have heard good news, or who have
had a good health outcome, may give high ratingshi® physician’s communication behaviors
and report greater satisfaction, producing an assoc not due to any effects of
communication on overall satisfaction. Similarlatients who are generally unhappy or more
difficult to please might give lower ratings to haheir physician’s communication behaviors

and their satisfaction, again producing a spuramsociation.
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An obstacle to smooth communication flow betweetiepss and physicians is the lack of effort

on the part of some physicians to assess patigribemation needs. Time constraints in busy
clinics and physicians’ belief that they know theaunt and kind of information that is best for

their patients to receive, may contribute to cotagigns that are physician-directed and

physician-dominated, leaving patients with unmempgunication needs and feelings of

dissatisfaction. Patients’ desires different typad amounts of disease information depending
on their type of cancer, the extent of disease nessgon, and their unique personal life

circumstances (Hall et al, 1993).

While patients with acute myeloid leukemia wanteib information about their diagnosis,
extent of disease, and treatment duration, thesenps were less inclined to want additional
information, such as survival and remission ratéemotherapy details, and subtypes of their
leukemia (Friis et al., 2003). Within palliativerea physicians have been cautioned to avoid
assuming that dying patients necessarily benedinfreceiving less information about their
disease status. Rather, the unigue communicatietsngf these patients should be assessed and
attended to, and this may indeed result in theipi@v of additional information (Fallowfield et

al., 2002).

A study done by Attree (2001) on the perceptiontted doctors, nurses, patients and their
relatives found open communication and flow of miation important. The author used a
sample of 34 acute medical patients. In anothetyshy Ngo-Metzger (2003) on the factors
contributing to the quality of care from the perspea of Chinese and Viethamese American
patients with limited English knowledge skills, thesult showed the ability of the providers to
listen to what patients had to say (communicatioth iaformation) very important. Infante et al
(2004) studied perception of patients with chrarwaditions presenting at the general setting in
New Wales and South Australia using focus groupggeyTfound good interpersonal skills
(communication and information) very important iatipnt satisfaction. Bielen and Demoulin
(2007) while studying on the influence of waitingné on satisfaction, suggested that

investment in improving services might be bettemgpon information and communication.
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However, Roher, Wilshursen, Adanson and Stephe@828tudied patients from a family
medicine clinic in Rochester (USA) and found reti@nsolely on patients centred
communication to promote empowerment insufficiemstead, they suggested improvement on
one-on- one communication between patients and pareiders in clinically complex and

urgent situations.

Saila (2008) rated effective communication as kepdtient satisfaction. Informed consent has
been routinely performed by care providers in coastwhere litigation against providers is
common. Thus with patients making decisions abdwirthealth, it is imperative that
communication between care providers and patiests veéry clear. Patient centred
communication would allow clarity form care prowideto patients thus enhancing patient
satisfaction. Clarity of communication was raisesl an important determinant of patients
satisfaction by Sofaer and Firminger (2005), Anderst al (2001), Attree (2001), Ngo-Metzger
(2003), Anderson et al (2007), Saila (2008), Cleateal (2008), Tucker and adams (2001), and
Infante et al (2004).

2.2.5 Accessibility of Care and Patients Satisfacin

Access to healthcare has multiple definitions, asdneaning in a given context is too often

assumed. The most basic problem is that it is hatloun referring to potential for healthcare
use, and a verb referring to the act of using oeixeng healthcare. This leads to confusion
between ability to get care, the act of seeking,ctre actual delivery of care, and indicators
thereof (Khan and Bhardwaj, 1994). Access mearnshisathcare services are unrestricted by
geographical, economic, social, cultural, orgamwret or linguistic. It also means the timely

use of personal health services to achieve the Hedth outcomes. (Access to healthcare in
America, 1993). It requires three distinct stepsigg entry into the health care system,

accessing a health care location where neededcesrdare provided, finding a health care

provider with whom the patients can communicate tamst.

According to Alegana (2012), health care utilizatis affected by several factors including
geographic accessibility. Empirical data on utiiiga of health facilities is important to

understanding geographic accessibility and defirheglth facility catchments at a national
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level. Accurately defining catchment population noyes the analysis of gaps in access,
commodity needs and interpretation of disease @mud. Here, empirical household survey
data on treatment seeking for fever were used tdeiihe utilisation of public health facilities
and define their catchment areas and populationstithern Namibia.

According to WHO (2003), Service provision (availép and quality of care) and coverage of

interventions are respectively a key function andlgf an overall health system. They have a
direct impact on health outcomes and thereforehenburden of disease that affects many
countries in the developing world. To measure éffeccoverage, defined as the probability
that an individual will receive health gain from emervention if they need it, contributes to a
wider understanding of the performance of healdtesys which facilitates the development of
evidence based health policies (WHO, 2003).

Two of the components defining effective coverageadtually have a geographic dimension:
availability and accessibility coverage. Availatyilicoverage reflects what resources are
available and in what amount for delivering an m@tion. This may include the number of
health facilities, number of personnel, hours oéragion, waiting time or the availability of
different technologies Accessibility coverage measthow physically accessible resources are
for the population. The resources might be avadlamlit inconveniently located, therefore
hindering physical access (WHO, 2003).

The independent analysis of these two componenyspravide uni-dimensional perspectives
as the first one informs us about the availabitify a service without considering if the
population can actually physically access it while second one tell us if the point of care can
easily be accessed but without considering if thpply of care is sufficient to cover the
demand. Combining both is not easy because itnesjtaking into conjointly the location and
the maximum coverage capacity of each care proyither geographic distribution of the
population, the environment that the patients Wal/e to cross to reach the care provider, as
well as the transportation mode s/he will be uginiiO, 2003).
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The access to health care impacts society on dy@rgsical, social, and mental health status,
prevention of disease and disability, detection taedtment of health conditions. It also impacts

on quality of life, preventable death and life esamcy (Bierman et al., 1998).

Disparities in access to health services affedviddals and society by limiting people's ability
to reach their full potential. It also negativelffeats their quality of life. Barriers to services
include lack of availability, high cost and lackinfurance coverage. According to Agency for
Healthcare Research and Quality (AHRQ), these drartead to unmet health needs, delays in
receiving appropriate care, inability to get preen services and hospitalizations that could
have been prevented. According to Ware et al (19h8)variables in this dimension are time
and effort to get an appointment, distance or pnityi to the point of care, time and effort
required to get to the place where care is deldjendether help is available on the phone and

whether care can be obtained at home.

In a study conducted by Alli et al. (2012), accledity and availability of health services was
singled out as barrier to service provision. Thepomdents felt they were discouraged or
prevented from using services because of logistioaktraints such as inconvenient hours in
which services were provided. The 46% of the redpats did not find opening and closing
time convenient since the clinic opened betweetaretimes in the day in which the young
clients who were attending lectures or had trartspmrstraints were not able to access services.
Other logistical constraints arising from accesgjbwere the shortage of human resources,

lack of infrastructure and high — case load whedl to long waiting times and loss of clients.

2.4 Review of empirical and theoretical literature

The desired need for the measurement of patiergfaztion has been largely driven by the
underlying politics of “new public management” (Hhd 995) and the concomitant rise in the
health consumer movement, with patient satisfacbhemg one of the articulated goals of
healthcare delivery. With the advent of the patiaghts movement (Williams, 1994), the

debate over the relationship between patient satish as a valuation of the process of care
versus the standard of technical care was wellbksited. As a result, the use of patient

satisfaction measures in the health sector becaaneasingly widespread. Boyer et al. (2006)
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indicated that assessing patient satisfaction baa mandatory for French hospitals since 1998,
which is used to improve the hospital environmegrdtient amenities and facilities in a

consumerist sense, but not necessarily to impraxe ¢

Whilst there are numerous specific patient satigfacstudies published in peer reviewed
journals, there is a smaller body of work whicHicailly reviews the literature and analyses the
construct and its use. This work highlights agresintbat patient satisfaction suffers from
inadequate conceptualisation of the constructtatson that has not changed significantly
since the 1970s, and there is no agreed definfiteavthorne, 2006). Crowe et al. (2002)
identified 37 studies investigating methodologicsdues and 138 studies investigating the
determinants of satisfaction. They indicated thia¢ré is agreement that the definitive
conceptualisation of satisfaction with healthcaras hstill not been achieved and that
understanding the process by which a patient besosasisfied or dissatisfied remains
unanswered. They suggest that satisfaction is aivel concept and that it only implies
adequate service. Further, both Crowe et al. (2@0d)Urden (2002) separately point out that
patient satisfaction is a cognitive evaluationhd# service that is emotionally affected, and it is
therefore an individual subjective perception. Ceoet al. (2002) also highlight that there is
consistent evidence across settings that the mgstriant determinants of satisfaction are the
interpersonal relationships and their related a@speiccare. What is agreed is that satisfaction
has become an endpoint in outcomes research andbethenmarking of services. Patient
satisfaction has come to be seen as a part ohhaatitome quality which also encompasses the

clinical results, economic measures and healthaglquality of life (Heidegger et al., 2006).

According to Hulka et al. (1970), the initial steps measure patient satisfaction in the
healthcare area with the development of the “Satdigin with Physician and Primary Care
Scale”. This was followed by Ware and Snyder (19¥8)h their “Patient Satisfaction

Questionnaire”, aimed at assisting with the plagniadministration and evaluation of health
service delivery programs. At the end of the 1970s,“Client Satisfaction Questionnaire” was
developed by Larsen et al. (1979) as an eight-ismale for assessing general patient
satisfaction with healthcare services, and wasrseded by their “Patient Satisfaction Scale”

(1984). Since that time, numerous instruments e developed but the question remains as
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to how valid and reliable those instruments reaty. Further, the measurement of satisfaction
varies depending on the assumptions that are nmtievahat satisfaction means (Gilbert et al.,
2004) and a number of approaches to measurement beandentified: expectancy-
disconfirmation; performance only; technical-funcial split; satisfaction versus service
quality; and attribute importance (Gilbert and Mekou, 2006).

Nguyen et al. (1983) indicated that, in the abseoicstandardised instruments as well as

satisfaction scores across studies being so highas almost impossible to make meaningful

comparisons between different patient satisfacBoale scores. Further Ware et al. (1983)
reported that between 40 and 60 percent of resmbmdexhibited some form of acquiescent

response set bias, and Coyle and Williams (199§)eat that dependence prevented patients
reporting dissatisfaction. In addition most patisatisfaction tools have been developed in the
USA for “ad hoc” hospital use (Hardy et al., 1996).

Van Campen et al. (1995) noted that patient satisia had been extensively investigated,
identifying over 3,000 published articles and “dageof measuring instruments developed in
the ten years prior to their review. Interestingligey noted that quality of care from the
patient’s perspective had often been measured teenpaatisfaction. They reported that only
five of 113 selected instruments were theoreticallynethodologically rigorous, and of those
five, only two that had been used were actuallygiesl to measure perceived service quality,
SERVQUAL (Parasuraman et al.,, 1988) and the Patlmigment of Hospital Quality

instrument (Meterko et al., 1990), with the latbeing the only one which offered a method for
generating items that directly represented patienésvs. However, it should be noted that
whilst SERVQUAL has been used in healthcare, it wasdesigned specifically to measure

perceived health service quality and it certairdgslnot measure satisfaction.
A number of meta-analyses of patient satisfacttodies have been conducted (Pascoe, 1983;

van Campen et al., 1995; Sitzia, 1999; Crowe ¢R8D2. These authors reported little evidence

of a well-developed research model or a definechouilogy.
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To demonstrate the unresolved conceptual diffiesltivith the satisfaction construct, in the
services literature it is depicted as: both a surgrpaychological state and encounter specific
(Oliver, 1981); the discrepancy between prior exggans and actual performance (Yi, 1990);
comprised of both affective and cognitive composgrain outcome state (Oliver, 1989); the
fulfillment response and an experiential const(@iiver, 1997); a response to both process and
outcome (Hill, 2003). Given the range of definispthere has been contention in the marketing
literature on how to conceptualise and measureséneice recipient satisfaction concept. The
study of customer satisfaction has largely beewedriby the desire to understand the
behavioural intentions of customers (Cronin et 2000); however its measurement varies
depending on the assumptions that are made asabsatisfaction means (Gilbert et al., 2004).
A number of main approaches to measurement caddmgified: expectancy-disconfirmation;
performance only; technical-functional split; sitction versus service quality; and attribute
importance (Gilbert and Veloutsou, 2006).

Healthcare sector research into patients’ perceptiof the dimensions of service quality
(perceived service quality) has been limited (Clerakal., 2001), yet studies seeking to assess
the components of the quality of care in healtlvises predominately continue to measure
patient satisfaction (Lee et al., 2006),. Theradasconsensus on how to best conceptualise the
relationship between patient satisfaction and tperceptions of the quality of their healthcare.
O’Connor and Shewchuk (2003) emphasized that mficheowork on patient satisfaction is
based on simple descriptive and correlation analysigh no theoretical framework. They
concluded that, with regard to health services,ftices should be on measuring technical and

functional (how care is delivered) quality and patient satisfaction.

According to a study by Gotlieb et al. (1994) onigra discharge, hospital perceived service
quality and satisfaction offered evidence of actiatinction between perceived service quality
and patient satisfaction. They found that patietistaction mediated the effect of perceived
service quality on behavioural intentions, whicklugded adherence to treatment regimes and
following provider advice. Cleary and Edgman-Leritél997) pointed out that satisfaction
surveys in the health care sector did not measusdityg of care as they did not include

important aspects of care items such as beingetteaith respect and being involved in
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treatment decisions. In addition, Taylor (1999)htighted that confusion continued in the
sector regarding the differentiation of service lqudrom satisfaction and reported that some
authors, for example Kleinsorge and Koenig (1984fgrred to them as synonymous terms.

Nevertheless patient satisfaction continues to leaswred as a proxy for the patient’s

assessment of service quality (Turris, 2005).

The traditional concept of healthcare relationshgpbased on three primary assumptions: the
professional is the expert; the system is the g&edr for socially supported services; and the
ideal patient is compliant and self-reliant (Thoeteal., 2000). Historically the definition and
management of healthcare quality has been the medplity of the service provider and health
services have been largely introspective in defijrand assessing quality, focusing mainly on
the technical provider components. As a resultethercomparatively little work investigating
patient perceptions of health service quality (B2004). There has, however, been some work
on clinical governance which has sought to empbkakis importance of the patient perspective
but, in general, this work has been based on atefised by service providers as important
rather than on what actually matters to patientsll(2004). Further, Weingart et al. (2006)
report that service quality deficiencies in a Bosteaching hospital are so common amongst

medical in-patients that they appear to be the norm

In contrast, the literature shows significant redns in the total cost of care when the patient’s
perception of the quality of the service improvegth the dynamics of poor service delivery
often involving wasted effort, repetition, and ngsuwof skilled employees (Kenagy et al., 1999).
Kenagy et al. (1999) point out that an increasduinctional quality results in improved
outcomes generally in medical illness and spedificen controlled studies of diabetes,
hypertension, asthma and rheumatoid arthritis. iSargoutcomes show similar effects with
fewer complications and shorter hospital stays.r@fleee, improvements in functional quality
will result in better health outcomes.

A healthcare service is one that requires high woes involvement in the consumption
process, and Lengnick-Hall (1995) argued that thditional health sector views of technical

guality and patient satisfaction were inadequatenémage the complex relationships between
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the healthcare provider and the patient. Imporyamtifective healthcare relies significantly on
the co-contribution of the patient to the serviedivery process. Studies have also evidenced
that compliance with medical advice and treatmegtmes is directly related to the perceived
quality of the service and the subsequent resultieglth outcome (O’Connor et al., 1994,
Irving and Dickson, 2004; Sandoval et al., 2006).

Over the past few decades in the services marksaotpr, much work has been undertaken to
evaluate the consumer’s perception of service twiaind a number of service models have
been developed, with the gap model (Parasuramaal.et1985) and its accompanying
SERVQUAL (Parasuraman et al., 1988) having offereidnificant advances to the
understanding and measurement of perceived sequiakty. Perceived health service quality
has been studied extensively in the private healéhsector; with SERVQUAL having been
used frequently in a modified form and predominairtlthe “for profit” American health sector
(O’Connor and Trinh, 2000).

More recently, Brady and Cronin (2001) advanced theltidimensional hierarchical
conceptualisation offered by Dabholkar et al. ()98% combining that model with the three
factor model of Rust and Oliver, and proposed sahehical multidimensional model of service
quality. Based on this work, Dagger et al. (200@véh proposed service quality as a
multidimensional, higher order construct, with foaverarching dimensions (interpersonal
quality, technical quality, environment quality araiministrative quality) and nine sub-
dimensions. They suggest that consumers assessesguality at a global level, a dimensional
level and at a sub-dimensional level, with eaclellévfluencing perceptions at the level above
(Figure 1). From their work with private oncologgtients, Dagger et al. (2007) have shown
that their model reflects the private patient'svasr quality perceptions, and they have
developed and tested a scale for measuring pettpixate healthcare service quality. Yet this
work has had little impact, as the study and measant of patient satisfaction continues to be
the key target for consumer research in the haalttor.

Further, only a few studies have sought to evaltlseprovider understanding of the patient’s

perceptions of health service quality (O’Connoalet 2000), and very few studies of perceived
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public healthcare service quality have been unllentgSanchez-Perez et al., 2007). Finally,
Brown (2007) editorially highlighted that the patigs becoming more silent partner in the
health care system, as their views of quality hiargely been sidelined by the number of
attempts to exclusively determine patient satigdacivith health care. Research that focuses on
strengthening our understanding of the meaning,sareanent, and management of perceived

service quality from the patient’s perspective @althcare is now arguably paramount.

2.4 Summary of the theories of patient satisfactiom healthcare
According to Gill (2009) the major patient satigfan theories were published in the 1980s
with more recent theories being largely “restatetsienf those theories (Hawthorne, 2006).

Five key theories can be identified:

Discrepancy and transgression theories of Fox aodnS (1981) advocated that as patients’
healthcare orientations differed and provider ctods of care differed, that if orientations and

conditions were congruent then patients were sadisif not, then they were dissatisfied.

Expectancy-value theory of Linder-Pelz (1982) pladad that satisfaction was mediated by
personal beliefs and values about care as wellrias @xpectations about care. Linder-Pelz
identified the important relationship between expgons and variance in satisfaction ratings
and offered an operational definition for patieatisaction as “positive evaluations of distinct
dimensions of healthcare”. The Linder-Pelz modet waveloped by Pascoe (1983) to take into
account the influence of expectations on satisfactind then further developed by Strasser et
al. (1993) to create a six factor psychological eibdtognitive and affective perception
formation; multidimensional construct; dynamic pss; attitudinal response; iterative; and

ameliorated by individual difference.

Determinants and components theory of Ware etl8B3) propounded that patient satisfaction
was a function of patients’ subjective responsesximerienced care mediated by their personal
preferences and expectations. Multiple models thebFitzpatrick and Hopkins (1983) argued
that expectations were socially mediated, reflgctire health goals of the patient and the extent

to which illness and healthcare violated the pagmersonal sense of self.
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Healthcare quality theory of Donabedian (1980) pemul that satisfaction was the principal
outcome of the interpersonal process of care. lgaeal that the expression of satisfaction or
dissatisfaction is the patient’s judgment on thaligy of care in all its aspects, but particularly

in relation to the interpersonal component of care.

2.5 Conceptual Framework

The conceptual framework in this study therefordased on Determinants and components
theory of Ware et al. (1983). It is supported bizidiet al (1997) and Trendafilova et al (2006).

The framework has five dimensions/components eath wessential elements which are

inclusive to broaden the perspective of the padiesdtisfaction construct. The conceptual
framework brings out variables in the study and seit their relationships (Kothari, 1990). The

diagram below shows the direction at which varialileose relate during provision of cancer
treatment services. The boxes contain the varighkgsinteract in provision of services while

the pointed arrows show the direction of the castfatt of the variables.
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Independent variables Dependant variables

Physical environment
» Seating comfort

» Signhage

e Cleanlines

v

Technical competence
« Equipment availability
+ Skills

« Capability

A 4

Patients Satisfaction
1 Recommending
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* Complaints 2 Adhering to

A 4

A 4

» Courtesy appointments
» Confidentiality 3 Preference to certain
doctor

Communication

e Brochures

* Feedback mechanisms
o Triuw Government health
policies and regulations

A 4

Service accessibility Intervening variables

*  Appointment booking
*  Service turn round time
« Distance to the poirdf care

\ 4

Figure 1: Conceptual Framework

2.6.1 Physical environment

These concerns the comfort with which the patierfgerience at the point of care. It focuses on
cleanliness, quietness, lighting, congestion at \aéting areas and the availability of the

signage to guide clients between the points of.dardso involves the comfort of seats in the

service points.

2.6.2 Technical quality
These involve the capacity of the healthcare warkier adhere to the high standards of

diagnosis and treatment. It also focuses on avbilalof equipment and technology,
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thoroughness, accuracy and the attention to thelsl@tith which the healthcare workers accord

patients.

2.6.3 Interpersonal Relations
These revolve around courtesy, respect, apathingchstening and confidentiality accorded to
clients. Attention to this construct results loweraf complaints, loyalty and general high levels

of satisfaction.

2.6.4 Communication

This construct is about availability of informatidhrough direct engagement by staff or

literature material at waiting areas. It could at®organized group therapies between clients
and staff to share diseases information. Feedbaekhamism encourages involvement of

patients in management of their conditions hengh tavel of satisfaction.

2.6.5 Accessibility of Care

These are concerns ease with which patients getirgppents, proximity to the points of care,
cost of care, unnecessary hospital admissionsyslala accessing care and ability to get
preventive services. It also involves availabilitiy care at home, help through telephone and

lack of insurance.

2.6 Summary of the Chapter

One of the notable shortcomings of the patientssfaation research is lacks of unified
conceptual and theoretical framework thus its ganeck of grounding in theory (William, et
al 1998). It is also noted that (Calnan, 1988) ehier inadequacy of the concept of patients

satisfaction because it portrays conceptual weaknes
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CHAPTER THREE

RESEACH DESIGN AND METHODOLOGY

3.1 Introduction

In this chapter, the researcher presented theratsezethod used to achieve the objectives of
the study. The quantitative research method wad. U3etails of sampling technique, sample
size, data collection instruments, data analysaidiy and reliability of the study and ethical

considerations are presented.

3.2 Study design

The study adopted descriptive survey design. Adagrtb Orodho (2009) a survey method is

ideal for collecting information by administeringi@gtionnaires. The design is appropriate
because it uses pre-determined population in tse @atients to give information on of how

they rate care at a specific time. The populatsoknown because the clinic is operated through

booking. Weekly booking are fixed as tabulated abl€ 3.1

Patient Bookings Patients Booked per Week
New case booked for treatment 60
Patients booked Radiotherapy treatment 750
Patients booked Chemotherapy treatment 100
Follow up Cases 100
Total 1010

Table 3.1 shows that 60 new patients are bookedrdgrew weekly, 750 booked for

radiotherapy, 100 for chemotherapy and 100 boo&etbflow up after treatment.

3.3 Target Population

The target population for this study was the pasieaceiving treatment and care at the Cancer
Treatment Clinic (CTC). There were 1010 patietsraling the cancer clinic per week during
the period of the study which formed the targetyaton. The patients are diagnosed either in
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KNH or in other hospitals and referred to cancetpatient clinic for further managemefil

the patients who present with cancer are referoedancer outpatient clinic for specialised

treatment.They undergo three phases during their treatmeutines treatment preparations,

treatment and post treatment follow ups. The treatmcould only be radiotherapy or

chemotherapy or surgery. In any given week, thesgegpatients booked for clinic attendance at
each of the three treatment phases. The data Wiasted in the month of May 2013 and it

comprised of patients being prepared for treatménmtse who had started on treatment and
those on follow up after treatment.

3.4 Sample Size

The study adopted systematic sampling procedureeblgehe patient booking registers formed
the sampling frame. Every fortieth patient in tlegister was sampled for the survey making a
sample of 101 respondents. The first fortieth resieat in the booking register was chosen as
the first element in the sample then the subseqieetieth elements were sampled. The 101
formed 10% of the population sample which accordimgMugenda et al (2008) is a good
representation population Those sampled were réggie® sign a consent form after
explanation about the objectives research andAlter signing the consent form then the
researcher gave the respondents forms to fill. i@eatification of those to participate was

determined a week before commencement of the study.

3.5 Data Collection Instruments

A structured questionnaire was used to collect.delt@ questionnaire was administered to the
sample of 101 respondents with help of one reseassistant. The questionnaire items were
constructed as statements of opinion. Each itemagasmpanied by five response categories
(strongly agree, agree, uncertain, disagree, amohgy disagree) corresponding to physical
environment, technical competence, interpersonatioas, communication and accessibility.

There was a section on the respondents’ genergestign on areas of improvement and if they
could recommend a relative or friends and the reséor it.

The use of questionnaire method is supported bpd8(#000) as appropriate when dealing with

many respondents. The use of a questionnaire akoers participant to get a similar assessing
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tool to complete which may result in standardizedponses. During the questionnaire
completion process, if any problem arises, theareber or the assistants are available although
they remain in the background (De Vos, 2001). The of a questionnaire also eliminates a
situation where the researcher is available buteéspondent to be interviewed is not available

as when using an interview in a qualitative stuglyris, 2000).

3.6 Validity

According to Mugenda and Mugenda (2003), validgfers to the accuracy and meaningfulness
of inferences which are based on the researchtsesuis also the degree to which the results
obtained from the analysis of the data represdér@gphenomenon under the study. Validity of
the research is asking the right questions framethe least ambiguous way (Sommer, 2007).
An instrument is valid when it measures what itgauts to measure (Robson, 2002). Validity

of the questionnaire was measured to ascertaithallareas necessary for the study were
covered in the instrument. The validity of the dim®aire was validated through help of the

University supervisor and classmates as suggestedobson (2002). Their comments were

used to design the questionnaire to the requiettsirds.

3.7 Reliability

The reliability of a measuring tool is the consmtg it has in providing similar results from the
same population when administered at different sirf@urrier 1984). Split half was used to
determine the reliability of the questionnaire.iSipalf reliability test is very cheap and fastitas
does not require having two test administrationsh@ and Swerdlik, 2001). The questions in
the study were divided into two halves using oddchbers and even numbers of the questions.
One half of the questions were assigned even nigréret odd numbers to the other. Analysis
was done on each set of data and thereafter thtsed the data sets were correlated. A

coefficient of 0.7 was obtained and therefore thestjonnaire was found reliable for use.

3.8 Data Collection Procedures
The data collection was approved at all levelsudirlg University of Nairobi supervisor and
Kenyatta National Hospital/University of NairobiHits and Research Committee. At the

national level, a permit to collect data was oledifrom the National Council for Science and
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Technology. Approval was also given by Kenyattaidial Hospital Research Committees and

the Head of the Cancer treatment Centre.

Respondents were requested to give consent taipatB voluntary after detailed explanation
that there were no physical psychological or sodsit associated with participation in the
study. The explanations were verbal and in writt€he confidentiality of information was

safeguarded in such a way that the participantrimfdion was exposed to the public. Each
respondent handled his/her questionnaire privaf#here was no individual identity label on

the questionnaire.

3.9 Methods of Data Analysis

The completed questionnaires were edited for commpéss. The data was coded and entered
into computer using SPPS version 12.0 then orgdnia® frequency tables cross tabulation
tables. In the study five points likert scale wagdito indicate the level of patient satisfaction.
The consisted of statement of opinion in which ngdivas applied depending on the opinion.
The scoring rules in this study were adopted fromr&\et al (1983) in their study on medical
outpatient study. The scoring rules depended orthehé¢he item in the questionnaire represents
a favourable or unfavourable opinion about medozak. Because all subscales are scored so
that higher scores indicate greater satisfactiah e aspect of care named by the subscale’s
label, items need to be scored so that high saodésate greater satisfaction. Thus, given the
precoding of item responses (where 1 = stronglg@ag@nd 5 = strongly disagree), precoded
responses to all favourably worded items were redab that higher item scores will indicate
greater satisfaction. The satisfaction index wamputed from the average score on each of the

five subsections of the questionnaire.
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Table 3.2 Operationalisation Table of Variables

Research Type of | Indicators Measurable Level | Data Type of
Objective variable elements of collection | Analysis
scale | methods
To what extent do Continuous| 1. Waiting area 1. Adequacy off Ordinal | Survey Descriptive
physical conducivenes chairs Data
environment S 2. Availability of analysis
affect  patients’ 2. Signhage signage
satisfaction al 3. Cleanliness | 3. Visibility of
Kenyatta Nationa signs
To what level Continuous 1. Equipment | 1. Equipment Ordinal | Survey Descriptive
does  technical 2. Skills down time Data
quality affect availability | 2. Number  of analysis
patients’ 3. Capability doctors  and
satisfaction _ & 3. Bl:)rcst?)?s/nurses*
Kenyatta Nationa knowledge
Hospital?
To what extent dg Continuous| «  Listening 1. Frequency of Ordinal| Survey Descriptive
interpersonal « Courtesy complaints Data
relations  affect + Caring 2. Staff . analysis
patients’ + Respect commitment
. : 3. Personalized
satisfaction . at care
Kenyatta Nationa
Hospital?
How does| Continuous| « Brochures | 1. Availability of | Ordinal | Survey Descriptive
communication « Feedback brochures Data
affect  patients’ mechanisms| 2. Suggestion analysis
satisfaction  af + Trust boxes
_ 3. Lack of fears
Kenygtta Nationa and anxiety
Hospital? 4. Distance to the
point of care
How does| Continuous| « Appointment| 1. Adherence to | Ordinal | Survey Descriptive
accessibility booking appointment Data
affect  patients’ « Service turn | 2. Flexibility of analysis
satisfaction at round time 3 2%p0|ntmen':cs
- » Distance t : equacy o
Kenygtta Nationa thz poi(;ﬁ o? doctors and
Hospital? care nurses
4. Regularity of
care
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CHAPTER FOUR

DATA ANALYSIS, PRESENTATION AND INTERPRETATION

4.1  Introduction

This study sought to look into the factors affegtipatient satisfaction at Kenyatta National
Hospital. It also sought to establish the extemwlath physical environment, technical quality,
interpersonal relations, communication and acceggito care influenced patients satisfaction

at KNH. These factors are analysed and presentenisichapter.

4.2 Questionnaire Return Rate

The study covered 89 out of the target populatiob0d respondents intended in collecting data
collection in respect to factors affecting patiesattisfaction at Kenyatta National Hospital

Kenya. The respondents were introduced to the sandyinformed about its purpose and then
their consent was sort to participate. The incluggclusion criteria were observed. Those who
gave the consent filled the questionnaire and drd@t the information desk at the clinic. Table

4.1 shows the distribution of responses.

Table 4.1 Response Return Rate

Respondents Frequency Percentages (%)
Responses 89 88
Non response 12 12
Total 101 100

The Table 4.1 reveals return rate of 88% and nspamese rate of 12%. According to Mugenda
(1999), a response rate of 70% and above in ssci@ahces is considered sufficiently high and
appropriate. The sample frame was a list of all Kblthcer patients visiting the clinic during
the month of May 2013 when the research was coedud total of 89 out of the targeted
sample of 101 filled the questionnaires. Findingsrf this study are presented in subsequent

sections.
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4.3 Demographic Factors

The study targeted all the patients attending clatiCancer outpatient Clinic. Section A of the
guestionnaire contained questions about demogragtacacteristics. This section represents
demographic details of the respondents which iredugender, age, and distribution of the
respondents by region, income levels and educdtstatus. Tables 4.3 to 4.6 present these

details.

4.3.1 Gender of the Respondents
The research sought to establish the distributfoespondents’ gender. The results obtained
are tabulated in Table 4.2.

Table 4.2 Respondents by Gender

Gender Frequency Percentage (%)
Male 24 27.0
Female 65 73.0
Total 89 100.0

According to Table 4.2, the majority of the respemt$ (78%) were female while male were
represented by 27% of the sample population. Tisbsevs female were more readily to

participate in the study compared to the male gende

4.3.2 Age of the Respondents

The research sought to establish the age of thpomegnts by responding the age question in
the questionnaire. The age is very important bexdhsre is positive correlation between
patient satisfaction and the patient’s age. Thepaltents tend to be satisfied easily compared to
the young patients. The results obtained were pteden table 4.3.
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Table 4.3 Respondents Age Distribution

Age Distribution (Years) Frequency Percentage (%)
18-27 8 9
28-37 14 16
38-47 23 26
48 and above 43 48
Non Response 1 1
Total 89 100

According to the Table 4.3, 48% of the respondemie aged 48 years and, 26% were between
the age 38 and 47 years while 16% were in the eagekét of 28 and 37 years old.

4.3.3 Regional Distribution of Respondents

The research sought to find out the regional distion of respondents. This information is
important because it can be used as an indicatwarafer diseases spread in Kenya. The
information can also be used to plan interventioatsgies by the government to manage the
disease.

Table 4.4 Regional Distributions of Respondents

Regions Frequency Percentage (%)
Western 2 3
Rift Valley 4 6
Cost 2 3
Central 37 51
Nyanza 9 13
Eastern 18 25
Total 72 100

Table 4.4 above shows the distribution of the radpats by location. Majority (51%) of the
respondents were from Central region with Eastewh l[dyanza regions constituting 25% and
13% of the sample size respectively. The Coastdestern regions had the lowest respondents
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at 3% respectively. There were no respondents fierobi region among the sampled
respondents.

4.3.4 Respondents of Level Education

The study sought to establish the distributionestl of education among respondents because
the level of education enables one interact andhwonicate more in life. The Table 4.4 shows

the distribution of education attainment betweenrdspondents.

Table 4.5 Level of Education

The level of education attained by the respondeatspresented in table 4.5 below. This study
sought to know the level education attained byréspondents because evaluation of some
factors in this study required some level of edioceto be understood especially languages,

signs and coordinating with others in the clinic.

Table 4.5 Level of education

Level of Education Frequency Percentage (%)
Primary education 30 34
Secondary education 43 48
University education

Others specify 7 8
Non Response 1 1
Total 89 100

Table 4.5 shows the majority (48%) of the respotglbéad secondary level of education, 34%
primary and primary education while only 9% had vensity education. The 8% of the
respondents specified their level of education ed#t from that provided for in the

guestionnaire and 1% of the respondents did net thieir education level.
4.3.5 Level of Income

The income level of the respondents is importartabse it shows the social status of the

patients who seek treatment at KNH. It is alsoexiVe of the patient’s abilities to pay for the
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high cost of treatment. The distribution of thepasdent’'s level of incomes is tabulated in
Table 4.6

Table 4.6 Respondents Income Level

Income per Month (Kshs.) Frequency Percentage (%)
< 10,000 43 48
11,000-20999 7 8
21,000-30,999 6

31,000-40,999 3 3
41,000 and above 9 10
Non Responses 21 24
Total 89 100

Table 4.6 shows 48% of the respondents earned ammm below Kshs. 10,000 per month
followed by those in the income bracket of Kshs080 and above. The minority (3%) earned
income between Kshs. 31,000 and 40,999 while 24%hefespondents did not disclose their

income levels.

4.3.6 Respondents Nature of Employment

The employment status of the respondents was sooiglailaborate it with the level of income.
The collaboration show majority of the people atiethare employed but their salaries are very
low Kshs <10,000 as per the data in table 4.6 abbwe employment status sought to establish
the financial abilities of the respondents to asaasd sustain treatment given patients have to
pay before they are treated. Employment is majarrcg of income and therefore very

important to support financing of medical healtheca

Table 4.7 Respondents’ Nature of Employment

Mode of Employment Frequency Percentage (%)
Casual 7 8
Permanently Employed 53 60
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Self Employed 6 6
Not Employed 23 26

Total 89 100

Table 4.7 shows 60% of the respondents were in gr@ent employment, 26% not in any form

of employment and 6% were on self employment. 8%h@frespondents were in casual.

4.4 Respondents Treatment Stages

There are three stages in cancer treatment, thmat@ns before treatment is started, during
the treatment and a follow ups after the completbnhe treatment. The treatment could be
either radiotherapy chemotherapy. The durationtheftreatment is the number of years the
patients has to undergo cancer treatment at theectnreatment centre at KNH.

Table 4.8 Respondents’ Stage of Treatment

Stage in treatment Frequency Percentage (%)
Treatment Preparations 5 6
Radiotherapy 16 18
Chemotherapy Treatment 31 35
Follow up after Treatment 36 40
Non Response 1 1
Total 89 100

Table 4.8 shows that 6% of the respondents werpapregy for treatment by the time this
research was conducted while 18% and 35% were goubgy radiotherapy and chemotherapy
treatment respectively. Majority of the patient®%) had completed treatment and were on

follow up.

4.4.1 Duration of Treatment

The cancer disease is a chronic and terminal. Mdb#te patients who are diagnosed with the
disease are managed for a long duration and veryfeghem are cured. This study sought to

establish the duration in years in which the resieoits had taken while undergoing treatment.
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Table 4.9 Respondents’ Duration of Treatment

Stage in Treatment Frequency Percentage (%)
<1 Year 40 44.9
1-3 Years 26 27.0
3-5 Years 13 12.4
5Years and above 9 7.9
Non Response 1 1.1
Total 89 100.0

According to the Table 4.9, the majority of thepmsdents (44.9%) had less than one year since
they had started treatment therapy, 39.4% werewitfb years of their treatment while 7.9%

of the respondents had least 5 years and above stiaxting of the cancer treatment.

4.5 Presentation and Interpretation of Findings

This section dealt with the analysis of data talegth the factors that affect the patients’
satisfaction with cancer outpatient services at yata National Hospital. The factors that
affect patients’ satisfaction with healthcare detyv are many but this study was limited to
physical environment, technical quality, interpe@o relations, communication and
accessibility to care were considered. Stronglga@nd agree were combined into one score to
represent all the favourable responses while slyodigagree and agree were combined to
represent unfavourable responses. The non resparesestaken to also represent uncertain

responses.

During the analysis of questionnaires, scoring Juiesed to compute satisfaction index
depended on whether the score item representedomafde or unfavorable opinion about
delivery of medical care. The items were rated giive points likert scale ranging from

strongly agree to strongly disagree with a cergaaht or neutral (where 1 = strongly agree and
5 = strongly disagree). All the scores that re@ldctsatisfaction and dissatisfaction were

separated and summed up together and expresseccenfage and presented in a tabular form.
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The uncertain scores and non responsive scoresalEresummed up together in the summary
analysis of scores to represent uncertain. The sarmamof the analysis were presented with

percentages and frequencies recorded in the sdledgkpercentages in brackets.

4.5.1 The affects of physical environment on patient’s desfaction at KNH.

Respondents were asked to indicate their satisfagtith various service provisions attributes

relating to how they perceived physical environmentthe cancer outpatients clinic. Four

variables; crowdedness, cleanliness of the toikdse to find direction using signage and the
conduciveness of the waiting area where used tgegthe satisfaction with service delivery.

The measures of satisfaction were derived fromtgquestatements which were stated to reflect

positive experiences of the respondents.

Table 4.10 How the physical environment affects pant’'s satisfaction at KNH

Response Statement Agree Uncertain Disagree
The clinic is crowded 80(89.9%) 2(2.2%) 7(7.9%)
The toilets are always clean 30(33.7%) 5(5.6%) 54(60.7%)
It is easy to find direction using signage 61(68.5% 8(9%) 20(22.5%)
Waiting areas are conducive 49(55.1%) 9(10.1%) 31(34.8%)
Average Score 61.8% 6.7% 31.5%

From Table 4.10, the highest level of dissatistactwas crowding in the clinic at 89.9 %
followed by toilet cleanliness at 60.7% while thghest level of satisfaction was ease to find
direction using the signage at 68.5%. Those whaddhe waiting area conducive were 55.1%.
In general, 61.8% of the respondents were satisfiddthe physical environment at the Cancer
Treatment Centre, 6.7% were uncertain, 31.5% wssatisfied with care.

4.5.2 The affects of technical quality on patient satisfetion at KNH.
Various dimensions of technical quality were exadinn relation to patient’s satisfaction at
KNH. The dimensions examined included doctors amsed attention to patients, clarity of

information given to the patient, adequacy of matian to patients. It also torches on the belief
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by the patients on the competency of the doctodsramses, availability of equipment to offer

treatment to patients.

Table 4.11 How technical quality affects patient g&sfaction at KNH

Response Statement Agree Uncertain Disagree
Doctors and nurses are careful to check everything 75(84.3%) 7(7.8%) 7(7.9%)
Doctors answers to questions not clear 34(38.2%) 5.6%) 50(56.2%)
Staff give conflicting Information 27(30.3%) 16(9%) 46(51.7%)
Patients are told about medication side effect 71(79.8%) 9(10.1%)  9(10.1%)
Equipments are broken down most of the time 41(46.1%) 13(14.6%)  35(39.3%)
Doctors lack experience with my problems 15(16.9%) 7(7.9%)  67(75.3%)
Doctors and nurses are well trained and competent 79(88.8%) 5(5.6%) 5(5.6%)
| doubt ability of doctors 18(20.2%)  12(15.5%) 59(66.3%)
Doctors rarely give advise 47(52.8%) 5(5.6%) 37(41.6%)
Average Score 64.8% 9.8% 25.3%

According to observation in Table 4.11, the mayoof the respondents (84.3%) agreed with
statement that the doctors and nurses were caxefctheck everything while handling them,

56.2% disagreed that doctor's answers to their topres were not clear. Also 51.7 %

respondents said staff did not give conflictingomfation, 79.8% agreed they were told the
about side effects of medication while 46.1% sa&llital equipment are broken down most of
the times. Further 75.3% of respondents disagratd the statement that the doctors lacked
experience with their problems while 88.8% agredth whe statement that doctors and nurses
were well trained and competent. It was also nthetl 66.3% of the respondents said they did
not doubt the ability of doctors and that 52.8%dsaoctors advise them appropriately. On
average, 64.8% of the respondents were satisfiéd thie technical quality aspect of the

treatment 9.8% were uncertain, 25.3% were notfeatis
4.5.3 The affects of interpersonal relations on patientatisfaction at KNH.
The study sought to establish the interpersonaltiogls between the care givers and the

patients. The variables used to establish theioakttip in this study were respect between
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doctors’ nurses’ patients and other staff in thaic| positive engagement between doctors’

nurses and staff, privacy and confidentiality, ta@ark in coordination of care and courtesy.

Table 4.12 How Interpersonal Relations affects Pagnt Satisfaction at KNH.

Respondents Statement Agree Uncertain Disagree

Doctors and nurses have respect for patients dedt staff 81(91%) 3(3.4%) 5(5.6%)

The staff do the best to keep me from worrying 78(87.6%) 4(4.5%) 7(7.9%)
. 0 . 0 . 0

Staff pay attention to privacy 75(84.3%) 6(6.8%) 8(9.1%)

The physicians have genuine interest in me 64(71L.9%4(15.8%) 11(12.4%)
There is teamwork in coordination delivery of care 74(83.1%) 7(7.9%) 8(9%)
The staff are very friendly and courteous 66(74.2%)9(10.1%)  14(15.7%)
Physicians do not give me respect 14(15.7%) 3(3.3%) 72(80.9%)
Average Score 81.9% 7.4% 10.8%

According to the Table 4.12, the majority of thependents (91%) agreed with the statement
that doctors and nurses had respect for them dred staff 87.6% saidstaffs did their best to
keep them from worrying while 84.3% agreed thaffSiays attention to privacy. It was also
revealed that 71.9% of the physicians had genuiterast in patients while 83.1% said there
was teamwork in coordination delivery of care. Rart64.2% of the respondents agreed with
the statement that staff in the clinic were vergrfdly and courteous and finally 80.9% agreed
that physicians respected them. On average 81.%4uthe respondents were satisfied

interpersonal relations in the clinic, 7.4% werdifferent, 10.8% were dissatisfied.

4.5.4 The affects of communication on patients’ satisfaain at KNH.

This study sought to establish the effect of comigation on patient satisfaction at KNH. The
variables considered in this case were clarityxgfl@ations given to patients, availability of
brochures in the clinic, involvement of patientsdiecisions making about their treatment and
care, evidence of engagement between the caresginerthe patients and if doctors listened to
patient’s issues. The importance of communicat®rsupported by an article by American

Academy on communication in Health care (2013) Wwistates that clear that communication
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and relationships issues are critical to patien¢ @nd have multiple influences on outcomes.
Communication is important because it creates whaieding between the care givers and the

patients and it results into adherence to the naéidic and other treatment guidelines.

Table 4.13 How communication affects patients’ satfaction at KNH

Response Statement Agree Uncertain Disagree
The patients are explained the reasons for tests (898™0)  3(3.3%) 6(6.7%)
There are brochures explaining operations of timéccl 36(40.4%) 24(27%) 29(32.6%)
Patients are not told about medication side effect 20(22.5%) 6(6.8%) 63(70.8%)
Purposes for medication given to take home notagmetl  14(15.7%)  3(3.4%) 72(80.9%)
Nurses did not discuss my anxieties or fears 25(28.1%) 13(14.6%)  51(57.3%)
Patients are not sufficiently involved in decisi@mout

treatment and care 27(30.3%) 13(14.6%) 49(55.1%)
Doctors and nurses use terms without explaining 21(23.6%) 6(6.7%) 62(69.7%)
Doctors listen carefully 79(88.8%) 2(2.2%) 8(9%)
Average Satisfaction Index 62.0% 9.9% 21.1%

From Table 4.13, majority of respondents (89.9%l shey were explained the reasons for
tests, 40.4% agreed there were brochures explaimangthe clinic operated. The 70.8% of the
respondents said they were not told about medicaide effect while (80.9%) disagreed with
the statement that they were not explained thegseg for medication given to take home. The
majority of respondents (57.3%) disagreed with gtegement that nurses did not discuss their
anxieties or fears. Further, 55.1% of the respotsddisagreed with the statement that patients
were not sufficiently involved in making decisioabout treatment and care, 69.7% disagreed
with the assertion that doctors and nurses usenstevithout explaining and 88.8% doctors
listen carefully. Generally on average 62.0% of iégpondents were satisfied, 9.9% uncertain
and 21.1% dissatisfied.

4.5.5 Accessibility to care affects on patients’ satisféion at KNH.
The accessibility to care in this study focusedtmease with which cancer patients were able
to get treated without hindrances at the cancercciit KNH. The factors considered in this case
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was the ease to get treatment, ease of gettinggemey treatment, clinic operating time, delays
waiting for the doctor, availability of medicinas pharmacy and management of appointments.
The satisfaction level was determined by addingetiogr all the percentage responses in this
section which reflected contentment with the sitrafs indicated in the Table 4.14 below and

average score calculated.

Table 4.14 Accessibility to care affects on patiestsatisfaction at KNH

Response Statement Agree  Uncertain Disagree
| get hospital care without trouble 57(64%) 4(4.5%) 28(31.5%)
Easy to get care in an emergency situation 46(51.7%3(14.5%) 30(33.7%)
The clinic should be open more hours 78(87.6%) 6(6.7%) 5(5.6%)
Patients delay waiting for doctors to arrive 47888) 12(13.5%) 30(33.7%)
Prescribed medicines are available in the pharmacy 22(24.7%) 12(13.5%) 55(61.8%)
Hard to get appointments right away 55(61.8%) 8(9%) 26(29.2%)
Appointments are followed strictly 66(74.2%) 10(11.2%) 13(14.6%)
Queue to see the doctors is always too long 66%Tx.2 8(9%) 15(16.9%)
Average Score 61.4% 10.2% 28.4%

Table 4.14 shows the patients response to theignesin the accessibility of cancer outpatient
services. The majority of (64%) respondents agtbetl they got care hospital care without
trouble, 51.7% said it was easy to get care inmaergency situation while 87.6% said the clinic
should be open more hours. It was also noted tA&% said patients delayed waiting for
doctors to arrive while 61.8% said all prescribeddmines were available in the pharmacy.
61.8% of the respondents said it was hard to gabiapments right away and 74.2% noted that
appointments are followed strictly. Further 74.28queue to see the doctors were always too
long. In general, on average 61.4% of respondemis watisfied, 10.2% uncertain, 28.4%
dissatisfied.

4.6 Overall Level of Patient Satisfaction

The overall level of customers’ satisfaction walkwalated using the average score for the entire

patient satisfaction dimensions. The average seasedetermined for each patient satisfaction
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dimension then used to get a total score. In tltodet) the customer satisfaction ranges from 1
to 100 where 1 is poorest and 100 is excellentop@dince. The overall measure of customer

satisfaction was 64.9 %.

4.6.1 Overall patient Satisfaction index

The summary of the patient satisfaction index wataioed from average scores in Tables 4.10,
411, 4.12, 4.13 and 4.14. Each of these tablpeesentation of the variables contained in each
of the dimensions. Table 4.15 is the presentatidgheosummary in tabular form.

Table 4.15 Overall Patients Satisfaction Index

Satisfaction dimension Patients Satisfaction Index
Physical Environment 61.8
Technical Quality 64.8
Interpersonal Relations 81.9
Communication 62.0
Accessibility to Care 61.4
Average Score 64.9

Table 4.15 shows overall patient satisfaction sadré4.9% at Cancer Treatment Clinic at KNH.
Specific dimensions were rated as follows; Phydiralironment 61.8%, Technical Quality 64.8%,
Interpersonal Relations 81.9%. Further, commuiunadnd accessibility to care were rated at 62.0

and 61.4 respectively.

The findings in this study showed that overall; thajority of patients were satisfied with cancer
outpatient services at Kenyatta National Hospikhhst customers were satisfied wighysical
environment technical competengceanterpersonal relationsand communication. However,

attributes related toommunicatiomeed improvements.

4.6.2 Would you recommend cancer treatment services a friend or relative?
The respondents were asked if they could recomrtiendrelatives and friends to cancer clinic

as another indicative question for patient sattgfaavith the services at the clinic.
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Table 4.16: Would you recommend cancer treatment s@ces to a friend or relative?

Can you recommend others to KNH cancer Frequency Percentage (%)
Clinic?

Yes 69 77.5
No 20 22.5
Total 89 100.0

Table 4.16 show that 77.5% of the respondentsthaigdcould recommend a friend or a relative
to the clinic while 22.5% said they could not. TlEshows majority patients were satisfied with

the quality of services provided at the clinic.
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CHAPTER FIVE

SUMMARY OF FINDINGS, DISCUSION, CONCLUSION AND
RECOMMENDATIONS

5.1 Introduction
This chapter presents the findings of the studyctvhwere then discussed against what was
revealed in the literature. From the discussioregraclusion was reached and recommendations

and suggestions for further study were done.

5.2 Summary of the Findings

5.2.1 Physical Environment

Generally, 61.8% of the respondents were satisfighl the state of the physical environment
within the cancer outpatients clinic, 6.7% wereartain and 31.5% were not satisfied. Even
though the respondents were satisfied, it was ntitatithe clinic was over crowded and the

toilets were dirty.

5.2.2 Technical Quality

The findings show that 64.8% of the respondent&watisfied with the technical quality aspect
of the treatment, 9.8% were indifferent and 25.3%evnot satisfied. The respondents rated
favourably all the items postulated in the techingeeality.

5.2.3 Interpersonal Relations

The respondent rated all the aspects of the inteopal relations positively. On average, 81.9
%, of the respondents were satisfied with intemaas relations, 7.4% were indifferent and
10.8% were dissatisfied. The respect that the de@nd nurses showed the other staff and the

patients were overly rated positive.
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5.2.4 Communication
The findings show that 62.0% where satisfied with tevel of communication in the clinic,
9.9% were uncertain and 35.1% dissatisfied. All ¥heables in this section received above

average response.

5.2.5 Accessibility to Care
The findings show that 61.4% of the respondentswsatisfied with accessibility of care at the
clinic, 10.2% were uncertain and 42.0% were disBat. This aspect of satisfaction was rated

lowly compared to all other aspects.

5.3 Discussion

The final result of this study showed that vastangyj of patients (64.9%) were satisfied with

the services that they had received at the candgpatents’ while (23.4%) were not satisfied.

Similar study conducted by Pitaloka (2006) showeat imore than half of the patients were
satisfied with the service that they had receive@.1%), while not satisfied (43.3%). Also

another study by Mawajdeh et al, (1996) illustrateat level of satisfaction of the patients was
higher. From 289 pregnant women who received patregre at maternal and child health
centres in Irbid reported being satisfied with @heof the service that they had received was
65%. Another study in Thailand demonstrated thatentlban two third of the pregnant women

were satisfied (71.8%) towards the overall antdragiee service provided by the maternal and
child health hospital.

5.3.1 Physical Environment

The study on physical environment focused on tlwvdedness, cleanliness signage and the
conduciveness of the waiting areas to represenfpkiysical environment at the clinic. The
results of this study showed the majority of thgpendents (89.9%) found the clinic crowded.
According to study conducted by Leather et al, @0there is strong evidence that comfortable
environment, aesthetically pleasing, and informeat@ieve stress among patients and increases

satisfaction with the quality of care provided. eTauthors (Leather et al, (2003) asserts that
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renovating a traditional waiting area in a neurg&al clinic by making small changes to the
general layout, colour scheme, furniture, floor evg, curtains, and providing informational
material and information displays resulted in mpositive environmental appraisals, improved

mood, altered physiological state, and greaterrtedesatisfaction among waiting patients.

The overall respondents’ satisfaction with the jptaisenvironment at the cancer outpatient
clinic at KNH was 61.8%. This supports findings ®gfaer et al, (2005) in a study whereby she
conducted focus group discussions which cited tleess of hospital rooms and bathrooms as
the most important item in the quality of care. thar, the study by Ulrich et al (2004)
confirmed that physical environment such as supgortvork place, cleanliness, better
ventilation and other better ergonomic designs shefmluce errors, reduce stress, reduce pain
and improve other outcomes. The authors noted ithptoved physical settings can be an
important tool for making hospitals safer and mbealing and better place to work. This

section is presents research findings vis-a-vevesit literature.

The findings with dissatisfaction with the physiesvironment is supported by the study done
by Abro and Jalbani (2012) in which they analyzatignts satisfaction certain service quality
dimensions influencing patientsoverall quality perceptions are taken by using SERAL
Model, which has applied at one of the public se¢tospital “civil hospital Karachi”. An
analysis of 135 patients has been taken from 18svair civil hospital Karachi. Results showed
that majority of the Patients were poor having meoin between Rs 5000-10000 per month.
Out of all variables Tangibility (Physical Infrastture) received lesser satisfaction by Patients

but overall patients were found satisfied with $&s provided by Civil Hospital Karachi.

Regarding the satisfaction with signage, 68.5%efrespondents said they could find their way
easily. The importance of signage in hospitalsnpleasized by Zimring. (1990) in a study in
which he found way finding problems in hospitalssttyp and stressful and have particular
impacts on outpatients and visitors, who are oftefamiliar with the hospital and are otherwise
stressed and disoriented. In a study he condudted raajor regional 604-bed tertiary-care
hospital, the annual cost of the way finding systeas calculated to be more than $220,000 per
year in the main hospital or $448 per bed per yedr990. Much of this cost was the hidden
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costs of direction giving by people other than ination staff, which occupied more than
4,500 staff hours, the equivalent of more than fuistime positions While almost all hospitals
strongly feel the problems associated with a corapdid building and poor way finding system,
it is usually difficult to tackle this problem with piecemeal approach.

5.3.2 Technical Quality

The research focused on the reliability of the popgint, skills and abilities of the doctors and
nurses and the capacity inherent to handle pati¢grdatment needs as determinant for
satisfaction with the aspect of the technical duadit the cancer outpatients services. The
overall satisfaction with technical quality waseghtat 64.8% which implied the patients were
happy with the doctors and nurses skills abiliaeshe clinic. The importance of satisfaction is
emphasized by Otani and Kurz (2004) who found biediaviour of doctors, nurses and hospital
staff, patients/ education, interactions of doctors and staffs,ahsupport are more influential

factors to judge patients satisfaction.

These findings are supported by feedback surveye doy Heading, (2009) to identify
opportunities to improve cancer care and the pag&perience, areas of strong performance
identified included: a) staff treating patientstwdignity and respect; b) staff doing everything
they could to treat cancer; c) patients trustimadf stith confidential information; and d) patients
receiving the services they needed. Staff doingytvieg to help with chemotherapy side

effects was an additional area of strength.

The results of this study also showed that 46.1%hefrespondents were dissatisfied with the
availability of the equipment in the clinic. Thegid the number of equipment needed to be
increased to reduce waiting time. This results suggfindings a study done by Chimed-Ochir

(2001) It is also noteworthy that the results loé studies in developing countries such as
Bangladesh and Vietnam found the importance ofgitde dimensions for satisfaction with

healthcare services, while patients of developatht®s such as Singapore, Taiwan, South
Korea, and USA are less sensitive for tamgielements such as comfort of the room, a

clean hospital environment, and modern equigme
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5.3.3 Interpersonal Relations

The interpersonal relations factors relate to @ivers and patients interaction, it is usually

represented by the parameters such listening,esyrtaring and respect. The overall findings
in this study showed that satisfaction with intego@al relations was 81.9% with 108%

dissatisfaction. This findings compared with a festk survey done by Heading, (2009) to

identify opportunities to improve cancer care ahd butpatients experience, areas of strong
performance identified included a) relationshipswaen staff and cancer outpatients; b) care
coordination (the transfer of patients between igfist groups); c) advising patients of wait

times for surgery and their first treatment appoient; and d) providing privacy during care.

The findings are also supported by study done btékZavare (2010) in which the results
regarding respondents’ satisfaction on the fouretisions of nursing care (information given
by nurse, the interpersonal relationship betweenntirses and patients, physical environment,
technical quality of nurse). Generally, most of tagpondents were satisfied with the amount of
information given by the nurses 294(76.6%), intespral relationship 371(96.6%), technical
quality 295(76.8%), and physical environment 267%88). In overall, a vast majority of the
respondents 318(82.8%) were satisfied with theingrsare received, while others 66(17.2%)
were not satisfied.

5.3.4 Communication

The respondents rated overall satisfaction withmoamcation at 62%. This compares study by
Press (2003) in which he obtained data from 2,132 ghtients nationally which he found that
patients consistently report significantly highatisfaction with communication from nurses
and care givers. He further found that good stafhmunication helps reduce patients and
family anxiety, promotes better care at home atischarge, and in other ways can improve
outcomes. Good communication also tends to be ititglesmost important factor affecting

overall satisfaction with care across differenigrdtcategories.
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This findings compares with the argument in theddar(2006) book that the patients’ and
family’s trustin the clinician is a perception that the cliniciaill be present, committed to the
patients’ best interests, and technically competBatients with cancer have reported greater
trust in their care givers following consultatioimswhich they perceived the care givers to be
informative, they were allowed to participate i tthecision-making process, and they believed

that the physician was sensitive to their concerns.

5.3.5 Accessibility to Care

The results showed the respondents were overadifiedt with accessibility at 61.4% while

28.4% said they were not satisfied. The accessitidi care in this research was limited to the
getting emergency care, hours of the clinic opensti waiting time to see the doctor,
availability of medicines in the pharmacy and tleses to get appointment. The findings
contracts the research by Pitaloka and Rizal (2€®%)entify the level and factors associated
with patients’ satisfaction in antenatal clinic lbspital Universiti Kebangsaan Malaysia in

which 61.3%of the respondents were not satisfied with the ssibdity aspect of care.

Accessibility to emergency care received the leasing at 51.7% followed by delays
experienced by the patients waiting to see theodoghich was rated at 52.8%. The highest
number 87.6% of the respondents felt the clinicuhde open for more hours while 61.8% felt
prescribed medicines should be availed in the phaym

5.4 Conclusions

Assessing satisfaction of patients is simple anst effective way for evaluation of hospital
services. The findings of the present study cardetdto assessing factors affecting patients’
satisfaction at Kenyatta National Hospital cancatpatients services reveal that patients were
satisfied with most of the dimensions consideretth\wcored above average. There were only a
small proportion of patients who expressed disiati®on with aspects of the services provided.
Even though small, they are significant becausg tdumstitute a call for action by the KNH
management to encourage the health personnel towapatients satisfaction and embrace
patients centred care.
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Health Policy makers need to incorporate the neadser patients within the wide healthcare
guality improvement initiatives. Ideally cancer ipats should be involved in the design and
implementation process of comprehensive, cancetnent initiatives. This would form a
platform for addressing the barriers that hindealtheservice provision. Further, this would
help ensure that health services are tailoredegaitiique needs of cancer patients as well as the
context within which they are embedded. To supfiost ultimately the key priority should be

to ensure that all countries adopt policies thaberage the provision of comprehensive health

services which respond to the needs of differgmedyof illnesses.

5.4 Recommendations
This study recommended to the management the Kianjiational Hospital may consider
implementing the following interventions in orderimprove patient satisfaction not only to the

Cancer Outpatient Clinic but the entire hospital;

1. Emphasis should be given to improvement of cleasbnin the hospital especially in the
toilets. Sufficient quantity of water should be maadvailable at all times to make it
possible to flush toilets and wash hands. The ngitireas should be improved to make
them conducive for patients and their relativeghesy wait to be attended at the clinic.
This could be done by fitting comfortable furnituregulate lighting, ventilation and fit
television sets for patients to catch up with neavel reduce worrying about their
conditions. The signage should be improved to tlipeople on were to access different

service points of care around the hospital andimvitte clinic.

2. The improvement in availability and maintenancedi@afgnostic equipment and machines
should be considered. This could be done by buwdditional machines, reducing
machines down time, availability of machines andigayent spare parts and implementing
continuous training programmes for the machine atpes and technicians on handling
and maintenance as well as employing additiondinieal staff. Also includes should be
employment of more doctors and nurses to makesit &a patients to be attended timely.
Teamwork should be encouraged between the healéhpraviders and patients for the

maximum benefit of the both parties.
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Behaviour of hospital staff should be improved bynducting special sessions for
behaviour change and communication. The level ohroanication between the care
providers, patients, relatives and their friendouth be enhanced to create more
understanding between all the parties. Counsehiogld adequate to prevent the patients,
relatives and friends from anxiety and fear. Infation about the operation of the clinic
and treatment requirements and regimes should loe maailable to all through posters,
brochures, magazines and books at the waiting arehsotice boards. It is recommended
that group therapies be formed to encourage patsdre information about management

of their conditions and to encourage each othéveégpassively.

Adequate training in interpersonal relations is easial in helping overcome
communication problems and enabling providers teractt with patients at a more
personal levelThe government should subsidize cancer drugs duatdsory reagents to
reduce the cost of cancer treatment and make ard#fble especially to the poor and
marginalized Kenyans. Government should also inuwesesearch on the treatment and
management of cancer conditions in the country. ddreer treatment facilities should be
decentralized to all the counties to make it easiepatients to access treatment services.
More of these facilities should be considered imt@# region which according to this
study has high preference of cancer incidencesegssbility should also be enhanced by
reducing the waiting time at all the points of carhin the clinic and by opening the
clinic for more hours preferably 24 hours, buyingren machines and improvement

assessment to emergency care.

It is good to note that one possible strategy tprowe accessibility to care is to increase
the time spent in consultation is to lengthen tisitimg hours of the health facility. Since
the health facility was opened only between certanars this resulted in an overload of
clients between these times reducing the amountootact time providers had with
individual clients. This will strengthen the capgciof health services, improving
information systems and monitoring and evaluatibprograms which are necessary step

in accelerating our trajectory towards provisiorpafients centred care in the country.
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5.5 Suggestions for further study

Further research is recommended on:

1. The factors affecting patients satisfaction in thedical wards at Kenyatta National

Hospital
2. The factors affecting accessibility to care at @dtgun Kenyatta National hospital.

3. The patients’ satisfaction with the quality of tfued provided to patients at Kenyatta
National Hospital.

4. Factors affecting satisfaction of nurses with pbgkenvironment at Kenyatta National

Hospital.
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APPENDICES

Appendix |  Explanation of the Consent

Dear (Nameiehpabptional)

| am (ReseasibtAnt) a research team member

| know you are in a lot of pain, distress and atyxgeie to your illness. | am sorry about that but
encourage you to be strong and rest assured tloerc@eatment team is here for you. Since you
came to the hospital you have come across many rgafly to guide you and help you
throughout your treatment. | know it has been leegtiing through all that but thank you very
much for being a patients with the Kenyatta Natiddaspital fraternity. We wish you quick

recovery.

In order for the hospital to continue improving theality of services, we are conducting
research to find out if patientss like you and othee satisfied with the various aspects of
services offered. | am asking you to be part of tesearch as a participant. You need to answer
guestions in this questionnaire (Show the questimario patients at this point) which is enough
to you before you are attended. This will gatheuryioformation and that of other participants
to help us find areas that need improvement. Yauti@pation is absolutely voluntary and you
can choose to participate or not to participant. iAformation provided will be used for
research purposes only and will be confidentiatdse it is necessary, for your benefit you will

have to give consent.
If you agree to participate, you can read this eah$orm (show the form) and sign thereafter.

In case you need clarification, | am here and mgilio clarify.

Wish you quick recovery. Thank you.
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Appendix Il: Research Consent

| Mr./Mrs./Dr/Prof

Hereby give consent to the researcher to collegtir@ormation from my file or from myself or
any other individual who will be able to providefarmation on factors that affect patients
satisfaction at Kenyatta National Hospital. | agaés® to fill the questionnaire presented to me.
| hereby declare that the basis of my consentastimprehensive explanation of the researcher.
| understand the information is purely for reseamrposes only and it will be kept

confidential.

By signing this consent form, | authorize my papi&tion in the study.

Signed

Date

In presence of

Signed

78



Appendix Ill: Patients Questionnaire

Kindly answer the following questions as accurassypossible. Your individual responses are
strictly confidential and anonymous. Your answerallsbe used for academic purposes only.

Please tick against each answer in the space mavithe questionnaire has three sections.

SECTION A: PROFILE AND DEMOGRAPHIC FACTORS OF RESP ONDENTS
a) Sex of respondents

a) Male

il

b) Female

b) Age of respondent in years
a) 18-27
b) 28-32
c) 33-32
d) 33-42
e) 43- And above

UHOL

c) What is your highest education level?
a) Primary
b) Secondary
c) University
d) Others Specify

d) Employment status
a) Casual
b) Permanently employe

c) Self employed

JO00 do0C

d) Not employed
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e) How long have you been attending this clinic?
a) Lessthan 1 year
b) 1-2 years
c) 2-3 years
d) 3-4 years

e) 4 years and above

f) Income level
a) «11,000
b) 11,000-20,999
c) 21,000-30,999
d) 31,000-40,999
e) 41,000-Above

Jutbtd duddd

g) Stage of Treatment
I.  Have not started the treatment sessions
ii.  Have started radiotherapy sessions
iii.  Have started chemotherapy sessions

iv.  Follow up after treatment sessions

h) Which is your home diStrict? .........ccooviiiii e,

SECTION B: DIMENSIONS OF PATIENTS SATISFACTION WITH CARE

Below is things people say about medical care.deleaad each one carefully, keeping in mind
medical care you are receiving now. We are intetestith your feeling, good and bad about
medical care you have received. How strongly do A@QREE or DISAGREE with each of the
following statements in each of the seven dimerssmisatisfaction with care. Kindly circle or

tick for each statement that represents the opitiahis closest to your view.
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1. Physical Environment

Statements

Strongly

agree

Agree

Uncertain

disagree

Strongly

disagree

The clinic is crowded

The toilets are always clean

=

It is easy to find direction in the hospital usi

signage’

The waiting areas are conducive

2. Technical competence

Statements

Strongly

agree

Agree

Uncertain

disagree

Strongly

disagree

Doctors/nurses are careful to check everything

Doctors’ answers to questions not clear

The staff gave conflicting information

Patientss are told about medication side effects

g A wINE

Medical developments are broken down most of |the

tima

Doctors lack experience with my problems

Doctors/nurses are well-trained and competent,

Doubt about ability of doctors

©|® N o

Doctors rarely give advice

Interpersonal relations

Statement

= [Strongly

agree

Agree

Uncertain

Disagree

Strongly

disagree

The doctors and nurses have respect for the psdi

and other members of staff

D

The staff do the best to keep me from worrying

The staff pay attention to privacy

The physicians have genuine interest in me

There is team work in coordination and deliverygale

The staff are very friendly and courteous

N o g B~ W N

Physician do not give me respect
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4. Communication

Statement c
> ‘T | > 8
2w |9 b5 > | 2 5
o 9 o 3] © o «©
5 O (=2} c = =9
i i 0N «© < -] o ()]
1. | The patientss are explained the reasons for tesfs
2. | There are brochures explaining operation of [the
clinic
Patientss are not told about medication side effect
Purpose of medicines given to take home |not
explained
5. | Nurses didn’'t discuss my anxieties or fears
6. | Patientss are not sufficiently involved in decision
about their treatment and care
7. | Doctors and nurses use terms without explaining
8. | Doctors listen carefully
5. Access to services
Statement
£
5 o g |85 ¢
s 8 | ¢ 3] g |5 &
=) =y =y 0 =0
N «© < - o] n_ o

| get hospital care without trouble

It is easy to get care in an emergency

The clinic should be open more hours

Patientss delay waiting for the doctors to arrive

All prescribed medicines are available in the praoyn

| can reach doctor for help with medical question

It is hard to get appointment right away

Appointments are followed always strictly

© © Nlog A~ W NE

The queue to see the doctor is always very long
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SECTION C: QUESTIONNAIRE CLOSURE

Please suggest areas to improve in the servicesmovat Cancer Treatment Centre in general

Would you recommend Cancer Treatment clinic friegidtives? Yes[ | NC ]

If ‘yes to above, please state your reason(s)

If your reason to above i80’ please state your reason(s)
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