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ABSTRACT

Supply chain management in the public health sector has received increasing attention
in recent years as both a priority and a challenge for many countries as healthcare
institutions find themselves with increasing number of products, programs and
patients to manage. SCM practices involve a set of activities undertaken in an
organization to promote effective management of its supply chain. The objective of
the study was to explore the SCM practices among public hospitals in Nairobi
County, the impact of these on service quality among public hospitals in Nairobi
County and the challenges that public hospitals encounter in implementation of SCM
practices. Among the areas reviewed include: supply chain management practices,
impact of supply chain management on service quality and challenges of supply chain
management and service quality delivery. Conceptual framework was also covered.
The study adopted a case study descriptive design. The researcher conducted a census
on all the seven (7) public hospitals in Nairobi County. The study used primary data
collected through a structured questionnaire. Data collected was analyzed using
descriptive and regression analysis. Research found that SCM practices implemented
to a large extent were; after procurement service, specifications and specifications and
the practice to be fully implemented was relationship with suppliers. The research
established a positive correlation between service quality and SCM practices namely;
relationship with suppliers, compatibility, standards and specifications, delivery and
after procurement services. The present study used only public hospitals in Nairobi
county, future studies should consider expanding their scope to include private
hospitals. Further studies related to the health sector can be conducted especially
comparative studies between public, private and military health service sectors.
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CHAPTER ONE: INTRODUCTION

1.1 Background of the Study

Supply chain management in the public health sector has received increasing attention
in recent years as both a priority and a challenge for many countries as healthcare
institutions find themselves with increasing number of products, programs and
patients to manage. Stakeholders in the healthcare supply chain can be divided into
three major groups: producers, purchasers, and providers. The role of producers is to
manufacture medical products such as surgical supplies, medical devices and
pharmaceuticals. Purchasers include distributors, wholesalers and Group Purchase
Organizations (GPOs). Distributors and wholesalers hold inventory for producers to
facilitate delivery of products. GPOs sign purchasing contracts with producers in
order to achieve economies of scale by aggregating the volume of member providers.
Healthcare providers represent those at the end of the supply chain with the function
to serve patients and include, among others, hospitals, integrated delivery networks

(IDNs), physicians, clinics, nursing homes and pharmacies (Burns, 2002).

The global healthcare industry is one of the world’s largest and fastest growing
industries, comprising various sectors: medical equipment supplies, pharmaceuticals,
healthcare services, biotechnology and alternative medicine sectors. With extreme
pricing pressures on today’s healthcare expense providers, delivering high-quality
medical care while reducing costs is a top strategic priority. To achieve this objective,
healthcare service providers’ efforts have been focused primarily on eliminating waste
in clinical operations. While these are valid and important ways to reduce healthcare

costs, one area that consumes nearly one-third (Nachtmann & Pohl, 2009) of all



hospital operating budgets often remains overlooked is the healthcare supply chain.
When it comes to expenses, supplies are second only to labor, with millions of
products moving along the supply chain every day through manufacturers,
distributors, Group Purchase Organizations (GPOs) and healthcare providers to

patients.

1.1.1 Supply Chain Management

Mentzer, Flint, & Hult, (2001), defines supply chain management as the systematic,
strategic coordination of the traditional business functions and the tactics across these
business functions within a particular company and across businesses within the
supply chain, for the purposes of improving the long-term performance of the

individual companies and the supply chain as a whole

SCM practices involve a set of activities undertaken in an organization to promote
effective management of its supply chain (Koh, Demirbag, Bayraktar, Tatoglu, &
Zaim, 2007). Such activities include: demand forecasting, resource allocation,
production planning and scheduling, inventory management, and customer delivery,

customer relationship management (CRM), supplier relationship management.

Supply chain management is the management of information, processes, goods and
funds from the earliest supplier to the ultimate customer, including disposal. Services
have become increasingly important as the driving force in the economy. However,
there has been little research to date on services supply chains. (Ellram, Tate &
Billington, 2007). It is believed that service businesses can benefit by applying some
best practices from manufacturing to their processes. However, the inherent
differences in services create a need for supply chain management tools specific to the

services sector.



Supply Chain Management (SCM) concepts have been implemented successfully in
the service industry like retail, financial services, transportation services, courier
service and logistics providers. The classical example in retail industry is Wal-Mart. It
has provided better service to its customer by integrating SCM to the entire
operations. P&G also implemented the SCM concept which has provided the
company competitive advantage in the market. In general, SCM offers huge benefits
to the service industry. This will enable the firm to achieve greater customer

satisfaction and loyalty (Lee & Billington, 1995).

1.1.2 Service Quality

Service quality can be viewed as the difference between customer expectations and
perceptions; expectation means service provider performance during deliverance of
services whereas perception is measurement of delivery by the service provider
(Parasuraman et al., 1985, 1988). According to Asubonteng et al. (1996, p-24),
Service quality can be defined as “the difference between customers’ expectations for
service performance prior to the service encounter and their perceptions of the service
received”. Gefen (2002) adds that it is a comparison made by the customers between
the quality of services they want to receive and what they actually received from the
service provider. Measuring service quality is one of the most important activities to
improve perceived service quality, make a difference, gain competitive advantage,
and sustain profit levels of the hospitals. As a result, the measurement of service

quality deserves special attention (Baki, Basfirinci, llker Murat, & Cilingir, 2009).

Brady and Cronin, (2001) suggested a new model by combining four models. They
improved SERVQUAL (Parasuraman, et al., 1988) by specifying what needed to be

reliable, responsive, empathic, assured and tangible. Brady and Cronin adopted



service quality perception based on evaluation by customer in three dimensions
namely: Interaction Quality (i.e., functional quality), Physical Environment Quality,
Outcome Quality (i.e., technical quality) (Gronroos, 1984; Rust & Oliver, 1994). In
addition, they accept multilevel service quality perceptions and multidimensional

(Dabholkar, Thorp, & Rentz, 1996).

Service quality has three primary level dimensions in this conceptualization such as
interaction, environment and outcome with three sub dimensions for each one:

Interaction (Attitude — Behavior — Expertise), Environment (Ambient Conditions —
Design - Social Factors), and Outcome (Waiting Time — Tangibles — Valence. A new

model conceptualized by this hierarchical model and SERVQUAL factors specified
into sub dimensions. Brady and Cronin have improved service quality framework and
solved the stalemate in this theory. It defines service quality perception and a clear
form of service quality measurement. In SERVQUAL measurement, service

outcomes were not clearly considered, but Brady & Cronin’ s model seems to fill this

void (Pollack, 2009).

Some researchers work on the hierarchical model found its reliability and
applicability in various services. Like all the measurements, hierarchical model has
difference in factors and importance of sub dimensions in regards to services such as
Health care (Chahal & Kumari, 2010; Dagger, Sweeney, & Johnson, 2007), Sport
(Ko, 2000), Mobile health (Akter, D’Ambra, & Ray, 2010), hairdresser (barber) and
phone service subscribers (Pollack, 2009). This model will able firms to recognize
problems in primary stage of their delivered services - Interaction Quality, Physical
Environment Quality, and Outcome Quality - (Pollack, 2009). It can help managers
find customer needs and service weaknesses simultaneously in order to enhance

service quality perception and service experiences of customer via high quality of
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service. This model shows better understanding about customer perception of service

quality until today.

1.1.3 Service Quality and Supply Chain Management

Service quality in health care is currently at the forefront of professional, political,
and managerial attention, primarily because it is being seen as a means for achieving
increased patronage, competitive advantage, and long-term profitability (Brown and
Swartz 1989; Headley and Miller 1993) and ultimately as an approach to achieving
better health outcomes for consumers (Dagger and Sweeney, 2006; Marshall, Hays,
and Mazel, 1996; O’Connor, Shewchuk, and Carney, 1994). Against this background,
service quality has become an important corporate strategy for health care

organizations.

Several authors developed and tested service quality models for different applications:
Frost and Kumar (2000) researched on internal service quality measurement, Zhu et
al., (2002) 1.T based service delivery, Santos (2003) E—service quality model. Based
on their researches there seem to be no agreement on the measurement side
(attributes) of service quality; their researches propose different attributes for different
applications.

In a comprehensive review on service quality models presented that majority of the
studies in the field of service quality to date are dominated with the work of
Parasuraman et al. (1985, 1988). Some of the attributes of service quality proposed by
various researchers are as follows: Seth et al. (2005); Beinstock et al. (1997); Sinha
and Babu (1998) studies focused on distribution and conceptualized physical
distribution service quality (PDSQ) comprising of three factors namely: timeliness,

availability and condition, and the latter on measurement and improvement of service
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quality from factory to distribution network.

Mentzer et al. (1999, 2001) study was focused on logistics and they identified nine
potential components of logistics service quality (LSQ) as personnel contact quality,
order release quantities, information quality, ordering procedures, order accuracy,
order condition, order quantity, order discrepancy handling and timeliness. Pery and
Sohal, (1999) study identified quick response performance of Australian industries
and identified “delivery time” as the most important factor for competitiveness.
Stanley and Wisner (2002) study focused on purchasing aspect of service quality, they
attempted the issue of identifying the dimensions of service quality for purchasing and
internal transactions based on empirical study of purchasing executives of different

manufacturing and service organizations.

1.1.4 Kenya Public Health Sector

The Kenyan health sector comprises the public sector which is made up of the
Ministry of Health and parastatals organizations, and the private sector, which
includes private for-profit, Non Governmental Organizations, and Faith Based

Organizations facilities (RoK, 2010).

Kenya’s public health care sector has a network of over 4,700 health facilities
countrywide, with the public facilities making 51%, consisting of the following
levels; national referral hospitals, provincial general hospitals, district hospitals,
health centers and dispensaries (RoK 2011). National referral hospitals are at the apex
of the pyramidal and h the health care system, providing sophisticated diagnostic,
therapeutic, and rehabilitative services. The two national referral hospitals are

Kenyatta National Hospital in Nairobi and Moi Referral and Teaching Hospital in
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Eldoret.

Provincial hospitals act as referral hospitals to their district hospitals. The provincial
level acts as an intermediary between the national central level and the districts. They
oversee the implementation of health policy at the district level, maintain quality
standards, and coordinate and control all district health activities (RoK, 2001). District
hospitals concentrate on the delivery of health care services and generate their own
expenditure plans and budget requirements based on guidelines from headquarters
through the provinces. The network of health centers provides many of the
ambulatory health services. Health centers generally offer preventive and curative

services, mostly adapted to local needs. Dispensaries are meant to be the system’ s

first line of contact with patients, but in some areas, health centers or even hospitals
are effectively the first points of contact. Dispensaries provide wider coverage for
preventive health measures, which is a primary goal of the health policy. The
government health service is supplemented by privately owned and operated hospitals

and clinics and faith-based organizations™ hospitals and clinics, which together

provide between 30 and 40 percent of the hospital beds in Kenya (RoK, 2010).
According to the National Hospital Insurance Fund (2013 index), there are 7 public
hospitals in Nairobi County (appendix 1). The 7 hospitals are categorized as A

(Government hospitals).

1.1.5 Medical Supply Chain

Kenya medical supply agency (KEMSA) is a specialized Government medical
logistics provider for ministry of Health supported health facilities and programmes in

Kenya. KEMSA was established as a state corporation under Cap 446, through the



Kenya medical supplies Agency order 2000 (Legal Notice No. 17 of 11th Feb, 2000).
It plays the role of procuring, storing and distributing health commodities for the
public health sector. KEMSA is a semi-autonomous public sector institution under
MOMS with supply management responsibilities that include sourcing, purchasing,
and distributing pharmaceuticals and health supplies on behalf of GOK. The overall
aim of the state run drug distribution system is to make them accessible and
affordable to Kenyan users of public health services (Johnson, Hazemba, Kimeu,

Kirika & Thuo, 2008).

1.1.6 Public Hospitals in Nairobi County

Public hospitals are Government operated hospitals. Hospitals are open systems
strongly influenced by the environment in which they operate (McKee and Healy
2002a). They interact with the surrounding environment to secure the resources
needed for survival, adaptation and growth. Their policies and activities are constantly
influenced by external factors related to the population they serve, patterns of
prevailing diseases, public expectations, changes in the hospital system and healthcare

system, and the broader socio-economic and political environment.

Hospitals represent the largest cost component of national healthcare expenditures,
and both medical and non-medical supplies account for one of the largest costs to
hospitals (OECD 2011). Hospitals continue to adopt expensive technology and
customized drugs, their costs will likely continue to escalate. Hospital supply chains
must be resilient and flexible to accommodate both global and regional market
constraints, as well as government regulations; because they are critical to delivering

healthcare services and achieving desired patient outcomes.



1.2 Statement of the Problem

Even though many public health organizations have recognized the importance of
supply chain management practices, the application of methods, techniques and best

practices that is well developed in the industrial sector is still a major problem.

Shah, Goldstein, Unger & Henry (2008) used a field approach of study to examine
how a particular health care supply chain was able to increase performance by
decreasing service time and increasing service quality in a decentralized network of
health care providers. They concluded that the use of lean principles can guide
process improvement efforts and the emphasis relational based coordination allowed

the organizations to dramatically improve the supply chain performance.

Hong, Kim & Dobrzykowski (2012) proposed a research model which defines the
relationships between drivers of healthcare supply chain management, healthcare
supply chain policies and strategy, healthcare supply chain practices, and healthcare
supply chain outcomes. Their study discussed drivers of healthcare supply chain
management in Korean context in terms of their strategic focus on healthcare supply

chain processes and healthcare cost performance.

Al-Saa'da et al. (2013) research on the effect of supply chain dimensions on service
quality in Jordanian private hospitals was limited to private hospitals operating in

Jordan, thereby not including governmental or military hospitals in Jordan.

Locally Nzioka (2010) studied the practice of supply chain management in public
healthcare sector in Kenya: the case of Kenya Medical Supplies Agency. Kazi
(2012), studied Supply Chain Management Practices and Performance at Kenya
Medical Supplies Agency found that effective SCM impact positively on the

operational performance at KEMSA, his study also established evidence for an
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operational competence construct, mediating the relationship between SCM and the
several dimensions of operational performance. This operational competence is
influenced by SCM. Hassan (2012) studied Supply chain management practices and
their impact on performance among humanitarian organizations in Kenya. Mwilu
(2013), in his study on Supply chain management practices and Performance among
public research institutions found that the public research institutions had adopted
some SCM best practices to a great extent and some to a moderate extent which left
gaps in the adoption of SCM practices, he also noted strong positive relationships in
logistics, lean suppliers and information technology have with firm performance
among the publicly funded research institutions. These researches focused on SCM
practices and performance and were limited in scope as they covered a single public
health institution hence there is need to widen the scope while the later was on public
research institutions. However, none of these studies have sought to demonstrate the
link between supply chain management practices and service quality in public

hospitals.

A synthesis of literature review indicated that the shortcoming of previous studies on
SCM relates to their focus on general forms of SCM that are applicable across
different type of organizations. To address this limitation, the specific requirement of
service organizations urge future researchers to focus on the specific form of SCM
which is service SCM practices (Boon-itt and Pongpanarat, 2011). As evidenced in
the above studies there is no known study that has focused on addressing this gap.
This research aimed to explore the SCM practices in public hospitals in Nairobi
County, the impact of these on quality of service in public hospitals in Nairobi County
and the challenges that public hospitals encounter in implementation of SCM

practices. The research sought to answer the questions: What are the SCM practices in
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public hospitals? What is the impact of these SCM practices on service quality in

public hospitals? What are the challenges of SCM practices in public hospitals?

1.3 Research Objectives

The research general objective was to establish the impact of supply chain
management practices on service quality among public hospitals in Nairobi County.
The research had the following specific objectives:
i.  To establish the supply chain management practices among public hospitals in
Nairobi County.
ii. To determine the impact of supply chain management practices on service
quality dimensions among public hospitals in Nairobi County.
ili.  To determine the challenges of implementation of supply chain management

among public hospitals in Nairobi County.

1.4 Value of the Study

The findings of the research will be significant to the management and board of the
Public Hospitals in Nairobi County in their efforts to address the shortcomings in

quality service delivery and a guide to improve the quality of healthcare service.

The research will provide a basis upon which academicians and scholars would
explore more into the field of supply chain management practices in the health sector
in so far as it influences quality of service. It would also provide useful insights to
health practitioners and managers. The research will provide useful information to
government and non-governmental organizations in designing and implementation of
policies for establishing effective supply chain management practices in public

healthcare service organizations.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

The purpose of this section was to provide a critical evaluation of the available
research evidence about supply chain management practices and how they impact on
service quality in public hospitals in Nairobi County, Kenya. It covered various
studies conducted by other researchers on supply chain management practices and
service quality. Among the areas reviewed include: supply chain management
practices, health supply chain, service quality in supply chain and challenges of
supply chain management. The chapter also covers the conceptual framework of this

study.

2.2 Supply Chain Management

The Global Supply Chain Forum defines SCM as “the integration of key business
processes from end user through original suppliers that provide products, services,
and information that add value for customers and other stakeholders” (Lambert, 2008;
Chan & Qi, 2003, p.7). The concept Supply Chain Management spans all movement
and storage of raw materials, work-in-process inventory, and finished goods from

point of origin to point of consumption (Hines, 2004).

2.3 Supply Chain Management Practices

SCM practices involve a set of activities undertaken in an organization to promote
effective management of its supply chain (Koh et al., 2007). The short-term objectives
of SCM are to enhance productivity, reduce inventory and lead time. The long-term
objectives of SCM are to increase market share and integration of supply chain (Koh

et al., 2007). SCM practices can be defined in various ways. Donlon (1996) coined

12



SCM practices as practices that include supplier partnership, outsourcing, cycle-time
compression, continuous process flow and information technology sharing. Li et al.
(2005) defined SCM practices as the set of activities that organizations undertake to
promote effective management of the supply chain. Otto and Kotzab (2003) termed
SCM practice as a special form of strategic partnership between retailers and

suppliers.

Alvarodo and Kotzab (2001) viewed SCM practices in terms of reducing duplication
effects by focusing on core competencies and using inter-organizational standards
such as activity-based costing or electronic data interchange, and eliminating
unnecessary inventory level by postponing customizations towards the end of the
supply chain. Koh et al. (2007) categorized SCM practices from the following
aspects: close partnership with suppliers, close partnership with customers, just-in-
time supply, strategic planning supply chain benchmarking, few suppliers, holding

safety stock and sub-contracting, e-procurement, outsourcing and many suppliers.

Ellram, Tate and Billington (2007) identified seven theoretical processes of service
supply chains which include information flow, capacity and skills management,
demand management, customer relationship management, supplier relationship
management, service delivery management and cash flow. In general, SCM practices
are categorized into demand management, customer relationship management,
supplier relationship management, capacity and resource management, service
performance, information and technology management, service supply chain finance,

and order process management (Chong, Chan, Ooi & Sim, 2010).
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Baltacioglu, Ada, Kaplan, Yurt & Kaplan, (2007) ascertains that effective supply
chain management practices will reduce costs, boost revenues, increase customer
satisfaction, assurance and improve service delivery. Boon-itt and Pongpanarat (2011)
adapted the seven service SCM practices from Ellram et al. (2004) which are demand
management, customer relationship management, supplier relationship management,
capacity and resource management, service performance management, information
and technology management, order process management. Based on the detailed
analysis, there are five main dimensions of SCM practices widely acknowledged by
the researchers as well as suitable to be applied in healthcare industry. These five
service SCM practices are information & technology management, customer
relationship management, supplier relationship management, demand management,
and capacity and resource management. For the purpose of this study, the SCM
practices in healthcare industry are conceptualized as a multidimensional construct

comprising of the five dimensions.

Porter (1985) debated that an organization’s strengths can be mapped to two
categories which are cost advantage and differentiation. Applying the organization’s
strengths will result in cost leadership, differentiation and focus. These are the results
which will be relevant for public healthcare organization. The differentiator of a
public healthcare organization is to provide affordable healthcare to all citizens. The
focus is the well-being and quality of life for patients. Good supply chain practices
will result in cost leadership due to optimal contracting and supplier relationship
management. Supplier relationship management is defined as a process where both
customers and suppliers maintain long-term close relationship as partners. The five

key components include coordination, cooperation, commitment, information sharing
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and feedback (Baltacioglu et al., 2007).

Baltacioglu et al. (2007) defined Customer relationship management as maintaining
and developing long-term customer relationships by developing information
continuously and understanding what customers want. A number of researchers
identified interactive management, understanding customer expectations,

empowerment and personification as ways of effectively implementing CRM.

Dufour and Maisonnas, (1997) affirmed that interactive management which is a
component of CRM comprises all actions designed to transform the prospective client
into an active and effective customer. This can be in form of attitude of staff to patient
in the hospital. A cordial and humane attitude will definitely make a patient become
an effective one. Patient feedback and suggestion can be used by the hospital for
better performance. Power, (1998) and cited by Evans and Laskin, (1994) identified
understanding customer expectations which stressed the importance of identifying the
customers’ desires and supplying to those customers products and services that meet

their expectations through interaction with the patients

Evans and Laskin, (1994); Herzberg, (2003) noted that empowerment which refers to
the process a firm adopts to encourage and reward employees who exercise initiative,
make valuable, creative contributions and do whatever is possible to help customers
solve their problems. Evans and Laskin, (1994) added that partnerships are created
when suppliers work closely with customers and add desired services to their
traditional product and service offering. Payne (1994) put partnering as the extreme

end of his loyalty scale and regarded it as an important step that usually leads to the
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development of a close and durable relationship between supplier and customer.

Wilson (1995) considered partner selection as the first step in the CRM process.

Schubert, (2003) concluded that personalization which refers to the extent to which a
firm assigns one business representative to each customer and develops or prepares
specific products for specific customers. It is about selecting or filtering information
for a company by using information about the customer profile. According to
Baltacioglu et al. (2007) demand management is the process of managing and

balancing customer demand by keeping updated demand information.

Another aspect of SCM practice is information technology and the deployment of e-
business which are closely linked to the co-ordination and integration of operational
processes. Many studies have advocated the important role information technology
plays in supply chain practices (Breen & Crawford, 2005; Harland & Caldwell, 2007)
and it will be of no surprise therefore that many studies on health care supply chains
focus on the role of e-business technologies across hospital supply chains (Siau et al.,

2002).

SAP (2003, January) defines “Supplier Relationship Management to include both
business practices and software and is part of the information flow component of
supply chain management (SCM). SRM practices create a common frame of reference
to enable effective communication between an enterprise and suppliers who may use
quite different business practices and terminology. As a result, SRM increases the
efficiency of processes associated with acquiring goods and services, managing

inventory, and processing materials.”
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According to Herzlinger (2006), and Porter and Teisberg (2004), health care is
considered to be different from most other industries due to the high level of
regulation, the high proportion of governmental investment, the associated low
pressure in respect of effectiveness and efficiency of state-subsidized health care
organizations and the lack of orientation towards customer benefit. As a consequence
of that, the health care sector shows a relatively underdeveloped information system
structure (Parente, 2000). However, in order to provide optimal health service
delivery there is a long-standing practice of including information beyond the
traditional boundaries of a single health care organization (Scott, 2002). Furthermore,
there is an imminent obligation for cooperation in order to comply with the
requirement of both, internal (doctors, pharmacists, nurses) and external stakeholders
(patients, governmental agencies, suppliers). Baltacioglu et al. (2007) defined
Capacity and resource management as management of capacity and resources of

service that are organized effectively and operated efficiently at optimal level.

2.4 Supply Chain Management and Service Quality in Public
Hospitals

The effects of supply chain management on health care service quality, has to do with
quality from an administrative point of view, medical service quality can be measured
from a professionally medical perspective, or from the recipient of such services, the
patient, or from an administrative perspective, which is the focus of this study. The
service quality of health care services rendered from an administrative perspective
primarily has to do making use of available resources and the ability to attract new
ones to cover the required needs of exceptional service, which provides the right

service at the right time at a reasonable cost. Supply chain management (SCM) deals
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with the management processes of flows of goods, information and funds among
supply chain partners in order to satisfy consumer needs in an efficient way (Chopra

& Meindl 2007).

Providing quality of health care service at a reasonable cost and rationalizing
resources should never be at the expense of a quality performance, which requires
efficiency at both the planning and executing phases, personal and professional
competency and finally an internally structured philosophy to deal with external
parties (Ayers. 2010). More accurately, the search for more resources requires the
development of public relations with the health sector as a whole. This personal
relation requirement is evident in the vague and complicated administrative
organizations. The health system, in general, is vague and complicated, requiring
tremendous effort for the promotion of administrative quality. This demonstrates the
great importance of supply chain management and its role in ensuring the quality of
medical services. Omar et al (2010) also stated that supply chain management
includes the management of product, information, and financial flow from the source
of supplies to the manufacture and assembly of the product right to the delivering of

the final product to consumers.

A public health supply chain is a network of interconnected organizations or actors
that ensures the availability of health commodities to the people who need them.
Organizations in the supply chain often include departments of ministries of health
(procurement, planning, drug regulatory board, human resources, and health
programs); central medical stores; donors; non-governmental organizations (NGOs);

regions and districts; health facilities; teams of community health workers; and
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private sector partners, such as third-party logistics providers, drug manufacturers,

distributors, and private service providers (McCutcheon & Stuart, 2000).

The supply chain management practices are viewed to be related to supply chain
responsiveness which will increase supply chain competitive advantage and then lead
to organizational performance (Sukati, Hamid, Baharun & Huam, 2011). The
effective supply chain management practices will reduce costs, boost revenues,
increase customer satisfaction, and also improve service delivery (Baltacioglu, Ada,

Kaplan, Yurt & Kaplan, 2007).

The healthcare supply chain is composed of three major players at various stages,
namely, producers, purchasers, and healthcare providers. Producers include
pharmaceutical companies, medical surgical products companies, device
manufacturers, and manufacturers of capital equipment and information systems.
Purchasers include grouped purchasing organizations (GPOs), pharmaceutical
wholesalers, medical surgical distributors, independent contracted distributors, and
product representatives from manufacturers. Providers include hospitals, systems of
hospitals, integrated delivery networks (IDNs), and alternate site facilities (Toba et al,

2008).

Many different stakeholders are involved in health care supply chain practices.
Therefore, the application of supply chain management practices in a health care
setting is almost by definition related to organizational aspects like building
relationships, allocating authorities and responsibilities, and organizing interface
processes. Different studies have highlighted the importance of organizational
processes when applying supply chain management practices. Moreover, recent

studies reveal that elements like organizational culture, the absence of strong
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leadership and mandating authority, as well as power and interest relationships
between stakeholders might severely hinder the integration and co-ordination of

processes along the health care supply chain (McCutcheon & Stuart, 2000).

2.5 Challenges for Supply Chain Management and Service Quality
Delivery

Health institutions encounter many challenges accompanied with new requirements,
namely; customer dissatisfaction, increasing cost of the health services, competition
and reducing the reimbursement for services. All of these factors force the health
organizations to adopt a system that can meet these requirements, dealing with the
continuous changes, technology changes, increase in the health services costing,

increase in competitive position and gaining customers’ satisfaction (Ali et al, 2012).

Meyer and Meyer (2006) in a round table discussion at MIT center for Transport and
Logistics pointed out a few important constraints in healthcare supply chain as: high
cost of healthcare, wasteful behaviours, and complex regulations and requirements.
They suggested solutions focused on making supply chain more demand driven,
increasing collaboration between involved parties, increasing visibility of practices

and inventory and better standard implementation.

According to H & HN research, December 2011, the key supply chain challenges are:
the underutilization of supply chain data standards results in significant inefficiencies
across the entire supply chain continuum; lack of representation at the top executive
level to recognize its strategic importance within the organization; supply chain silos

as many organizations still operate disparate supply chains serving individual
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departments and service lines, inhibiting an organization's ability to coordinate
purchases and limiting its ability to understand total supply chain costs; and clinician
resistance to change as physicians and other clinicians like choices and autonomy and

are often loyal to particular products and brands.

Irfan and ljaz, (2011) identified the service quality challenges to include: government
funding, lack of government interest in development of new healthcare projects in
rural areas and overburdened public hospitals due to rapid growth in population and
people trends to move from rural areas to major cities. Their research results showed
that doctors, nurses and supporting staff are not taking pain to attend the patient or to
provide individual care to the patients, take care of cleanliness, and sterilization of
equipments, lack of feedback mechanism showed a low commitment level towards

their responsibilities in public hospitals.

Hassan (2012) identified the following SCM challenges, namely: poor infrastructure,
bulky materials to be transported, poor planning special materials to be transported,
poor order request form filling and late arrival of order request form. This study will
focus on the on nine SCM challenges namely: poor infrastructure, poor order request
form filling, loyalty to certain products by prescribers or clinicians, lack of financial
resources, late arrival of order request form, uncertainty in terms of supplies, lack of

qualified personnel, uncertainty in terms of demand and lack of proper planning.

Among the major challenges facing the public hospitals are stock outs and expired
drugs occur at all levels in the public systems including distribution outlets, district

stores, and hospitals MOH, (2009b) particularly in the public system in rural
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communities (Elliot, 2008). The causes, as suggested by previous studies and during
recent interviews with stakeholders are related to lack of funding MOH,(2009c) and
limited control of drug quality and pricing Elliot, (2008) such as counterfeiting
Wendo, (2008), mark ups Elliot (2008): expired drugs Tebajjukira,(2009) and lack of
transparency and regulation concerning price MOH, (2009b; Kiapi, (2008;). Problems
also constitute leakages including commissions and pilferage Kaheru, (2009) and lack
of coordination with the private sector in procurement MOH, (2009c); forecasting
Izama, (2009), problems of unsolicited drug donations, parallel production and lack of
overview of available stocks MOH, (2008b). While some of the above are closely
linked with logistic problems, specific challenges with the drug supply chain are
pointed out including: Lack of efficient funding and ordering processes means it can
take six months to complete tendering process, lack of competent staff (MOH, 2009b;
Kimera, 2008; All Africa, 2009; Okuonzi, 2009) and poor coordination between store

manager and medical clinicians.

2.6 Summary of Literature Review

The research concludes that SCM practices that are suitable to public healthcare,
namely information and technology management, demand management, customer
relationship management, supplier relationship management, capacity and resource

management to be included in the research framework.

2.7 Conceptual Framework

Based on the above literature review, the following conceptual framework can be

drawn.
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Independent variables Dependent variable

SCM Practices Dimensions Service Quality Dimensions

Relationship with

v

suppliers
Compatibility
Responsiveness
— Trust
Specifications and
standards > » Safety
Reliability
Delivery Assurance

Y

After procurement service

\ 4

Source: Author (2014)

Figure 1: Conceptual Framework

The study framework defines the relationships between supply chain management
dimensions specific to healthcare (relationship with suppliers, compatibility,
specifications and standards, delivery and after-sales service) on the quality of health
services' dimensions among public hospitals in Nairobi County from the perspective

of procurement officers or equivalents and doctors or equivalents.

The independent variables are the supply chain management dimensions which
include:

i) Relationship with suppliers: the relationship of supply chain managers (or

equivalents) in hospitals with the companies that supply products to the
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hospital.

ii) Specifications and standards: specifications set by the supply officers as

conditions for the supply in the tender.

iii) Delivery: indicates to delivery dates between the supply officer at the hospital

and the company that supply medical equipment and supplies. Delivery
represents financial or contractual arrangements amongst physicians,

hospitals, and patients (Dobrzykowski et al, 2012).

iv) After procurement service: follow-up maintenance and service and supply

parts and needs by suppliers to the hospital after the sale.

Compatibility: Compatibility in strategic objectives and cultural values of
business partners facilitates supply chain capabilities (Rajesh and Matanda,
2012). Compatibility is the appropriateness of medical equipment and supplies
to the specifications and standards that have been agreed upon between the
supply administrator in the hospital and the company that supplied such

equipment and supplies.

Dependent Variable (Quality of Health Services): the delivery of health care services

and it's continuous improvements to meet the needs of patients, through work

completion by highly skilled staff members dedicated to high quality service (Shaikh,

2005). The dimensions of health service quality are represented through:

Responsiveness: suppliers speed and accuracy in response to client requests
(hospital). Responsiveness has high validity and reliability in measuring the
quality of services in health care sector. (Kazemzadeh, Jahantigh, Rafie, &
Maleki, 2011).

Trust: The degree of reliability enjoyed by the supplier from the viewpoint of

supply officers at the hospital. Trust is conveyed through faith, reliance, belief,
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or confidence in the supply partner (Spekman, Jr, & Myhr, 1998).

iii.  Safety: Service provided to be free from uncertainty, risk and doubt to a
certain degree. By increasing the complexity of health care, the demand for
improving patient safety and monitoring the quality of services has become a
critical issue (Manias, 2010).

iv.  Reliability: examines the ability of the service provider to perform services
right the first time and keep service promises (Smith, Smith & Clarke 2007).

v.  Assurance: knowledge and courtesy of employees and their ability to convey

trust and confidence (Smith et al. 2007; Kay & Pawitra 2001).

The service quality includes two dimensions; the first dimension deals with
procedures and specific systems which are established to provide the service, while
the second is a personal and concerned with the interaction among workers and their

attitudes and behaviors with customers (Abu-Kharmeh, 2012).

25



CHAPTER THREE: RESEARCH METHODOLOGY

3.1 Introduction

The chapter discussed the methodologies that were used in gathering the data,
analyzing the data and reporting the results. Here the researcher aimed at explaining
the methods and tools used to collect and analyze data to get proper information
related to the impact and challenges of supply chain management practices on

services quality among public hospitals in Nairobi County.

3.2 Research Design

The study adopted a case study descriptive design. According to Donald and Pamela
(2006), descriptive research a descriptive study deals with the what, how and who of a
phenomenon which is the concern for this study. The study specifically tried to
ascertain the SCM practices among public hospitals in Nairobi County and sought to
show their relationships to service quality. The study identified the challenges faced
in the adoption of SCM practices. Descriptive survey was considered appropriate for
the study since it helped the researcher to describe the phenomenon under study in its
current state and its characteristics from a larger number of respondents at lower cost

within a short period of time.

3.3 Sample Design

The unity of study was the hospital. The researcher conducted a census on all the
seven (7) public hospitals in Nairobi County (See appendix I). Judgmental sampling
was used to select the respondents as they were more conversant with these practices

and gave accurate and objective information.

According to Mugenda and Mugenda (2003), a sample of between 10%-30% is
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considered adequate for generalization of the findings to the whole population if the
sample is well chosen. Following the high level of homogeneity among the target
population, the study selected 20% of the sample size which is within the acceptable
ranges according to Mugenda and Mugenda (2003). The sampling frames comprised
the section of the employees from the seven Public Hospitals in Nairobi County. A
representative sample of 40 (20%) of the population were be selected using stratified
sampling technique from their respective Finance and Supply chain management
departments (or equivalents). Sekaran and Bougie, (2010) cited a sample size larger
than 30 and less than 500 are suitable for most researches. Simple random sampling
was used to select employees that participated in the study. The sample is distributed

as shown in Table 1 below:

Table 1: Sample Size

Population category Population Sample Sample
proportion Size
Kenyatta National Hospital (General ward) 87 20% 17
Kamiti Hospital 10 20% 02
Pumwani Maternity Mgt. Board 24 20% 05
Mbagathi District Hospital 15 20% 03
Mathare Mental Hospital (General ward) 28 20% 06
Mama Lucy Kibaki Hospital 12 20% 02
National Spinal Injury Hospital 23 20% 05
Total 199 40

Source: Author (2014).

3.4 Data Collection

The study used primary data collected through a structured questionnaire which was
be divided in parts A, B, C and D. Part A obtained the demographic profile. Part B
collected data on SCM dimensions. Part C collected data on effects of SCM practice

on service quality dimensions and part D entailed the SCM practices and service
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quality delivery challenges in public hospitals in Nairobi County.

The questionnaire is a fast way of obtaining data as compared to other instruments
(Mugenda & Mugenda, 2003). The questionnaires will be administered by the drop-
off and pick-up later method. A five point non-comparative Likert scale will be used
for the closed ended questions As it is simple to construct, and is easy for the
respondents to read, understand and respond appropriately to the statements put

across.

3.5 Data Analysis

Data collected was analyzed using descriptive and regression analysis. Objectives (i)
and (iii) were analyzed using descriptive design to document the SCM Practices at the
public hospitals and the challenges faced in implementing the SCM Practices.
Regression analysis will be used for objective (ii) established the extent to which the
five independent variables, relationship with suppliers, compatibility, specifications
and standards, delivery and after procurement service. A regression analysis was

conducted on the model shown below:

Y =a+ bixs+ boxo+ baxs + baXa + bsxs + €
Where:

Y is Service Quality

aisthe Y intercept when x is zero

bs, by, bs, by and bs are regression weights attached to the variables;

X1 = Relationship with suppliers; X, = Compatibility; X3 = Specifications and
standards; X, = Delivery; Xs = After procurement service; e = error term
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CHAPTER FOUR: DATA ANALYSIS, FINDINGS AND
DISCUSSIONS

4.1 Introduction

This chapter presents research findings, analysis of the data and interpretation of the
data collected from the respondents. It also presents findings and the discussion about
supply chain management practices and service quality among public hospitals in
Nairobi County, Kenya. The data was collected and reports were produced in form of

tables and figures and qualitative analysis done in prose.

4.2 Response rate

A total of 40 questionnaires were administered, out of which 33 were completely
filled and returned. This gave a response rate of 82.5%. According to Mugenda and
Mugenda (2003) the statistically significant response rate for analysis should be at

least 50%.

Table 4.1: Response rate

Completed 33 82.5%
Not Completed 7 17.5%
Total 40 100%

Source: Research data (2014)

4.3 General Information

4.3.1 Years Employed in Public Hospitals in Nairobi County

The table 4.2 below illustrates the number of years the respondents have been

employed in the public hospitals.
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Table 4.2: Years Employed in Public Hospitals

Age Frequency Percent
1-5years 6 18.2%
6 — 10 years 13 39.4%
11 — 15 years 8 24.2%
Over 15 years 6 18.2%
Total 33 100.0%

Source: Research data (2014)

From table 4.2 above, 81.8% of respondents had well over six years work experience

meaning they were competent to answer the questions.

4.3.2 Gender of the Respondents

Table 4.3: Gender of the Respondents

Gender Frequency Percent
Male 19 56.3
Female 14 43.7
Total 33 100.0%

Source: Research data (2014)

The table 4.3 illustrates the gender of the respondents interviewed. From the findings,
56.3% were male while 43.7% were female implying imbalanced gender distribution

supply chain managers (or equivalents) among public hospitals in Nairobi county.

4.3.3 Respondents’ Level of Education

Table 4.4: Respondents’ Level of Education

Level of Education Frequency Percent
College/University Diploma level 7 21.2%
Bachelors Degree 14 42.4%
Masters Degree 10 30.3%
PhD Degree 2 6.1%
Total 33 100.0%

Source: Research data (2014)

From table 4.4 above, the respondents were well conversant with the issues relating to

supply chain management practices.
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4.3.4 Respondents Management Level

Table 4.5: Respondents management Level

Age Frequency Percent
Low Level Management 9 27.3%
Middle Level Management 13 45.4%
Top Level Management 11 33.3%
Total 33 100.0%

Source: Research data (2014)

The respondents were asked the management level they fell under. From the findings,

majority of them 45.4% were in the middle level management, 33.3% were in the top

level management while 27.3% were in the low level of management.

4.4 Extent of Supply Chain Management Practices Implementation

The research sought to establish the various supply chain management practices that

had been implemented among the public hospitals in Nairobi County. The

respondents were asked to rate the extent in which they were in agreement with

various statements on a scale of 1 — 5, where 1 was to a very small extent and 5 to a

very large extent.

Table 4.6: Supply Chain Management Practices

Supply Chain Management Practices Mean S. Dev
After procurement service 4.6873 1.1189
Specifications and standards 3.9616 0.3827
Compatibility 3.6134 0.3184
Delivery 2.5342 0.4517
Relationship with Suppliers 1.1454 0.2341

Source: Research data (2014)

From the findings on table 4.6 above, the following SCM practices have been

implemented to a large extent, namely; after procurement service (mean 4.6873),

specifications and standards (mean 3.9616) and compatibility (mean 3.6134).
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Delivery (mean 2.5342) had been implemented to a moderate extent and relationship

with suppliers (mean 1.1454) had been implemented to a small extent.

4.5 Impact of Supply Chain Management Practices on Service
Quality Dimensions

The respondents were asked to rate impact of SCM Practices on Service Quality
Dimensions. The respondents were asked to rate their level of agreement with various
statements on a scale of 1 — 5, where 1 was to a very small extent and 5 was to a very

large extent. The findings are illustrated below.

4.5.1 Relationship with suppliers

The respondents were asked to rate impact of relationship with suppliers on service

quality dimensions

Table 4.7: Relationship with suppliers

Relationship with suppliers: Mean S. Dev
Trust 45134 1.1456
Responsiveness 3.8862 0.8932
Assurance 3.5354 0.8692
Reliability 2.9179 0.7129
Safety 2.3914 0.6641

Source: Research data (2014)

From table 4.7 above, the study established that relationship with suppliers’ impacted
to a large extent on the following service quality dimensions; trust (mean 4.5134),
responsiveness (mean 3.8862) and assurance (mean 3.5354). On reliability, it had a
moderate extent of impact (mean 2.9179) and to a small extent on safety (mean

2.3914),
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4.5.2 Compatibility of Information and Technology

The respondents were asked to rate impact on compatibility of information and

technology on service quality dimensions. The findings are distributed in table 4.8.

Table 4.8: Compatibility of Information and Technology

Compatibility of Information and Technology Mean S. Dev
Trust 4.6817 1.2451
Responsiveness 4.3153 0.8932
Safety 3.7913 0.7354
Reliability 2.9630 0.5548
Assurance 2.1547 0.4782

Source: Research data (2014)

From table 4.8 above, the study established that compatibility of information and
technology impacted to large extent the following service quality dimensions: trust
(mean 4.6817), responsiveness (mean 4.3153) and safety (mean 3.7913). Reliability
(mean 2.9630) it had a moderate extent of impact and assurance (mean 2.1547) to a

small extent.

4.5.3 Standards and specifications

The respondents were asked to rate impact of standards and specifications on service

quality dimensions. The findings are illustrated in table 4.9 below.

Table 4.9: Standards and specifications

Standards and specifications: Mean S. Dev
Assurance 4.5239 1.3634
Safety 4.4751 1.0038
Reliability 3.9861 0.9841
Trust 3.7416 0.9742
Responsiveness 1.2385 0.4189

Source: Research data (2014)

From table 4.9 above, the study established that standards and specifications impacted

to large extent the following service quality dimensions: assurance (mean 4.5239),
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safety (mean 4.4751), reliability (mean 3.9861) and trust (mean 2.9630). On

responsiveness (mean 1.2385) it had a small extent of impact.

4.5.4 Delivery

The respondents were asked to rate impact of SCM practices on delivery. The

findings are illustrated in table 4.10 below.

Table 4.10: Delivery

Delivery Mean S. Dev
Assurance 4.6129 4.6129
Safety 4.5236 1.1244
Trust 3.6013 0.7655
Responsiveness 3.3491 0.6751
Reliability 2.3185 0.4538

Source: Research data (2014)

From table 4.10 above, the study established that delivery impacted to large extent the
following service quality dimensions: assurance (mean 4.6129), safety (mean 4.5236),
and trust (mean 3.6013). Delivery impacted to a moderate extent on responsiveness

(mean 3.3491), and to a small extent on reliability (mean 2.3185).

4.5.5 After procurement service

The respondents were asked to rate impact of SCM practices on after procurement

service. The findings are illustrated in table 4.11 below.

Table 4.11: After procurement service

After procurement service Mean S. Dev
Reliability 4.5387 1.0938
Assurance 4.3834 0.9713
Responsiveness 4.1908 0.9413
Safety 3.4168 0.7643
Trust 2.2537 0.4355

Source: Research data (2014)
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From table 4.11 above, the study established that delivery impacted to large extent the
following service quality dimensions: reliability (mean 4.5387), assurance (mean
4.3834), and responsiveness (mean 4.1908). Delivery impacted to a moderate extent

on safety (mean 3.4168), and to a small extent on trust (mean 2.2537).

4.6 Regression Analysis

The researcher carried out a multiple regression analysis to test the influence of the
independent variables on the dependent variable. The findings are shown in the table
4.12 below.

Table 4.12: Regression Coefficients

Model Unstandardized Standardized T Sig.
Coefficients Coefficients
B Std. Error Beta

(Constant) 4.587 .286 16.038 .003
Relationship with -4.682 511 312 -9.162 .001
suppliers

Compatibility 2.137 213 .685 10.032 .002
Specifications and .639 .198 463 3.227 .047
standards

Delivery 3.671 506 879 7.255 .032
After procurement 2.167 458 513 4.731 .031
service

Source: Research data (2014)

From table 4.12 above, the resulting regression equation was as follows:
Y=4.587 - 4.682X; + 2.137X,+ 0.639X3 + 3.671X,+ 2.167Xs + €
Where Y= Service Quality; X; = Relationship with suppliers; X, = Compatibility;

X3 = Specifications and standards; X, = Delivery; Xs = After procurement service

The regression equation above has established that taking all factors into account
constant at zero, service quality will have an autonomous value of 4.587. The findings

presented also show that taking all other independent variables at zero, a unit increase
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in the relationship with suppliers would lead to a 4.682 decrease in the service quality
among public hospitals in Nairobi County. A unit increase in compatibility would
lead to a 2.137 increase in the service quality among public hospitals in Nairobi
County. A unit increase in specifications and standards would lead to a 0.639 increase
in service quality among public hospitals in Nairobi County. A unit increase in
delivery would lead to a 3.671 unit increase in service quality among public hospitals
in Nairobi County. All the variables were significant as the P-values were less than

0.05.

Table 4.13: Model Summary

Model R R Square Adjusted R Square Std. Error of the Estimate

1 798 .636 612 0.1235

a. Predictors: (Constant), Relationship with suppliers, Compatibility, Specifications
and standards, Delivery and After-sales service

From the findings the R-Square which is the coefficient of determination is a
commonly used statistic to evaluate model fitness. The adjusted R* is also called the
coefficient of multiple determination, is the percentage of the variation in the
dependent variable explained uniquely or jointly by the independent variables. 61.2%
of the variations in service quality can be attributed to the combined effect of the
predictor variables. This means that 38.8% of the changes in the changes can be

attributed to other factors.

Table 4.14: ANOVA Results

Model Sum of Squares df Mean Square F Sig.
Regression 23.498 5 4.699 7.779 .031
Residual 16.312 27 .604

Total 39.801 32

Source: Research data (2014)

36




The P-value of 0.031 indicates that the regression relationship is significant in
predicting how the five independent variables (relationship with suppliers,
compatibility, specifications and standards, delivery and after procurement service)
influence service quality among public hospitals in Nairobi County. The F critical at
5% level of significance is 2.57. Since F calculated is 7.779 is greater than the F

critical (value = 2.57) thus showing that the model is significant.

4.8 Challenges Faced in the Implementation of SCM
The respondents were asked to which they concur with the statements concerning the

Challenges faced in the implementation of SCM.

Table 4.15: Challenges Faced in the Implementation of SCM

Mean S. Dev
Loyalty to certain products by prescribers 4.6351 1.3796
Uncertainty in terms of supplies 4.5614 1.2457
Lack of proper planning 4.4167 1.1094
Lack of financial resources 4.0128 0.9943
Stock outs 3.2139 0.8562
Late arrival of order request form 2.4915 0.4768
Lack of qualified personnel 2.2905 0.4566
Uncertainty in terms of demand 1.3452 0.4257
Poor order request form filling 1.1654 0.4413

Source: Research data (2014)

From table 4.16 above, majority of the respondents agreed that the following
challenges namely; loyalty to certain products by prescribers; uncertainty in terms of
supplies; lack of proper planning and lack of financial resources were challenges
facing the implementation of SCM. The study further established that majority of the
respondents were undecided on whether stock outs was a major challenge facing the
implementation of SCM. The study also established that majority of the respondents
disagreed that lack of qualified personnel was a challenge facing the implementation

of SCM. Majority of those interviewed disagreed that late arrival of order request
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form and, lack of qualified personnel were major challenges facing the
implementation of SCM. The study further established that poor order request form
filling and uncertainty in demand were not major challenges facing the
implementation of SCM as a majority of respondents strongly disagreed with the

statements.
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CHAPTER FIVE: SUMMARY, DISCUSSIONS, CONCLUSIONS
AND RECOMMENDATIONS

5.1 Introduction

This study sought to explore the SCM practices among public hospitals in Nairobi
County, the impact of these practices on quality of service in public hospitals in
Nairobi County and the challenges that public hospitals encounter in implementation
of SCM practices. The objectives of the research were: To establish the supply chain
management practices in public hospitals in Nairobi County; To determine the impact
of supply chain management practices on service quality dimensions among public
hospitals in Nairobi County; To determine the challenges of supply chain
management among at Public Hospitals in Nairobi County. This chapter gives the
discussion of findings, conclusions, recommendations and suggestions for further

research.

5.2 Summary of Findings and Discussions

The following were the major findings from data analysis: On SCM practices namely;
after procurement service, specifications and specifications and compatibility were
implemented by a majority to a large extent. Real time delivery was practiced by a
majority to a moderate extent. Regarding relationship with suppliers it was found out

that a majority implemented it to a small extent.

Regarding the relationship between SCM practices and service quality, three variables
out of the five analysed among the public hospitals in Nairobi County namely
delivery, compatibility and after procurement service had strong statistically

significant relationship with service quality. The remaining two variables namely
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relationship with suppliers and specifications and standards had weak statistical

significant relationship with service quality.

Finally, the challenges faced by the public hospitals in Nairobi County in
implementing SCM practices are: loyalty to certain products by prescribers,
uncertainty in terms of supplies, lack of proper planning, and lack of financial
resources. Stock-outs, late arrival of order request form, lack of qualified personnel,
uncertainty in terms of demand and poor order request form filling were challenges to

a small extent.

5.3 Conclusions

From the research findings, SCM practices implemented to a large extent were; after
procurement service, specifications and specifications and the practice to be fully

implemented was relationship with suppliers.

The research established a positive correlation between service quality and SCM
practices namely; relationship with suppliers, compatibility, standards and
specifications, delivery and after procurement services. This reveals the viability of all
variables in the research. In regression analysis, it was established that 61.2% of the
variations in service quality was attributed to the combined effect of predictor

variables; thus the model is significant.

Finally, the study conclude that the major challenges faced by public hospitals in
Nairobi County were; loyalty to certain products by prescribers, uncertainty in terms

of supplies, lack of proper planning, and lack of financial resources.

40



5.4 Recommendations

Based on the study results, some recommendations can be proposed by the study;
Firstly, public hospitals need to focus on SCM practices in order to improve service
quality. Secondly, supply chain officers' need to contribute significantly to increase
the service quality of health provided to different beneficiaries. Thirdly, hospital
management should focus building strong relationship with suppliers in accordance

with specific guidelines

5.5 Limitations of the Study

The respondents being busy professionals, it was very hard to convince them to take
part in the questionnaires and some actually declined taking part in the study. The
findings of this study and application thereof are limited to Public Hospitals in
Nairobi. It is therefore important to note that the findings of this study can only be

used for comparative purposes.

5.6 Suggestions for Further Study

The present study used only public hospitals in Nairobi county, future studies should

consider expanding their scope to include private hospitals.

Further studies related to the health sector can be conducted especially comparative

studies between public, private and military health service sectors.
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APPENDICES

Appendix I: Questionnaire
Introduction

This questionnaire has been designed for the sole purpose of collecting data on the
impact of Supply Chain Management Practices on Service Quality in Public Hospitals
in Nairobi County, Kenya. The data collected will be treated with a very high degree
of confidentiality and it is meant for academic purposes only.

Part A: Demographic Profile

1. What is your Department?

2. How many years have you been employed in public hospitals in Nairobi
County?

(Please tick where appropriate)
1-5vyears [] 6— 10 years [] 11-15years [ ]
Over 15 years []

3. Gender (Please tick where appropriate)

Male [] Female [

4. Education level (Please tick where appropriate)
College/University Diploma level [__]  Bachelors Degree [_]
Masters Degree [ | PhD Degree [ ]
OLhers SPecify... .. oo v e e et e et e e et e e e e e
5. Please indicate the category you fall under.

Management level: Top [] Middle L1 Low [
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6. Age Bracket (Please tick where appropriate)
Less than 25 [] 26-34 ] 35-44 []

45 54 ] More than 55 ]

Part B: Supply Chain Management Practices
Please rate to what extent the following Supply Chain Management Practices are

practiced in your organization. The scale below will be applicable:

1 =To a very small extent, 2 = Small extent, 3 = moderate extent, 4 = Large extent

5 = very large extent.

The following are supply chain management dimensions :

Clear specifications and standards leads to right medical
equipments and supplies acquisition.

Compatibility

Delivery is timely

Good working relationship with Suppliers

After procurement service

Part C: Impact of Supply Chain Management Dimensions on Service Quality
Dimensions

Please rate the impact of SCM Practices dimensions on Service Quality Dimensions.
The scale below will be applicable:

1 =to a very small extent, 2 = Small extent, 3 = moderate extent, 4 = Large extent 5
= very large extent.

1 2 |3 |4 E

Relationship with suppliers:

Responsiveness

Trust

Safety

Reliability

Assurance

Compatibility of information and technology

Responsiveness

Trust

Safety

Reliability
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Assurance \ \ \

Standards and specifications:

Responsiveness

Trust

Safety

Reliability

Assurance

Delivery:

Responsiveness

Trust

Safety

Reliability

Assurance

After procurement service:

Responsiveness

Trust

Safety

Reliability

Assurance

Part D: Challenges Faced in the Implementation of SCM

Please indicate the extent to which you concur with the following statements
concerning the Challenges faced your organization the implementation of SCM.

Use the scale of: 1= strongly disagree 2= Disagree 3= Undecided 4= Agree 5=
strongly agree

Supply chain management challenges faced:

Lack of proper planning

Stock outs

Lack of financial resources

Lack of qualified personnel

Poor order request form filling

Uncertainty in terms of demand

Uncertainty in terms of supplies

Late arrival of order request form

Loyalty to certain products by prescribers

Any other. Please state
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Appendix I1: Public Hospitals in Nairobi County:

1. KAMITI HOSPITAL

2. KENYATTA NATIONAL HOSPITAL (GENERAL WARD)
3. MAMA LUCY KIBAKI HOSPITAL

4. MATHARE MENTAL HOSPITAL (GENERAL WARD)

5. MBAGATHI DISTRICT HOSPITAL

6. NATIONAL SPINAL INJURY HOSPITAL

7. PUMWANI HOSPITAL MANAGEMENT BOARD

Source: NHIF, 2013 accreditation Index
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