FACTORS AFFECTING CUSTOMER SATISFACTION IN
PUBLIC HOSPITALS IN KISUMU MUNICIPALITY

BY

TOM NYAGAKA NYAMWANGE

A Research Project Submitted in Partial Fulfilment of the
Requirements for the Award of the Degree of Masteof Business
Administration, School of Business, University of Idirobi

October 2012



DECLARATION

This research project is my own original work arak mot been presented to any

university for any award.

SIgNed.....iee Date.......cooovviiiiiemee .
Tom Nyagaka Nyamwange
D61/75582/2009

This research project has been submitted for exatioim with my approval as the

candidate’s supervisor.

Signed.......coooiiiii e, DAtEL
Tom Mutugu
Senior Lecturer

University of Nairobi



DEDICATION

This research work is dedicated to my mother YuB@sra Nyamwange and my late

father David Nyamwange.



ACKNOWLEDGEMENT

| would like to acknowledge the support and prafasa guidance of my lecturer and
supervisor Mr. Tom Mutugu whose constructive cistie, patience and understanding
made it possible for me to complete this proje@m also indebted to Dr. Munyoki
for accepting to moderate this project at shoricegin the absence of my supervisor.
Also, | acknowledge the support | received from Kisumu East District Hospital
and The New Nyanza Provincial Hospital through ulsiefformation that enabled me

to complete this study.

| am equally grateful to my friends Vincent Liposidathan Orora, Josiah Moriasi,
Churchil Ododa, Felix Omamo, Paul Oracha and Bainine Odhiambo for the
incisive discussions and academic discourse thdedadreat value to this project.
Special dedication also goes to my Siblings Geo@wrles, Grace, William, Joyce

and Margaret for inspiring me to pursue furthercdion.

To my wife Shirley and children Greg, Valerie andnéssa for their unwavering

love, patience and understanding during the weekand long study hours.

Finally, | give thanks and honor to the Almighty @5tor His unwavering love and

protection throughout my academic life.



ABSTRACT

The health care industry requires advocating fagule improvement of the
“redesigning” of “customer needs” in order to maintthe good relationship of
service quality and patients’ overall satisfactidime purpose of this study was to
investigate the factors that influenced customeisfe&tion at the Kisumu District
Hospital and the New Nyanza Provincial Hospital] &cated in Kisumu
Municipality. In particular, it sought to establijsirom the patients’ perspectives,
whether the hospitals ensured satisfaction thraingé taken to attend to the patients,
employees’ abilities and attitude, adoption of Fgspital ambience, costing of

services, and in-patient services.

Towards achieving this, the study adopted a suresgarch design targeting data
from a total of 1450 patients from the two selegtabllic hospitals. The primary data
was collected from 114 participants using researaleinistered questionnaires, and
thereafter analyzed using descriptive statisti¢e Statistics were generated with the

aid of Statistical Package for Social Sciences GRSrsion 20.0 software.

Based on the findings, the study recommends thiat 8OH guidance requiring all
medical facilities to adopt speedy responses teemaineeds is designed and an
oversight body empowered to oversee its implemematThe study further
recommends to the hospitals’ management to sed¢keoasupport towards converting
all work spots to IT compliance platforms not ortly enhance efficiency and
effectiveness, but also to portray a quality pectpe to the visiting customers.

Finally, if possible the hospitals’ management stioa-evaluate their costing.
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CHAPTER ONE

INTRODUCTION

1.1 Background of the Study
In these contemporary times, modern approachesdiméss execution are based on

customer satisfaction. It can, therefore, be surimedrthat as business practices have
evolved, the need for the presence of customesfaation has evolved too. Modern
day organizations go to extensive lengths to enthattheir customers are satisfied
with the product or service being offered (Dent@f91). Businesses make use of
numerous different techniques to develop rappdtt tie customer in order to let the
customers feel at liberty to provide feedback te tusiness about their level of
satisfaction. This has lead to the emergence ddparate field of study known as
Customer Relationship Management (CRM). This haearfor the singular purpose
of ensuring customer satisfaction and making tretacner feel comfortable with the

product or service being offered (Hill and Alexandz006).

Modern business establishments need to ensurergtagbnship with their clients as
is widely acknowledged that customer is king. Gosldtions lead to repeat purchase
and good marketing of the firm through positive svaf mouth. Kotler and Keller
(2009) argue that the cornerstone of a well cormzkimarketing orientation is strong
relationships hence organizations must connect aigtomers by making them the
centre of their culture. This is done by ensurihg firm gets regular feed back
through the use of tools like questionnaires fillgthe clients. These can be dropped
at suggestion boxes or received through postal wraiélectronic mail at regular

intervals.



Customer satisfaction is an evaluation of the peecediscrepancy between prior
expectations and the actual performance. Custoat&faction is established when
services fulfill the needs desired by customerss{&sson, 2005). This is usually
confirmed by evaluating the satisfaction attained the clients through repeat
purchase behavior for competing products or sesvi€ustomers in a competitive
environment will shift their loyalty if their desis are not fulfilled as per their

expectation.

1.1.1 Customer Satisfaction

The concept of this study is customer satisfactiorpublic hospitals in Kisumu.

Customer satisfaction, according to Olsen and D¢2@09), is a feeling of pleasure
on the offer’s perceived performance in relatiobtryers’ expectations, that is, what
the customer wants/requires from the product/sen&atisfaction with a product or
service indicates a favorability of customer’s sdhive evaluation of the outcome
and experience associated with consuming a pradwsgrvice (Hutt and Speh 2009).
According to Louis and Kurt (2000), customer satisibn is the result of a good or a
service in meeting or exceeding the client’'s nesubexpectations. Kotler and Keller
(2009) offer that in general, satisfaction is aspets feelings of pleasure or
disappointment that result from comparing a progduar service’'s perceived

performance to their expectations. From the fonegoicustomer satisfaction is
operationally construed as an attitude that reletdke patient’s fulfillment response
and that several factors such as responsiveneggoyae ability, civility, politeness,

access, communication, sociability and affordabiidakland, 2000), come into play

before satisfaction is achieved.



Oliver (2005) considers it a judgment that a praduca service feature provides
pleasurable levels of consumption. The implicatdrihis is that service firms must
endeavor to meet the expectations of every cust@ndrtheir testimonials are the
best advertising a service firm can get (Kurtz &ow, 2002). The cost of positive

word of mouth is zero but more costly when it igateve and hence firms must strive
to ensure it is positive at all times in order sdrgor maintain a competitive edge over
competitors. According to Reicheld (1998), loyalty important in service

organizations’ growth hence measuring it and mamaigimakes good sense.

Zeithaml and Bitner (2000) suggest that one ofptime causes of poor performance
by service firms is that they do not know what theistomers expect. They also note
that many service firms are keen to provide quadiyvice but fall short simply
because they do not have an accurate understamdivghat customers expect.
Because a service must be performed and consunted aame time, the quality of
service is highly dependent on the ability of tleevice provider and the quality of

interaction between the provider and the customer.

Kurtz and Clow (2002) identified the first crucifdctor of attitude and skills of
employees which they termed managing the human exiemSecondly, the
perishability nature of services denotes the fhat services are performed in real
time and cannot be inventoried. The time factorliespthat the time periods when
services are performed match with expectationsustarners in order to guarantee
satisfaction. This relates to reducing the cyatgetiwhich is an indicator of efficiency

(Kurtz and Clow, 2002).



Anderson and Fornell (2004), state that the denfandervice should be matched
with the capacity to provide the service. Thisnsréference to operational inputs
which include both physical facilities and employsgacity to provide the services.
Boone and Kurtz (2010) add that the state of aaroegtion’s technology, complaint
management, bureaucracy, atmosphere and ambiente ofervice supplier and
customer data management are also factors thatmieéethe service experience with
customers. As suggested by Hutt and Speh (201€xe #ppears to be a relationship
among these factors whereby internal service qudliives employee satisfaction

which in turn drives employee performance and gersrquality service.

Specific to the health care industry, Flood and Rof2006) advocate for regular
improvement of the “redesigning” and “customer reged order to maintain the good
relationship of the service quality and patient®rall satisfaction. They further

identify patients’ satisfaction as their psychotagior cognitive perceptions from the
services that are provided from the health caretecerDlson and Jiang (2002)
acknowledge that, still in the health care envirentn customer satisfaction is about
fostering and meeting customer expectations to owgrcustomer delivered value.
Empirically, Lam (2007) found in his study that mygmatients could differentiate the
performance in caring and curing that are servedth®y medical center service
providers. Kiran (2010) also found that co-opematand helpful staffs are able to
instill confidence among the customer of the headtre industry. Finally, Nwankwo

et al. (2010) found different perceptions of pateimn both public and private

hospital. They investigated that publics hospitale providing most unsatisfactory

service to the customer and identified reasons rasmtioned as the doctor's



responsiveness, length of appointment getting tane, access to core treatment and

opening hours.

1.1.2 Public Health Service Delivery

In a service industry, like healthcare, experieotéhe patient plays a crucial role in
rating and assessment of quality of services amdesjuent satisfaction. Quality in
healthcare may comprise of newer technology, neamer effective medication, and
higher staff to patient ratios, affordability, eféncy and effectiveness of service
delivery (Tam, 2005). The health sector comprides public system with major
players including the Ministry of Health and pa&aal organizations, and the private
sector, which includes private for-profit, Non Gawaental Organizations, and Faith
Based Organizations facilities (Republic of KenyRoK), 2010). In healthcare
industry service quality has become an imperativg@roviding patient satisfaction
because delivering quality service directly affeitts customer satisfaction, loyalty

and financial profitability of service businessg&sifis and Harrington, 2001).

In Kenya, Health services were provided througheéwork of over 5000 health
facilities countrywide, with the public sector syist accounting for about 51 percent
of these facilities (RoK, 2011). The public headtbctor consisted of the following
levels of health facilities: national referral hdajs, provincial general hospitals,
district hospitals, health centres, and dispensaHealth services were integrated as
one went down the hierarchy of health structurenfrthe national level to the
provincial and district levels. Provincial hospitadcted as referral hospitals to their
district hospitals. The provincial level acted asimstermediary between the national

central level and the districts. They oversaw thplementation of health policy at the



district level, maintained quality standards, andrdinated and controlled all district

health activities (RoK, 2011).

District hospitals concentrated on the deliveryhehlth care services and generated
their own expenditure plans and budget requireméatsed on guidelines from
headquarters through the provinces. The netwotkeafth centres provided many of
the ambulatory health services. Health centres rgépeoffered preventive and
curative services, mostly adapted to local needspdhsaries were meant to be the
system'’s first line of contact with patients, bntsome areas, health centres or even
hospitals were effectively the first points of cactt Dispensaries provided wider
coverage for preventive health measures, which avasimary goal of the health
policy. The government health service was suppleéeteby privately owned and
operated hospitals and clinics and faith-based nizgdions’ hospitals and clinics,
which together provided between 30 and 40 percémhed hospital beds in Kenya.
Depending on their comparative advantage, Non Gwowental Organizations
(NGOs), Faith Based Organizations and communitgthasrganizations (CBOS)

undertook specific health services (RoK, 2011).

For the sake of this study, public hospitals inufm were identified for participation.
There were only two public health centres withie #Municipality: Kisumu District
Hospital (KDH) and the new Nyanza Provincial Gehdfaspital (NNPGH). To
supplement their services, there were other hdspithich were privately owned or
operated by different religious groups or NGOs,varsities, parastatals and the

prisons service (Kisumu Municipal Council (KMC),122).



The KDH was located in Central Location, Winam Bign, Kisumu West
Constituency of Kisumu East District, in Kisumu @by The hospital offered
preventive, promotive and curative services anddrashpatient capacity of 180 beds.
The NNPGH was situated in Manyatta ‘B’ Sub-Locatigmlwa Location, Winam
Division, Kisumu West Constituency of Kisumu Easstilct, in Kisumu County. The
hospital’'s inpatient bed capacity was 457 and h@drbjor departments namely;
Administration; Outpatient; In-patient; Ear nosedathroat; Pharmacy; Dental;
Pediatrics; Pathology (Laboratory); Rehabilitatid@phthalmology; and Nutrition

(Omondi,2010).

1.2 Research Problem

The strategic benefits of achieving high levelscastomer satisfaction cannot be
overemphasized. According to Rust and Zahoric (2008tomer satisfaction leads to
increased customer loyalty and retention, incregsesdits or benefits, effective
branding and marketing, and a remarked gain inoowst confidence. This proves
that the benefits of customer satisfaction showddthe target of any serious firm
judging from the resultant gains. Christopher (20@ated that organizational survival
would depend upon their edging closer to theiramstrs after fully understanding the
customer’'s expectations. This understanding enaltes firm to know their
customers’ preferences fully and enables them m®gwoducts or services that meet
the customers’ needs. Doyle (2006) reiterated fbatorganizational strategy to
succeed, it should focus on satisfying the custdimeuugh commitment to meet their
needs more effectively than their competitors. Emces customers and makes them
feel that their importance is acknowledged by tine fand they, therefore, become

even more loyal to that firm.



There had been several studies carried out onroesteatisfaction and features that
would improve the services. In the Kenyan contettidies on the service sector
focused on perceived quality (Mureithi, 1996; Mwau2002; Mukiri, 2002; Kyengo,
2010; Tarus, 2010). Ngatia (2002) tried to bridge gap between perception of
service providers and customers on understandingeofice quality. Odhiambo
(2003) studied determinants of customer satisfadwo mobile phone subscribers in
Nairobi, which included customer service, servi@sponsiveness, pricing and
reliability. Mutuku (2011), using a case of Mbagattistrict hospital in Nairobi,
determined that dilapidated tangible resources siscbuildings, beds and furniture
common in public hospitals were interpreted to ynjplw quality service standards,
hence low level satisfaction index. Finally, Muny@eptember 2012) in a newspaper
article narrated cases of dissatisfied patient;yguiut of public hospitals thanks to
August/September 2012 country-wide industrial actiatiated by medical personnel

demanding pay hike negotiations.

The fact that no study had been conducted withen Kilsumu context inclined to
customer satisfaction justified the drive for tetsidy. Intently, the objective was to
investigate the significant factors that influencaatomer satisfaction in the public
health sector using KDH and NNPGH visiting patiesgarget respondents. Specific
factors included physical resources, employee dhiyalservice cycle time, and
adoption of ICT. This study was intended to filisttkknowledge gap by looking into
factors that affected what a customer considerédfaetory service at government
hospitals. Consequently, the study concentratetinoing solution for this research
guestion: what are the factors affecting custonagisfaction in public hospitals in

Kisumu Municipality?



1.3 Research Objective
The main objective of the study was to investigdte factors affecting customer

satisfaction in public hospitals in Kisumu Munidipa

1.4 Value of the Study
The findings of this study would be used by Goveznmplanners and other

stakeholders of medical health facilities in diffiet ways. The government planners
would use it to improve services in government itafgpand make available more
facilities and equipment for the increasing pogatat The private health providers
would also benefit from this research as they waudd it to improve their services
too. The research considered fundamental variablesg with efficiency and
effectiveness of business strategies, and the merasut of consumer satisfaction.
Considering that the new Nyanza provincial genacapital was in the process of
being convertedhto a referral hospital, the findings of this studlould be of pivotal
importance to that transformational process. LilsewiKisumu District Hospital was
set to be the County hospital for Kisumu Countyd amce the government intended
to upgrade all County hospitals, the study’s figdinvere of much value in informing

the transition.

The findings of this research would further be oféag contribution to the field of
academics and theoretical application. Academiceamt researchers in the field of
health sector marketing would find this study afuisguide for related future studies.
It would form the basis for further research aslvesl give insight into this little

researched health marketing field. It would identbanting areas to be further
researched on considering the dynamics in the thealttor. Moreover, the findings

would be of great value to the field of health garavision in the public health sector.



The government and other stakeholders had invdstadgily in this sector through
direct funding and infrastructural development. T$tady would, therefore, help
various stakeholders such as medical superintemdantd hospital management
boards to come up with better policies in manageénaérhospitals and to ensure
efficient and prudent use of resources. Finallwatld add value to the improvement
of relations between patients and hospital perdoaneé hence efficiency in service

delivery.
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CHAPTER TWO

LITERATURE REVIEW

This chapter reviewed literature related to theeotiye area of the study. The
significant areas covered include customer satisiac customer satisfaction and
service quality, attitudes and skill of employeeariability of operational inputs,
atmosphere and ambience of the service providercastomer satisfaction in public

hospitals.

2.1 Customer Satisfaction

A service is an intangible task that is offeredatisfy consumers and industrial users
(Boone and Kurtz, 2010). The major determinantusgteamer satisfaction in this case
then is service quality in service-based orgaromati It occurs in the form of actual
interaction between a consumer and a service pravithis forces organizations to
strive to ensure positive management of the sereimsounter. The provision of a
service is inseparable from the service providsrhighly perishable, difficult to
standardize, and highly variable. This leads twiserswitching when a customer

feels dissatisfied with a service encounter moreepeatedly.

Service markets are shaped by government polis@sal changes, business trends,
advances in information technology and internaiiatCollectively, these forces are
reshaping demand and supply, the competitive lap#sand even consumers’ style
of decision making. The implication of these to mgers of service based

organizations is that they need to focus more $hasp consumer satisfaction

11



strategies to meet the consumers’ needs and o#fkrev According to Zeithaml
(2000), customer satisfaction is thus the overafiression of the customer about the

supplier and the products and services deliverettidgupplier.

2.2 Customer Satisfaction and Service Quality

Mcver (2002) identified five determinants of sessiquality. The major and most
important factor is that there has to be the playswidence of the performance of the
service. The other is that there has to be religbWwhich refers to the consistency of
performance and dependability. This implies thatmy given time, customers are
assured of availability of the service. The thirdtetminant he referred to the
responsiveness or the willingness and the readwfessiployees to provide services.
This refers to the availability of motivated, skdl and trained human resource to
carry out the actual service. The fourth determimsuthe assurance or the confidence
communicated by the service provider. This relatessues like reliability, quality
and consistency of the service offered by the faimd the experience of the supplier.
The final determinant is that empathy must be comioated. This relates to the
service provider’'s efforts to understand the cusitsnneeds and to individualize the

service delivery.

In this highly competitive business environmentimB must embark on reducing a
service cycle (time required to complete a workcpss) to enhance efficiency. The
critical aspect to firms is to successfully mangmgblic relations and develop
customer-focused strategies. Christopher (2007)oexp other crucial factors that
influence the level of customer satisfaction whiectlude; time, attitude and skills of

employees, variability of operational inputs, casés relationship management,

12



customer data base management, understanding ofoners’ needs and
customization; and managing the customers’ interfathe other crucial factors
according to Kurtz and Clow (2002) are on bureamgraomplaint management
atmosphere and ambience of service supplier whemdted as being important

factors of influence to customer satisfaction.

2.3 The Service Cycle Time

In the present day, most services are deliverede@ time while customers are
physically present. Customers have become very tarescious and perceive time
wasted as a cost which should be avoided. The mest@xpects service to be
available when it suits them and not when it sthis supplier. Customers are also
concerned by the amount of time it takes betweekingaa request for service and
receiving it. Firms that have been successful mvise delivery do understand the
customer’s time constraints and priorities. TheNatmrate with operations managers
to find new ways to compete on speed. They stovaihimize customer waiting time

by speeding up services (Christopher, 2007). Thik dor constant review of staff

requirements to enable growing organizations torawg@ the number of employees

proportionally to the growing rate of customers.

For patients, even a perceived reduction in waitinggs is interpreted as a quality
care issue. Patients must perceive they are regetimely quality care. Expressing
interest in the patients' perception of the caey tieceive makes them feel valued and
important (Mangelsdorff and Finstuen, 2003). Boadre et al (2004) recommend
focusing on improving patients' perceptions thait wdervals are appropriate rather

than simply shortening the wait intervals. The authfound that overall satisfaction

13



was more strongly associated with the perceptiothefwaiting time than with the
actual (measured) wait. In some instances, prongiteqt processing is more

important to the patients than waiting for theieds to be addressed.

Frank-Soltysiak and Court (2002) found that evepeeted delays, by way of a staff
member providing the reasons for delay, result ieatgr satisfaction than those
patients who have to wait an equal amount of tint no explanation for the delays.
The perception of a delay is lessened when suffidigformation is provided to the
patient. Arendt et al. (2003) interviewed a grodipatients who left the emergency
department without being seen and found that né#rlpercent of those respondents
indicated that more frequent updates on expectatingaime would have helped
them wait longer. Oermann (2003) examined the tffe¢ engaging the patients
waiting in the clinic on their satisfaction withetrclinic visit. This study found that
patients who were distracted while they waitedhia tlinics, such as using the time

for patient education, were more satisfied.

2.4 Attitude and Skills of Employees

Kotler (2009) argues that the difference betwees sarvice supplier and another lies
in the attitude and skills of their employees. WeHdnaged firms devote special care
to selecting training and motivating the people whith be responsible for serving
customers directly. In addition to possessing #uhnical skills required by the job,
these individuals need good interpersonal skillsl an very positive attitude.
Employees who feel satisfied and happy at thes juditurally tend to be more helpful

and considerate towards customers.

14



According to the study by Schessinger and HesR&®X), customer loyalty in the
service industry indicates that more than two-thinfithe customers who defect do so
because they find service people indifferent andeipful. They further observe that
the failure to be responsive is the result of humesource policies and practices that
follow the industrial logic and effectively treaégple as though they were machines.
Frontline, customer-contact jobs are designedraplsiand as narrow as possible so
that they can be filled by almost anyone. Employsesis little of potential employees.
They use minimal selection criteria and set abymaW performance expectations.
At the same time these employees offer little iiume They keep wages as low as
possible, typically just above the legal minimunheTtraining they offer new hires is
rudimentary at best. Kaufman (2002) concluded is $tudy that in responsive
organizations, employees are trained in activedisig, creative problem solving and
attitude building activities. Training programmesed to be well structured and

implemented.

2.5 Variability of Operational Inputs

Unlike services, manufactured goods can be prodwated distant factory under
controlled conditions and checked for conformandé guality standards long before
they reach the customer. On the other hand, acsensi delivered directly and
consumed as it is produced. Service execution oftiéiers among employees,
between the same employee and different custonmer$ram one time of the day to
another. Such variability arises from the heteregeis nature of services. This is
because they are performed by people and no twahuwbeings are precisely alike
(Zeithaml, 2006). In a nutshell, therefore, sersiege difficult to standardize though

an almost uniform delivery can be achieved throwggieat performance.
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Kotler and Keller (2009) nevertheless conclude thatbest service firms have made
significant progress in reducing variability by @tiog standardized procedures,
implementing rigorous management of service quatigining employees carefully
and automating tasks previously performed by hurb@imgs especially repetitive
operations that are easily automated by developimgiomized operating systems.
They also make sure that employees are well tramedrvice recovery procedures in

case things go wrong.

2.6 Atmosphere and Ambience of the Supplier

Organizations have stepped up and styled up irtisgean image from the ambience
they display. Apart from making the customers waitarea pleasant, this serves as a
source of information where informative brochures satrategically placed. Bitner
(1990) opines that important documents like infaioraforms that a customer may
need to fill to facilitate service can also be k&pensure that some customers who
may need only such a document do not have to queniecessarily. It also serves as
an interactive corridor between customers and akstoveen the supplier and the

customers.

The physical environment plays an important rolethia service encounter of the
industry. The importance of physical environmentairservice setting is due to its
ability to influence consumer attitudes behaviauention and behaviour (Koernig,
2003). As customers are involved in the productoil consumption process of a
service conducted within a physical environmerg, physical environment will have
a deep impact on customers’ perception of servkperences. Bitner (1998) found

out that the physical environment is often usedwses of a firm’s competences and
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quality by consumers before a purchase. SantojZo0uses instead on the “built
environment” or what she called as “servicescapie categorized the servicescape
to include ambient conditions, spatial layout aodctionality, and signs, symbols,
and artefacts. Ambient conditions include colouysio, temperature, lighting, and
scent. Spatial layout refers to the arrangemezs, shape, and spatial relationships of
machinery, equipment, and furnishings. Functiopafiéfers to the capability of
machinery, equipment, and furnishings to enhanc®peance and achieve customer

goals.

2.7 Customer Satisfaction in Public Hospitals

Organizations today monitor frequently how well ythéreat their customers,
identifying the factors shaping satisfaction andkenahanges in their operations to
enhance customer satisfaction (Boone and KurtzDR®imilarly, Kotler and Keller
(2009) conclude that with organizations that t@atomers with contempt, it is just
as well for any such enterprise to remind all isptoyees at frequent intervals that
the enterprise continues to exist and pay thearga by courtesy of its customers. If
it fails to serve those customers, sooner or ateill cease to exist. The general idea
for any organization thus should be born of the emsthnding of customers’
requirements and working out strategies of effetyivand efficiently serving those

customers.

Notably, the higher the satisfaction level, thehieigthe sentimental attachment of
customers with the specific product or service il supplier. This helps in making
a strong and healthy customer - supplier bondinghvforces the customer to be tied

up with that supplier and chances of defection ammimal hence customer
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satisfaction is a very important aspect that evanganization should focus on to
establish renounced position in the global marketthaml,2006). This means that
staff of public hospitals should, in addition toeith training, be equipped with
customer relations techniques so as to have a mapth their clients in order to

enhance their relationship.

Kotler and Keller (2009) go on to expound on theds#s of customer relationship
management (CRM) and define it as the process wfuly managing detailed
information about individual customers and all oasérs' ‘touch points', to maximize
customer loyalty. A touch point here refers to amwgasion on which a customer
encounters the product or service from actual espee to personal or mass
communications, to casual observations. In thig dasieans patients have to be seen
by qualified personnel from the onset or referredthe concerned consultant
depending on the nature of ailment. The person gdaive referrals should be
knowledgeable, fast and courteous. This calls foingroved number of well trained

medical personnel to cover the increasing popuiatio

The age of the internet has made finding produntissgrvices on the internet quick at
just a snap. Keeping customers informed in a lagguley can understand should be
the prime goal of any successful organization. @usts love accumulating as much
information as possible about their service supmied only leave limited time for
face to face enquiring during the service encouiéner, 1990). Customers of today
value an interactive way of contact and that is electronic mailing and fax services
are quite crucial. Here, customers can express tbgies as well as connect with

suppliers as much as possible.
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CHAPTER THREE

RESEARCH METHODOLOGY

This chapter provides the methodology and procethaiewas used to obtain research
data. It outlines the research design, target @ojounl, sample design, sample size and
procedure. Data collection instruments reliabityd validity of the study and data

collection procedures and analysis.

3.1 Research Design

The study adopted a survey research design whiotgr@éing to Yin (2003), is
structured to examine a number of logical sub-upitsunits of analysis within
organizations. Morris and Wood (1991) acknowledgeimportance of survey design
especially when the intent is gaining broader ust@eding of the context of the
research and processes being enacted. Moreovar,atigele that the design has
considerable ability to generate answers to thestipres of ‘why?’ and well ‘what?’
and ‘how?’ questions. Considerably, a survey emhlitee researcher to obtain
information relating to satisfaction directly fropatients seeking attention at Kisumu

District hospital and the new Nyanza Provincial gahhospital.

3.2 Population of Study

The study targeted 1,450 patients which was anageenumber of visits at two

facilities within a two-week span (excluding wee#ien The two week duration was
selected to coincide with the field administratafrinstruments which was scheduled
to stretch for an equivalent length of time. Patiegisters (August, 2012) obtained
from the two facilities indicated that they recalve daily aggregate of 290 patients

seeking varied attentions with New Nyanza ProvinGieneral Hospital serving 65%
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of them while Kisumu District Hospital attended ttee remaining portion of 35%.
The respondents were selected through purposive@mgenience sampling methods.
Only patients with the ability and willingness toncentrate were selected as they
became available to the research assistants. Ttpatmnt participants were recruited
at the waiting and exit bays while permission wasght to reach the in-patient

participants.

3.3 Sampling and Sample Design

Due to impracticability of covering the entire tatgand accessible population, the
study deductions were based on administration séarch instruments on sample
units. According to Bell (2005) preposition, a mmim number equivalent to a tenth
of entire population for statistical analyzes pd®s a useful rule of thumb for each

study category. Based on this rule, the actual saBsipe was obtained as:

n = {(1/10 x 1,450} = 145 respondents

Hatch and Lazaraton (1991) also give a basic rement that the sample should

include 30 or more people to ascertain a normalilligion.

The ultimate research participants were generateidguproportional stratified
sampling technique to ensure that both facilitiesrevgiven appropriate space to
influence generalizations. In effect, 65% (94 imtoer) of the sample size originated
from the New Nyanza Provincial General Hospital lel85% slots (51 in number)
were filled with patients attending Kisumu Distri¢dospital. In addition, the
researcher ensured that in-patients and out-patanticipated. This ensured that all

categories of customers were taken care of inrtlagy/sis and conclusion of the study.
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3.4 Data Collection

The study used both the primary and secondary ssuof data in the quest of
generating more valid and reliable findings. Theoselary pieces of data were
obtained from documentations such as efficiencyitgudews articles, public

complaints, online materials and strategic plansti@ other hand, primary data were
solicited through a researcher administered andctstred questionnaire. The
structured questionnaire was preferred due taasgy enode of administration, analysis
and was time saving. According to Kothari (2009 tquestionnaire tool is most
appropriate since a quantitative data capture iseeessity, which can only be

obtained directly from the respondents.

3.4.1 Data Collection Procedure

An introduction letter from the University was atted to each questionnaire
introducing the researcher/assistants to the patemispondents. This indicated the
area of research to be undertaken by the reseaacdideconfirming that the research
information was to be treated confidentially andswiar academic purposes. The
guestionnaires were administered to the visiting departing patients of the two

public facilities concurrently. Prior to actual datollection, the selected research
assistants underwent a detailed training on howextwact intended data from the
ailing respondents without causing any unwarrameetional reactions. After each

day’s administration exercise, the assistants vedlged to convene and validate
their completions and possibly agree on alternataypproaches for maximum

representation.
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3.4.2 Reliability and Validity of Research Instruments.

Dornyei (2003) argues that research instrumentsre@surement devices that must
possess adequate reliability. He defines religbdit an instrument as the extent to
which scores on the instrument are free from eradrsneasurement. Further, he
identifies pre-testing as one comprehensive praeethwards enhancing instrument
reliability. This underlined the intent of this diuto conducting a rigorous instrument
validation exercise through pre-testing. The pst-tenits, equivalent to 10% of the
proposed sample size, were obtained from comparael@bers of the population

from which the sample for the full study was takdinis size was informed by

Mugenda and Mugenda (1999) who regard the proporéie sufficient for pilot

testing. In quest of avoiding respondent contanmonaand possible resistance, those

respondents identified for the pilot were not imtdd in the final compilations.

According to Dornyei (2003), instrument validitytlge extent to which an instrument
measures what it has been actually designed toureeakhe study’s content validity
was attained through expert opinion by the supersjsidentification of relevant
indicators through extensive search of the litemton the concept to be measured,
while the criterion validity was accomplished thgbua good knowledge of theory

relating to the concept of study.

3.5 Data Analysis

The refined and organized quantitative data weedyared using descriptive statistics
involving percentages and mean scores to deternamgng degrees of response-
concentration, while standard deviation was usedm@asure extent of opinion
dispersion from the central values. According tarHd al (2010), this statistical

approach is essential when finding a way of conidgnihe information contained in
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a number of original variables into a smaller sefagtors with a minimum loss of
information. The statistics were generated with aidthe computer software,
Statistical Package for Social Sciences (SPSS)iaMeR0.0. The derived distributions

were presented in graphical and tabular formats.
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CHAPTER FOUR

DATA ANALYSIS AND INTERPRETATION

4.1 Introduction

The research data was obtained after a two-weeknétration of predesigned and
pretested instruments with scheduled daily fielditsi starting from 8.00am till

5.00pm. The study’s response rate was as summanizalle 4.1 below.

Table 4.1: Response rate

Respondents KDH NNPGH Total Target % Response
Out Patients 30 37 66 84 78.6

In Patients 21 26 48 61 78.7
Total 51 63 114 145 78.6

Source: Research data (2012)

Table 4.1 above gives the response rate in termshef respondents reached.
Aggregately, 114 successful and considerably resperieedbacks were obtained out
of the target 145 participants. This represented%8response rate which was
admitted for analysis due to inherent represerdgagigs. In the response group, 67
participants which equaled 58% were drawn from d@bépatient cluster while the
remaining 42% were from the in-patient group. Tdnsicipated imbalance was due to
the concentration difficulty experienced duringemviews with the admitted patients.
Comparatively, the NNPGH contributed 55% to thedgtdindings in terms of

successful completions while the KDH was represkehe45% of the participants.
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In the proceeding section of this chapter, studyifigs together with relevant
discussions are presented, starting with the rgqudemographic information of

respondents.

4.2 Demographic Information of the Respondents

Prior to analysis of data on specific objectiveaareghe study preliminarily analyzed
essential demographic information to form basis $absequent inferences. The
particular data included respondent’s age, gendarijtal statuses, highest levels of
education, reasons for preferring the facility, gmvious experiences with the

medical facilities.

The study purposively targeted ascertaining infdiromafrom adult patients who most
likely had knowhow regarding the service provisiahthe two public facilities.
Pegged on this, it was established that the feeslddmitted patients of all age-cadres

as further explained in table 4.2.

Table 4.2: Chronological Age of the Patients

Type Statistics
Mean 36.39
Range 62
Minimum 16
Maximum 78
Sum 4148

Source: Research data (2012)

The senior-most patient recruited for study wasdagfe while the youngest was only
16 years of age. This gave an age range of 62 yeatsa mean of 36.4 years. The

sum age for the study participants was 4148 ye@ssing to the fact that all
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respondents were of mature age with ability to ehleir medication and satisfaction
experiences, the study findings were justifiablysidered objective and adequately

representative.

The significance attributed to the gender aspea watgached to the fact that the
facilities under study offered services to all oasérs regardless of gender who in
equal measure required satisfaction. The study fasbintent of ascertaining gender
balanced data owing to gender-specialized senafesed at the hospitals. There
were near-similar proportional contributions froither gender in the study. The male
participants were, however, slightly above the halfrk to add up to 52.6%
representation while 43.4% of the contributive gfooriginated from the female
counterparts. This was a fair representation fraohegender category which also

positively supplemented the representativenessainigs.

The study also sought to establish the maritalistaf patients visiting the hospitals

under study. Generally, it was found that the nedrrpatients were the majority

followed by those who were single. Further detaits as presented in table 4.2.

Table 4.3: Respondents’ Marital Statuses

Status Frequency Percent
Married 44 38.6
Single 41 36.0
Widowed 19 16.7
Divorced 5 4.4
Separated 5 4.4
Total 114 100.0

Source: Research Data (2012)
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As shown in table 4.3, the study found that 38.6%he patients seeking attention at
the medical centres under study were married, 36ewgingle, and 16.7% were
widowed. In the remaining minority, 4.4% were dised and in an equal proportion

the patients were separated.

Finally, the educational backgrounds of patientstivig the facilities widely varied

between the lowest level of primary school quadifions and the post-graduate level.

The respondents’ detailed qualifications were asqmted in table 4.2.3 below.

Table 4.4: Patients’ Highest Level of Education

Patients’ level of Education Frequency Percentage
Primary 32 28.07
Secondary 26 22.81
Graduate 40 53.09
Post-Graduate 12 10.53
Others 4 3.509
Total 114 100

Source: Research data (2012)

From table 4.4, it is evident that 40 (35.1%) ot trespondents had graduate
qualifications while 12 (10.5%) were in the postdpate category. Notably, an
aggregate of 58 (50.9%), representing more tharoh#the study participants, had the
first two lower educational qualifications of prilyaand secondary school levels.
This implied that the facilities were to a largagemt preferred by patients from low

social class.
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4.3 Factors affecting Customer Satisfaction

The study unearthed the underlying factors andtifilesh and isolated them as the

main drivers of customer satisfaction.

4.3.1 Reasons for Seeking Medication at the Faciés

The study respondents were asked to give the reasby they preferred seeking
medical attention at either of the facilities. Tieedbacks obtained were limited to
four issues which included affordability, qualitsopision of service, accessibility and

referral. The extent of the preferences is as ptedan Table 4.5.

Table 4.5: Reasons for choosing the Facility

Reason Frequency Percentage
Advanced Medicare 15 13.16
Accessibility 18 15.79
Affordability 38 33.33
Referral 40 35.09
Others 3 2.63
Total 114 100.00

Source: Research data (2012)

Table 4.5 shows that 35.1% of the patients sougidical attention at the facilities
through referrals especially from the neighborimgfritts and private health centres.
It was further found that 33.3% of the patients sidared affordability as a factor
prior to visiting the centres while 15.8% concedid@ options were based on

accessibility. Those who visited the facilities tme basis of their renown and
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advanced medical service provision constituted digro of 13.2%, while a paltry
2.6% considered other reasons such as getting sidmisvith help of friends’ or
relatives’ efforts. The fact that patients were enoften referred to the facilities for
advanced medical attention from lower cadre heathtres in addition to their
affordability and easy accessibility showed thegional edge in offering satisfaction

to visiting patients.

4.3.2 Previous Experience with the Facilities

The patients’ historical attachment to the fa@htiwas established on the basis of
their previous visits in quest of determining expeced satisfaction. This would
further give assistance in ascertaining the depthatient knowledge regarding the
facilities and quality of services offered. Tablé gjives the detailed findings on the

patients’ previous experience in clustered duration

Table 4.6: Previous Experience with the Facilities

Previous experience Frequency Percentage
Less than 2 years 24 21.05
2-4 years 27 23.68
4-6 years 39 34.21
6-8 years 13 114
More than 8 years 11 9.65
TOTAL 114 100.00

Source: Research data (2012)
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Table 4.6 demonstrates that a patient proportioBda2% had stuck with the medical
centres for a period of 4 to 6 years which was fbotinbe the modal class on previous
attachment of patients with the facilities. Thisswillowed by 23.7% group of
medical attention seekers whose historical assonmtith the hospitals had spread
for 2 to 4 years. Further to these, 11.4% hadedsihe facilities for a minimum and
maximum of 6 to 8 years while the longest affilthteategory of patients stretched
their attachment to beyond 8 years. The newesbress for the hospitals with less
than 2 years constituted 21.1%. There was a pbssitii high customer exits owing

to gradual declining numbers of visits as lengtleudtomer loyalty enlarged.

4.3.3 Time Taken to Receive Attention

The maximum time taken before the medical staffhef facilities put a patient on
treatment was determined. There was evident ditgetion from the customers since
it took long time to be served. Some of the reasassociated with the delays
included slow admission, queuing, few attendantsff snsensitivity to individual
needs, and insistence on payment prior to sendgcesa. Table 4.7 shows the varying

time taken to respond to individual patients.
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Table 4.7: Response Time at the Facilities

Response Time Frequency Percentage
Less than 15 min 15 13.16
15-30 min 7 6.14
30-45 min 17 14.91
45-60 min 44 38.60
More than 1 Hour 31 27.19
TOTAL 114 100.00

Source: Research Data (2012)

In general view, Table 4.7 shows that the hospitadd relatively long durations to
address the patients’ medical demands. Patientsqadgp to 38.6% had to wait
between 45 minutes and one hour to be attendedhite another 27.2% patients
were received and put into medication after moeattbne-hour queuing. It was only
19.3% of the patients who got served within thetfB0 minutes of reporting. The
remaining 14.9% got attended to within a time pd 30 to 45 minutes. Subsequent
to these findings, customer dissatisfaction wasfied given that a high response

mechanism was of essence in the hospital contexts.

4.3.4 Perceived Employee Ability

Responding patients were asked about their peacepti the employee’s abilities to
serve them at the facilities. The varying respongese processed and summarized

using the means scores and standard deviationke Fabgives further details.
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Table 4.8: Perceived Employee Ability to Serve

N Mean Std.

Deviation

Perceived Employee Ability at Casualty Waiting Bay 114  3.00 1.056

Perceived Employee Ability at Consultation 114  3.56 .960
Perceived Employee Ability at Laboratory 114  3.24 1.123
Perceived Employee Ability at X-Ray 114  3.46 1.146
Perceived Employee Ability at Pharmacy 114  3.04 1.159
Perceived Employee Ability at In-Patient 114  2.85 1.050
Perceived Ability of Support Staff 114  3.10 1.219
Valid N 114

Source: Research Data (2012)

Perceptions by patients on the employees’ abiliteserve them at the facilities
aggregately ranked marginally above the averageevaf 3 points. The highest
ranked employee section was consultation with amnseare of 3.56, coinciding with
a high degree of agreement as reflected by itsIstaldard deviation (SD) value of
0.96. The in-patient employees were ranked leastrims of their perceived abilities
in service with a mean score of 2.85 and standasdaton of 1.05. The X-Ray
section was ranked second highest at 3.46 meam sathn 1.15 SD, followed by
laboratory at distant third with 3.24 means scord 4.12 SD. The casualty waiting
bay and pharmacy were averaged rated at 3.00 BAd&an scores respectively. The
fact that none of the sections recorded an aggeegiatt least point 4 meant that
much more efforts needed to be made in enhanciagethployees’ abilities or

demonstrating the same through service.
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4.3.5 Perceived Employee Attitude

An attitude directed towards a group of peopleroiralividual is highly essential in
determining the nature of relationship that exiB&tients require those serving them
to demonstrate positive attitudes and this mayeeostart of a healing process. In the
study, the employees’ attitudes towards patient®westimated using the responding

patients’ views. The summaries are presented Ia ab.

Table 4.9: Perceived Employee Attitude

N Mean Std. Deviation

Perceived Employee Attitude for Out-Patient St 114 3.35 1.205
Perceived Employee Attitude for Medical Staff 114 3.11 1.158
Perceived Employee Attitude for Lab Staff 114 3.28 1.223
Perceived Employee Attitude for Radiology Staf 114 2.74 1.065
Perceived Employee Attitude for Pharmacy Staf 114 2.79 1.085
Perceived Employee Attitude for In-Patient Stafl 114 2.75 1.061
Perceived Attitude for Support Staff 114 2.53 1.049
Valid N 114

Source: Research Data (2012)

Despite the wide deviations in respondent opiniegarding employees’ attitude
towards patients and their ailments, findings shibwatisfaction gaps especially in
staff working at radiology, pharmacy, in-patientdathe support staff who scored
mean mark of less than 3.0 value. The patientqmion on out-patient staff was
ranked first with a mean score of 3.35 followedthgse working in the laboratory,

scoring mean mark of 3.28 with dispersion measofrds 025 and 1.223 respectively.
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The highest score of 3.35 was not impressive andtgm towards a possibility of

dissatisfied customers.

4.3.6 Perception on Hospital Ambience

The atmosphere and ambience within the precincts s#rvice provider can be used
by active or potential customers as proxy indicatof the quality of service that a

business is capable of providing. In this studg, ltlespitals’ ambience was measured

from the patients’ perspectives as summarizedale t4.10.

Table 4.10: Ambience of the Hospital

N Mean Std. Deviation

Perception on Ambience of Waiting Area 114 2.42 .940
Perception on Ambience of Consultation Roo 114 3.49 1.007
Perception on Ambience of Laboratory 114 3.38 1.059
Perception on Ambience of Radiology 114 3.32 1.075
Perception on Ambience of Pharmacy 114 314 967
Perception on Ambience of Wards 114 551 934
Valid N (listwise) 114

Source: Research Data (2012)

The research found that patients perceived lowdyambience of waiting area, and
that of in-patient wards. The ambience of the wgitirea was ranked dismally at 2.42
mean score with a small standard deviation of Gigifying a closer agreement
among the respondents. The ambience of the infpatias equally lowly placed at

2.51 mean score with a deviation of 0.934.
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Visiting stations within the hospitals which werensidered favourably ambient by
patients included consultation room (3.49 meansesand 1.01 SD), laboratory (3.38
mean score and 1.06 SD), radiology (3.32 mean smutel.08 SD), and pharmacy
(3.14 mean score and 0.97 SD). Generally, it cdalddeduced that the facilities’
ambience was not optimally favorable since the mgeores were not positively

distant from the average mark.

4.3.7 Adoption of Information Technology

The extent of adoption of the Information Technglogas used as yet another
indicator for customer satisfaction due to assediafficiency and effectiveness. The
visible IT facilities were used for making judgmerats further demonstrated in table

4.11.

Table 4.11: Adoption of Information Technology

N Mean Std. Deviation

Information Technology at Reception 114 3.09 .965
Information Technology at Consultancy 114 3.07 1.079
Information Technology at Laboratory 114 3.49 .952
Information Technology at Radiology 114 3.15 1.050
Information Technology at Pharmacy 114 3.25 .946
Information Technology at In-Patient 114 2.60 .859
Valid N (listwise) 114

Source: Research Data (2012)
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The laboratory was judged to be the highest rardephrtment in the use of IT
equipment at an aggregate mean score of 3.49 with 8D. This was followed by
pharmacy at 3.25 mean score and SD of 0.95. Ther otlean scores were 3.09 at
reception, 3.07 consultations and 3.15 at radiolddne IT score at in-patient section
was 2.6 with 0.6 SD. This was in line with the atvaéion that none of the facilities
had IT related gadgets in the wards; the only iasghysical facilities were the beds,

food stands and tea trays.

4.3.8 Costing of Medical Services

The patients’ views regarding the facilities’ caosgtiof services were obtained and

analyzed as demonstrated in table 4.12.

Table 4.12: Affordability of Medical Services

N Mean  Std. Deviation
Medical Fees at Outpatient 114 2.59 .860
Medical Fees at Lab 114 2.76 915
Medical Fees at Radiology 114 2.72 .955
Medical Fees at Pharmacy 114 2.46 1.049
Medical Fees at In-Patient 114 2.82 934
Valid N (listwise) 114

Source: Research Data (2012)

Medical services offered at the facilities were raftordable, according to the
responses ascertained. In the five sections stugibdrmacy was ranked least

affordable at 2.46 mean score, though with a higiziof 1.05.
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This was followed by out-patient costing which k&d at 2.59 mean score with 0.86
SD, radiology at 2.72 mean score and 0.96 SD, amordtory at 2.76 mean score and
0.92 SD. The least expensive services were thaties section which scored 2.82
mean score, but again below the fair cost of 3€raye value. In sum, none of the
facilities’ services were extremely affordable twetcustomers, hence diminished

satisfaction.

4.3.9 Availability of Working Aids

Quality service delivery is enabled when employaes facilitated with appropriate
and relevant working tools, failure to which custansatisfaction levels are hardly
met. This study sought to investigate on the custtsrperception on working tools
availed to the working teams. Table 4.13 givessilmamaries from the different team

categories.

Table 4.13: Adequacy of Working Aids

N Mean Std. Deviation

Working Aids at Outpatient 114 3.22 975
Working Aids at Laboratory 114 2.98 977
Working Aids at Radiology 114 3.53 .989
Working Aids at Pharmacy 114 3.05 .958
Working Aids at In-Patient 114 3.02 .995
Working Aids with Support Staff 114 3.05 .958
Valid N (listwise) 114

Research data (2012)
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The laboratories were the least facilitated sestionterms of working aids such as
testing kits. This was drawn from the delays thiéepés encountered prior to receipt
of lab results. As a result, the patients allocdlean the least aggregate score of 2.98
with a relatively small SD of 0.98. though marglpahbove the average value,
radiology department was ranked first at 3.53 n&zaore with 0.99 SD, followed by
out-patient at 3.22 mean score and 0.98 SD. Phatnsapport staff and in-patient
departments were all scored averagely at 3.05, arfitb 3.02 mean scores with

standard deviations of 0.96, 0.96 and 0.99 respygti

4.3.10 In-Patient Services Offered

The study obtained 87 responses on the facilitiepatient services with respect to
admission, meals, drug availability, wards, clesadis, and individualized medical
attention. The varied responses were summarized tise mean scores and standard

deviations as demonstrated in table 4.14.

Table 4.14: Ranking of In-Patient Services

N Mean  Std. Deviation

Admission of In-Patients 87 3.34 1.003
Meals Offered to In-Patients 87 2.74 922
Availability of Drugs 87 3.03 .964
Services Offered in the Wards 87 2.53 .933
General Cleanliness of the Hospital 87 2.94 .989
Medical Attention Offered to Patients 87 3.39 .928
Valid N (listwise) 87

Research Data (2012)
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The research data showed that there was no exoelyitigh rated in-patient service
offered by the two facilities. Individualized medicattention was ranked first with
3.39 mean score with 0.93 SD, closely followed bgiemt admission with 3.34 mean
score and 1.003 SD. Ward-services, meals and ateaslwere poorly rated at 2.53,
2.74, and 2.94 mean scores with 0.933, 0.922 0% 8Ds respectively. Availability

of drugs was scored averagely at 3.03 mean scoineOvd6 SD.

4.3.11 Performance of Members of Staff

The patients were summatively asked to rate theativeerformance of key officers
in the two facilities. The ratings were summarizedl presented as shown in table

4.15.

Table 4.15: Performance Ranking of Members of Staff

N Mean  Std. Deviation

Overall Performance of Medical Officers 114 3.39 .973
Overall Performance of Clinical Officers 114 3.52 .980
Overall Performance of Nursing Officers 114 3.54 .979
Overall Performance of Lab Technicians 114 3.55 .903
Overall Performance of Radiologists 114 3.61 .965
Overall Performance of Pharmacists 114 3.16 .992
Overall Performance of Support Staff 114 3.02 1.121
Valid N (listwise) 114

Source: Research Data (2012)
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In terms of overall section performance, summaiiestable 4.10 show that
radiologists, with a smaller disparity measure &70Q were the best rated with 3.61
mean score which was still far adrift the maximuasgble score of 5.0. Second to
these, the lab technicians scored mean score &f &6l 0.903 SD, and closely
followed by nursing officers rated at 3.54 scoréwd.98 SD. Clinical officer, rated at
3.52 means score and 0.98 SD, closed the topmasd loé officers whose
performance translated to customer satisfactiore Tdcilities’ medical officers,
pharmacists, and support staffers were all nearageeperformers at 3.39, 3.16 and
3.02 mean score respectively with corresponding ®Dsed to be 0.973, 0.992, and
1.12. Despite the initially perceived satisfacteuige in the region, it was generally
observed that the facilities had substantial peréarce gaps to address in containing
building and confirming loyalty while establishinigemselves as ultimate Medicare

options.
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CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATIONS

5.1 Introduction

This last chapter presents the study’s summary irdirfgs, study conclusions,

relevant recommendations and suggestions for fustielies.

5.2 Summary of Findings

The patients at the two public facilities were digsied due to the long time it took
them to be attended to. This was caused by delayadmission, queuing, few
attendants, staff insensitivity to individual needrd insistence on payment prior to
service access. The hospitals’ employees tookivelationg durations to address the
patients’ medical demands. Patients adding up t6%8had to wait between 45
minutes and one hour to be attended to, while &ndtfi.2% patients were received
and put into medication after more-than-one-howeuing. It was only 19.3% of the

patients who got served within the first 30 minutéseporting.

Perceptions by patients on the employees’ abilteeserve them at the facilities
aggregately ranked marginally above the averagehmeark. The highest ranked
employee section was consultation with a mean sab856, coinciding with a high
degree of agreement. The in-patient employees warked least in terms of their
perceived abilities in service with a mean scor@.85. The Radiology section was
ranked second highest at 3.46 mean score, folldyddboratory at distant third with

3.24 means score. The casualty waiting bay andnp@r were averagely rated at
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3.00 and 3.04 mean scores respectively. Findingbefu showed satisfaction gaps

especially in staff working at radiology, pharmaicypatient and the support staff.

Patients perceived lowly the ambience of the wgitarea, and that of in-patient
wards. The ambience of the waiting area was radisdally at 2.42 mean score with
a closer agreement among the respondents. The roeba¢ the in-patient area was
equally lowly placed at 2.51 mean score. Visititatisns within the hospitals which
were considered favourably ambient by patients uohel consultation room,
laboratory, radiology, and pharmacy. On IT, labonatwas judged to be the highest
ranked department in the use of technology equipr@iean aggregate mean score of
3.49. This was followed by pharmacy at 3.25 meamescThe other scores were 3.09

at reception, 3.07 consultations and 3.15 at radiol

In the five sections studied, pharmacy was rankedtlaffordable at 2.46 mean score.
This was followed by out-patient costing which kéd at 2.59 mean score, radiology
at 2.72 mean score, and laboratory at 2.76 meae.sthe least expensive services
were the in-patient section which scored 2.82 nezame. The laboratories were the
least facilitated sections in terms of working aislsch as testing kits. Though
marginally above the average value, radiology depamt was ranked first at 3.53
mean score, followed by out-patient at 3.22 meamesdharmacy, support staff and
in-patient departments were all scored averageB.G, 3.05 and 3.02 mean scores
respectively. The study data showed that there measxceptionally high rated in-
patient service offered by the two facilities. Wmdualized medical attention was
ranked first with 3.39 mean score, closely followsd patient admission with 3.34

mean score. Ward-services, meals and cleanlinesspoerly rated at 2.53, 2.74, and
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2.94 mean scores respectively. With respect toativperformance the radiologists
were rated first with 3.61 mean score. Second &sdhthe lab technicians scored
mean score of 3.55 and closely followed by nursifiicers rated at 3.54 score.
Clinical officer, rated at 3.52 means score, clagedtopmost band of officers whose

performance translated to relative customer satisfia.

5.3 Study Conclusions

The time taken to put a patient to treatment, peeceabilities of staff, attitudes of
staff to patients, extent of IT adoption, hospaahbience, service costing, and in-
patient services all affected the customers’ satigin at the two medical facilities
under study. Cumulatively, the customers were noiteqimpressed with the
employees giving them medical care and the qualitgervices offered to them. It
was notably recognized that the two facilities madeir ailing clients spend long
time queuing prior to putting them on medicatiorhisT portrayed the facilities

negatively in the eyes of patients prior to laun€medication.

Despite the fact that the facilities’ staff membeese fully qualified to undertake the
assignments, the patients thought that they weeetlgwnable to deliver the services
as required. This would partly be attributed to theity with which the patients’

medical needs were addressed. Similarly, the emap®gcored dismally in regard to
attitude formation to the patients. Most particifsafelt that the staff had a negative

and destructive opinion of them.

While other sections scored marginally above aweragthe ambience rating, the

waiting bay and ward performed poorly indicatingdiéidnal frustrations faced by
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patients at these spots. There were evidences noftsjopatient giggling, and bad
smell at the patients’ waiting area thanks to tlewvspace at which they were
admitted and put into medication. This was pariplained by poor adoption of IT
systems in this stations thus leaving work to maoparations which were extremely

slow.

The patients expressed their dissatisfaction ii¢hciosting of services rendered at the
hospitals. Virtually, all services were below thtoedability mark. At every section a
patient was referred to, payment had to be madacibtitate acquisition of required
services. Cumulatively, the costs were seen asr@ehuo the patients who decried
inability to fully settle their medical bills. Fillg, the services presented to the in-
patients were found wanting and needed improvementmeet the patients’

satisfaction level.

5.4 Study Recommendation

Based on the study findings that patients waiteddiog time prior to attention at the
two public facilities, the study recommends tha Ministry of Health designs and
executes guidance requiring all medical facilitesdopt speedy responses to patient
needs. Ideally, this requires a designated anccdtstl oversight body empowered to
oversee its implementation. This will ensure tleg sickly are not left queuing for
long periods without being formally enrolled for dieation. Moreover, due to
observed possible misconception between patientsiaff, it is recommended that a
collaborative mechanism be nurtured between theicakdtaff and customers that
will seek to build confidence among the patientgarding the ability and attitude of

the staff towards them.
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The study found that IT adoption in the facilitidsasic operations had not fully
yielded fruit in service provision. Based on thisis recommended to the hospitals’
management to seek partner support towards congesdll work spots to IT

compliance platforms not only to enhance efficielaey effectiveness, but also to
portray a quality perspective to the visiting caséws. Finally, in relation to high

costing perception by the patients visiting the gitads, it is indispensable for
management to re-evaluate their costing procedares thereafter sensitize the

customers on rationale for justifiable payments.

5.5 Suggestions for Further Studies

The study suggests that further analyses are ctedlut establishing possibilities of
co-sharing in medical provision not only with thevgrnment agencies but also with
willing stakeholders through proposal development lwbbying. Also, it is suggested
that a detailed assessment is made on employempadilationship throughout the
medication process as a tool of enhancing custasa@isfaction. Finally, further

research is highly justified in other contexts toni a basis for comparisons and

comprehensive policy decision.

5.6 Limitations of the Study

The study faced some limitations during and aftetua data collection. Firstly,

owing to the fact that the study relied more ondieks from patient participants
who were in the process of receiving medical aitbenat the medical centres, it was
evidently difficult for the researcher to sustaienrdisrupted participation and
consistency of responses during some sessions. @sjdinted feedbacks to some

extent compromised the generalization’s applicgbili
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Secondly, recommendations were extracted from ressobtained within a two-
week period; a duration which was not competendgreésentative given patient-
number variations and time-to-time restructuringhef hospitals’ service approaches.
After the fieldwork, in addition, follow-ups for atifications by responses were not
done due to either early discharges or change tiémiacondition, thus making it

difficult to re-engage the respondent.
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APPENDIX |
QUESTIONNAIRE FOR CUSTOMERS

Questionnaire No: Date:

This field exercise is meant to obtain your opini@garding levels of satisfaction
derived from services you are accessing from togphal. Your feedback will be held

with confidentiality and applied only for academigrpose.

A] Demographic Information:
1. What is your age (years)?
Under 20 [ ] 21-307 ] 31-40
41-50 T[] 51-60] ] Ovel{6]
2. What is your gender?

Male [] Female [1]

3. What is your marital status?
Married [] Single [ Widowed [ ]
Divorced [ ] Separated [ ]

4. Which highest level of education do you possess?
Certificate [ ] University I

Diploma [] Post Univessit| ]

5. Why do you prefer seeking medical attentiorhet ftacility?

Referral [1] Affordability []
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Accessibility [1] Advanced Medicard ]
6. Approximately, how long have you been seekingdioed attention from this
hospital?

0-2years [ ] 3-5years [ ]
7- 10 years [ ] More (SPECIfY) vouvivrieiiiie i

B: Indicators of Satisfaction

7. Averagely how long do you wait to be attended to?
Less than 15 minutes[ ] 15-30 minutes [ ] 30-45minutes [ ]
45 — 60 minutes [ ] More than 1 ho[r]

8. How would you rate the employees’ ability to penfiotheir service duties in the

following sections? (1Very Poor, 2. Poor 3. Average 4. Good 5. Verp@o

1 2 3 4 5
(a) Casualty Waiting Bay | I R O B B
(b) Consultation [] [] [1 [] []
(c) Laboratory [] [] (1[I I
(d) X-Ray Department 1 A O R N O R
(e) Pharmacy [] [] (1[I I
(f) In Patient [] [ B N N B
(9) Support Staff [] [] (1 [1 Il

ANY OFNBT ...
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9. How do you rate the attitude of the staff in thibofeing sections? (1. Very Poor,

2. Poor, 3. Average, 4. Satisfactory, 5. Hightyi§actory)

1 2 3 4 5
a) Out Patient Staff [ [] [ [] []
b) Medical Staff [ A A A
c) Laboratory Staff [ [ [1 11 [
d) Radiology Staff [ [] [1 [l []
e) Pharmacy [] [] [1 [l []
f) In Patient [ [ (1 [l 1
9) Support Staff (1 [l (1 1 Il

ANY Ol T .. e

10.How do you rate this hospital’s atmosphere and anda?
(1. Very Poor, 2. Poor, 3. Average, 4. Good\Véry Good)

1 2 3 4 5

a) Reception/ Waiting Area [1 11 [1 [l []
b) Consultation Rooms [ [ [1 Il []
c) Laboratory [] [] (1 11 []
d) Radiology [] [] [1 Il []
e) Pharmacy [] [] [1 [l []
f) In Patient [] [] [1 [1 1
ANY OtNET. ...ttt e
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11.To what extent has this hospital embraced inforomatiechnology?

(1.Very Low, 2. Low, 3. Average 4. High, 5. VerydHi

1 2 3 4 5
a) Reception/Out Patient [1 [] [1 [ []
b) Consultant’s notes 1 [ [1 (1 11 []
c) Laboratory [] [] [1 [1 []
d) Radiology [] A B R N B
e) Pharmacy [] I R A
f) In Patient [ [] [1 [l 1

ANY O N . e e e

12..How would you rate the medical fees charged atvdm@us sections? (1.Very

Expensive, 2. Expensive, 3. Fair, 4. Affordabl&Stremely Affordable)

1 2 3 4 5
a) Out Patient [] (1 [ 1
b) Laboratory [] [] [1 [1 []
c) Radiology [] (1 [1 10 1
d) Pharmacy [] [] [1 [1] []
e) In Patient [] [] [1 [1 []

ANY O BT .. e
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13.How would you rate the availability of working aigtsvarious sections?

(2.Very Poor, 2. Poor, 3. Average 4. Good 5. Veop@®

1 2 3 4 5
a) Out Patient | A O N O N D
b) Laboratory I 1 N I R B B
c) Radiology 10 [ [] [] []
d) Pharmacy | A O R B R
e) In Patient [] [] [] [] []
f) Support Staff (1 1m0 Il

ANY OB .. e e e e e

14.How would you rate the following services offerddfee in-patient departments?

(1.Very Poor, 2. Poor, 3. Average 4. Good 5. Veop®

1 2 3 4 5
a) Admission Process [ (1 11 1 Il
b) Meals [] [] [] [1 1[I
c) Availability of Drugs [] [] [] [1 1[I
d) Ambience of the Ward [] (1 0 a1
e) Level of Cleanliness [ (1 1 1 Il
f) Medical Attention [] [] [] [1 [l

ANY Ol ... e e e
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15.How would you rate the performance of the membésdaif of this hospital?

(1. Very Poor, 2. Poor, 3. Average 4. Good 5. @opd)

a) Medical Officers

b) Clinical Officers

c) Nursing Officers

d) Pathologists / Lab Technicians
e) Radiologists

f) Pharmacists / Technologists

g) Support Staff

[1 [l
(1 T
[1 T[]
[1 []
101l
[1 1]
101l

[]
[]
[]
[]
[]
[]
[]

[]
[]
[]
[]
[]
[]
[]

[]
[]
[]
[]
[]
[]
[]

ANY OFNBT e e e

Thank you.
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