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Abstract 

Patients' perceptions of hospital care and quality policy development for health 

care in developing countries: a case study from Yemen 

KhaledM. Al-Surimi 

Background 

In this thesis the process of improving health care quality in Yemen is addressed at 
three levels; the first is the policy making level, the second is the implementation 
level where the strategy and the quality management components for bringing about 
quality improvements are developed, and the third is the level of monitoring quality 
in health services. The first level was studied by reviewing relevant policy 
documents and conducting interviews with senior policy makers about quality of 
health care. The second level was studied by a questionnaire survey for managers 
and health professionals in hospitals. The third level was tackled through patient 
surveys at out-patient and in-patient settings in four hospitals in Sana'a, the capital 
city of Yemen. Often, there is a wide gap between the quality policy development 
level and the implementation at facility level. This thesis, therefore, considered a 
framework on how these two levels can be studied to move from policy development 
to real quality improvements that are observable at the health facility level. This 
study looked at the whole process in Yemen as a case study, with the hope that a 
similar approach could be adopted in studying the process in other Middle Eastern 
countries that now see quality of care as an important issue in their health sector 
reform process. 

Afin and objectives 
The overall aim of this study was to provide a framework and evidence base to 
inform policy makers and health providers in Yemen to develop a quality policy and 
strategy for introducing quality improvement initiatives in a health care facility, more 
specifically, the study had the following primary specific objectives: 

I. To explore the extent of quality policy development at national health policy 
level, 

2. To assess the existence of the quality management system components to 
implement any quality policy at hospital level, and 

3. To identify the patients' perspective on quality of hospital care in Yemen 

Methods 

The study used both quantitative and qualitative methods; quantitative methods to 
identity patients' perspective on quality of hospital care, and to assess the existence 
of quality management system from the health care managers and professionals' 
point of view, and the qualitative method for exploring the situation of quality policy 
development at national level, i. e. Ministry of Health. Data were collected by four 
instruments: two structured interview questionnaires for identifying patients' 

xii 



perception of quality of hospital care, including both out-patient and in-patient 
settings, one self-administered questionnaire for assessing the existence of 
developing a quality management system in the hospital from the professionals' 
point of view, and a semi-structured interview guide for conducting in-depth 
interviews with key informants on quality policy development at the Ministry of 
Health. SPSS for Windows Version 12 was used for both entering and analysing the 
quantitative data. Descriptive statistics were produced; factor analysis using principal 
component analysis (PCA) was used to identify the quality component dimensions of 
patient quality perception of hospital care, and multivariate analysis (regression) 
were used also to identify the probable determinants of the overall quality rating of 
hospital care. The transcripts of the qualitative data were analysed using the 
framework approach and principle of grounded theory. 

Results 

The study findings revealed that patients were dissatisfied with many aspects of care 
provision in Yemen hospitals. The overall quality rating scores of hospital care, 
including both out-patient and in-patient settings, were 54 and 64 respectively. The 
availability of drugs and continuity for care at out-patients, and quality emergency 
services and food services for in-patients were amongst the main patient quality 
concerns. Overall, patients were more dissatisfied with the quality of technical 
aspects of hospital care than with interpersonal aspects at both settings. The patient 
perception of quality of hospital care were found to be multi-dimensional; four 
quality component dimensions for out-patients, namely, 'technical care quality, 
'availability of services, 'continuity of care', 'doctor's behaviour', and nine quality 
component dimensions for in-patient care classified under two main group clinical 
aspects (five quality components) and non-clinical aspects (four quality 
components). At policy level, the development of quality policy at national level was 
questionable and no quality policy has yet been put into practice. Likewise, the 
indicators of existing quality assurance system components at hospital level were 
missing and no quality assurance system has been introduced into Yemen hospitals. 

colichisioll 

Ensuring the provision of good quality health care at facility level requires much 
more than quality policy development. The managers and health professionals who 
are charged with the responsibility for quality need to know and understand what the 
policy is and there needs to be an effective quality improvement strategy at facility 
level that is reflected in a quality management structure. Monitoring of quality at 
health facilities is required for demonstrating that quality improvements have been 
achieved and using a patient's perspective on quality of the health services is a useful 
means for doing this. 
This study suggests a framework for policy makers and health providers on how to 
fill the gaps between developing a quality policy at national level, developing quality 
assurance system at facility level, and the use of patient perceptions and satisfaction 
tools for monitoring and assessing health care quality performance. 
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Chapter One: Introduction 

1. Overview 

This chapter introduces the thesis study through three sections; Section 1 -1 describes 

the study background and justification, Section 1.2 presents the overall aim of the 

study and specific objectives and the research questions, and Section 1.3 gives an 

outline of the thesis structure. 

1.1 Background 

The quality in health care is increasingly becoming a central health policy issue in 

both developed and developing countries health care systems (Shaw and Kalo, 2002, 

Ovretveit, 2004). In Middle East (ME) countries quality of health care has received 

an upsurge of interest in the past decade. To some extent this is due to the vast global 

increase in attention given to quality, which has built on the work of Donabedian, 

Ovretveit and many others, coupled with the development of national and 

international organisations dedicated to improving health service quality. 

In developing countries the influence of donor funding has also concentrated 

attention on the quality of the health services that governments provide, especially 

when compared with the private sectors in many developing countries. This 

increased attention has been taken up in the Yemen and this thesis is one of the first 

attempts at studying how far and how well this attention to quality of health care has 

been taken in Yemen. 

Interest in quality of health care has been driven by political and financial 

imperatives, including resource limitations, rising medical costs and increasing 

consumer expectations. Health reforms in many countries have also contributed to 
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more attention being given to quality and efficiency of health service policy in both 

developed and developing countries, and recognition of existence of quality 

problems in health care delivery systems and the realisation of the need for a 

systematic approach for analysis and improvement of the quality problems (Bassett 

et al., 1997a, Reerink and Sauerbom, 1996, Shaw, 1993, Satia and Dohlie, 1999). 

Increased concern for health care quality is reflected at two levels; one is the policy 

making level where this increased attention is reflected in policy documents that are 

dedicated to the vision and strategy for improving quality, and the second level is 

the implementation level where the practicalities of how to bring about quality 

improvements are dealt with. Often, there is a wide gap between the policy 

development level and the strategic implementation at facility levels. 

This thesis therefore has considered a framework for how these two levels can be 

studied by identifying the various steps through which a country must go to move 

from policy to real quality improvements that are observable at the health facility 

level. This study looks at the whole process in Yemen as a case study, with the hope 

that a similar approach can be adopted in studying the process in other ME countries 

now taking quality of care as an important issue. 

In Yemen, quality of health care has been a central issue in statements of many 

policy documents and a key objective of the health sector reform policy (GoY, 2003, 

MoPHP, 1998, WorldBank, 2006a). However, the quality assurance of health care is 

still in its infancy in all levels of health system, although it has been reported that 

quality of health care provided is poor (Attal, 2003b, Al-Serouri, 2004). 
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To date no studies have been done on quality policy development at national level 

and quality management at facility level; and no research has been done to assess 

patient perception of quality of hospital care. 

The study starts with a consideration of the quality of care policy in Yemen, looking 

at both documentation and views of the senior policy makers and health service 

decision makers. At policy level, whilst quality has been a key issue in the health 

sector reform policy for country health care systems (Herrnida, 1999a, Ross et al., 

2000, MoPHP, 1998, Haran, 1998), experience has shown a great deal of 

disconnection between developing quality policy, making quality improvement 

strategy, quality organization and the quality assurance methods used (Whittaker et 

al., 1998, Zanten, 1996). 

The study then looks at the extent to which such policy on health care quality, as can 

be identified, has been developed into strategic plans for implementation. Then the 

views of health care managers and professionals arc looked for whether they are 

aware of and have been involved with the implementation of strategic plans for 

quality improvement in their own facilities. Finally, the patient views on the quality 

in hospitals in Sana'a were assessed as a means of measuring the success of the 

implementation of policy and strategic plans for quality improvements. 

In summary, this study attempts to provide a framework and evidence base to inform 

policy makers and health providers to devise quality policy and strategy for 

introducing quality improvement initiatives in health care. The study tried to bring 

together the situation of quality policy development at national level and quality 

management at facility level in addition to assessing the patients' quality perception 

of hospital care. 
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1.2 Study overall aim and objectives 

Overall aim 

The overall aim of this study was to provide a framework and evidence base to 

inform policy makers and health providers in Yemen to develop quality policy and 

strategy for introducing quality improvement initiatives in a health care facility. 

1.2.2 Research hypothesis 

The overall aim can be expressed in a research hypothesis as "The policy and 

management of quality in health care in Yemen could be improved by systematic 

response to patients' view, using a patient perception survey as a practical tool for 

monitoring quality performance and in identifying quality improvement 

opportunities, and link the quality policy development at national level with quality 

management system at facility level". This hypothesis is predicted on the following 

two propositions: 

1. "There is a gap between quality policy development level and quality 

management level which needs to be filled by linking quality improvement 

policy with quality management system at the facility level". 

2. "Assessing quality patient perception is a practical means for monitoring 

quality performance to identify quality improvement opportunities". 
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1.2.3 Statement of objectives 

The following objectives were developed to address the above overall aim: 

Primary objectives: 

1. To explore the extent of quality policy development at national health policy 

level, 

2. To assess the existence of the quality management system components to 

implement any quality policy at hospital level, and 

3. To identify the patient perspective on quality of hospital care in Yemen. 

Secondary objectives: 

1. To describe the quality policy development at national health policy and 

hospital level, 

2. To identify the quality dimensions of hospital care from the patient's 

perspective, 

3. To assess the relationship of individual quality dimensions to the overall 

patients' quality rating of hospital care, and 

4. To assess the association between respondents' characteristics and services 

features and the overall quality rating of hospital care. 

1.2.4 Research questions: 

1. What is the situation of quality policy development at national level? 

2. Are there any indications of developing a quality management system at 

hospital level? 

3. How do patients perceive quality of hospital care? 

4. What are the quality issues of hospital care from the patient's perspective? 

5. What are the quality dimensions affecting patients rating of the overall 

quality of hospital care? 
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1.3 Thesis structure 

The thesis is presented in seven chapters. Chapter one, the introduction, describes the 

study background and rational of conducting the research, concluding with the study 

objectives and research questions. Chapter two, the literature review, has five 

sections, including describing the source and method of the literature review and 

presenting the reviewed literature findings on the quality concept and quality policy 

development, quality improvement strategies, quality management and quality 

organisation, quality monitoring and assessment methods. The chapter concludes in 

surnmarising the key findings of the literature review. Chapter three presents the 

country study profile of Yemen, and gives a general background about the study 

country, summarises the socio-economic development and challenges, describes 

Yemen health care system including discussing the health policy environment, 

particularly the health policy reform and quality policy development. Chapter four, 

study methodology, presents the study methods used, including the qualitative and 

quantitative methods. Each method is described separately in detail. Chapter five 

gives the study results in two main sections. Section one presents the quantitative 

findings of the patient perception survey and health care managers and professional 

views survey. Section two presents the qualitative findings of the policy makers' 

views of quality policy development at national level. Chapter six, the discussion 

chapter, describes the quality assurance measures of data including the validity and 

reliability of the study methods. The study findings are interpreted within the context 

of previous study findings. The chapter concludes with highlighting the study 

findings development implications. Chapter seven, conclusions and 

recommendations, presents the study conclusions together with recommendations 

according to the study objectives. 
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Chapter Two: Literature Review 

Overview 

This chapter presents a review of the literature relating to the development of quality 

policy, quality assurance methods (QA) and monitoring and assessment of quality in 

health care. The objectives of conducting the literature review are primarily to 

identify and describe quality policy development, quality improvement strategies and 

monitoring and assessment methods, giving more attention to patients' perception 

and satisfaction approach. 

This review provides a conceptual framework for the study so that the conclusions 

and recommendations from the study could best inform policy makers and health 

providers in devising a quality policy and strategy for introducing quality 

improvement strategies or initiatives in health care in developing countries. 

The chapter is presented in five sections: 

* Section one describes the source and method of literature review. 

e Section two presents the review of literature on the quality concept and 

quality policy development. 

0 Section three reviews literature on quality improvement strategies, quality 

management and quality organisation. 

* Section four reviews the literature on quality monitoring and assessment 

methods based, on patients' perception and satisfaction with quality of health 

care services. 

0 Section five summarise the key findings of the literature review. 
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2.1 Source and methods of literature review 

Databases such as PubMed, Medline/Ovid, ScienceDirect, Scopus, and other 

electronic databases were searched for finding the relevant research articles on the 

research topic. The search period covered from 1990 through to 2006, using the 

following key words (in individual or combined fonnat) "health care quality", 

"quality assurance", "quality management", "quality improvement", "quality 

policy"', "quality strategy", "hospital quality strategy", "patient perceptions", 

"patient satisfaction", "patient views", "hospital care" and "developing 

country/countries". In addition, a manual search for relevant articles from the 

reference lists was undertaken, and sources such as web sites, publication lists 

(especially WHO, USAID/quality assurance project) were also consulted. 

All selected articles and relevant materials were critically appraised and their 

findings were summarised. Finally, all references had been entered into an 

automated references database (Endnote 8.2 version). 

2.2 Quality in health care - concept and policy development. 

Research has shown significant preventable and avoidable patient injuries occurring 

in health care organisations, particularly in hospitals, increasing medical care cost, 

and emergence of the adverse events (Leap, 1994). Other authors argue that poor 

quality of health services wastes the limited resources of health care that could be 

used to provide health care for those who are most in need (Ovretveit, 1992). 

Nowadays, it is evident that the users of health care have become more critical, 

they have raised expectations and demand better health services quality (Sitzia and 

Wood, 1997b, Donabedian, 1980, Elias, 1997, Donabedian, 1992). By the same 

token, health stakeholders, including politicians, policy makers, health service 

providers, and patients have become more concerned about health care quality due 
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to an increase in medical errors, poor health services and increasing patient 

expectations in addition to a growing general belief that there might be effective 

quality methods for assuring quality and safety in health care. As a result, improving 

quality of health care and ensuring safety of patients and personnel has become 

priority for health care systems in both developed and developing countries alike 

(Ovretveit, 2003). 

A different view is taken by the WHO working group on quality assurance which 

discusses the different rationales behind improving quality of health care, including 

economic, social, political, and professional. In 1998, WHO resolution of Health 

For All in the 21" Century continued to emphasise on quality improvement at global, 

regional, and national levels (WHO, 1998). The following section discusses the 

concept of quality in health care and the development of quality policy. 

2.2.1 The concept of quality in health care 

There is no overall consensus on a single definition for the quality of health care. 

Nonetheless, there is general agreement that 'quality' is a multi-dimensional concept. 

Donabedian, for example, defines quality as "The application of medical sciences 

and technology in a way that maximises its benefits to health without 

correspondingly increasing its risk'. According to his definition, quality services are 

those which aim to provide the most favourable balance of risks and benefits. 

However, this definition has been criticized as it maintains professional control over 

health care and there is no provision for patients' view on quality in addition to 

reflecting of the individualism in quality assurance (Vuori, 199 1). 

It has been emphasised that the goal of quality assurance is not simply to improve 

technical and professional performance but should include "meeting the needs of 

the customers" (Ovretveit, 1992). Roemer and Aguilar (1988) defined quality as 
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"Proper performance, according to standards of interventions that are known to be 

safe and affordable to the society in question, and that have the ability to produce an 

impact on morbidity, mortality, disability, and malnutrition". This definition 

broadens the quality concept to include both the process of care interventions and its 

outcomes. 

Ovretveit points out that some authors had tried to define quality in terms of 

evaluating the features of services which might be useful for deriving criteria for a 

quality assessment (Ovretveit, 1998). For example, Maxwell (1984) provides six 

criteria to be used for evaluating quality dimensions. These criteria are: 

m Access to services 

m Relevance to needs (appropriateness) 

m Effectiveness of care 

5 Equity (faimess) 

0 Social acceptability 

m Efficiency 

Along the same lines, the Joint Committee on Accreditation of Healthcare 

Organisations (JCAHO) lists quality criteria with accompanying questions to further 

elucidate what is being covered: 

m Efficacy (is the intervention useful? ) 

0 Appropriateness (is it right for this patient? ) 

0 Accessibility (if right can this patient get it? ) 

0 Acceptability (if right and available, does this patient want it? ) 

0 Effectiveness (is it carried out well? ) 

0 Efficiency (is it carried out in a cost-effective way? ) 

10 



v Continuity (did it progress without interruption, with appropriate follow up, 

exchange of infonnation and referral? ). 

However, Ovretveit argues these definitions, which are based solely on service 

features, miss the idea of customer responsiveness that, thus, should be central to the 

quality approach. He goes on to stress that quality should address the perspectives of 

all stakeholders of health care, including managers, professionals and patients. This 

requires a fine balance of attention and emphasis is placed on different aspects such 

as specification, measurement, attitudes and relationships, increasing productivity, 

reducing cost and raising customer satisfaction. 

Thus, Ovretveit suggests that quality management can be regarded as "an umbrella 

for a co-ordinated set of staff and organisational development activities" that aims to 

enable staff to use new methods to improve quality in a systematic way. Such an 

approach should be built on existing strengths and good practices as well as 

introducing new methods. 

In short, quality in health care is seen as a multi-dimensional concept with some 

definitions that appear to regard quality as attributes or properties of health care 

services whilst others see quality according to the perceptions and priorities of the 

person who receives those services. It is not surprising, therefore, that there is 

difficulty in achieving consensus on an appropriate operational definition of quality 

and thus has handicapped the development of effective QA methods (WHO, 1985). 
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2.2.2 Quality policy development 

It has been emphasised that quality improvement in health care is basically a 

strategic decision that should be taken at policy level. However, its success depends 

highly on senior management commitment, the co-operation of the middle 

management level and a proper understanding of the implementing process at first 

management level (Nwabueze, 2001). Furthermore, middle management should take 

the responsibility of the monitoring and assessing process and authorise the decision- 

making authority of change to first-line management level (Kaluzny et al., 1992). 

However, at the initial stage of implementation, the success of quality management is 

dependent not only on the top management commitment but also on a proper and 

effective implementation strategy as championed by middle management and 

involvement of the workforce and showing a domino-effect across the whole 

organisation (Nwabueze, 2001, Whittaker, 1999). 

The quality approaches of health care quality improvement reflect both 

organisational structure and the policy options available in different contexts (WHO, 

2003b). There are two distinct kinds of quality approaches; one might be termed as 

the comprehensive quality approach and the other as a specific problem-oriented 

approach (Brown et al., 2001). The comprehensive approach requires a wide-ranging 

infon-nation system and is, therefore, considered unsuitable for use in developing 

countries. It also needs substantial buy-in and commitment from senior management 

and leadership in terms of political support, not to mention that it is also resource- 

intensive in terms of both financial and human resources. In contrast, the problem- 

oriented approach concentrates on practical and small-scale quality related activities 

that leads to incremental quality improvement. This approach can be more easily 

implemented at facility level where local teams can focus on specific problems that 
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are more prioritized for them. Thus, over time, the problem-oriented approach can be 

expanded to become similar to the comprehensive approach. 

2.2.3 Quality improvement strategies, quality management and quality 
organisation 

There is a growing recognition that quality is not just a matter for medical 

professionals but is also an organisational. matter (Ellis and Whittington D, 1994). 

Quality improvement strategies will be short-lived if they are not integrated within 

the general management process (Kagan, 1984). The VMO working group on the 

principles of quality assurance as earlier stated that an effective quality improvement 

strategy must be seen as an agent of organisational change, and quality assurance 

staff need to acquire skills of identifying the causes of resistance to change and 

develop the strategies and tactics of organisational change (WHO, 1985). 

Hence before any quality initiative can take place, there are a number of pre- 

requisites such as quality mission, quality policy and strategy, not to mention the 

proposed quality management structure. There is a need for some development of 

what has come to be known as a "culture of quality" - that is getting staff involved in 

quality activities (Donabedian, 1996a). By the same token, Ovretviet asserts "there is 

a need to sell services quality" to staff before to convince external customers. 

Training needs should be assessed and all staff should have the opportunity for the 

development of quality knowledge and skills (Ovretveit, 1992). 

2.2.3.1 Quality management 

The quality management literature indicates a variety of models suggesting for 

developing quality management systems which, for most of them, have been 

influenced by the work of quality gurus such as Deming, Juran, and Crosby. These 
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models usually describe a sequence of 'steps' to be undertaken in the pursuit of 

quality improvement (Nwabueze, 2001). 

Much of the research shows that success of quality management is dependent not 

only on the top management commitment but also on a proper and effective 

implementation strategy which is championed by middle management and, 

crucially, involving the workforce in the rationale and in the development of quality 

improvement activities (Nwabueze, 2001, Reerink and Sauerborn, 1996). 

Furthermore, Donabedian emphasised the importance of contextual and operational 

factors in quality management. These factors include, for example, leadership, 

culture and ownership of quality improvement initiative (Donabedian, 1996a). 

Claus (199 1) argues that quality management is essentially a matter of organizational 

change and advocates five steps to quality management implementation, including 

organising for change, preparing the environment, empowering employees, focusing 

the envirom-nent and engaging the environment. Other authors point out that an 

organisation needs to take into account at an early stage of introducing and 

implementing a quality improvement initiative, there will be existing barriers and 

obstacles such as hostile culture that may jeopardize the implementation of the 

quality improvement process (Claus, 1991, Thompson, 1996, Whittaker, 1999). 

Hillman (1991) stresses the importance of the effective communication that provides 

a free flow of communication and information for everyone in the organization to 

know and understand the mission, planned improvement, customer requirements, 

success stories, feedback and what still needs to be done (Hillman, 1991). It is worth 

mentioning that in health care settings, the effective communication is flawed as 

patients move horizontally across hospital functions whilst the communication within 

the hospital is vertical (Nwabueze, 2001). 
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James (1992) cited in (Ellis and Whittington D, 1994) identified eight components 

for health care quality management system: 

i. Demonstrable top management commitment 
ii. Securing the support of professionals (especially clinicians) 
iii. Developing quality culture and empowering staff 
iv. Training capacity building 

V. Customer sensitivity 

vi. Process for continuous quality improvement 

vii. Quality specification (qualitative and quantitative standards) 

viii. Effective communication 

Thus, quality management involves deploying resources, including human and 

material resources, to develop effective quality assurance systems through 

continuous planning, implementation and evaluation of quality assurance methods to 

improve quality of health care. This process can be represented as a cycle, as shown 
below: 

Figure 2-1 Quality management cycle 

Develop quality mission 
and commitment 

Review overall quality 
Develop quality strategy 

system and strategy 

Implement quality 
systems and procedures 

Develop quality systems 
and structures 

Prepare for quality 
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2.2.3.2 Quality organization 

There are two extreme positions for organising QA functions and activities. One is 

that all QA functions should be built into the ongoing organizational structure with 

direction provided by the line manager, and the other extreme position is that QA 

functions could be organized and managed in a separate QA unit (Hermida, 1999b, 

Franco LM et al., 2002). The selection of quality organization type depends on the 

circumstances and local conditions such as having a clear management philosophy 

and organizational structure for the health care system and its organisations. Once a 

health organization considers the quality management approach as an integral part of 

it's management philosophy, then almost all QA activities and functions can be 

easily incorporated into the routine management structure activities. However, in a 

situation where there is no clear management approach philosophy and quality 

management in particular introducing QA methods could gradually improve both 

management quality and quality of services. 

In brief, assigning quality responsibility will rest heavily on the selected quality 

organisational. structure and the responsibility of any overlooked quality activities 

which might be taken up by line managers or be given to the director of the QA unit. 

Hence, each organization needs to decide on the suitable structure for organizing 

quality activities and the appropriate way for designating responsibility. 

Another important factor for successfully organizing quality activities is the 

availability of competent leadership that believes in the importance of QA methods 

as managerial tool for improving health system performance (Donabedian, 1996a, 

Silimperi et al., 2002). This leadership should demonstrate political commitment and 

managerial support for spreading quality culture and allocating resources needed for 

implementing QA activities. 
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Several studies in industry and health care settings have revealed that leadership is 

the most important factor which leads to achieving high quality product and service 

(Manaf, 2005b, Ennis and Harrington, 1999, Penland, 1997, Habib et al., 1997). 

Having periodical monitoring and assessment of performance at all levels is also an 

essential catalyst for improving quality of health care because monitoring quality 

performance may lead health care professionals and managers to recognise any 

shortcomings in the current situation and develop strategies and opportunities for 

improving quality performance. Likewise, there is a need for spreading culture of 

quality among health politicians, professionals, lay people, training institutions and 

other partners who are interested in improving quality of health care. In addition, 

promoting professional ethics and commitment to quality health services are critical 

elements for sustaining quality assurance management (Brown, 1995). 

In developing countries, the sustainability of quality activities remains a real and 

critical challenge for any quality improvement strategy, especially when the initial 

funding and technical assistance are funded by donors and there is a risk of stopping 

or withdrawing of such funds. Brown et al. (2001) summarised the most important 

key activities for organising QA initiative as follows: 

Conducting a preliminary review of QA-related activities 
Developing the purpose and vision for QA 
Determining level and scope of initial QA activities 
Assigning responsibility for QA 
Allocating required resource for QA management. 
Developing a written QA plan 
Strengthening QA skills and critical management system 
Disseminating QA activities 
Managing change 
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2.2.3.3 Quality improvement strategy 

As quality policy is usually developed to answer the question of why QA is needed, 

quality improvement strategy should answer the question of how to improve quality. 

Ovretveit suggests that quality strategy should be part of the general business 

strategy and quality management should be integrated within the existing 

management systems. He also warns from what is called 'quality over saturation, i. e. 

when senior management insists on detailed specifications and standards for quality 

procedures before involved staff have had time to come to terms with quality 

(Ovretveit, 1992). Over-saturation is also a danger where large numbers of 'off the 

shelf techniques are reconunended with little consideration for local needs or where 

actual standards and specifications are adopted from somewhere else. 

Over the last few decades, many quality improvements strategies have emerged in 

the literature. These strategies refer to both extemal and intemal quality 

improvement assessment (Ovretveit, 1994, Shaw, 2001, Ruiz, 2004). The following 

section will shed light on quality improvement strategies as follows: 

0 Increasing resources - this refers to increasing health care inputs such as the 

financing, personnel, facilities or equipment used in a hospital or health system, 

aiming at treating more patients or treating the same number of patients faster, 

better and at lower cost-per-person. 

* Reorganization reform - seeking primarily for making changes in the structure 

of a hospital or health system so as to facilitate better decision-making or use of 

available resources. This choice may incur changes in financing and management 

style, and strengthening the management capacities by increasing management 

responsibilities and authority or competencies as a way of improving quality. 
r 
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9 Standards and guidelines - including formulating standards of what is expected 

from health providers, communicating standards to users and providing training 

in and monitoring and evaluating to enforce using the standards in practice. Most 

medical and clinical audits belong to this category as well as some approaches 

called "quality assurance" (Shaw, 1993). An example of this metho is te 

clinical practice guidelines for various health conditions such as Zambian 

national technical standards (Bouchet et al., 2002). 

* External quality assessment - There are a number of quality assessment 

systems; the best known is the European Foundation for Quality Management 

(EFQM) which is based on the American Baldridge Award (Shaw, 2001). Other 

well known external quality assessment including licensure, certification, and 

accreditation systems. The accreditation systems differs in which aspects of 

hospital operations are assessed and whether quality outcomes are considered in 

the assessment (Ovretveit, 2001). Some quality experts argue that hospital 

accreditation programmes are not a good use of limited resources in low-income 

developing countries (Ovretveit, 2002a). 

e Total quality management (TQM) and continuous quality improvement (CQI) - 

TQM is a set of principles and methods which are applied in many different ways 

and originating from organisation-wide industrial quality programme. It is based 

on a view that quality problems are more often due to poor organization than to 

individual faults (Berwick et al., 1990). This strategy aims at developing 

personnel performance and providing the best patient experience and outcomes. 

* Quality management system - defines quality responsibilities and puts into 

place the structures and systems to ensure it. The components of such a system 

are interpreted differently from country to country in the absence of over-arching 
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standards (Ovretveit, 2003). This strategy might include developing 'quality 

indicator comparison' seeking to motivate patients, clinicians and others to use 

information about quality performance in order to make improvements. In 

practice, this strategy can be used by one hospital taking part in a comparative 

data gathering programme (Thompson ct al., 1997), or as a voluntary or 

compulsory strategy for hospitals in an area to collect and report the same data. 

Some comparison systems are public and promoted to encourage both patients 

and providers in taking action to improve quality. Further, some institutions use a 

benchmarking strategy which refers to having comparative information about 

best quality performance with additional methods to help providers decide on 

how to improve quality. It is worth mentioning that nowadays there is a growing 

interest in introducing patient safety strategy in health care. This strategy often 

includes risk management that aims at identifying high risk procedures or 

situations that put the hospital at financial risk from patient litigation claims, 

using a wide range of methods from other industries for collecting and analysing 

adverse events and situation. 

9 Patient empowerment and rights - this method aims to give patients a voice 

through, for example, a complaints systems or conducting patient satisfaction 

surveys as well as publicizing what patients have a right to expect, such as the 

United Kingdom's "Patients Charter" (DoH, 1992). There might be other 

schemes contributing to strengthen patient power such as including patient health 

care rights in the national constitution and laws. 
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In summary, it is worth mentioning that all these quality improvement strategies 

indicated above have been developed in western developed countries that have 

sufficient resources available to address the quality problems and commitment to 

prevent unnecessary patient suffering. In contrast, in developing countries and, in 

particular, the low income countries, the quality improvement efforts is still in its 

infancy stage and is severely limited due to the lack of available resources and 

adequate knowledge of quality methods. Hence, for the purpose of this thesis, 

the patient perception and satisfaction will be the focus of this study as a tool for 

QA in monitoring and assessing quality of hospital care. Further, a clear 

preference has been observed, at a universal level, for adoption of quality 

assurance principles in the field of health care (Theodorakioglou and Tsiotras, 

2000) due to QA is a planned and systematic assessment of the actual level of 

quality services provided plus improving the provision of those services (Black, 

1990). 

2. Z3.3.1 Quality assurance (QA) as a meansfor quality improvement 

In the health care literature, no single and universal definition for QA was found. 

For instance Donabedian defines QA as "All the arrangements and activities that are 

meant to safeguard, maintain, andprompt the quality of care". Palmer (1983), a QA 

expert in U. S. ambulatory care, defines QA as "A process of measuring quality, 

analyzing the deficiencies discovered, and taking action to improve performance 

followed by measuring quality again to determine whether improvement has been 

achieved" (Palmer, 1983). Ruelas and Frenk, who had conducted extensive QA 

work in Mexico, defines QA as "A systematic process for closing the gap between 

actual performance and the desirable outcome" (Ruelas and Frenk, 1989). Berwick, 

a US-based clinician, who is working to apply the principles of continuous quality 
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improvement (CQI) to health services, defines QA as "A systematic managerial 

transformation designed to address the needs and opportunities of all organizations 

as they try to cope with increasing change, complexity, and tension within their 

environmene' (Berwick, 1991). 

The Australian Council on Health Care Standards (ACHS) defines QA as "Yhe 

planned systematic approach to monitoring and assessing the care provided, or 

these services being delivered, which identifies opportunities for improvement and 

provides a mechanism through which action is taken to make and maintain these 

improvement' (ACHS, 1990). 

It is clear that these definitions of QA have a number of common elements, as all 

view QA as a systematic, ongoing process which looks for opportunities to improve 

performance and uses data to monitor the process of quality improvement and 

evaluate the outcomes of improved quality. However, Brown et al. assert that in 

order to raise services quality, the quality approach should be oriented toward 

meeting the needs and expectations of patients and the community, focusing on 

process and system, using data to analyse services delivery and encouraging team 

approach to problem solving and quality (Brown et al., 2001). 

In principle, WHO states that introducing QA system is to assure public 

accountability, protect the public from inappropriate, substandard and harmful care 

and stimulate interests of critical mass of interested health stakeholders, such as 

health professionals, policy makers, managers, and patients in order to create a 

suitable supportive environment for change (WHO, 1989). 

In practice, QA is a quality management tool for identifying quality problems and 

opportunities, identifying solutions and taking corrective action (Overtveit, 1992). 

For example, applying QA methods would demonstrate the differences among 
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professionals performance that may lead in stimulating their intellectual curiosity 

toward improving their performance in addition to facilitate in exchanging 

benchmark information within and among health institutions. Assuring public 

accountability is another principal objective of any QA initiative because there are 

substantial proportions of health services that have been or are still financed from 

public sources, especially in developing countries. So, it is critical that quality 

assurance methods should provide evidence that funds are being spent both 

efficiently and effectively. 

223.3.2 QA methods 

In the middle of the nineteenth century, Florence Nightingale, a British nurse, was 

the first person to introduce QA standards and nursing care standards into modem 

medicine. This intervention led dramatically to a decrease in mortality rates in 

hospitals during the Crimean war (Ellis & Whittington, 1994). Later in the 1950's, 

QA was introduced into hospital care in North America and Europe, and it was 

further extended to involve ambulatory care/primary care. Consequently, growing 

quality assurance methods such as regulations, licensure and accreditation have 

emphasised for assuring quality of health care and not using quality improvement 

methods as an end in itself but as a managerial means for improving health service. 

Furthermore, the importance of having such regulations, formulating peer review 

committees and implementing studies and pilot projects is to improve quality of 

health care provided and its outcomes such as patient and personnel satisfaction 

(WHO, 1989). Nonetheless, Kaluzny, et. al. argues that despite increasing uses of 

quality assurance methods, the applications of these methods lag behind in the 

process of providing health services in the public sector (Kaluzny et al., 1992). 

Overtveit pointed out a need for developing a conceptual framework and strategy for 
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introducing quality methods and ensuring that these methods are being used across 

the services (Overtveit, 1992). Moreover, although introducing quality assurance 

methods might provide such a framework and a strategy for quality improvement, 

managing quality of health care requires involving different quality perspectives. 

These perspectives should reflect the needs and desires of patients, managers and 

health professionals involved in the health care process (Kaluzny et al., 1992). By 

the same token, it has been documented that most quality problems in the health 

services organisations are not merely the results of individual error but are due to the 

failure of the system in which all personnel can function in performing the task 

adequately. Hence, it is obvious that there is no universal specific recipe for QA 

approach. It is obvious that QA methods should be introduced gradually through a 

carefully planned and systematic approach aimed at monitoring, assessing and 

improving quality of health care services, especially for a health system or an 

organization with a rudimentary management system. 

2.3 Quality monitoring and assessment methods (how can 
we monitor quality? ) 

2.3.1 Patients' perceptions and satisfaction approach 

Monitoring and measuring customers' perceptions of services quality has become 

an important topic in service quality literature (Brady, 2001). In health care settings, 

the patient's perceptions of quality of health care have influenced their satisfaction 

and health seeking behaviour (Williams, 1994a, Vuori, 1991). It has also been 

argued that the effectiveness of clinical outcomes is determined, to some degree, by 

patient satisfaction as patients willingness to comply with treatment has often been 

related with the satisfaction level (Gilson et al., 1994). 
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Thus, patient satisfaction has come to be seen a legitimate health care goal and 

therefore a pre-requisite of assuring quality care (Donabedian, 1996b, Vuori, 1987). 

For some researchers, patients' quality perception represents a comparative balance 

between the patient's perceptions of the service they have received and their 

expected standards for the service (Aharony and Strasser, 1993). These standards 

may represent what is ideally expected, what patients believe they deserve to receive, 

what they believe is minimally acceptable or what they have received during prior 

encounters (Pascoe, 1983, Thompson and Sunol, 1995b). 

The literature provides ample evidence that there is link between patient perceptions 

of service quality and patient behaviour, such as seeking medical care, changing 

providers, and complying with recommended treatment (Vorn Eigen Ka et al., 1998, 

Willson and McNamara, 1982). Satisfied patients are more likely to comply and 

adhere to doctors' instructions and treatment plan (Williams, 1994a), whilst 

dissatisfied patients are more likely to distrust the provider of care, miss their 

appointments and switch providers (Pascoe, 1983). Hence, patients' perception of 

quality of care has gained a greater interest amongst health care providers and policy 

makers (Sitzia and Wood, 1997b, Loker and Dunt, 1978, Donabedian, 1980). 

The perception of service quality has been described as an attitude fonned as a 

function of some combination of attributes that an individual considers to be the 

components of the quality (Carman, 2000). These attributes are found to have a role 

in forming the client's attitude towards the service provider when the service fails to 

meet consumer values and expectations (Newsome and Wright, 1999). 

Likewise, Brown and Swartz state that satisfaction is evident when health care 

outcomes meet or exceed the client's expectation whilst dissatisfaction appears when 
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a negative discrepancy is present between the client's anticipated outcome and the 

actual outcome (Brown and Swartz, 1989). 

Carman suggests that these attributes could be grouped into two sets: functional, such 

as provider attentiveness that describes how service is delivered; and technical, such 

as outcomes that describes the quality of what is delivered. In health care literature, 

the former has been referred to as "process" attributes and the latter has been referred 

to as "outcome" attributes. However, some authors argue that attention has been 

given to the attributes that may make up the perceptions of service quality than 

exploring the way in which these attributes are combined and this can affect the 

overall perceptions of quality (Carman, 2000). Other authors view the perception of 

service quality as the difference between expectations and actual experiences on all 

of the quality attributes that concern the users of services as far as expectation is 

concemed (Murray et al., 2001). 

Thus, the patients' perception of the service quality is the outcome of the gap 

between the service they expected and their experience of the service they actually 

received (Ovretveit, 1992). However, although there is a relation between patient 

expectations and satisfaction, it has been suggested that expectations and values 

could only account for between 8% to 10% of the variance in satisfaction with 

service received (Newsome and Wright, 1999). In addition, there is little evidence 

suggesting that satisfaction is the direct result of fulfilled expectation and values. 

Nonetheless, expectation has an independent effect on satisfaction (Linder-pelz, 

1982b, Linder-pelz, 1982a, Rao et al., 2000). 

Although satisfaction and perception of quality are generally a subjective personal 

evaluation of health care services and providers (Ware et al., 1983), it is important to 

recognise that perception of service quality is a multi-dimensional construct 
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reflecting patients' expectation, values and experiences with health care quality 

(Linder-Pelz and Struening, 1985, Sitzia and Wood, 1997b). In addition, patient 

satisfaction surveys reflect at least three factors, including patient's personal 

preferences, patient's expectation, and the actual quality of care received. 

However, it is important not to view feedback from patient surveys as the whole 

measure of health care quality as the patient surveys themselves may need to 

emphasise different aspects of services delivery according to the weight given by the 

patient to these different aspects (Ware et al., 1983). 

In summary, thus far patient satisfaction and quality perception has gained 

widespread recognition as a measure of a quality and quality indicator of health care 

delivery systems performance (Newsome and Wright, 1999). The attention given to 

patient perception is linked to the drive for greater public accountability that has led 

to several significant implications for examination of patients' perceptions of quality 

(Sofaer and Firminger, 2005). Moreover, other authors claim that a real improvement 

in health care quality can not take place unless the patients are involved and an 

evaluation of health care will not be satisfactory if it focuses only upon measures of 

clinical effectives and economic efficiency without including patients views 

measures (Thompson and Sunol, 1995a). Also, it has been argued that identifying 

patients' priorities among different quality dimensions could lead to allocating the 

limited health resources more efficiency and effectively (Choi et al., 2005). 

Thus, measuring patient perception of quality and satisfaction is a significantly 

valuable source for providing feedback on quality performance and identifying areas 

and opportunities for improvement (Wensing et al., 1994, Abd Al Kareern et al., 

1996). The findings of patient perceptions studies could be used to facilitate 

identifying areas that need improvement, in guiding the strategic decision making 

27 



(Sower et al., 2001) and in managing the expectations of patients (Mawajdeh et al., 

2001) in addition to considering patient perception as a measure of quality 

outcomes in terms of to what extent are patients satisfied with quality of care, 

particularly the inter-personal aspects of care (Donabedian, 1988, Donabedian, 

1980). 

2.3.2 Quality dimensions of patient perception and satisfaction. 

There is no consensus on the number of the components underlying patient 

satisfaction and quality perception. Hall and Doman (1988) conducted a meta- 

analysis of 221 studies in quality of health care, and the review showed that a 

quarter (25%) of the studies used only one dimension (although using multiple items, 

all referring to that dimension), 46% of studies used two to four dimensions, 32% of 

studies tapped five to seven dimensions and only 6% tapped eight or more 

dimensions (Hall and Doman, 1988a). Taking into account that potential 

shortcomings of multi-dimensional measures of patients' perception of quality of care 

and satisfaction fails to consider all aspects of satisfaction important to patients 

(Ware et al., 1978) and 'it is wrong to equate all information derived from patient 

survey with patient satisfaction' (Ware 198 1). 

One of the few experimental studies designed specifically to identify the important 

dimensions of quality from the patients' perspective was conducted with out-patients 

at an urban hospital in the United States of America. In this study, the patients were 

asked to rate both the absolute and relative quality of six dimensions of health care 

quality. The most important dimensions were found to be 'the behaviour of doctors 

and nurses', followed by clinical outcome, the extent to which services offered 

matched perceived needs, the attitude of ancillary staff, accessibility of the facilities 

and, lastly, waiting times (Pascoe and Attkisson, 1983). 
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In the U. K, (Williams and Calnan, 1991) also attempted to assess the relative 

importance of various dimensions of satisfaction in a number of U. K. health care 

settings including general practice, dentists and hospital. Irrespective of the medical 

context, the most important criteria were professional competence and the nature and 

quality of the patient-professional relationship. An international study conducted 

amongst different European countries asked primary heath care patients to prioritise 

38 items of health care. The findings revealed that the top ten items reported by 

patients were related to access, the patient-doctor relationship, communication, 

competence, courtesy, and privacy (Grol et al., 1999). Bowers et al. (1994) suggested 

that a useful way to organise the findings from these different studies in developed 

countries on the underlying dimensions of quality is to divide them into two rather 

distinct categories, 'quality of technical care' and 'quality of interpersonal care' 

(Bowers et al., 1994). 

Hence, these differences in the relative importance of satisfaction construct and 

quality perception might be attributed to satisfaction models used and, in particular, 

the study instrument used. Some authors have claimed that the contents of these 

instruments are biased towards issues that concern the providers of health care rather 

than the users (CaInan, 1988). This view is supported by the findings of a meta- 

analysis study (Wensing et al., 1994) which concluded that patients were relatively 

often asked to assess aspects like accuracy, informativeness and availability, whereas 

aspects such as professional competence and empathy were less frequently included 

and aspects such as effectiveness were hardly included at all. 
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2.3.3 Patient satisfaction and quality perception in developing countries. 

In developing countries the literature on patient quality perception and satisfaction is 

limited compared with the volume of research that has been published in developed 

countries (Bernhart et al., 1999). However, although there are limited studies on 

patient satisfaction and quality perception in developing counties, the available 

literature showed that patients' perception of health service quality is a multi- 

dimensional concept (Haran et al., 1993, Haddad et al., 2000, Yildiz and Erdogmus, 

2004). For example, Haran (1993) conducted a study among an out-patient 

department of two hospitals in the Eastern province of Ghana, which aimed at 

identifying the quality factors as perceived by the patients. The main factors that the 

patients perceived as influencing the quality of care were 'availability of a doctor', 

'the availability of medicine' and 'the availability of information on diagnosis', in 

addition to the relationship between patient's perception of the quality of service 

received and their sense of satisfaction with the services (Haran et al., 1993). 

Tengilimoglu et al. conducted a study to measure patient satisfaction in a public 

hospital in Ankara, Turkey, and three composite factors were identified including 

'accessibility and availability of services' perceived quality of patient care', and 

'organisational and administrative issues' (Tengilimoglu et al., 2001). Another study 

conducted in Riyadh city, Saudi Arabia, to identify which main aspects of public 

hospitals services are important to patients and had an influence on satisfaction. The 

findings showed 11 statistically significant items. These items were 'cleanliness of 

the hospital' nutrition services', 'perceived nurses quality', 'perceived physicians 

quality', 'staff kindness', 'availability of medicine', 'hotel services', 'simplicity of 

admission procedure', 'availability of advanced medical technology', and 'availability 

of recreation facilities' (Al-Omar, 2000). 
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In 2004, a nation-wide survey covering 1,100 patients in 31 hospitals was conducted 

in Turkey (Yildlz and Erdogmus, 2004). The findings showed seven factors 

responsible for explaining patient satisfaction with quality of hospital care. These 

factors are 'physician care', 'nursing care', 'nutritional care', 'room cleanliness', 'room 

atmosphere', 'the procedure of incoming patients', and 'other serving factors'. 

In the United Arab Emirates (UAE), a study comparing quality of private and public 

hospitals care using the SERQUAL model identified five factors explaining the 

variance in the hospital care quality. These factors were 'empathy, 'tangibles', 

'reliability, 'administrative responsiveness', and 'supporting skills' (Jabnoun and 

Chaker, 2003). Another study conducted in UAE investigated the relationship 

between service quality dimensions in UAE hospitals using SERVQUAL scale 

dimensions of tangibility, assurance, responsiveness, reliability, and empathy 

(Jabnoun and AL Rasasi, 2005). The findings from the analysis of 242 patients and 

201 hospital employees revealed that hospital service quality was positively 

associated with all dimensions of service quality. 

In 2003, a study conducted in Egypt on patient satisfaction with primary health care 

services in two districts in lower and upper Egypt using exit interview showed high 

patient satisfaction with accessibility, waiting area conditions and performance of 

doctors and nurses, but low satisfaction with the availability of prescribed drugs and 

laboratory investigations and lack of privacy during clinical examination (Gadallah 

et al., 2003). Another Egyptian study on patient views of hospital care quality 

employed the SERVQUAL mode and three factors explained 67% of variation in 

patient satisfaction. These factors have been labelled as "human performance 

quality", "human reliability"', and "facility quality". It is interesting to note that in 

this study the author argued that the results do not support the five-component 
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structure of the SERVQUAL scale (Mostafa, 2005). In 2006 (Zineldin, 2006) 

conducted a study to examine the major factors affecting patients' perceptions of 

cumulative satisfaction among hospital patients in Egypt and Jordan. The results of 

analysing 224 in-patients' completed and usable questionnaire revealed five quality 

dimensions. These dimensions were 'quality of object, 'quality processes', 'quality of 

infrastructure', 'quality interaction', and 'quality of atmosphere'. In Jordan, a patient 

satisfaction study was conducted among community and university health centres to 

identify the influence of factors representing quality dimensions on patient 

satisfaction. The study results revealed that dimension of quality included client- 

provider relationship, infonnation exchange, continuity of care, and the availability 

of services had a significant effect on patient satisfaction (Mawajdeh et al., 2001). In 

South Korea, a study was conducted to investigate the relationship between service 

quality dimensions and out-patient satisfaction. The findings revealed four 

dimensions of quality relating to patient satisfaction, including 'physician concern', 

'staff concern', 'convenience of the care process', and' tangibles dimension' (Choi et 

al., 2005). Similarly, in South Africa, a satisfaction survey conducted among diabetic 

out-patients' clinics at two hospitals revealed that attributes of providers and setting 

characteristics were the major components of the patient satisfaction. These 

components referred to interpersonal and organisational dimensions of patient 

satisfaction study (Westaway et al., 2003). 

Thus, this review of patients' perceptions of quality of care in developing countries 

suggest that the quality dimension categories of 'quality of technical care' and 

'quality of interpersonal care' are equally applicable in developing countries. 
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2.4 Methods of measuring patients'perception and 
satisfaction 

There are several approaches for measuring patient perceptions of health care 

quality. These approaches can be grouped primarily into quantitative and qualitative 

methods including, for example, counting and categorising complaints, examining 

critical incident and adverse events and satisfaction surveys (Bowling, 2002, Sofaer, 

1999). The most widely used approach to assess patient perception is to assess 

patient satisfaction (Williams, 1994a, Crow et al., 2002). Several instruments have 

been developed to assess patient satisfaction (Castle et al., 2005, Tijhuis ct al., 2003, 

van Campen et al., 1995, Beattie et al., 2002). These instruments nearly all ask 

patients to evaluate services received on either global level ( e. g. overall satisfaction 

with care) or a service-specific level (e. g. satisfaction with nursing care ). 

The evidence in the literature suggests that asking about overall satisfaction gives a 

high level of satisfaction (83%-97%) and provides an over-optimistic evaluation of 

patients' experience of health care. A different picture emerged when patients were 

asked to report or evaluate specific aspects of their experience of care (Jenkinson et 

al., 2002b, Williams and Calnan, 1991). Commonly, the measurement scale used was 

the Likert-type scale, either "quality rating" that ranges from 'excellent' to 'poor', or 

"satisfaction scale" ranging from 'very satisfied' to 'very dissatisfied', or a 

"declarative scale" ranging from 'strongly agree' to 'strongly disagree' (Rosenthal 

and Shannon, 1997). 

There are also different approaches for measuring patient perceptions which focuses 

primarily on assessing elements that shape the judgement of patient satisfaction. For 

example, (Cleary et al., 1991a) developed an instrument oriented problem based on 

problems that were identified from patient and family focus groups. The main aim of 

this instrument type is to minimize the subjectivity of assessment and the 
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confounding effect of patient's prior expectations. Similarly, early in 1988, 

(Parasuraman et al., 1988 ) developed a 22-item SERVQUAL scale to measure the 

quality in services and retail industries. This scale was later adapted to health care 

(Babakus and Mangold, 1992) and included questions about patients' perceptions of 

actual services delivery and expectations of the health care delivery systems for 

providing these services. 

Thus, the review above showed that several frameworks exist for measuring patient 

perceptions. Although each examines patient perceptions from a different conceptual 

perspective, it is likely that measurements based on these alternative frameworks 

would be reasonably correlated (Cleary et al., 1992, Rosenthal and Shannon, 1997). 

Castle et al (2005) conducted a comprehensive review (1980-2003) of survey 

instruments used for assessing patients' perception of hospital care. This review 

covered studies done in U. S. A., Europe, and the Middle East. The review reported 

that there are many instrument being used for measuring patients' perception of 

hospital care. These instruments are different in terms of the instrument domains, 

mode of administration of the instrument to respondents and characteristics of 

instrument performance, especially psychometric properties. 
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2.5 Summary of key findings of the literature review 

* There is no universal consensus definition for quality, but there is a general 

agreement that quality is a multi-dimensional concept; this dimensionality 

includes at least three perspectives: professional quality, management quality, 

and patient quality. Thus quality is not just a matter for the medical professional 

but it is also an organisational matter and patient concern as well. 

9 There are many quality approaches that have been reported in the quality 

literature. These approaches, in principle, are client-oriented, focussing on 

process and system improvement, data driven, and encouragement using 

teamwork approach. Nevertheless, quality policy development is basically a 

strategic decision requiring political commitment and managerial support from 

leadership at the top management level. 

e To organise quality improvement activities, there are two main approaches, 

namely, the comprehensive approach, which requires a wide range of 

information system that could not be suitable for use in developing countries as it 

needs substantial buy-in and commitment from senior management leadership, 

not to mention it is also resource-intensive in terms of both financial and human 

resources, and the problem based approach, which gives attention to practical and 

small-scale quality activities leading to incremental quality improvement. Hence, 

each organisation should find a suitable structure for organising quality activities 

and the appropriate way for designating quality responsibility, taking into 

account the contextual and operational factors in quality management. 

e The patient perception and satisfaction survey is a common method widely used 

in developed countries, as a quality indicator for health care services and a tool 

for identifying quality improvement opportunities. In contrast, the patient 
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perception and satisfaction survey is limited to being used in developing 

countries, especially in low income developing countries 

e Patient perceptions and satisfaction with health services are important methods 

for monitoring and assessing health care quality. Patient views represent 

significant measures that provide feedback to health care providers on the quality 

care performance in addition to in helping to identify quality problems and 

opportunities that need improvement. Thus, patient perceptions have become a 

major indicator in the evaluation and quality improvement policy in health care. 

* Research shows that patient satisfaction surveys that look at particular aspects of 

the service as well as the overall satisfaction provide a useful means for 

monitoring and assessing quality improvements. 

* Patient perception of quality of care is a multi-dimensional concept consisting of 

several dimensions. These dimensions are of an individualistic, dynamic and 

specific context. So any quality dimensions findings from developed countries 

may differ from the dimensions in developing countries, in addition there is no 

one standardised number of quality dimensions. 

9 The main concerns about quality perceptions in developing countries are the 

services availability and organizational aspects of care including the technical 

aspect, whilst in developed countries the patient perception of inter-personal 

aspects of care is more important than the technical aspects of care. 

* Position of recipients of health care in developing countries is different from 

those in developed countries in tenns of importance of eliciting their views about 

quality of care. 

0 There are a limited number of quality perceptions and satisfaction studies of 

public health services in developing countries. 
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Chapter Three: Country study profile, Yemen 

Overview 

This chapter consist of five sections which highlights the country profile of the study. 

Section 3.1 presents a general background of the country. Section 3.2 surnmarises the 

socio-economic development and challenges. Section 3.3 describes the health care 

delivery system. Section 3.4 discusses the health policy environment, in particular 

the health reform policy and quality policy development. Finally, section 3.5 presents 

the key findings. 

3.1 General background 

The Republic of Yemen (ROY) is a Middle Eastern country with an area 

555, OOOkM2. It is located in the southern west comer of the Arabian Peninsula, 

bordered by the Kingdom of Saudi Arabia in the north, the Arabian Sea and the Gulf 

of Aden in the south, Sultanate of Oman in the east and the Red Sea in the west (see 

Figure 3.1). It has various topographical areas with mountains, plateaus, islands, 

coast, and a desert called Al-Rub-Alkhali (CSO, 2003) 

According to the latest population census conducted in 2004, Yemen's population 

reached 19.7 million, distributed over 21 governorates including the capital city, 

Sana'a. Administratively, each governorate consists of a number of districts, which 

reach in total 333 districts, and each district is divided into small villages. 

Strikingly, about half of the entire population (43%) is concentrated only in four 

governorates namely: Taiz (12.2%), Al-Hodeidah (11%), Ibb (10.8) and Sana! a city 

(8.9%). The vast majority of the population (75%) live in the rural areas and about 

half of the population are under fifteen years of age (CSO, 2004). 
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Politically, Yernen used to be divided into two separate countries; one in the North 

called the 'Yemen Arab Republic (YAR) and one in the South called The People's 

Democratic Republic of Yemen (PDRY). In 1990, the two countries were unified as 

the Republic of Yemen (RoY). The political system of the new RoY country is a 

1111,11ti-party democratic system, with an elected president and parliamentary system. 

As a result, many political parties have emerged since the unification. The most 

influential political parties are the Yernen General Congress (YGC), the Ruling 

Party, the Yernem Congregation for Reforni Party (Isiah), and the Yernern Socialist 

Party (YSP), the opposition parties. 

Figure 3-1 Map of Yemen 
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Figure 3-2 Yemen's location in the Middle East map 
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3.2 Socio-economic development and reform program 

Since the early 1990s, the Yemeni socio-economic development has coped with 

several shocks. As a matter of fact, these shocks have had a negative effect on the 

socio-economic development momentum. For example, the Gulf war in 1991 had 

forced at least 800,000 Yemeni workers to leave the Gulf States (GoY, 2003) . As a 

result, Yemen's economy has lost the migrant remittances and employment 

opportunities in the Gulf States and accommodated the return of this huge number of 

people. A few years later in the summer of 1994, a civil war in Yemen added another 

pressure to the fragile socio-economic development. 

In 1995 following the civil war, Yemen embarked on the Economic-Financial- 

Administrative Reform program (EFARP) in order to make a structural adjustment in 

the national economy. This program has been supported by several donors, including 

the World Bank, the International Monetary Fund (IMF) and others. The EFARP has 

adopted policy changes such as economic-market oriented, public expenditure 

rationalization, and the privatization of public enterprises. The impact assessment of 

EFARP revealed that it had a positive effect on the macro-economic growth and a 

negative effect of the socially vulnerable groups, especially people with a limited 

source of income (GoY, 2003). 

The Household Budget Survey (HBS) (1998) revealed that the socio-economic status 

of people was getting worse. The real GDP per capita declined from US$ 701 in 

1990 to US$ 302 in 1998, about 42 %(6.9 million) of the population live under the 

national poverty line, and 18% (3 million) live under the poverty food line'. 

Hence, under this current fragile economy and absence of sustained growth in per 

capita income, the World Bank indicated that a sizeable part of the Yemeni 

'Food poverty line refers to "insufficient income to meet the basic essential food 
requirements", that is, YR 2 101 per person per month (GoY, 2003). 
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population is economically vulnerable and more susceptible to live near the poverty 

line. In addition, it is doubtful that poverty in Yemen can be eradicated in the 

absence of a sustained growth economy and an improvement in the human 

development indicators (WorldBank, 2002). 

In 2000, GoY realized that there was a need for a long-term strategic development 

vision. Therefore, the GoY worked on developing a strategic development vision for 

25 years, aiming primarily at achieving three targets. The main targets included 

average annual GDP growth of 9% in the next coming 25 years, reducing population 

growth rates and increasing diversity of economy productivity. This strategic vision 

stresses strongly on poverty reduction as a main human development challenge 

through adopting strategies for creating and encouraging an investment environment 

for the private sector, improving human resources development and living standards 

indicators and making improvements in the social services, especially in health 

services and education in addition to raising income per capita to the levels of the 

middle-income countries (GoY, 2000). 

In 2001, the Second Five-Year Plan (SFYP) (2001-2005), as a first step in 

implementing the 25 year strategic vision was developed. The SFYP had specific 

targets such as achieving an average GDP growth rate of 6.5%, raising the 

contribution of non-oil sectors in GDP from 71% to 75% by 2005, and an annual 

growth rate of 6.7% for agriculture and 8% for the services sector, while the growth 

rate of industrial value-added was set at 3.0%. However, achieving these targets were 

thought to be a challenging task pragmatically (WorlBbank, 2002). 

Recently, in 2006, the Third Five-Year Plan (TFYP) (2006-2010) was developed. 

The TFYP has been entitled as a "reducing poverty plan". The major strategies of the 

plan include diversifying the economy, encouraging the tourism investment, and 
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rationalization using scarce resources, especially water (MOPIC, 2006). It has been 

thought that the financing for implementing the TYFP is expected to be highly 

supported by international donors. Accordingly, Yemen has convened a meeting for 

international donors in London in November 2006. The donors pledged a $4.7 

billion economic support package to enable Yemen to implement the TFYP and 

overcome the development challenges. 

3.2.1 Current development challenges 

Yemen is one of the least developed countries in the world due to it's limited 

institutional and human resources development (UNDP, 2005, GoY, 2003). The 

Human Development Report of 2005 ranked Yemen at 151 out of 177 countries in 

terms of human development indicators, with Human Development Index (. 48). As 

of 2003, Yemen has a per capita GDP of US$ 565 and people living in poverty is at 

42% (UNDP, 2005). The following section will attempt to shed some light on the 

current human development challenges. 

3.2.1.1 Poverty challenge 

Poverty in Yemen is a growing economic and social problem, challenging the 

government, society, and donors alike. According to the 1998 HBS, 17.6 percent of 

the Yemeni population live under the food poverty line and more than forty percent 

of this populace are incapable of obtaining all of their food and non-food 

requirements 2 (the national poverty line). Further, poverty is more concentrated in 

rural areas and it varies between governorates ranging between 10.1% in Sana'a city 

and 38.8% in Hadramout (GoY, 2003). The Human Development Report (2005), 

2 There are two type of poverty: the food poverty line which refers to insufficient income to 
meet the basic essential food requirements, and the national poverty line which refers to 
insufficient income to meet the food and non-food requirements. Their value has been 
estimated at YR 2,110 and YR 3,210 per month respectively. 
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ranked Yemen as 77th out of 103 developing counties in relation to the Human 

Poverty Index (HPI) (UNDP, 2005). 

Poverty and its development are not just seen through poverty lines alone, but also 

through the different social and economic indicators. There is a relationship between 

poverty and education level; about 87% of the poor are among the illiterate group or 

have incomplete primary education. Similarly, 86% of the poor families are rural 

dwellers that are headed by an illiterate individual (GoY, 2003). As for poverty and 

health services, there are significant differences regarding the availability of health 

services for the poor and non-poor populace. The percentages of access to hospitals 

services constitute 22.5% for the non-poor families compared to 14.2% for the poor 

families. Similarly, the primary health units (36.2% for the non-poor family versus 

15.6% for the poor families) (GoY, 2003). 

In conclusion, although the social services, especially education and health are basic 

requirements for socio-economic development and an instrument for poverty 

alleviation, most indicators still reflect a pressing need for escaping the limitation of 

access to these basic services for both poor and non-poor alike. 

3.2.1.2 Population challenges 

Population in terms of growth, structure and distribution is the observable population 

challenges to the development process. During the last three decades, the population 

size has gown remarkably. It has increased from 12.8 million in 1990 to 19.7 million 

in 2004, with a huge young age structure below 15 years of age that constitutes about 

46.5 percent of the whole population. Moreover, the Yemeni population live 

predominantly in rural areas, and are scattered among 129,299 small rural villages 

and 3,642 urban centres (MoPHP, 2006). All these factors are seen as major 
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challenges for the national economy and social development, particularly in terms of 

providing more basic services, especially for education and health care. 

3.2.1.3 Human development challenge 

Over the last three decades, although there has been a noticeable improvement in 

human development indicators, significant human development challenges still 

remain. For example, life, expectancy has increased from 42 years of age in 1970 to 

61 years of age in 2003, the adult literacy rate has increased from 14.2 to 49 percent, 

in addition to the significant increase in basic education enrolment from 3 million in 

1996 to 4.1 million in 2004 (UNDP, 2005). All these improvements, by all standards 

considered, are poor when compared to human development indicators in other 

developing countries. For example, the life expectancy and adult literacy rate in 

developing countries have reached 65 and 76.6 years of age respectively in 2003 

(UNDP, 2005). 

In summary, there are still many constraints facing human development in Yemen. 

The population growth and fertility rate are two of the highest rates in the world, 

with 3 percent per annum and 6.5 births per woman respectively (MoPHP, 2003) in 

addition to the high morbidity and mortality rates. Moreover, more than sixty five 

percept of the population are illiterate and there is poor enrolment in basic education 

(57%), especially for girls whose enrolment has not exceeded 38 percent (GOY, 

2003). 

Hence, all these factors discussed above and others not mentioned are still major 

challenges for human development in particular and socio-economic development in 

general. 
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Table 3-1 shows Yemen human development indicators compared with the MENA 

countries and the Least Developing Countries (LDC). At a glance, all the indicators 

show that Yemen falls behind the average development indicators in the MENA 

countries and close to the situation in LDC, with the exception of a better life 

expectancy rate. 

Table 3-1 Indicators comparing Yemen with MENA and LDC countries 

Indicator Yemen MENA LDC 

Annual population growth (% 3.0 1.8 2.5 

Life expectancy at birth 61 69 52 

Infant mortality rate (per 1000 live births) 75 44 99 

Under 5 mortality rate (per 1000 live births) 102 55 156 

Adult Literacy rate (% ages 15) 49 72 54 

GDP per capita $565 $2241 
1 

$580 

Source: World Bank: World Development Indicators 2006; Republic of Yemen at a 
Glance 2005, Human Development Report 2005. 

3.2.2 Role of health sector in development 

It is not surprising to mention that improving the population health status would 

contribute significantly to poverty reduction and strengthen the socio-economic 

development. In other words, having a healthy and productive human capital is a 

basic input in economic growth development and increasing capital investment. 

Shown another way, reducing the burden of diseases such as malaria, malnutrition 

and other public health priorities in addition to an efficient use of public health care 

and available resources would lessen the burden on the economy. The following 

section will refer to the health care system development. 
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3.3 Healthcare system 

This section describes the health care system within the context of socio-economic 

development and challenges as discussed earlier. It is intended to provide a basis for 

understanding the Yemeni health system within the context of the Middle East and 

North Africa countries. The section is divided into five subsections, including 

'health status and healthcare', 'health delivery system', 'health system resources', 

'health sector refonn policy', and 'quality policy development'. 

3.3.1 Health and health care 

The health status of the Yemeni population is poor, and Yemen has been ranked at 

141 out of 191 countries worldwide for the level of health (WHO, 2000). The health 

indicators show the population still suffer from high morbidity and mortality rates 

and a low percentage of population health services coverage. The latest Family 

Health Survey findings revealed that the infant mortality rate is 75 per 1000 live 

births, the under- five mortality rate is 102 per 1000 live births, and the maternal 

mortality rate is 365 per 100,000 live births (MoPHP, 2003). Moreover, although 

comprehensive data on low birth weight is lacking, a community-based survey 

showed that 19% of newborns have low birth weight, 46% of children are 

moderately or severely underweight, and 25% of women have a high nutritional 

deficit (WHO, 2003a). 

Yemen is still in the early stages of an epidemiological transition as the morbidity 

and mortality rates from communicable diseases dominate that from non- 

communicable diseases. The most prevalent conditions are diarrhoeal diseases, 

malnutrition, complications of pregnancy, acute respiratory infections, and malaria 

(MoPHP, 2006, MoPHP, 2000a). According to WHO estimates (2003), one-third of 

all deaths amongst Yemeni children under-five years happen because of vaccine- 
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preventable diseases. In addition Yemen has one of the highest disease burden for 

measles and neonatal tetanus in the Eastern Mediterranean Region (WHO, 2003a). 

The overall health service coverage is fifty percent of the population. It is higher in 

urban areas (80%) and lower in rural areas (20%), although three quarters (75%) of 

the population live in rural areas (MoPHP, 2006). This low health service coverage 

in rural areas might be due to several factors such as the rugged topography, 

inefficient management of public health resources, the limited resources allocated 

for primary health care, insufficient community participation, and the strong bias of 

health resources in favour of urban areas, especially for doctors and paramedics 

(Nasher, 2000). 

3.3.2 Health delivery system 

The health care delivery system in Yemen is a public and private mix with regards 

to financing and providing health care services (MPH&P, 2006). The public sector 

remains the main provider of health care at all health care system levels. Although 

the MoPHP runs most of the public sector facilities, the Ministries of Defense and 

Interior Affairs run their own hospitals and two self-controlled tertiary hospitals, 

namely, Al-Thawra and AI-Kuwait hospitals which are funded directly from Ministry 

of Finance (MoF). 

The health care delivery system has been built traditionally into three levels, 

including primary, secondary, and tertiary levels. The primary level refers to the 

primary health care (PHQ which includes the public health programs services such 

as immunization, MCH, among others. The PHC services are usually delivered 

though the health centers and health units in addition to conducting community 

outreach services. 
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The secondary level is the level of health care services which are provided at district 

and governorate levels. These health services are hospitals based which distinguish 

them from the PHC services. The bed capacity of the hospital range from 40-60 for 

the district hospital and 100-200 for the governorate hospital. At the secondary level, 

hospitals provide mainly four major specialties, including general medicine, surgery, 

Obs. & Gyn., and pediatrics, taking into consideration the different levels of the 

specialties between the district and governorate level. 

The tertiary care level is the top level of care. This level of care is delivered at the 

tertiary hospitals at national level. These hospitals are highly specialized in terms of 

having highly trained cadre and highly technological equipment. In addition to 

tertiary hospitals serving community, it provides a teaching and training setting for 

medical students and postgraduates. Most of these hospitals are in Sana'a and Aden 

city. On average, the hospital bed capacity is 500 beds each. 

In addition to the public sector, there is a sizeable private health sector. It has been 

estimated that there are about 8,000 private health facilities and most of them are 

located in the major cities. Sixty percent of the population have access to the private 

sector facilities (MoPHP, 2006) but, the quality of health care in the private sector is 

questionable because of the absence of the government regulatory role in protecting 

the public and ensuring that the private sector provides quality of care up to 

standards (MoPHP, 2000a). 
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3.3.3 Health system resources 

This subsection discusses the types and distribution of the health facilities and health 

manpower in addition to the sources of health financing and levels of expenditure. 

3.3.3.1 Health facilities network 

The number of health care facilities network has increased remarkably over the past 

three decades. For example, between 2000 and 2005, the number of hospitals have 

increased from 121 to 178 in 2005 (47% increase), health centres increased from 688 

to 895 (30% increase), the health units increased from 1,818 to 2,730 (45.1% 

increase), and MCH centres increased from 241 to 460 (90% increase) (MOPIC, 

2006). However, despite these noticeable increases in the numbers of facilities, there 

is a shortage of drugs, equipment, and manpower (see Table 3-2). Twenty six percent 

of the public facilities are without drugs and equipment while seventeen percent do 

not have an operational budget. As a result, on average, the existing public facilities 

provide only fifty percent of the health services required with the exception of the 

immunization, which is currently 84 percent (MoPHP, 2006). 

Table 3-2 Shortages in the public health facilities 

Indicator, 2003 % 

Facilities without drug 26 

Facilities without equipments 24 

Facilitates without operational budget 17 

Facilities without cadre 7 

Average availability of health service 50 

bource: (MoFllF, 2UU6) 
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3.3.3.2 Health personnel 

There are currently 42,000 employees working in the public health sector in Yemen, 

and there are a total of 6,739 physicians and 1,3506 nurses in the health sector which 

represents a national ratio of 3.3 and 6.5 per 10,000 population respectively (see 

Table 3-3). The distribution of health personnel is disproportionate between urban 

and rural areas and between or within governorates; about 42 percent of physicians 

are concentrated in three governorates only (Sana! a, Taiz, and Aden). In Aden 

governorate for example there is one physician per 500 population and one nurse per 

700 population, whilst in AIjawf and Amran governorates there is one physician per 

40,000. Similarly, there is an even distribution among urban and rural areas to the 

disadvantaged of rural areas. Although the number of the health facilities in the 

urban areas constitute only twenty percent of the public health facilities, they have 

more than eighty percent of the available human resources (MoPHP, 2006). 

Table 3-3 Health system resources 

Indicator No Rate per 10,000 population Year 

Physicians 6,739 3.3 2004 

Dentists 850 .4 2004 

Nurses 1,3506 6.5 2004 

Pharmacist 2,638 1.3 2004 

Hospital bed 12,734 5.9 2004 

PHC facilities 2,696 1.4 2004 

murce: wilu: world Health Statistics, 2006. *MoPHP (2006) 
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3.3.4 Health sector financing and expenditure 

There are three sources for financing the health sector, including the government 

which represents the public health expenditure, private source which represents 

patient out of pocket payment, and foreign assistance(Nasher, 2000). Strikingly, the 

private payment constitutes the highest contribution (75%) in the health care costs as 

compared to only 25% from the government, taking in consideration that 10% of the 

government's contribution is from foreign assistance (MoPHP, 2000a). 

In 2004, the total health expenditure was estimated at 1.4 percent of GDP and 3.5 

percent of the government budget. Moreover, the overall health expenditure per 

capita was US $ 32, and the contribution of MoPHP expenditure per capita was only 

US $7 (MoPHP, 2006). Strikingly, the Yemeni patients bear more than 75% of the 

health costs, while the MoPHP contributes only 25% of the medical costs, taking 

into consideration that 10% of the health expenditure is from foreign assistance 

(MoPHP, 2000a). This situation means that Yemen has the highest share of private 

out of pocket expenditure on health in the MENA region countries. 

Table 3-4 below shows the health expenditure levels in the MENA region as a 

percentage of the GDP in 2002. Yemen is the lowest (3.7%) spender on health 

compared to all the individual MENA countries, and the average health expenditure 

in the lower-middle income countries (5.8%). Likewise, concerning the public health 

spending, Yemen spends only one percent of GDP compared with public health 

spending in MENA regions and lower-middle income countries (2.9 and 2.5% 

respectively). Moreover, the health expenditure per capita in MENA regions is 

around $89, and in lower-middle income countries it is around $75, whereas in 

Yemen it is only $23 (WorldBank, 2006b). 
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Table 3-4 Health expenditure in MENA countries 

Country 
Health expenditure 

( of GD 
Health expenditure 

ita) er ca US$ 
Public Private Total p ( p 

Algeria 3.2 1.1 4.3 77 
Arab Republic of Egypt 2.4 3.6 6.0 79 
Islamic Republic of Iran 2.9 3.1 6.0 104 
Jordan 4.3 5.0 9.3 165 
Lebanon 3.5 8.0 11.5 568 
Morocco 1.5 3.1 4.6 55 
Syria 2.3 2.8 5.1 58 
Tunisia 2.8 2.8 5.1 126 
Republic of Yemen 1.0 2.7 3.7 23 
Middle East and North Africa 2.9 3.0 5.9 89 

Lower-middle-income countries 2.5 3.3 5.8 75 
Source: (WorldBank, 2006b) 

3.4 Health sector reform policy 

InI998, the MoPHP launched a health sector reform (HSR) program in response to 

serious challenges facing the government's health system. These challenges included 

lack of quality, efficiency, and accessibility of the present health care system. As a 

result, the long-term goal articulated in the HSR program to make the necessary 

changes in the existing system in meeting the health care needs of the Yemeni people 

(MoPHP, 2000a). In general, the HSR strategy concentrates basically on three inter- 

related policy areas, including improving effectiveness and efficiency of the 

management systems, decentralization of management and financial functions to 

district level, and redefining the role of MoPHP from provider services to a stronger 

policy and regulatory role. Box 3-1 below shows a brief description of the key 

components of the HSR program. 
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Box 3-1 Health sector reform policy objectives and reform elements 

LONG TERM OBJECTIVES: 
1. Adequate/universal access to health care services 
2. Equity in both the delivery and eventuality the health care financing 
3. Improved allocating and technical efficiency of the service delivery system 
4. Improved quality of health services 
5. System's long term financial sustainability 
Key ELEMENTS: 
" Decentralization of planning, decision making, and financial management. 
" Redefining role of MoPHP, with a stronger emphasis on policy, regulation roles, and 

the smaller role as service provider for public health and preventive services 
" District health system approach 
" Community co-management of health systems 
" Cost sharing 
" Essential drugs policy, and realignment of the logistics system for drugs and medical 

supplies 
" Decentralized, outcome-based management system from the central to the community 

level 
" Hospital autonomy and eventual basic health facility autonomy 
" Inter-sectoral. co-operation 
" Encouragement of responsible participation by the private sector and NGOs through 

appropriate policy design regulation 
" Encouragement of innovation 
" Sector wide approach to donor funding and programming 

Implementation of the HSR strategy has two phases. Phase one is called the 

initiation phase that aims to test the feasibility of HSR components and learn from 

the practical experiences. In this phase the key aspects of the reform have been 

initiated, such as passing the key legislation, introducing the district health into 40 

percent of districts, revising the financial system and bringing the major actors on 

board. Phase two is a five year consolidation phase in which the lessons learned in 

the initiation phase can be fashioned into long term systems, policies and regulations, 

and the remainder of the districts are brought into the health district system. 

However, the HSR strategy may be seen as too ambitious if some factors are taken 

into consideration. The World Bank commented on the HSR as follows: 

The proposed MOPH HSR program is evidently very ambitious. For example the 

period of the initiation phase was completed with little achievement. The program ,S 

long-term objectives are broad, the time frame of the phases is unrealistic, and the 
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key reform elements are all-inclusive with a lack of prioritization. In terms of 

feasibility, there was little consideration in the capacity required to implement, 

manage, and monitor the program. As for affordability, there was no reflection on 

thefinancial requirements and implications. The MOPH reform program would need 

to be scaled down to a more realistic andfeasible level that takes into account the 

constraints in management capacity and financial resources within the country's 

political, economic, and social context (Worldbank, 2000). 

Moreover, in 2004 the HSR program had been reviewed to evaluate the progress of 

the HSR. The review concluded that the HSR faced several constraints, and the most 

important of these constraints were that the MOPHP has been unable to turn the 

concepts of HSR document into an action plan. There was a weak ownership and 

commitment towards the reform program, the health authorities at governmental and 

district levels lacked the power to implement the regulatory role, and government 

health facility managers performed poorly because they lacked the authority to 

manage their health facilities autonomously. Hence, while the HSR program 

depends, to large extent, on donor support, especially the World Bank there was 

found to be a need for rethinking of the HSR program in terms of the affordability 

for translating the reform agenda into practice, otherwise the HSR will not achieve 

its long term objectives. 

3.4.1 Quality policy development 

In principle, the health rights of Yemen people are granted and guaranteed by the 

following constitution: "Health care is a rightfor all citizens. The State shall guarantee 

this by building various hospitals and health establishments and expanding their care... 

the State shall guarantee social securityfor all citizens in cases of illness, disability" 

(GoY, 1994). However, in practice, the quality and quantity of health care do not 

measure up to the constitutional guarantees. There are a number of factors facing 

quality improvement of public services including, amongst others, weak public 
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institutional capabilities, lack of public services administration, effectiveness and 

inefficient personnel performance, and no effective disciplinary measures and 

accountability which have been put in place due to absence of the rewarding and 

accountability system (MoPD, 2000). 

The following section highlights the quality policy development at MoPHP from a 

different angle, including the quality of care, quality responsibility, quality policy 

and strategy 

3.4.1.1 Quality of health care 

The quality of health care is a predominate issue in the health policy documents. The 

former Minister, in his foreword to the HSR document, stated that "Ministry of 

Public Health is in a deep crisis ... the crisis is not onlyfinancial, but it is also a crisis 

of quality of care, and of accountability to the public. It has become clear that the 

system in place does not fit with the present realities in Yemen" (MoPHP, 2000b). 

Similarly, the World Bank (2000) reported that there are a number of constraints 

which prevent the health care system from providing a good quality care; 

"insufficient budget allocation for operation and maintenance especially for drugs 

and medical supplies... which is compounded by over-extension of health facilities 

beyond the government capacity to provide an adequate support. " By the same 

token, Nasher (2000), the former health minister, stated that the quality of health care 

in the existing health care facilities was less than satisfactory(Nasher, 2000). 

As a result, it is not surprising that many patients leave their home country to seek 

medical care abroad as they are not satisfied with the quality of care provided 

locally(Al-Surimi, 1999) Thus, the notion of health care service quality has 

constituted one of the main long-term objectives in HSR strategy (MoPHP, 1998) 

55 



and this a central issue in all the Fifth health development plans (MoPHP, 2006, 

MoPHR, 2000a, MoPHP, 1995). 

According to the recent administrative situational analysis of MoPHP (MOPHP/EU, 

2004) the findings showed that there are a number of administrative problems facing 

the Ministry of Health, including the weakness of managerial functions particularly 

the gap between strategic planning and implementation, lack of an effective co- 

y's departments on one hand and ordination and co-operation within Health Ministr 

between the Ministry and other health partners outside the Ministry on the other 

hand. Moreover, there is no committed personnel in terms of taking over the 

responsibility of duties and rights and accountability, including the supervision and 

monitoring tasks which are not clearly stated. In other words, there is practically no 

reward nor sanction mechanism in place. Moreover, the recruitment and promotion 

process is not transparent, i. e. selection is not necessarily qualification based but is 

'relationship' based, and training need-assessment and selection of trainees are not 

always transparent processes, and no systematic approach is being applied for in- 

service training (MOPHP, 2004, Ovretveit, 2002b). 

Thus, the quality culture in terms of continuous training, licensing medical 

professionals and accreditation of health care providers is missing, and there is also 

functioning quality management mechanisms is in place, public health services is not 

patient oriented, and quality is also not rewarded. Likewise, the organisation by-law 

of MoPHP (MoLA, 2004) gives no explicit indication to patients' and consumer's 

rights. Hence, one can argue that the quality concept is still premature in Yemen 

where even basic access and equality issues have not been reached yet and the public 

health system performance is poor in terms of quality and quantity of healthcare as 

perceived and illustrated by health indicators earlier. 
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3.4.1.2 Quality responsibility and structure 

Quality responsibility at Ministry level is not clear, and there are a number of 

Ministry departments that are implementing different quality related activities (Al- 

Serouri, 2001). In these situations, confusion, duplications and disclaiming of the 

responsibility of implementing any quality policy initiative into practice is 

inseparable. For example, in 2002 the MoHPP has developed a promising National 

Health Quality Plan (NHQP), but the plan has not yet been translated into practice. 

Ovretveit, the consultant of the plan, in his consultancy report, stated that the main 

constraints of not progressing with the plan exist because more than one party is 

implementing quality activities in the ministry, and there is a lack of a clear 

executive structure with necessary power for action and the insufficient capacity of 

either the quality assurance department or other ministerial quality institutions to 

provide co-ordination, advice and training or to judge the capability of others to do 

so. In addition to this, low priority is given to the quality plan by the Minister or his 

responsible deputy (Ovretveit, 2005). 

In 2002 Ovreitvet in his consultancy report suggested a framework for a national 

health quality plan, including quality structure for implementing quality policy. 

However, this proposal has not unfortunately been put into place. The following 

section presents the suggested quality structure. 

9 National Health Quality Co-ordination Group (NHQG) - The NHQC should 

take the responsibility of co-ordinating quality activities, stimulate quality 

initiatives, and advise the minister of health to progress with the quality plan. The 

NHQC member should include key partners with a commitment to improving 

quality. 
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e Ministry health quality unit (MHQU) - this unit should primarily take the 

strategic and adversity quality responsibility to make sure that quality is placed 

and kept within the line management structure extending from the Ministry 

through the governorate and district to each level of management at institutional 

level. This unit should not have a role in dealing with operational quality issues 

but should support and supervise govemorates to help them take up their quality 

responsibility. 

9 Quality support structure - Quality committees. These committees should be 

formed at each level of health care systems including national, governorate, 

district, and institutional levels. The committees should report to the director of 

each level advising about quality issues and progression of quality projects. 

* The partners in health care - this suggestion aims to share with other health 

partners in improving quality of care. These partners include professional bodies 

(medical and paramedical syndicates), health care associations (private hospital 

association), educational institutions (universities and health institutes), donors 

and NGOs, and any health related partners. 

9 Quality assessment and regulation (self and external review) - these methods 

include self assessment, peer review, certification, licensing, and accreditation. 

Consideration should be given to developing a system for receiving and 

investigating patient complaints, including strengthening patient and community 

participation in raising quality awareness. 
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3.4.1.3 Quality policy and strategy 

In principle, the notion of health care service quality has constituted one of the main 

long-term objectives in the HSR strategy (MoPHP, 2000a), and a central issue in the 

Fifth Health Development plans (MoPHP, 2006, MoPHP, 2000a, MoPHP, 1995). In 

practice, the Ministry's quality policy development has gone through different 

experiences. Between 1999 and 2001, there have been some attempts in trying to 

improve quality of health care by developing standards and guidelines. For example, 

the Reproductive Health Directorate developed some guidelines and standards that 

cover most of reproductive health activities, such as counselling and family planning, 

and sexually transmitted diseases (STDs). However, these standards and guidelines 

have not been fully distributed to users, and are also not being implemented in 

health facilities (Attal, 2003b). This was found to have negative effects on the 

managerial, technical, and clinical aspects of the health services. 

The second Five-Year plan for health development (2000-2005) mentioned 'quality 

assurance and improving performance' as one of its main strategies for improving 

the health sector performance. The strategy called for developing standards and 

norms for clinical, administrative and technical aspects of care on the one hand, and 

setting up a mechanism for monitoring and improving health services on the other 

hand (MoPHP, 2000a). Unfortunately, and because of many existing ministry 

departments implementing quality related activities which have caused duplication, 

confusion and conflicts, this strategy has not been implemented. 

Hence, the Ministry of Health has started thinking of a national health quality plan 

(NHQP) to provide a framework for any quality improvement. The following section 

will discuss the NIHQP initiative. 
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3.4.1.4 NIIQP initiative 

In 2002, the MoPHP developed a national health quality plan (NHQP). The NHQP 

development has been supported by an international quality consultant and was being 

sponsored by the European Union (EU). The overall aims of the NHQP were to 

outline the new institutions and support structures for quality improvement, to 

describe the role of partners of the MoPHP in improving health care quality, and to 

indicate the first steps to be taken and responsibility for action. 

The NHQP listed the quality improvement strategy options, including the quality 

standard base approach, quality assessment approach (certification, accreditation, and 

licensure), quality problem solving approach, patient and community focused 

services approach and the quality management cycle approach. However, between 

2002 and 2004 no action was taken by ministry officials or quality committee to 

proceed with the experiment project and no action was taken by the ministry on any 

of the other recommendations provided by the consultant for taking the strategy 

forward (Ovretveit, 2005). 

Unfortunately, what is being implemented from the NHQP is only an experiment 

project of establishing the 'Quality Management System' (QMS), as a pilot project in 

a district hospital while other components of the NHQP are not being implemented. 

The pilot project is being implemented as it is sponsored by the donor, i. e. the EU. 

The main constraints of not moving forward in implementing the N-HQP components 

are the low priority given to quality by the ministry's leadership and the lack of 

existing executive structure which is responsible for quality improvement at national 

level. In addition there is a weak institutional capability of the ministry to translate 

the health policy initiatives and decisions into action (MoPHP, 2006). 
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3.4.1.5 Other quality improvement initiatives 

There have been some quality improvement initiatives which are being sponsored 

by donors. For example, GTZ (German Technical Advisory Program), launched a 

quality initiative called the quality improvement project (Siponen and Va? lima? ki). 

This project has been fully funded and managed by GTZ. The overall aim of SIP is in 

improving quality of curative services in the health centers and health units in the 

GTZ target districts. The SIP has been designed to be implemented through three 

phases, including phase one which is conducting baseline surveys to identify the 

current problems and setting priorities for intervention. Phase two is developing and 

implementing the intervention strategies, while phase three is the post intervention 

follow up, monitoring and evaluation (GTZ, 2002). 

The baseline surveys showed that the most quality problems are related to 

management, clinical practice, poor drug services, and weak community 

participation. The project has made good strides in implementing a quality 

improvement intervention aimed at improving clinical services quality of PHC. 

However, the project ceased at mid-point before reaching the third phase of impact 

evaluation due to financial constraints from the donor, and the SIP was therefore not 

sustained. Hence, the problem with donor derived projects is sustainability of the 

projects after the donors ceases or withdraws funding. Generally speaking, most 

donor-driven projects collapse after donors leave the project, and the most apparent 

reason for this is due to a lack of existing effective mechanisms for co-ordination 

between the donors and the ministry of health. Hence, without strengthening the 

institutional capability of the ministry to take over initiatives driven by donors, these 

projects is at risk of collapsing. 

61 



3.4.2 Patient involvement in the quality policy development 

In theory, patient satisfaction and consumer protection are central issues in the health 

policy documents, especially the HSR and the Fifth plans for Health Development. 

Until this present study was conducted, there were no patient satisfaction surveys 

done in Yemen which explored patients' perspectives on quality of health care. The 

anecdotal evidence showed that patients are dissatisfied with the quality of health 

care provided at all health care delivery system levels (Al-Serouri, 2004). The high 

rate of passing PHC to higher level care, which has been estimated to be between 35 

and 75%, is another indication of the level of quality care (Nasher, 2000). 

Additionally, in the NUQP and HSR documents, the concerns about patient 

dissatisfaction and quality of care was expressed apparently as motives for improving 

quality of health care and the NEQP has also listed 'patient and community 

participation' as one of quality improvement strategy options. The patient's views on 

quality policy development may well be a very important means of helping to 

identify the quality improvement priorities from different perspectives rather than the 

quality expert and health professionals and managers. Thus, it is time to question 

patients and listen to their perceptions of quality of care. Hopefully, the study will 

bring the patients' perception of quality to inform policy makers and health care 

providers about other quality improvement policies and strategies. 
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3.5 Summary of the key findings 

Box 3-2 Key rindings summary 

Socio-economic development: 

Yemen is still classified as a least developed country; per capita income is less than US$ 600, forty 

percent of the population live on the national poverty line and nearly a fifth of the population live in 

food poverty. Thus, the socio-economic development would be a major determinant for improving 

health status in Yemen. The most current development challenges are poverty, low human 

development, population growth, and weakness of institutional capacity. 

Health care system: 
The population's health status is poor and mortality and morbidity rates are high. The health 

system is mixed public and private funding with limited resources in terms of human, 

facilities, and level of health spending and expenditure. 

Quality is a major concern for policy makers and health providers. These concerns have been 

reflected in most of the health policy documents. However, most the quality policy documents 

such as the NHQP and standards and guidelines developed have not yet been translated into 

action. 

There are a number of constraints which hinder the quality policy to move forwards, such as 
low priority given to quality by ministry leadership, lack of existing clear organisational 

structure for quality management at national level, and no real political commitment in terms 

of allocation of resources for quality improvement have been articulated. In addition, there is 

no clear quality vision for quality policy improvement. 

Quality responsibility is scattered among many ministry departments. As a result, the quality 

policy development initiatives, especially the NHQP, have not been implemented and have 

ended up as just a policy document on the shelf. 
The quality improvement initiatives are donor driven projects. Most of them have ceased or on 

the way to collapsing. The reasons are varied and include a lack of ownership of these projects 
by the Ministry of Health, absence of developing an effective co-ordination mechanism 
between the donors and the responsible party to take over these projects when the donor 

withdraw. 
Dissatisfaction with quality of care is a central issue in most of the health policy development 
documents. However, the views of patients are a neglected issue in health policy development, 

especially in the quality policy document. The NHQP document reflects the experts and 
professionals views on quality policy development but there is no mention of the patients' 
views in these documents except that the patients and community could be one of the quality 
improvement approaches. 
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Chapter Four: Study Methodology 

4 Overview 

The study methodology chapter is divided into four main sections. Section 4.1 

describes the quantitative methods used for conducting a survey of patients' perception 

of quality hospital care and a survey of hospital professionals' and managers' views on 

quality management system development at hospital level. Section 4.2 describes the 

qualitative method used for exploring the situation of quality policy development at 

national health policy level, i. e. Ministry of Public Health and Population (MoPHP). In 

general, each section covers the study setting and time, study population and sampling, 

the instruments used for data collection, the data collection procedure, the pilot study 

and its outcomes, and the methods of data processing and analysis. The chapter 

concludes with describing the data quality assurance measures (Section 4.3) and the 

study's ethical approval (Section 4.4). 

4.1 Quantitative methods 

This section describes the study methodology used for conducting patients' perception 

survey of quality of hospital care and survey of professionals and managers views on 

the existence of quality management systems in the study hospitals. The section is 

presented in two independent sub-sections, including the methodology of patient 

perspective survey and methodology of professionals and managers survey. 

4.1.1 Patients' perspective survey 

4.1.1.1 Study setting and time 

The study was carried out at four central public hospitals in Sana'a city, the capital of 

Yemen. These hospitals were AI-Thwra General Hospital, Al-Kuwait University 

Hospital, AI-Jomhoury General Hospital and Al-Sabeen Specialist Hospital. These 
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hospitals were chosen as they represent the main referral national public tertiary 

hospitals and are being used for academic teaching purposes and assumed to be 

providing good quality of health care. Also, their sources of finance are the same 

(Ministry of Finance) and are being technically supervised by the Ministry of Health. 

Thus, they share similar constraints in terms of resources deficiency, management 

style, and organisational structure. The researcher restricted the study to the tertiary 

hospitals base on the assumption that if the tertiary hospitals do not have any quality 

management system in place, it is unlikely to be introduced into the secondary and 

primary care level s as anecdotal evidence shows that the bypassing rate from 

primary and secondary care levels to the tertiary level is high (43%-75%) due to the 

poor quality of secondary and primary care levels. The study time was conducted 

during June, 2004. 

4.1.1.2 Study population and sampling 

The study population was made up of all patients who were seeking medical care 

during the study period, including both out-patients and in-patients. There were no 

specific exclusions for selecting from the study population. 

The sample size was calculated using Statcalc in Epi-Info 6. The sample size was 

based upon an expected dissatisfaction rate of 50% (conservative point) with a 95% 

confidence interval of ± 10% marginal error; given a figure of 100 subjects, in 

addition to 20% of an expected non-response rate. The final sample size was 120 out- 

patients and 120 in-patients to cover all aspects of hospital care. 

The sampling technique employed was the consecutive sampling technique, that is, 

after finishing interviewing with the first interviewee, the next available patient was 

selected for interview and so on until the required sample size were achieved. The 
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interviews were conducted with the patients as they were leaving the hospital out- 

patient clinics, and also those who were ready to leave the hospital in-patient ward. 

4.1.1.3 Data collection 

For the purpose of this study, interview questionnaires were used. The questionnaires 

were adapted from an existing patient questionnaire that was developed by 

WHO/EMRO and has been used elsewhere. Hence, these questionnaires were 

adopted as they have been developed by a 'technical quality group' for ME region 

countries, included Yemen, and have been recommended to be used in region 

countries (VVHO, 1996). Furthermore, in the pilot study for checking the suitability 

of the questionnaires in the Yemeni local context, the findings showed that all 

participants had a good understanding of the questionnaire items. Moreover, to 

ensure having a valid content study instrument, the questionnaires were first 

translated from English into Arabic by the researcher and then translated back from 

Arabic to English by a qualified person who had not seen the original English 

version. The consistency between the two versions was crossed-checked for any 

discrepancies that may have arisen due to the translations. Finally, the differences 

were resolved so that the Arabic version was consistent in meaning with the English 

version. This is a well validated procedure known as back-translation. The mode of 

administration of the questionnaires was the interview technique with the 

respondents as most of them were less educated. Two questionnaires were used, one 

questionnaire for out-patients and the other for in-patient care. Each questionnaire had 

a certain number of sections, and each section contained questions or phrases relating 

to a particular aspect of care process. The description of the questionnaire structure as 

follows. 
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4.1.1.4 Outpatient questionnaire 

The out-patient questionnaire consists of three sections. Section one has eight 

questions about the characteristics of the respondents and the services. Section two has 

nine questions concerning patients' perception of services types provided at out- 

patients. Section three has 17 items (quality scale) assessing patient experience with 

quality of out-patient care aspects in addition to one independent question for rating 

the overall quality of hospital outpatient. The quality scale was the 4-point Likert scale 

(poor, acceptable, good and excellent). Finally, one open-ended question asked for any 

comments or suggestions that the patients wished to express about their visit to the 

hospital out-patient clinics, which would enhance the meaning of the quantitative data 

(see Appendix 4.1). 

4.1.1.5 In-patient questionnaire 

The in-patient questionnaire consisted of four sections. Section one referred to the 

demographic characteristics of the respondents and the characteristics of services, both 

were used as explanatory variables. Section two included 43 phrases and statements 

which dealt with aspects of the in-patient experience. The quality items were rated on a 

the 4-point Likert scale (poor, acceptable, good and excellent) distributing among 

seven specific in-patient services areas, including admission services (3 items), 

emergency services (4 items), nursing care (I I items), medical care (9 items), food 

services (5 items), housekeeping service (4 items), and hospital environment and 

facility services (7 items), in addition to one independent question for rating the overall 

quality of in-patient care. Section three included questions about reconunendation of 

the hospitals to others, patient expectation about the care before admission, and 

expected improvement of their health status on the admission. Finally, there was one 
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open-ended question asking for any comments or suggestions the patients wished to 

express about their hospital stay (see Appendix 4.2). 

4.1.1.6 Data collection process 

4.1.1.6.1 Research teant set tip andpilot study 

In addition to the principal investigator, the research team consisted of eight research 

assistants (4 male and 4 female) who were recruited and trained beforehand. The aim 

of the training was to make the team fully aware of the research topic and objectives 

and to enhance their skills to undertake scientific interviews in order to achieve 

consistent and trustworthy data. The period of training was over two consecutive days, 

and the training consisted of several sessions and employed different techniques of 

training such as role play. On the final day of the training, the time and place of 

conducting the pilot study was specified and a schedule was prepared for conducting 

the pilot study. 

Prior to the actual collection of the data for the main study, a pilot study was conducted 

to test the feasibility of the data collection methods in terms of questionnaires length, 

clarity of wording and phrasing to the interviewee and also the interviewer. In 

addition, the pilot study aimed to explore the research environment and the willingness 

of respondents to take part in the study. Twenty four participants were interviewed; 12 

out-patients and 12 in-patients. Afterwards, the data collected were entered into a 

computer and were analysed. The results of the responses were discussed with the 

supervisors to identify items that were not producing useful information, and the 

content of the questionnaire were modified accordingly. Minor changes were made, 

such as rephrasing of some statements to make them easier for the respondents to 

understand and re-ordering of items in order to ensure a logical sequence of the items. 
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The pilot study was conducted in a different hospital from the four that were selected 

for the study. 

4.1.1.6.2 Data collection proceditre 
The research assistants were distributed among the study hospitals, and in each 

hospital there were two interviewers; one male and one female. The interviewers 

attended their respective hospital from 8 am to 12 noon very day, which was the 

official working time of the hospitals. Each interviewer was responsible for 

interviewing six patients per day, three out-patients and three in-patients. The time of 

the interviews ranged between 15-20 minutes. Every other day the researcher met the 

team to discuss the daily issues and any problems which arose from the data collection 

process and the completed questionnaires of the previous day were collected, and 

blank questionnaires for the next two days were given out. These meetings helped to 

keep the work going smoothly and any problems were solved as they arose from day to 

day. 

4.1.1.7 Data processing and analysis 

All questionnaires were checked by the principal researcher before they were entered 

into the computer. SPSS prograrnme version 12 was used for both entering and 

analysing the data. Firstly, simple statistics such as frequency distribution, 

percentages and descriptive statistics, including cross-tabulation were done. Then 

statistical significant tests were used as appropriate. The factor analysis using the 

principal component analysis (PCA) and Varimax rotation were applied to identify the 

underlying satisfaction structure with quality of care. The details of using PCA are 

described in detail in the Results chapter. The multivariate analysis using regression 

methods were performed to examine the effects of the independent factors 

(individual quality components) on the overall quality rating of hospital care. This 
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technique allowed the development of a model of quality components that have the 

greatest impact on the overall quality rating of hospital care and the amount of 

variation in the overall quality rating that could be explained by this model. 

4.1.2 Professionals and managers views survey 

4.1.2.1 Study setting and tinic 

The survey was done in the same hospitals as the patient survey. The survey was 

conducted one month aflcr the patient survey and extended from June to July 2004. 

4.1.2.2 Study population 
The study population were the professionals and administrative staff who were 

working in the hospitals under study during the time of conducting the study. 

"Professional" refers to clinicians, nurses and technicians, while "administrative staff' 

refcrs to the managers and their deputies and heads of departments and their deputies. 

The study targeted all the study population. Three hundred questionnaires were 

distributed and 150 useful questionnaires were returned, (see appendix 4.3). The 

strategy of distributing was to cover most of the professionals and administrative staff. 

The questionnaires were distributed by the principal researcher himself, who 

personally visited the respondents to hand out the questionnaires. 

4.1.2.3 Data collection instrument 

The data collection instrument were a questionnaire adapted from a previously 

validated questionnaire that was developed elsewhere (Wagner et al., 1999). This 

questionnaire was primarily developed to assess the existence of quality management 

system components. The questionnaire had been modified, tested and piloted to suit 

the local situation. Here again "back translation" was used to develop the Arabic 

version of the questionnaire. 
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The questionnaire consisted of 61 indicators clustered under six main focal areas 

relating to the quality management system components. The main components are the 

quality policy document indicators, the standards and protocol, the human resources 

management, quality organisation structure, patient participation in QA activities and 

quality improvement methods (see Appendix 4.4). The validity and reliability of the 

questionnaire is described in the Discussion chapter. 

4.1.2.4 Data collection procedures 

Before carrying out the main study, a pilot study was done to test the applicability of 

the method. Twelve questionnaires were distributed to the target group of 

administrative and professional staff, and their responses were reviewed for 

completeness and consistency. When the responses to questions showed inconsistency 

or questions were regularly not answered, the questions were modified. The results 

were discussed with the supervisors. As a result, one question had been replaced by an 

open-ended question instead of a close-ended question to avoid social desirability as 

the pilot study findings showed there was over reporting of using a different quality 

improvement method when they do not really exist. 

The following procedures were followed to collect the data from the field: 

- Contacting the hospital administration to get their approval and permission to 

conduct the fieldwork. 

Appointing a focal person in each hospital to assist the principal researcher in 

distributing the questionnaire and collecting the complete questionnaires. 

Distributing the questionnaires amongst the hospitals staff, including the 

administrative and professionals, via visiting the participant at her or his office and 

to introduce the researcher and the focal person, then the researcher would 
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respondents role in taking part in this study, and finally a questionnaire inside an 

envelope was handed to each participant. 

Following up the study participants by both the researcher and the focal person to 

remind them to complete questionnaire and hand it back to the focal persons. For 

those who said they had lost their questionnaire, another questionnaire was given 

to them. 

- The researcher visited the hospitals at regular intervals during data the collection, 

in order to answer any question and to collect the completed questionnaires. 

4.1.2.5 Data processing and analysis 
All data collected had been checked for completeness, and were entered into the 

computer by the principal researcher himself using SPSS version 12 for entering and 

analysing the data. The data were then analysed; statistics such as frequencies and 

percentages, along with descriptive statistics, including cross-tabulation were 

perfomied. 
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4.2 Qualitative methods 

4.2.1 Data collection and sampling methods 

The data collection method was an in-depth interview, a using semi-structured 

interview guide. In-depth interviews provided the opportunity to explore issues in 

detail in addition to uncovering ideas or experiences that were not anticipated at the 

outset. However, the validity and relevance of the data collected relied on the 

interviewer's skills and techniques. The topic guide included a list of core open- 

ended questions relating to the research objectives and several sub-questions to help 

the interviewer probe for more detail and to clarify the meaning of interviewee's 

responses A potential source of bias in the in-depth interview data is usually the 

personal characteristics of the interviewer; being an outsider and the answers given 

might not correspond with what the participants actually thought or do. This is seen 

as a risk inherent in any research involving qualitative methods (Sofaer, 2002). 

Seven key infonnants had been purposefully selected and interviewed. It was 

assumed that these informants would be better at articulating their information and 

experiences about quality policy development at national level. The inclusion criteria 

for selecting the key informants included: 

* being in their position for at least 2 years; 

e begin the middle management level and above; and 

* have previous experience and involvement in quality policy issues at national 

level. 
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The principal investigator himself conducted the in- depth interviews in Arabic using a 

semi-structured guide (see appendix 4-5). The interviews took place in the 

interviewee's office and were tape recorded with the participant's pennission. 

Table 4-1 gives the background information about the key infon-nants who were 

interviewed. All informants were male, except for one female, and all of them have at 

least a bachelor degree or above. The key infon-nants consisted of six general directors; 

one deputy minister, one head of quality department and two project officers who were 

working for a donor funded quality project (see Table 4- 1). 

Table 4-1 Characteristics of the key informants 

ID Code Gender Position INTain duties 

I QHD M HD Head of the Quality Assurance Department. 

2 GDMS M GDr- General Director of Medical Services. 

3 GDHPU M GD2 General Director of Health Policy Unit. 

4 DMPHC M DKF- Deputy Minister of Primary Health Care 
sector and ex-General Director of the 
Health Policy Unit. 

5 MSSIP M PO Project officer of Services Improvement, a 
project sponsored by GTZ. 

6 GDRH F GD General Director of the Reproductive 
Health and Family Planning. 

7 GDCP M GD General Director of Community 
Participation and the representative of the 
Yemen Quality Committee in the Health 

L Council of the Gulf States. 

acaaoii)epartment, -ucnemlijlrector, 'Deputy Minister, 'Project officer 

4.2.2 Data processing and analysis 

4.2.2.1 Framework approach 

The in-depth interviews data were analysed manually using the principle of grounded 

theory and the fr=ework approach (Ritchie and Spencer, 1994). The transcripts were 

coded and managed using Microsoft word processor. A thematic framework was 
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devised using the framework approach (see Box 4.1 below). The themes and categories 

for analysis were derived primarily from the transcripts, prior identified issues, and 

interview guide and study objectives. A list of coding index were developed and 

applied to the whole dataset. The framework approach typically consisted of five key 

stages of analysis. 

Box 4-1 Five stages of data analysis using the framework approach 

Fandliarization Immersion in the raNv data, listening to tapes, reading 
through transcripts, studying notes, getting a feel for the 
data and emerging themes. 

Identifying a thematic The process of identifying all the key themes and concepts 
fraineivork by which the data can be coded and referenced. The end 

product is a comprehensive coding index. 
Indexing Applying the thematic framework to all transcripts 

systematically, annotating the textual data codes from the 
index. 

Charting The process of developing individual matrices for each 
key theme and entering coded sections of text (plus 
identifiers) into appropriate charts. 

Mapping and Using the charts to map the range and nature of responses, 
interpretation create typologies, identify associations between themes, 

and attempt explanation. 
Nource: Adapted from (Ritchie and Spencer, 1994) and (Pop and Mays, 2000) 

4.2.2.2 Primary analysis steps 

The processes of data analysis were derived through the following steps; bearing in 

mind that the finding categories and themes were developed through the iterative 

process including: 

a Listening repeatedly to the recorder in order to become familiar with the responses 

and to assimilate with the content of the interview, 

w Transcribing the recorded material into transcripts using Microsoft Word 

processing, 
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0 Individual document files were coded using the copy and paste command, 

The researcher read and re-read the individual transcripts and took notes during 

reading of the about possible themes and ideas which emerged from the data set, 

mA thematic framework were constructed using prior issues from the original topic 

guide and emerging concepts from reading the transcripts, 

m Indexing of the transcripts using the prepared index cards, 

v During the indexing phase, regular comparisons were made to help identify all the 

data that were relevant to each category and theme, 

a Gathering and charting the index cards of related categories into key themes, and 

a Writing up the findings. 

4.3 Data Quality assurance 

Several measures were established to ensure the quality of the data collection and 

analysis processes in order to maximise the reliability and validity of both 

quantitative and qualitative data. Reliability refers to consistency or reproduction of 

the data. The reliability of the quantitative method (scales or indices) is relatively 

straightforward to establish statistically (see the Discussion chapter, Section 6.1.2), 

but some may argue that the nature of the qualitative methods (especially the flexible 

approach used for in-depth interviewing) limits the extent to which reliability can be 

measured. However, it is recommended to attempt to establish the reliability of the 

qualitative analysis process to ensure that critics cannot argue that the findings were 

based on the subjective judgment of one researcher (Pope et al., 2000). The 

reliability of qualitative findings is presented in the Discussion chapter, Section 

6.1.3. 
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4.4 Ethical approval 

The Ethics Committee of the Liverpool School of Tropical Medicine and the Ethics 

Committee of the Yemen Ministry of Public Health and Population approved the 

study. Following approval of the study, the respective hospitals administration gave 

permission for the study to be conducted. 

The aim of the study was explained and the confidentiality and privacy of the 

participants were assured. Participants were infortned that their participation was 

entirely voluntary and any person who felt uncomfortable with being interviewed was 

free to withdraw or to leave at any time without question. In addition, consent was 

sought before interviewing the participants. 
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Chapter Five: Results 

Overview 

The results are presented as two separate sections, distinguishing quantitative and 

qualitative findings. Section 5.1 presents quantitative findings including, on the one 

hand, the results of the survey of patients' perceptions of hospital care quality 

together with out-patients and in-patients views and, on the other hand, the results 

from the survey of health professionals and managers on quality management system 

development in hospitals. 

Section 5.2 presents qualitative findings that cover the situation analysis of health 

quality policy development at national level from the point of view of the policy- 

makers and senior managers in the Ministry of Health. 

Each section starts by giving an overview of the results and then goes on to present 

the findings under the following heading and sub-heading. 

5.1 Quantitative Findings 

Here the findings of quantitative data analysis are presented based on the data 

analysis plan as outlined in the Methods chapter. It is divided into two sub-sections; 

Section 4.1.1 presents the findings from the patients' perception surveys of hospital 

care quality including out-patients and in-patients, and Section 4.1.2 presents the 

findings from the survey of professionals and managers in which their views were 

sought on the development of quality policy within the Yemen hospitals health 

service. 

This survey employed internationally validated and reliable self-administered 

questionnaires which had been used elsewhere, as described earlier in the Method 

78 



chapter. The link between the two sections is that each section complements the 

other as the first section attempts to shed light on the patients' perspective on 

hospitals health care quality provided and the second section presents the views of 

professionals and managers about the current quality management system 

development in the hospitals under study. 

5.1.1 Patient survey 

The patient survey findings are presented in two main subsections; Section one show 

the findings of the out-patients survey and section two shows the findings of in- 

patients survey. 

5.1.1.1 Out-patient care 

In five subsequent sub-sections, the following are described: 

m The characteristics of the responders, 

0 The services characteristics and type of out-patient services provided, 

m The patients' perception of out-patient services and their perception of the quality 

of out-patient services, 

0 The components of the quality dimensions of out-patient care, and 

0 The determinants of the overall quality rating of out-patient care. 

5.1.1.1.1 Respondents' characteristics 

The analysis of the demographic characteristics of the out-patient survey respondents 

showed that the mean age of responders was 25.2 years and the median was 23.5 

years, while more than two-thirds of the responders were in the age categories of < 

20 and >20-30 years old. The proportion of females was more than males (58.8% vs. 

44.2%). About 37% of respondents were illiterate, 24.2% had primary school level, 

and 20.0% had secondary school level while the university educational level 
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constituted only 10%. Strikingly, almost half of the respondents (45.9%) had no 

formal schooling (see Table 5-1 below). 

Table 5-1 Characteristics of respondents 

Characteristics No. % 
Sex: 
Male 53 44.2 
Female 67 55.8 
Age (years) 
<20 44 36.7 
20-30 42 35.0 
>30 34 28.3 
Education level 
Illiterate 44 36.7 
Read and write 11 9.2 
Primary school 29 24.2 
Secondary school 24 20.0 
University and above 12 10.0 

5.1.1.1.2 Service characteristics 

The services characteristics referred to 'source of care', 'frequency of visits during 

the last 12 months', 'waiting time spent in out-patient clinic', 'consultation time with 

doctor', and 'the reasons of visiting the out-patient clinic'. 

As shown in Table 5-2, more than half the respondents (55.5%) reported that these 

hospitals were the main source of their medical care. Just over one third (32.5%) of 

respondents had made one visit to the out-patient clinic during the last 12 months 

, about another one third (30.2%) visited the out-patient clinic four times or more, and 

the remainder of the respondents expressed their frequency visit ranging between 

two and three visits during the last 12 months. One third of the respondents (33.3%) 

waited less than 30 minutes before being seen by a doctor and 14.2 % waited 

between 1 hour to 1.30 minutes. On the contrary, one quarter (24.4%) of the 

respondents saw the doctor without the need to wait. 
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The consultation time with doctor was roughly divided equally between patients who 

spent <5minutes, 5-9 minutes and 10 minutes or more (37.5%, 32.5%, and 30% 

respectively). More than one third (34.5%) of the out-patient visitors had acute 

illness followed by chronic illness (27.7%) while, as was expected, those who 

expressed child care and accident as the reason for their visit constituted the lowest 

percentage (2.5% vs. 4.2%), (see Table 5-2 below). 

Table 5-2 Characteristics of services 

Characteristics No. % 
Hospital is usual source of care 
Yes 66 55.5 
No 54 44.5 
No. of visits during the last 12 months 
One visit 39 33.6 
Two visits 29 25.0 
Three visits 13 11.2 
Four and more 35 30.2 
Waiting time in OPD 
0 (no waiting) 29 24.2 
<30 minutes 40 33.3 
30-1hour 34 28.3 
lh-1.30 minutes 17 14.2 
Time spent with doctor 
<5 minutes 45 37.5 
5-9 minutes 39 32.5 
>=I 0 minutes 36 30.0 
Reason for visit 
Acute illness 41 34.5 
Chronic illness 33 27.7 
Maternal care 20 16.8 
Child care 5 4.2 
Accident 3 4.2 
Otherreasons 17 14.3 
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5.1.1.1.3 Out-patient services type 

The respondents were asked about the types of health services provided at out-patient 

clinics, and Table 5-3 below shows the distribution of respondents according to 

whether or not they received nine specific medical services. Table 5-3 shows that out 

of 118 respondents only 27 (22.9%) reported that they received a complete physical 

examination, while 91 (77.1%) did not, and 54.3 % reported they received a 'Lab. 

test', 44.2% received 'X-ray examination' and 23.5% reported they had been 

'referred to specialist' compared with 17.3% who had been 'referred to admission'. 

Nearly three fifths of the respondents reported receiving 'an explanation about their 

condition or treatment' and 'reassurance and relief of worry' and the chance to 

sparticipate in decision making of their care plan' (59.3%, 61.9% and 61.3% 

respectively) (see Table 5-3 below). 

Table 5-3 Perception of out-patient service type provided 

Service aspect Received Not 
received 

1 No. of 
responses 

Complete examination 22.9 77.1 118 
Specific medication 51.5 48.5 101 
Lab. Test 54.3 45.7 116 
X-ray examination 44.2 55.8 113 
Referral to specialist 23.5 76.5 115 
Referral to admission 17.3 82.7 110 
Explanation about condition or treatment 59.3 40.7 118 
Reassurance and relief of worry 61.9 38.1 118 
Participation in decision about care 61.3 38.7 119 
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5.1.1.1.4 Perception of out-patient health care 

Patients' perceptions and expectations of out-patient care were explored by 

comparing the patients wishes for services with whether they actually received those 

services or not. Nine out-patient services were included in this exploration, including 

$complete examination', 'specific medication', 'Lab. test, 'X-ray examination', 

'referral to specialist', 'referral to admission', 'explanation about condition and 

treatment, 'reassurance and relief of worry', and 'participation in decision about care 

plan'. 

Table 5-4 shows the percentage of patients who desired and received services 

compared to those who desired but did not receive them. Generally speaking, the 

percentage of those who received their desired services were less than those who did 

not get their desired services. For example, a complete physical examination was 

desired and received by only 15.3% of the respondents (18 out of 118), and those 

who desired but had not received by 50% (59 out of 118) (see Table 5-4) 

Table 5-4 Percentage of desired and received services to desired but not 
received 

Service type Desired and 
received 

Desired but not 
received 

No. % No. % 
Complete examination 18 15.3 59 50 
Specific medication 48 47.5 27 26.7 
Lab. test 53 46.5 27 23.3 
X-ray examination 36 31.9 16 14.2 
Referral to specialist 22 19.1 51 44.3 
Referral to admission 19 17.3 15 13.6 
Explanation about condition or treatment 65 55.1 42 35.6 
Reassurance and relief of worry 71 I -- 66.2 41 35.6-] 
Participation in decision making about care 70 58.8 41 3: 4:: 4ý] 
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The service types were classified into two groups, including technical versus 

interpersonal aspects of care. A cross-tabulation was then employed to explore the 

significant difference between those who 'desired for and received services' 

compared to those who 'desired for but did not receive'. The services that related to 

interpersonal aspect of care showed no significant differences. However, statistically 

significant differences between "desired for" and "receiving" a given service were 

found with services related to technical aspects of care (see Table 5-5). 

No difference due to the respondent's demographic characteristic were found except 

for sex which had a statistical significant difference with respondents who desired to 

receive a service, but not with those who actually received the services. 

Hence, these results demonstrate that there is a gap between what patients expect and 

what they thought they actually received, and this may be due to the fact that the 

desired services were deemed to be unnecessary from the professionals' point of 

view. If this was the case, then efforts would need to be directed towards bridging 

this gap by either providing the necessary services or effectively communicating with 

the patients to manage their expectations for unnecessary services. 

Table 5-5: Differences between perception of desired and actually received 
services and desired but not actually received services 

w Service type Desired and Desired but 

received the not received 
service the service P-value 

Complete examination 66.7 64.8 0.86 
Specific medication 92.3 55.1 0.00 
Lab. Test 85.7 50.9 0.00 
X-ray examination 72.0 25.4 0.00 
Referral to specialist 81.5 58.0 0.03 
Referral to be admitted into 
hospital 100.0 16.5 0.00 
Explanation about condition or 
treatment 92.9 87.5 0.35 
Reassurance and relief of worry 97.3 93.3 0.37 
Participation in decision about 

L care plan 1 95.9 89.1 1 0.26 
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5.1.1.1.5 Qualityperception of out-patient care services 

The quality of out-patient services were assessed by asking patients to rate a set of 

quality indicators. These indicators are related to the process of the particular 

services provided, such as 'competency and attitude of staff, 'time spent with 

doctor', 'waiting time for services', 'availability of services', including drugs, 

laboratory services, and other out-patient services. 

For this purpose, quality scoring scale ranges were used, from bad (score = 0) to 

excellent (score = 3). A simple quality score was calculated for each aspect of the 

out-patient service which was being evaluated. This quality score was calculated as a 

percentage of the maximum score that the particular indicator could achieve. In each 

case the maximum score achievable was 3x the number of responders who provided 

valid responses. The actual score received was calculated as the sum of the number 

of responders giving a particular rating x the value for the rating. 

Hence the quality score was calculated as the actual score divided by the maximum 

score. For example, the quality score for "courtesy of doctor" was (39 x 3) + (56 x 2) 

(18 x 1) + (7 x 0) divided by (120 x 3) which is 68.6 (see Appendix 5-1 for the 

distributions of the patients' responses on each indicator). 

Table 5-6 shows the distribution the respondents' quality rating of out-patient care 

and Figure 5-1 shows the overall quality scores of out-patient quality indicators. As 

shown below, the overall quality scores varied considerably according to which 

aspects of out-patient health care was being assessed. Across all items rated by out- 

patient patients, the average overall quality score of services was 53.9. The highest 

scores achieved were under 'courtesy of doctors' and 'doctor's concern on patient as 

a person' (68.9 and 66.1 respectively) but even 6% and 3% of the patients thought 

the quality was "bad". The lowest score was given to the 'availability of drugs' 
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(15.0) with only 4% of respondents judging it to be excellent. Also amongst the low 

scores were 'the extent of seeing the same doctor each time', 'follow up of doctor on 

previous visit', and 'adequacy of number of chairs in waiting area' (27.2,28.9, and 

34.5 respectively). 

Table 5-6 Quality rating perception of out-patient care 

Aspect of care No. of Excellent Good Acceptable Bad Overall 
responses % % % % Score 

Courtesy of doctor 120 32.5 46.7 15.0 5.8 68.6 
Doctor's concern about 
patient as a person 

120 24.2 53.3 19.2 3.3 66.1 

Doctor's explanation 
about medication use 

119 20.2 44.5 21.8 13.4 57.1 

Doctor's giving patient 
the chance to participate 118 23.7 40.7 24.6 11.0 59.0 
in care plan 
Doctor's thoroughness in 
examination 

116 13.7 19.0 45.7 21.6 40.6 

Time spent with doctor 119 20.2 33.6 33.6 12.6 53.8 
Competence of doctor in 
diagnosis and treatment 

117 21.4 42.7 29.1 6.8 59.5 

Courtesy of nurses and 
other staff 

119 20.0 42.5 18.3 18.3 55.4 

Clinic hours 117 11.1 35.9 34.2 18.3 45.3 
Waiting time in clinic 116 13.8 28.4 33.6 24.1 43.6 
Availability of druý 120 4.2 10.0 11.6 74.2 15.0 
Availably of laboratory 
facilities 119 17.5 24.1 20.8 36.6 40.9 

Availability of 
comprehensive services 

120 18.3 26.7 35.0 20.0 47.8 

Extent of seeing the 
same doctor each time 

120 9.7 15.8 22.0 52.5 27.2 

Follow up of doctor on 
. previous visit 

120 10 17.5 21.7 50.8 28.9 

Cleanliness of clinic 119 22.7 46.2 22.7 8.4 61.1 
Adequacy of number of 
chairs in waiting area 

116 8.3 22.2 30.0 35.8 34.5 

Overall quality rating of 
hospitals out-patient 120 13.3 40.0 41.7 5 53.9 
services 
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Figure 5-1 Quality scores of out-patient health care aspects 
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5.1.1.1.6 Quality dimensions of out-patient care 

There were seventeen items which measured the patients' perspective on the quality 

of the health care received at the hospital out-patient department. In order to simplify 

the analysis of these variables, factor analysis were employed to identify the 

components structure underlying patients' perspective towards quality of health care 

rendered using the Principal Component Analysis (pCA)3 method and Varimax 

rotation. 

Prior to performing the PCA, the suitability of data for factor analysis was assessed. 

The inspection of the correlation matrix revealed the presence of many coefficients 

of ±3 and above, the Kaiser-Meyer-Oklin was .7 exceeding the recommended value 

of .6 (Kaiser. 1970,1974) and the Bartlett's' test of Sphericity (Bartlett, 1954) reached 

the statistical significance, supporting the factorability of the correlation matrix. 

Then, PCA was performed and produced five component4 including components A 

though E, explaining 28%, 12%, 9%, 8%, and 6% respectively of the variance in 

overall quality rating of out-patient care. These five components were accounted for 

by approximately 63% of the total variance. That is, approximately 37% of the 

variance in the scale items were not explained by the five common components (see 

Table 5-7). Then, the extracted components were rotated orthogonally to enhance the 

association of items with the components. The loading of items was distributed 

among the components and were ordered ascendingly in each extracted component. 

3 PCA is a statistical procedure summary which aims at identifying the pattern of 

relationship among many observed variables or scale items. It summarises many variables or 
items into a small set of manageable components (Tabachnick &Fidell, 1989, Pallant, 2005). 
4 The cut-off of point for detaining components was the value of Eige-values greater than 1, 

in other words, unless a component extracts at least as much as the equivalent of one original 

variable, it is omitted. This criterion was proposed by Kaiser (1960). 
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Hence, the quality scale items assigned to a particular component had the higher 

loading factors (±. 40) on that component and the lower loading factor on the other 

components in the matrix (see Appendix 5-2). The extracted components were 

labelled as follows: 

" Component (A) "technical care qualijy', 

" Component (B) "availability of the services 

" Component (C) "continuity of care ", 

" Component (D) "physician behaviour", and 

" Component (E) "services responsiveness". 
The following section describes briefly the content of the five components. 

5.1.1.1.6.1 Description of quality dimensions components content 

As the goal of using PCA was to identify the common components underlying 

various dimensions of patients' perception of quality of care provided, the content of 

each component is explained as follows: 

* Component A- the three items with high loading are 'competency of doctor', 

'being time spent with doctor' and 'nurse and staff courtesy'. The content of 

these items suggests that most the component's items pertain to technical quality 

services. This component, therefore, has been labelled as "technical care 

qualiV'. 

9 Component B- has items with high loading of 'Lab. test availability', 

'comprehensiveness of the services' and 'clinic hours'. The content of this 

component suggests that the shortage of providing services at out-patient clinics 

might be one reason of lowering quality ratings of the services. Therefore, this 

component is labelled "availability ofservices ". 
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9 Component C- has the highest loaded items for 'seeing the doctor on each visit' 

and 'following up by doctor on previous visit', and this component has been 

labelled as "continuity of care". 

e Component D- holds the highest loading items pertaining to 'doctor's courtesy', 

'doctor's concern' and 'doctor's explanation. This component structure suggests 

naming the component as "doctor's behaviour". 

a Component E- has the items with a high factor loading, including 'thoroughness 

in examination' and 'availability of drugs'. Therefore the component has been 

labelled as "service responsiveness". It is worth mentioning that "availability of 

the drug" item refers to the responsiveness of hospitals in terms of to what 

extent the patient got the drug from a patient point of view, and does not 

necessarily measure the actual availability of drugs at facility level. In addition, 

this component had only two items, and as a result, it had low Cronbach Alpha 

(. 48). 
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Table 5-7 Quality scale items and quality component dimensions with the variance 

explained and reliability coefficient 

Component name and item Factor 
Loading 

Variance 
explained 

Cronbach's 
alpha 

Technical care quality 
Waiting time in clinic . 735 
Doctor's competence . 651 

8 70 
Nurse and staff courtesy . 625 

2 . 
Time spent with doctor 

. 480 
Clinic cleanliness . 419 
Availability of services 
Lab. Test Availability 

. 782 
Comprehensive services 
availabilit . 687 

12 . 72 

Clinic hours 
. 
672 

Continuity of care _ 

Seeing the same doctor each visit . 837 9 73 
Follow up by doctor on previous 
visit . 806 

. 

Doctor's behaviour 
Doctor's courtesy . 

663 
Doctor's explanation . 591 
Doctor's concern . 559 8 . 

64 
Patient participation in the care 
plan . 524 

Services responsiveness 
Drug availability . 799 
Thoroughness in examination . 

630 6 48 
% of the overall variance 

1 explained 
63 

. 
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5.1.1.1.7 Association of demographic and services characteristics with 
qnality dimensions of out-patient care 

This section describes the association between quality rating scores of the quality 

component dimensions of out-patient care and respondents and services 

characteristics. In this section, only significant results will be presented and the 

details of the whole findings will be appended in the appendices list (see Appendix 

5-3). 

The analysis revealed that the difference in mean scores of the 'technical care quality' 

component was not statistically significant in relation to sex, age, and educational 

level, but the difference in the mean scores were statistically significant associated 

with services characteristics such as 'waiting time' (P<01). 

Likewise, the difference in the mean quality scores of the 'availability of the service' 

component showed no statistical association with respondents characteristics, but 

were statistically associated with some of the services characteristics such as 'source 

of care' and 'waiting time' (p<. 01 vs. p<0.02). 

The relationship between the 'continuity of care' component and the respondents 

and services characteristics revealed that there were no statistical significant 

relationship between the difference in means quality scores and either respondents 

nor service characteristics while the 'doctor's behaviour' component was unrelated 

to the respondents characteristics but was significantly associated with 'consultation 

time' (p< 0.0 1). 

The differences in mean quality scores of the 'responsiveness of services' component 

demonstrated no statistical difference due to either respondent's nor services 

characteristics. Hence, it is noticeable that the most difference in quality rating scores 

of quality component dimensions of out-patient care had no association with 
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respondents' variables but there was association with service characteristics, 

especially 'waiting time' and 'source of care". 

5.1.1.1.8 Determinants of overall quality ratings of hospital outpatient care. 

In order to identify the probable determinant factors of overall quality rating of out- 

patient care, regression analysis was employed. The results are presented as 

regression mode15 in which the overall quality rating is explained as weighted 

association of the factor analysis components. R-value of the model indicates the 

amount of the variation in the overall quality rating of out-patient care that is 

explained by the quality components included. The impact of each component can be 

estimated from the value of the 'Beta coefficient' and its statistical significance (p- 

value). The model is responsible for of 38% of variance in the overall quality rating 

of out-patient care. This amount of variance was found to be statistically significant 

(F= 13.7, P<000). 

Table 5-8 shows the results of the regression analysis in the form of the ' P- 

coefficient' and the associated p-values for the five underlying components regressed 

against the overall quality rating score. The importance and contribution of each 

component is signified by value of the P-coefficient coefficients. The largest P- 

coefficient (. 41) was for 'services availability' followed by 'technical care quality' 

(. 39). This means that these two components make the strongest unique contribution 

in explaining the overall satisfaction with quality of out-patient care provided. 

5 Overall quality rating =. 39 x 'Technical care quality' +. 41 x 'Availability of services' 

. 10 x 'Continuity of care' + . 13 x 'Doctor's behaviour' +. 07 x 'Service responsiveness'. 
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Table 5-8 Determinant factors of overall quality ratings of out-patient care 

Quality components P-coefficient p-value 
Technical care quality . 39 . 00 

Availability of services . 41 . 00 

Continuity of care . 09 . 19 

Doctor's behaviour 
. 13 . 01 

Services responsiveness . 07 . 35 

5.1.1.2 In-patient care 
4 

This section refers to hospital in-patient care, and the respondents' characteristics 

and services characteristics are presented. The section then presents the quality 

perceptions of in-patient care services, including 'Emergency services, 'Admission 

services', 'Nursing care services', ' Medical care services', 'Food services', 

'Housekeeping services' and 'Enviromnent and facility services', in addition to the 

perception of the overall quality rating of in-patient services. The section concludes 

by presenting the quality component dimensions of in-patient care and the 

determinants of the overall quality rating of hospitals in-patient service. 

5.1.1. Zl Respondents'characteristics 

The demographic variables included in the questionnaire were age, gender and 

education level. These factors were included as previous studies have indicated that 

these variables have an effect on patient's levels of satisfaction. 

As shown in Table 5-9, the mean age of the respondents were 28.9 years, and the 

vast majority fell into the 20-30 years and >30 years of age categories, and the 

female percentage were more than males (54.5% vs. 45.5%). Almost two fifths of the 
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respondents were illiterate (38.3%), and a small number had a university degree 

(5.2%). Again, the findings showed over two thirds (62.6%) of respondents had no 

formal schooling. It is worth noting that this is consistent with the overall situation of 

education level in the study country which is characterised. as having a high illiteracy 

rate. 

Table 5-9 Characteristic of respondents 

Characteristics No. % 

Sex 

Male 54 45 

Female 66 55 

Age category 

<20 33 28.8 

20-30 35 30.4 

>30 47 40.8 

Educational level 

Illiterate 44 38.3 

Read and write 28 24.3 

Primary school 20 17.4 

Secondary school 17 14.8 

University and above 6 5.2 

5.1.1. Z2 Services characteristics 

The service characteristics are presented in Table 5.10 below. The mode of 

admission into hospital was found to be equally distributed through either the 

emergency department or out-patient clinics. More than half of emergency patients 

(55.9%) waited less than half an hour to be seen by a doctor while the rest of the 
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respondents (44.1%) had to wait more than half an hour to be seen by a doctor in the 

emergency room. 

For those who were admitted through the out-patient clinics, just over one third 

(36.6%) of respondents reported that they had to wait more than 5 days to be 

admitted into hospital while the majority of the rest of them had to wait less than 5 

days to be admitted into a hospital. 

The average time between the admission office and arrival to the ward was 2.2 hours 

(SD 2.3 hour), on the other hand, half (50%) of the respondents reported that they 

had waited more than 2 hours, and nearly one third (28.3%) had waited less than half 

an hour to complete their admission procedure. 

On admission, more than two fifths (44.3%) of the respondents expected a better 

standard of service, nearly one third (29.6%) expected the same standard of services, 

while just over one quarter (26.1%) expected getting worse service. However, 

despite the poor level of quality, more than half of the patients felt their condition 

had improved a great deal compared with only 6.6% who felt that their condition had 

not improved, and over two-thirds (68.6%) of discharged patients said they would 

recommend these hospitals to their relatives or friends. The distribution of the 

respondents were Medicine (22.3%), Surgery (30.8%), Obs. & Gyn. (14.2%), 

Paediatrics (15.8%), and others (5.8%). 
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Table 5-10 Characteristics of in-patient care services 

Characteristics No. % 

Mode of admission 
Emergency room 60 50 
Out-patient clinic 60 50 
ER waiting time to be seen by doctor 
<30 minutes 33 55.9 
30minutes -lhuor. 13 22.0 
>lhour 14 22.1 
Time spent in ER (3.79hr) 
<lhour 26 43.3 
1-4hurs 23 38.3 
>4hours 11 18.4 
Waiting for admission through OPD (Aledian 3days) 
One day 13 21.7 
2 days 12 20.0 
3-5 days 13 21.7 
>5 days 22 36.6 
Time between admission office and arrival to ward 
<30 minutes 17 28.3 
>1-2hours 13 21.7 
>2 hours 30 50.0 
Expectation about care 
Expected better services 51 44.3 
Expected same standard 34 29.6 
Expected worse service 30 26.1 
Improvement of condition 
Improved a great deal 65 54.2 
Improved a little 47 39.2 
Did not improve at all 8 6.6 
Recommending hospital to the others 
Yes 83 69.2 
Probably 27 22.5 
No 10 8.3 
Ward type 
Medicine 37 30.8 
Surgery 40 33.4 
Obs. & Gyn. 17 14.2 
Paediatrics 19 15.8 
Others 7 5.8 
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5.1.1.2.3 QualitY perception of hospital in-patient care 

5.1.1.2.3.1 Emergency services quality 

The quality ofernergency services \\ as assessed by four indicators, including: 

-Waiting time in emergency room 

- Time spent \\ ith patient" 

-Attention ofeniergency stall'to patients" I- 
0 "I'xplanation of condition to patient" 

I able 5-11 shows the patient perception of quality of emergency services. The 

overall quality score of emergency was 57.8 compared with different aspects of 

emer-ency services such as "attention of ED staff", \,,, Iilch had the highest score 

(69.5), and the "total time spent in emergency- -which had the lowest score (42.2) 

(see Fil-'Lire 5-2). 

Table 5-11 Quality of emergency department service 

ED service indicator No. of Excellent Good Acceptable Bad Score 

responses 0/4) vo 0/4, 
hme %ýaited III FR until heim-, 59 39 0 30.5 11.9 18.6 63.3 
attended bN a do,: toi . 
Attention ofER staff 59 37.3 39.0 18.6 5.1 69.5 
Explanation about patient's 
condition 59 17.5 47.4 24.6 10.5 55.4 

1 mal tinic spent In FR 59 22.0 18.6 25.5 33.9 42.9 

It% 57.8 

Figure 5-2 Quality scores for emergency department services 
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5.1.1.2.3.2 Admission services quality 

Three indicators \%crc used to assess the quality of admission services. These 

indicators assessed the respondent's perception of quality of admission services, 

I 11C I LId I'll": tN 

1. "Time taken to complete admission procedure", 
2. -Courtesy ofadmitting stall", 
3. "Conifort and cleanliness of admission waiting area". 

As shown in Table 5-12, the respondents gave admissions services an overall quality 

score of 61.4. The highest score Nvas given to "courtesy of admitting staff' (62.6) 

Midst the lowest score was given to the "time taken to complete admission 

procedure" (58.6) (see 1--I, -, ure 5-3). For these iterns 18% and 1W, o of patient 

respectively thought the service quality was "bad" (see Table 5-12). 

Table 5-12 Quality of admission services 

Admission qualit) indicator N, 0. -0 f Excellent Cood Acceptance Bad 

response,, % Score 

I aken time to complete 120 30 8 7 31 20 0 51 17 58.6 
adiiiissioti procedure . . . . ý 
Courtesy of admitting staff 115 23.5 47.8 21.7 7.0 62.0 

ornfort and cleanliness of 63 0 
admitting area 119 30.3 38.7 21.0 0.0 1 . 

Oýerall quality score 61.4 

Figure 5-3 Quality scores for admission services 
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5.1.1.2.3.3 Nursing care quality 

The quality perceptions of nursing services were assessed using II indicators. These 

indicators assessed the quality of nursing services provided regarding the 'nurses' 

attitude', 'the manner in which service was given', 'nurses responding to patient's 

needs', 'the explanation given about condition and procedure', and 'the 

communication of nurse with patient. 

As shown in Figure 5-4, the overall quality score of nursing services was 64.7 

compared with the score of each separate indicator, including "the promptness of 

nurses in responding to patient's call" (72.6) and "skills of nurses in patient care" 

which had the highest quality scores (72.2). The lowest scores were given to 

'frequency of nurse to check patient's condition' (5 1.1) followed by 'explanation 

about condition and procedure' (54.7), 'emotional support' (55.2) and 'ease 

communication with nurse' (56.5). Moreover, nearly one fifth (17.9) of respondents 

thought the quality of 'nurse explanation about condition and procedure' was "bad". 

Li ew se, fourteen percent of patients rated quality of 'emotional support' and 'ease 

of communication with nurse, as "bad" (see Table 5-13). 
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Table 5-13 Quality of nursing services 

Nursing care No. of Excellent Good Acceptance Bad Score 
quality indicator responses % % % % 
Courtesy of nurses 120 40.8 36.7 18.3 4.2 71.9 
Skill of nurses 120 35.0 48.3 15.0 1.7 72.2 
Frequency of nurse 
check to patient's 120 33.3 35.0 21.7 10.0 51.1 
condition 
promptness in 

118 40.7 42.4 11.0 5.9 72.6 
responding to call - Promptness of 117 35.0 41.1 18.8 5.1 68.7 
patient's demands 
Emotional support 119 18.5 42.8 24.4 14.3 55.2 
provided 
Attention to 115 27.0 48.6 17.4 7.0 65.2 
patient's pnvacy 
Carefulness and 
gentleness of in 115 28.7 42.6 20.9 7.8 64.1 
handling patient 
Nurse explanation 
about condition and 117 23.1 35.9 23.1 17.9 54.7 
procedures 
Carrying out 
doctors' orders 

116 51.7 37.9 8.6 1.8 79.9 

Ease of 
communication 

118 28.0 35.6 22.0 14.4 56.5 

Overall quality 64.7 
score 
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Fig, ure 5-4 Qtialitý scores for nursino, care 
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.. 
1.1.2.3.4 Medical care quali(N 

Fhý2 LjLialltý ol' medical care services vvere assessed using nine indicators. These 

indicators assessed the patients' viev. -s on 'the doctor's attitude and hurnanness', 

the manner in %%hich services x%cre provided'. *competency of doctors in diagnosis 

mid treatment'. *a% ailability of' doctors when needed', 'doctor's respect for patient 

pri\ acy I and 'quality of' instruction given to patient on discharge" for both self-care 

and I'0110\\ Lll-). 

Fable 5-14 and Figure 5.5 belo%\ slio\ýs the distribution of patient's quality 

perception and scores of the medical care rendered. The overall quality score for 
I 

niedical smices was 67.1. These quality scores were varied across all the nine 

LILIallt\ indicators. The highest score (77.3) was given to 'courtesy of doctor*. while 

the IOXý eSt (50.1 ) (ILKII ItV score was given to "availabilltv of doctor %% hell needed'. Bv 

the same token. more than forty percent ot'pattents reported quality of 'thorOLIghness 

in exam I nat I on' as either acceptable or bad (18.1% ,,, s 12.1%), and the 'availabi I it), of 

doctor \0en needed* and 'frequency of doctor's visit' rated as -bad- (20.8'/, 6 and 

14. ', "o respectlvelý ). 

Figytire Qualitý scores for medical care 
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Table 5-14 Quality of medical care services 

Medical care No. of Excellent Good Acceptance Bad Score 
quality Indicator responses % % % % 

_ Courtesy of doctors 118 50.8 33.9 11.9 3.4 77.3 

Concern about patient as a 119 51.8 28.0 16.9 3.3 75.6 
person 
Thoroughness in 116 46.5 23.3 18.1 12.1 67.5 
examination 
Competence in diagnosis 

120 4 45 37 0 14.3 3.4 74.7 
and treatment . . 
Frequency of doctors' 120 31.1 31.9 22.7 14.3 60.0 
visits 
Availability of aoctors 

120 19.2 28.3 31.7 20.8 50.3 
when needed 
Regards by doctors to 120 35.8 40.0 15.9 8.3 72.6 
patient's privacy 
Doctors' explanation and 
answering question about 120 34.2 38.3 20.0 7.5 66.9 
illness 
Instruction given by 
doctors on discharge for 120 24.2 33.3 26.7 15.8 59.0 
self-care and follow up 

Overall qua lity score 67.1 

5.1.1.2.3.5 Food services quality 

The quality of food services were assessed using six indicators. Respondents were 

asked to rate the quality of food services received according to the fowling 

indicators: "taste of food", "temperature of food", "quality of food", "utensils used 

for serving meals, and "time of serving". The overall score quality of food was 

relatively low (55). The highest (61.2) score was given to "time of serving meals" 

but only 7.7% of respondents rated this item as "bad". The lowest score was given to 

'temperature of food' (48.1) although 13.5% of responders gave the item an excellent 

rating, and 'utensils used for serving food' and 'quality of food' had both low scores 

(53.2vs. 54.1) (see Table 5-15 and Figure 5-6). 
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Table 5-15 Quality scores of food services 

Qtialilý Indicator No. of 
responses 

Excellent Cood 
% 

Acceptance 
IN, 

Bad 
% 

Overall 
Score 

'I aste offood 104 20.2 45.2 23.1 11.5 48.8 
Temperature of food 104 13.5 35.5 32.7 8.3 153.9 

I Quality of food 104 16.3 38.8 33.7 11.5 54.1 
Utensils used for serving meals 104 17.3 39.4 28.9 14.4 153.2 
Time of serving meals 104 24.0 43.3 25.0 7.7 55.1 
Overall qualm score 

i 5 15 

Note: 16 respondents reported that they did not eat hospital food. 

5.1.1.2.3.0 liou%ekeeping services quality 

Four quality indicators \\Cl-e Used to assess quality of housekeeping services, and 

these Indicators 111CILided 'cleanliness of room', 'cleanliness of toilet and bathroom', 

'cleanliness of linen', and 'time of cleaning room'. 

The 'Cleatiliness of toilet and bathrooms' gave the loxvest quality score (31.4) 

amongst the housekeeping services items, with nearly more than half (49.2%) of 

respondents reporting tile quality of this item as "bad", whereas the quality of I 

"Cleanliness of room" had the highest score (71.7). Overall, the quality score for 

housekeeping services collectively reached 59.5 (see Table 5-16 and Figure 5-7). 
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Fable 5-16 Qtjalilý of* housekeeping services 

No. of Excellent Good Ac eptance Bad Score Indicator 
responses % % % % 

- Icalihne"', Offoom 120 40.8 39.2 14.2 5.8 71.7 
Cleanliness of toilet 
and bathroom 120 10.8 21.7 18.3 49.2 31.4 

Cleanliness of linen 120 35.8 42.5 20.0 2.5 70.8 
- I'mie ofcleaning 
room 

120 25.8 47.5 20.0 6.7 64.2 
rOverall 

quality score 60.0 

Figure 5-7 Qtjalitý scores for housekeeping services 

------------------------------------------------------------------ -- 
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5.1.1.2.3.7 Environment and facilities services qualitý 

Six indicators x\cre used to assess the quality of the hospital environment and 

facilities services. These indicators refer to 'noise level', 'comfort of bed', 'room 

temperature', 'roorn ventilation' and 'roorn light'. Table 5-17 and Figure 5-8 shows 

tile distribUtiOn of quality rating and scores of hospital environment and facilities 

services. The overall quality score for all the indicators of environment and facilities 

collectively N\ as 64.0. The 'noise level during daytime' had the lowest score (47.2) 

while the 'roorn liv 
, 
ht' had the highest score (79.4), but 49 % only rated this itern as 

1. excellent". 
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Fable 5-17 QualiIN of em it-onment and facility services 

Indicator No. of' Excellent God Acceptance Bad 
I Score 

\01"c le\ Cl dul 111, -, 14.2 30.0 39.2 16.7 47.2 
daNtime 
Noise level during 

g 120 42.5 36.7 11.7 9.2 70.8 
night 
Comfort ot'bed 120 

-13.3 
41.7 13.3 11.3 65.6 

Room temperature 120 29.1 44.2 14.2 12.5 49.2 
Room \entilation 120 38.4 42.5 13.3 5.8 71.1 
Room light 120 49.0 40.8 9.2 1.0 
Oýerall a\ crage 63.3 
quality score 

Fi(gure 5N-8 Quality scores for environment and facilities services 

overall quality 
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64 

Room light ----: A79 4 

Room ventilation 

Roorn temperature 149,2 

Comfoll ot hed, 65.6 
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night 
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5.1. ]. Z4 Summary of overall hospital quality score alld quality scores for 
differeut aspects of iii-patient care 

Figure 5-9 shows the overall quality score of in-patient care compared with the 

overall quality score of hospital services. The overall quality of hospital services 

were measured independently of the quality of each aspect of in-patient care 

services. The results revealed that the overall quality rating of hospitals care falls 

in the middle of the ratings of various different in-patient services, indicating a 

certain consistency between the respondents' views for the overall rating and their 

ratings of individual services, even though these were rated independently of each 

other. 

In summary, amongst the different individual aspects of in-patient care services, 

the highest quality rating was given to the doctors' services followed by nursing 

care and the lowest quality rating was given to food services followed by the 

housekeeping services (see Figure 5-9). 
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5.1.1.3 Quality component dimensions of in-patient care 

This section refers to the quality component dimension of in-patient care services. 

For the purpose of analysis, the quality scales item of in-patient care has been 

classified into groups of technical and non-technical aspects of in-patient care. 

Hence, the presentation of this section is divided into two sub-sections. The first 

section presents the quality component dimensions of non-technical in-patient care 

and the second section presents the quality component dimensions of the technical 

aspects of in-patient care. 

5.1.1.3.1.1 Non-technical quality component dimensions 

Eighteen quality items measured patients' perceptions of the non-technical aspects of 

in-patient care. The quality scale items were exposed to factor analysis using the 

PCA and Varimax rotation to identify the quality dimensions underlying the patient's 

perspective towards non-technical aspects of health care received. The suitability of 

the data for PCA had been checked before perfonning the factor analysis. All the 

requirement criteria for performing PCA were fulfilled6. The extracted components 

were then rotated orthogonally and the loading of items were distributed among the 

components and were ordered ascendingly in each extracted component. For each 

component, the scale items assigned to a component had high loading (± . 40) on that 

component and low loadings on all other components in the matrix (see Appendix 5- 

4). The PCA produced four componentS7 which explained a variance of 39%, 10%, 

7% and 6% respectively. 

6 Factorability measures include: 1. The Bartlett's test of sphericity should be significant (p<. 05), 2. 
Kaiser-Meyer-Olkin(KMO) measure of sampling adequacy, the minimum value for good factor 
analysis is . 6. 
7 The cut-off point for retaining component was the value of eige-nvalue greater than 1, in other 
words, unless a component extracts at least as much as the equivalent of one original variable, it is 
omitted; this criterion was proposed by Kaiser (1960). 
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Overall, these four components accounted for 62 % of the total variance. The highest 

percentage of variance explained in the non-technical aspects of in-patient care was 

attributed to the component which has items that refer to 'hospital environment and 

facility services' (see Table 5-19). 

The following section describes the content of each component extracted from the 

CPA. 

5.1.1.3.1.2 Description of quality components content 

As the main purpose of using PCA was to explore the common components 

underlying various dimensions of patient's perception, and the content of each 

component has been highlighted. Below are the descriptions of the four components 

of the items that load heavily on them and these were assigned labels which reflects 

the content of those items. 

9 Component A- The items with high loadings on this component were 'time 

taken to complete admission procedure', 'room ventilation', 'noise level during 

night', 'room light, 'courtesy of admitting' 'room temperature' and 'time of 

cleaning room'. Most of these items refer to the hospitals' environment and 

facility items. Hence, component A was labelled as "Environment and facility 

services". 

9 Component B- the items with the highest loading on this component were ' 

food temperature', 'food quality', 'food taste', 'time of serving meals', and 

'utensils used for serving food'. Thus this component was labelled as 'food 

services". 

9 Component C- the loading items for this component were 'cleanliness of room', 

'comfort of bed', 'comfort and cleanliness of admission waiting area', and 
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"cleanliness of linen". These items related to hospital housekeeping services, 

therefore, the component was labelled 'Housekeeping services'. 

* Component D- the manifest content of these items suggests that the items belong 

to 'cleanliness of toilet and bathroom' and the 'noise level during daytime'. 

Hence, the component was labelled as 'Cleanliness and noise ', (see Table 5-18). 

Table 5-18. Quality components of non-clinical aspects of in-patient care with 
variance explained and reliability coefficient 

Component's label and its items Loading 
factor 

Variance 
explained % 

Cranbach's 
alpha 

Environment and facility services 39 . 84 
Time taken to complete admission procedure . 690 

Room ventilation . 682 

Noise level during night . 635 

Room light 
. 632 

Courtesy of admitting staff . 622 

Room temperature . 599 

Time of cleaning room . 468 

Food services 10 . 85 

Food temperature 
. 866 

Food-quality 
. 812 

Food taste 
. 672 

Time of servicing meals . 653 

Utensils used for serving food 
. 621 

Housekeeping services 7 . 76 

Cleanliness of room . 756 

Comfort of bed 
. 619 

Comfort and cleanliness of admission waiting area . 
600 

Cleanliness of linen 542 

Cleanliness and noise 6 . 59 
Cleanliness of toilet and bathroom 

. 726 

Noise level during daytime 635 
ý/O of the overall variance explained 62 
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5.1.1.3.1.3 Technical quality component dimensions 

Twenty three items in the in-patient questionnaire related to measuring the 

perception of quality of the technical aspects of in-patient care. These items have 

been exposed to factor analysis using PCA to identify the components underlying 

quality dimensions of the technical aspects of in-patient care. Five components 

responsible for 64 percent of the variance were extracted. 

Table 5-19 below shows the extracted technical in-patient care quality components. 

Each component has a set of items that explains its structure. 

a Component A- encompasses six items with most of them relating to quality 

medical care provided, and was labelled as 'Medical service quality'. 

0 Component B- contains seven items relating to quality of nursing care 

provided, which was labelled as 'Nursing service quality'. 

w Component C- holds three items relating to nurses' availability when needed, 

with a label of 'Availability of nurses'. 

w Component D- embraces four items relating to doctor's availability when 

needed, labelled 'Availability of doctors'. 

0 Component E- has three items related to emergency services, with a label of 

'Emergency services'. 
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Table 5-19 Quality component dimensions of technical aspects of in-patient care 
with variance explained and reliablity coefficient 

Component's label and its items Loading Variance Cranbach's 
factor explained alpha 

Medical service quality 
Concern of doctors about patient as a 010 
person 
Thoroughness of examination . 811 
Courtesy of doctors 

. 725 37 . 89 
Regard by doctor to privacy : 716 
Competence of doctors in diagnosis and 
treatment . 710 

Carrying out doctors orders . 460 
Nursing service quality 
Carefulness and gentleness of nurses in 
handling patient . 767 

Emotional support provided by nurses . 744 
Easy of communication with nurses . 721 
Attention of nurses to the patient's 8 . 86 

. 623 
privacy 
Courtesy of nurses 602 
Nurse explanation about condition and 
procedure . 549 

Skills of nurses in patient care . 528 
Availability of nurse 
Promptness of nurses in responding to 
calls . 849 

Frequency of nurses stopping by room 7 . 82 
to check patient's condition . 762 

Promptness of nurses in responding to 
patient's demand . 724 

Availability of doctor 
Doctor's explanation and answering 
questions about illness . 724 

Frequency of doctor visit . 662 7 . 83 
Instruction given by doctors on 
discharge for self-care and follow up . 618 

Availability of doctor when needed . 600 
Emergency service 
Time waited in ER until attended by a 
doctor . 819 

5 . 72 
Total time spent in ER 

. 781 
Attention of ER staff 659 
% of the overall variance explained 64 
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5.1.1.3.2 Inflitence of respondents and services characteristics oil rating of 
in-patient care quality component dimensions 

So far, the results have focused on describing and explaining patients' perception of 

quality of in-patient care including technical and non-technical aspects of health care 

in terms of their underlying quality components. In the following section, those 

components are analysed for their associations with characteristics of the respondents 

and health services with the mean score of quality rating of in-patient care provided. 

The section is divided into two subsections: the first section relates to the technical 

aspects of care and the second section relates to the non-technical aspects of care. 

Only significant results are presented here and the whole findings are appended in 

Appendix 5-5. 

5.1.1.3.3 Quality compotteuts of technical aspects of in-patient care 

The mean score of 'medical service quality' and 'availability of nurse' components 

were statistically significant and associated with the education level of respondents, 

while there were no statistically significant differences in mean scores of the other 

technical quality components due to education level. The mean scores of 'nursing 

service quality' and 'availability of doctor' components were found to be statistically 

significant related to the sex of respondents and not statistically significant 

differences were found in mean scores of the other components. 

Likewise, the differences in the mean scores of quality components due to 

characteristics of services were statistically significant difference among some 

components but not among others. The 'nursing service quality' component was 

found to be statistically significant relating to waiting time for admission through 

out-patient and no significant difference were found in the mean scores of other 

quality components. In the same way, means scores of 'emergency services' 
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component were found to be statistically significant due to 'waiting time to be seen 

by doctor', and time spent in emergency room. Also, the d expectation about care on 

admission' had statically significant negative association with quality ratings for the 

emergency services. 

The mean scores of quality rating of 'nursing service quality' and 'availability of 

doctor' components were different statistically with patients' perceptions if their 

condition had improved as a result of the hospital care rendered. There was 

statistically significance difference in quality mean scores of quality components due 

to whether the respondents would recommend these hospitals to their relatives and 

friends. For example, there was only significant difference among means scores of 

'medical care quality', nursing service quality', and 'availability of doctor' (see 

Appendix 5-6). 

5.1.1.3.4 Quality components of non-technical aspects of in-patient care 

The mean scores of 'environment and facility services' and 'cleanliness and noise 

level' were statistically different due to sex. The mean score of 'food service' 

component was statistically different due to age. However, other quality components 

mean scores, such as 'housekeeping service', had no association with respondents' 

demographic characteristics. Likewise, the mean scores for 'environment and 

admission services' were statistically different due to patient's feelings of condition 

improvement while means score of 'food services' were statically associated with 

patient's expectation about care on admission (see Appendix 5-7). 
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5.1.1.3.5 Determinant factors of overall quality rating of hospital inpatient 

care 

Regression analysis was performed to identify the detenninants of overall quality 

rating of hospital care, and all criteria of applying the regression analysis were 

respected. The dependent variable was the overall satisfaction level and the 

independent variables were the nine componentS8 from the factor analysis as 

described earlier. The results here are presented as a mode19 containing the factors 

explaining the variance in overall satisfaction with quality of health care. The R- 

value of the model indicates the amount of variation in the overall quality rating of 

care that is explained by the factors is 51 percent, and this amount of variance 

explained was statistically significant (F = 11.5, P<00). Table 5-20 below shows the 

importance and contribution of each factor; the largest beta coefficients are 'Nursing 

serve quality' (. 29) and 'Medical service quality' (. 26). This means that these factors 

make the strongest unique contribution to explaining the overall satisfaction with 

quality of care provided. 

Table 5-20 Determinant factors of overall quality rating of in-patient care 

Quality dimension components coefficient p- 
Medical services quality . 26 
Nursing service quality . 29 . 00 
Nurses availably . 15 . 05 
Doctor availability . 23 . 00 
Emergency services . 02 . 83 
Environment and facility services . 15 . 09 
Food services . 17 . 02 
Housekeeping services . 20 . 01 
Cleanliness and noises level . 10 . 15 

8 Components refer to the nine components produced from the factor analysis using PCA. These 
components are divided into two main groups; one group includes components of technical aspects of 
hospital care quality and the other group includes the components of the non-technical aspects of 
hospital care quality. 
9 Overall quality of hospital inpatient care = . 

26 x Medical service quality +. 29 x 
Nursing service quality +. 15 x Nurse's availability + . 23 x Doctor's availability + . 

02 x 
Emergency service + . 15 x Environment and facility service + . 17 x Food services + . 20 x 
Housekeeping service +A0x Cleanliness and noise level. 
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5.1.2 Quality management system development 

A quality management system has several components. The existence of each 

component can be realistically measured by a set of indicators. In this study six 

components were selected to assess how far the quality policy system had been 

developed in the hospitals under study. These components assessed the existence of- 

1. "Quality assurance documents", 

2. "Standards and protocols care process" 
3. "Functioning human resource management system", 
4. "Quality management organizational structure", 
5. "Evidence of patients' involvement in quality assurance activities", and 
6. "Using quality improvement procedures". 

The following sections present the findings of the quality management system 

assessment, as reported by the professionals and managers working in these hospitals 

at the time of conducting the study. The study population is first described, it then 

goes on to present quality system components assessment findings. 

5.1.2.1 Study population description 

The socio-demographics of respondents are given in Table 21. Three quarters of the 

respondents were male with an average age of 36, and two thirds of them had been in 

their current post for more than 5 years. Hence, it was expected that good 

information concerning the questions in the questionnaire assessment would be 

obtained. 
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Table 5-21 Characteristics of resPondents 

Characteristics No. % 
Sex 
Male 118 74.2 
Female 41 25.8 
Age (years) 
20-29 28 17.6 
30-39 83 52.4 
40+ 39 24.5 
Missing 9 5.5 
Post 
Director General 4 2.5 
Vice-Director General 4 2.5 
Department head 60 37.7 
Other 84 52.8 
Missing 7 4.4 
Profession 
Manager 13 8.2 
Specialist 75 47.2 
General Practitioner 28 17.6 
Nurse 10 6.3 
Dentist 3 1.9 
Pharmacist 12 7.5 
Technicians 

1 
18 

1 11.3 

Qualification 
PhD or equivalent 32 20.1 
Master 45 28.3 
Bachelor 53 33.3 
Diploma 29 18.2 
Work duration (years) 
<2 23 14.5 
2-5 34 21.4 
>5 98 64.1 
Missing 4 2.5 
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5.1.2.2 Hospital quality management system development 

This section presents the findings of quality management system components 

development. The components include 'quality policy documents', 'standards and 

protocols for clinical procedure', 'human resource management', 'quality 

management structure', and 'patient involvement and quality improvement 

proccdures'. 

S. I. ZZI Qualit)-polic)-documents 

Nine questions were askcd about the indicators of quality management that might be 

found in documents. These indicators were 

1. 'Written mission statement', 
2. 'Product or services description', 

3. 'Quality services profiles, 
4. 'Existence of any quality policy document', 

S. 'A quality action plan for the hospital as a whole hospital 

6. 'Any quality action plans for individual departments if not for the hospital as 

a whole', 
7. 'Quality action plans in existence for every department', 

8. An annual quality report', and 

9. 'Quality handbook' 

Responses from the respondents were classified as "Yes", "in-development, and 

"No" for each indicator, and the results are shown in Table 5-22. For all the items, 

the majority of the responders felt that the indicator did not exist in their experience. 

If the "Yes" and "in developmenf' categories were taken together, the most 

optimistic picture is painted for "quality plans in some departments" (49%), 'quality 

mission statement' (4 1 %) and 'quality plans for whole organisation' (41 %). 
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Table 5-22 Quality policy document indicators 

Indicator Yes In 
development 

No 
% 

No. of 
response* 

1. Written Mission statement 26.1 14.8 59.2 142 

2. Product or service description 29.4 9.4 61.0 136 

3. Quality profilc 15.9 12.3 71.7 138 

4. Quality policy 12.6 17.8 69.6 135 

5. Quality action plan for a whole 
hospital 

23.3 17.3 59.4 133 

6. Quality action plan for some 
hospital departments 

29 20.3 50.7 138 

7. Quality action plan for every 
department 

16.3 19.3 64.4 135 

8. Annual quality report 24.8 11.3 63.9 133 

9. Quality handbook 7.3 7.3 85.4 137 

The numbers of responses is different as some items had missing values 

S. I. ZZ2 Standards andprotocols 

Existing standards and protocols for the health services delivery process is an 

essential component of a quality management system. In this study, nine process- 

based standards and protocols were employed in this survey to assess their existence 

in the hospitals involved. It is obvious from Table 5-23 that, in general, these 

standards and protocols do not exist in these hospitals. The most optimistic picture is 

for'standards or protocols for specific treatment of intervention! (35%), 'standards or 

protocol for patient safety' (33%), and 'standards and protocol for critical moment in 

service provision' (32%). 
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Table 5-23 Quality standards and protocols 

Indicate Yes 

% 

No 

% 
No of 

responses 

1. Standards or protocols for specific treatment of 
intervention 

34.8 65.2 132 

2. Standards or protocols for patient education 9.9 90.1 131 
3. Standards or protocol for restricted medical actions 14.4 85.6 132 
4. Standards and 

. 
protocol for critical moment in 

service provision 
31.6 68.4 133 

_ 5. Standards or protocol for infection control 22.6 77.4 133 
6. Standards or protocol for target groups 10.6 89.4 132 
7. Standards or Rrotocol for patient safety 

I 

33.3 66.7 132 
8. Standards or protocol for patient routing from 

intake to discharge 13.6 86.4 132 

9. Standards or protocol for cooperation with other 
organization 

27.1 72.9 133 
I 

S. I. ZZ3 Huntan Resource Management (IIRAI) 

The existences of a quality focus within the HRM functions of the hospitals and the 

Health Service was assessed by studying three issues. These were 'Implementation of 

QA activities in HMV, 'any relationship between HRM and quality policy in the 

hospital', and "'involvement of health professionals in quality assurance activities'. 

Each of these areas were assessed through a set of indicators. 

A set of eleven indicators were used to assess the implementation of quality 

assurance activities (see Table 5-24), six indicators were used to assess the 

application of the quality policy criteria (see Table 5-25), and nine indicators were 

used fo r assessing the involvement of professionals in quality 

assurance/improvement activities (see Table 5-26). 

Table 5-24 shows the findings of the indicators of QA activities as implemented in 

HRM. A high percentage (>80%) of respondents reported that most activities of the 

QA are not implemented in HRNI except for the training activities of the 

management and professional staffs (62.3% and 43% respectively). 
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HRNI and quality policy, as in Table 5-25 shows that most of the quality assurance 

policy critcria were not applied in HRM. For example, three quarters (76.1%) of 

respondents thought the selection of new personnel was not based on a positive 

attitude to quality assurance. Nearly the same percentage said that undertaking 

continuous education based on priorities on quality policy was absent. In addition, 

84.5% of respondents reported that there was no any assessment process for the 

training nccds. 

Concerning the management of how to encourage professionals to be involved in 

quality assurance activities, the findings in Table 5-26 indicates that most strategies 

of encouraging professionals to be involved in QA were nearly absent from the 

respondents' point of view. What is striking about these findings is that neither 

incentives nor sanctions arc being used for improving quality. In other words, all arc 

the same whether they work- in a correct or wrong manner. In addition, most 

respondents (>90%) reported that management did not indicate what is expected 

from professionals with respect to QA and also did not check whether the 

professionals adhere to commitment. A further 93.9% of respondents reported that 

management did not give them any systematic feedback about the results achieved. 
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Table 5-24 Quality Improvement activities and human resources management 

Indicate 
Yes 

% 

No 

% 
No. of 

responses 

1. Training of managcmcnt/staff 62.3 37.7 146 
2. Training of profcssional 43 57.0 149 
3. Professional participation in QA 11.5 88.5 148 
4. Appointing quality coordinator 20.8 79.2 149 
5. Setting up a steering committcc 10.7 89.3 149 
6. Setting up quality %vorking group 11.4 88.6 149 
7. Allocate budget for quality managment 6.7 93.3 149 
8. Supporting quality assurance by consultant 10.1 89.9 148 
9. Regular (monthly) quality team meeting 7.4 92.6 149 
10. Monitoring QA by senior management 12.1 87.9 149 
11. Monitoring QA by Moll group or committee 4.7 95.3 149 

Table 5-25 Quality policy criteria and human resources management 

Indicate 
Yes No No. of 
% % responses 

1. Selection of new personnel with a positive attitude to 
quality assurance 23.2 76.1 142 

2. Training new professionals in quality improvement 
methods 

29.6 69.7 142 
3. Continuous education takes place based on priority in 

quality policy 
24.6 74.6 142 

4. Professional are encouraged to develop themselves in 
their profession 

30.3 69 142 
5. Participation in quality improvement project is required 19.7 79.6 142 
6. Conducting training needs assessment 1 14.8 84.5 142 

Table 5-26 Hospital management and involving professinal in quality activites 

Indicator Yes 

% 

No 

% 
No. of 

responses 
1. Management give incentives 20.3 79.7 133 
2. There is a monthly reward for staff 7.5 92.5 133 
3. Management indicates what is expected from profession 

with respect to QA 6.8 93.2 133 
4. Management checks whether professionals stick to 

commitment 12.8 87.2 133 
S. Systematic feedback to professionals about results achieved 6.1 93.9 132 
6. There is public recognition of good services by 

management 29.3 70.7 133 
7. Monitoring department action plan 19.7 80.3 132 
8. No incentive used to improve quality 64.2 35.8 134 
9. Sanctions 6.9 93.1 130 
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S. I. ZZ4 Quality organizational structure 

In this study six indicators were used to assess the quality organizational structure 

from national level downwards to hospital level. Three of the indicators were 

concerned about quality structure outside the hospital (e. g. at ministry, governorate 

and district level) and the other three concerns the quality structure inside the 

hospital. 

As shown in Table 5-27, nearly two-thirds of the respondents reported that there 

were no quality team or committee %Nithin the hospital organizational structure at all 

levels, while the other third distributed their responses between either 'yes' or 

'don't know'. 

Regarding quality structure outside the hospital, at least eighty percent of the 

respondents reported either there was no quality team or committee at ministry, 

governmental, or district level or they did not know (see the Table 5- 27). 

Table 5-27 Quality organisation structure 

Indicators Yes No Don't know No. of 
% % % responses 

1. QA team or committee at MoH level " 21.7 37.5 40.8 120 
2. QA team or committee at governorate 

level 11.2 44 44. 116 

3. QA team or committee at district level 3.5 48.2 48.2 114 
4. QA team or committee at facility level 32 46.9 21.1 128 
S. QA team or committee at sub-facility level 

(department or unit lcvel/lab or ward) 
- 

21.8 62.2 16 119 16. 
QA co-ordinator in each department or uni t- 

rl5.8 1 63.2 1 
21.1 114-1 
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5.1.2.2.5 Patients Involvement 

Eight indicators were used to ask the respondents for their opinions on the extent to 

which patients arc involved in QA activities (see Table 5-28). Only three indicators 

received more than 20% in support of their existence. These were 'having box for 

patients' complaints' (25%), 'participation in discussion of the patient's rights' 

(29%), and 'involvcmcnt in quality improvemcnt projcct' (23%). 

Table 5-28 Patient involvement in quality assurance activities 

Indicator NIo Depends on Olvays 
No of 

the subject responses 

1. Involvement in developing quality 83.8 12.3 2.3 130 
criteria 

2. Participation in jc-veloping 
83.6 10.2 4.7 128 

standards and protocols 
3. Participation in meeting/ talking 82.9 13.2 2.3 129 

about results of satisfaction survey 
4. Involvement in quality committee 92.1 4.8 1.6 126 
5. Involvement in quality 75.8 17.2 5.5 128 

improvement project 
6. Having box for patients' complaints 73.7 14.3 10.5 133 
7. Participation in regular patient 83.8 10.8 3.8 130 

satisfaction survey 
8. Participation in discussion of the 69.9 20.3 8.3 133 

patients rights 

S. I. ZZ6 Qualit), improvenjentprocedures 

The original closed-ended question had been changed to an open-ended question to 

avoid the social desirability bias, as found from the pilot study findings. The question 

asked 'if there is any quality improvement procedure being used or implemented' 

and if so what they were. The findings showed that 100 out of 137 (731/o) 

respondents reported that there was no quality improvement method being applied. 

For those who reported there was, most of their responses referred to moming 

meetings and morning rounds, but this was not considered to be a systematic 
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approach for assuring or improving quality. Respondents were also asked if any 

databases for quality indictors were being developed for monitoring quality 

performance, and 90% of the respondents reported that no quality indicators were 

being used. 

5.1.2.3 Developmental stage of quality management system 

So far, the findings of the different components of quality management system have 

been described collectively at the hospitals under study. The following section 

presents the quality system developmental stages using the Dutch method'o. 

Cross-tabulation were perforined. to identify whether there were any significant 

differences in the responses of the professional staff versus the administrative staff 

on quality system components in the hospitals studied. Analysis of the findings 

showed that there were no statistically significant differences in the responses of the 

professional staff views versus the administrative staff views across all the QA 

components indicators, (see appendix 5-8). It was therefore decided to consider the 

respondents as one group in any further analysis. 

A matrix, including the quality system component indictors by the developmental 

stages was developed. These stages include stage zero, stage one, stage two, stage 

three, and stage four, and fifty percent was the cut-of-point for stating whether the 

indicator existed or not (see Appendix 5-9). 

10 Dutch method consists of three stages ranging from stage (0) to stage (3). Each stage has a set of indicators, and these indicators rcfcr to the QA development components. These components are: 
quality assurance documents, standards and protocols, human resource management, quality 
organization structure, patient involvement, and quality improvement techniques. 
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In stage zero, which was labelled as 'pre-existing', the hospital had no formal or 

deliberate strategy for quality management and QA. 

in stage one ('orientation and awareness'), whilst there were no systematic activities 

for quality assurance, there was a state of awareness about quality of health care and 

QA. In this stage the professionals were seen to be mainly responsible for quality 

assurance. 

In stage two ('preparation stage'), the hospitals should create the conditions 

necessary for systematic quality assurance and improvement activities, for example, 

systematic training and education on quality methods for management and 

professionals, and the development of quality policy and standards. 

in stage three ('implementation'), the hospitals should develop different kinds of 

quality improvement projects and experiments for the purpose of learning lessons. 

Finally, at stage 4 ('establishment) the hospitals should establish quality assurance 

as an integral part of the process of health care delivery. 

Thus, the findings from the study survey demonstrated quite clearly that the hospitals 

were seen to be still at the very early stages of quality management system 

developmcnt. 
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5.13 Qualitative Findings 

This section shoxvs the results of the qualitative data analysis resulting from the 

analysis of interviews with key inforinants at policy level, that is, the Ministry of 

Health level. The results are sho%%m in the fonn of thematic findings as a result of 

using the conceptual framework. This framework analysis was based on prior 

areas of questioning, emergent issues and relevant concepts which were sought 

from the literature. The details of the methods used and process of the analysis 

are described in the Methodology chapter (Section 4.2). 

The analysis findings were grouped under major themes and concepts arising 

from analysing the transcripts of interviews with the key informants. For each 

theme, an operational definition was given and under each category or sub- 

heading, the findings were summarised. and supported by quotations taken from 

the transcripts. The findings are presented under the following eight main themes 

headings: 

m Quality policy, 
Quality standards, 
Quality culture , 
Quality organization, 
Quality monitoring, 
Quality initiatives and priorities, 
Quality responsibility, and 
Quality challenges and opportunities. 
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5.1.3.1 Quality policy 

In this study "quality policy" refers to any or all of 'quality vision', 'quality plan', 

'quality policy document, 'quality strategies and activities, 'political commitment' 

and'managerial support'towards quality improvement. 

5.1.3.1.1 Vision 

The vision is a statement that describes the purpose of quality policy or any other 

mechanism for improving health care quality, particularly where values and 

priorities are mentioned implicitly or explicitly. 

Most of the informants who were interviewed stated that the quality of health care 

was no a priority and there was not clear vision on quality improvement, especially 

amongst the leaders. Furthermore, some interviewees in addition felt that they did 

not have clear vision on quality improvement; there was no serious recognition of 

quality importance and priory given for quality. The interviewee's comments were: 

"The Ministry does not have a vision on quality and what the policies of 

quality assurance are" 

if some health leaders don't have a clear vision on the importance of 

quality issue; this requiring us to raise the awareness of quality culture 

amongst the health leaders" [7] 

"First andforemost the importance of quality needs to be recognized... then 

we should have a vision... or.... mission or... specificpolices on quality" [1] 

"Ministry of Health does not have a clear vision on quality assurance 
what the Ministry doing is only supervision and evaluation " [21 
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Other interviewees thought that a quality issue is still a rhetoric issue without clear 

vision and straightforward strategy for implementation. 

"What Ifeel is that there is not a clear vision about where we want to go" 

[5] 

" 77iere is not a quality vision but there is a general talk about quality and 

it's importance and this is still theoretical but there is not a straightforward 

mechanism on how to assure or improve the quality" [41 

5.1.3.1.2 Commitment 

This category includes commitment that reflects any intention, priority, directions, 

or concerns towards assuring and improving health care quality. In theory, quality 

is a major issue in most of the Ministry policy documents, but often commitment in 

terms of allocating resources for managing quality or having a budget for quality is 

missing. Interviewees acknowledged that: 

"... JVe need to have a political support, a moral support, and a logistics 

support, but all of these none exist" [I] 

"At Ministry level there is not support and real political commitment 

towards quality assurance ... and there is not a budget in name of quality 

management Department" [2] 

Some other interviewees indicated that the kind of verbal commitment they 

currently have is not enough: 

"... type of commitment is a small verbal commitment. As a result of that, 

quality committees and quality working groups are formulated and usually 

end up with recommendations without implications in terms of thefinancial 

commitment and other required resources... "[3] 
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One key informant stressed that in addition to the lack of real commitment, there 

was no competent management: 

"There is a verbal commitment but this commitment has not been translated 

into clear mechanism committed by all... the problem is managerial one not 

financial ... you might have provided the money but it might be misused 

due to lack of the competent management " [41 

Senior appointments at higher ministry level often have little involvement on 

quality issues. One interviewee commented that such appointments are given 

without concern for quality criteria; they have no responsibility for quality and 

often therefore have no concern for the quality of services they run. This 

interviewee said: 

"The appointment at top level such as deputies minister are made without 

adherence to clear quality criteria like duration of experiences at the 

ministry and so on, but according to other criteria such as personal and 

social considerations and even the relatives " [2] 

This reflected in the comments of another interviewee who said there was no real 

political commitment at government level towards quality concern - what exists is 

only rhetoric lip-service: 

"Government expresses its concerns and commitment on any public concern 
by just producing policy document without translating into practice. For 

example government express its concern on poverty by producing a 

poverty reduction strategy papers (PRSP) and creating an organizational 

structure in a number of Ministries. Likewise, Ministry of health expresses 
its concern on improving quality by setting up a quality management 
department at Ministry level andforget the rest of quality management 

requirements toward implementing quality activities " [51 
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5.1.3.1.3 Qualityplau 

While some interviewees commented favourably that a national health quality plan 

had been drafled at Ministry level, some had serious reservations about its 

practicality and feasibility to be in place: 

" ... the quality plan was too ambitious, ifyou read it you willfind itjumps 

over Yemeni situation in somehow... as I told you it is one of the initiatives 

that ended u with theoretical document without translating in to practice, P 

unfortunately" [6] 

"77ze national health qualityplan is not clear... " [5] 

"Implementing a national heath quality plan needs actual commitmentfrom 

the executive parties ... it is really good and valuable plan but the problem is 

we need to train people on quality methods and teamwork skills " [7] 

5.1.3.1.4 Qualitypolicy documents 

What policy documents had already been produced that included concerns about 

quality of services? Are there guidelines or directions which should be complied 

with by both individuals and institutions in a health system in order to improve 

quality9 

The interviewees had different views on the existence of such documents. Some 

were of the opinion that quality policy is a substantial part of the health sector 

reform strategy documents. Here are some examples of their responses: 

"Yhe existing heath sector reform strategy (HSRS) is a document on quality 
policy " [41 

"The most important document on quality issue is the health sector reform 
strategy that developed in 1998 but due to the many turnover of ministers 
the document has been put on the sheU" [2] 
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"Quality as a policy, it is exist in the fifth plan for health development 

where there is detailed what kind of steps to follow in order to implement 

quality assurance " [1] 

One the other hand, some interviewees thought that whilst there was no specific 

written quality policy document or manual on quality, there were some programmes 

that made implicit reference to the concept of quality: 

"I have never seen written policies on quality but there are projects or 

programs either belong to donors or Ministry of health..., for example, 
donors supported projects such as SIP of GIZ 11 and the Reproductive 

Health Department in the Ministry of Health " [3] 

"Asfar as I know, there is not a quality assurance manual at ministry level 

but in the Reproductive Health Department, we have developed a manual 
for assuring quality in Reproductive Health Services and Family Planning 
but it still needs to be revised and refined " [4] 

"There is not a simple and straightforward quality manual and I think we 
have to have a team from the professionals and mangers and specialist on 
quality... quality is a science and art but unfortunately we think anybody 
can work in quality"[7] 

5.1.3.1.5 Quality strategy 

Are there quality strategies and/or activities that the Ministry of Health is 

implementing in trying to ensure or improve health care quality? Without citing 

specific examples, one interviewee thought quality activities should be incorporated 

into the Ministry's programs and projects, taking into consideration the need to 

identify who is responsible for quality performance at Ministry level: 

"TVe encourage integrate the quality into ministry's programs and project 
activities but there should be one responsible partfor co-ordinating quality 
and the activities of quality should go through it " [1] 

GTZ: is a Germen project providing assistance to the Ministry of Public Health and Population, and SIP is a project that stands for a services improvement program which is also sponsored by GTZ. 
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The interviewee went on to add that there was a need to strengthen capacity 

building and skills of quality co-ordinators at provincial level: 

"... through it 
... integrating quality into the organizational structure of 

health originations via appointing quality coordinator at provincial 

level 
... improving the capacity of the coordinators and encouraging the 

innovative approach as quality is innovation " [1] 

5.1.3.2 Quality standards 

'Standards' refer to any statement, guideline, and protocol developed or adapted to 

be used for quality improvement health care services delivery system. 

The analysis of the content of the transcripts showed that there were different views 

regarding standards of health care delivery system. The vast majority of the 

interviewees thought that the problem was not with having standards but are in 

'scattering and disharmony of the existing standards', 'the ambiguity of standards', 

'no monitoring and updating for the existing standards', 'lack of effective 

management at facility level to enforce applying standards', 'and 'the standards' are 

not comprehensive to cover all aspects of health care delivery system aspects not 

only the clinical aspect'. 

"Before talking about quality, we should have standards... we can'tiump to 
talk about quality while we do not have standards ... the standards 
standardizing are essentials ... the issue is whether or not we have 

standards but the existing ones are disharmonized and are scattered and 
misplaced in more than one places... they are not standardized under name 
ofMinistry ofPublic Health and Population ... it is supposed to provide our 
service via a standardized standards manual ofministry ... " [61 

"Lack of the clear and strai&forward standards... and if they are 
available, they arejust putting on the sheýf like books on the library, nobody 
comply with them ... " [7] 
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One interviewee reasoned that the poor application and compliance with quality 

standards was due to a lack of good management at facility level: 

"Health workers are not complied with standards although the standards 

are available. For example, we have standards for infection control like 

instructions for how to use the autoclave but they don't comply with the 

instruction provided.... the reason for that in my opinion is lacking of 
having a rigorous management atfacility level ... in addition there is not 

effective performance assessment " [4] 

Another reason may be due to the fact that the standards are not comprehensive and 

do not cover all aspects of the health care delivery system: 

"There are no standards covering all aspect of health services aspect 

technically, financially, and nianagerially... " [2] 

Others argued for the importance of having internal quality monitoring systems in 

addition to the external quality monitoring and assessment: 

'd we monitoring the applying the standards at facility level by central 

monitoring and supervision but I think it should be an internal monitoring 

and supervision system atfacility level to make sure that the standards are 
being applied" [4] 

"Quality cycle based on four main steps: setting standards, training, and 

supervision and taking action.... With the necessity of having external and 
internal assessment ... " [7] 

Regarding communication standards, one interviewee said that communicating 

standards to users was given by training them: 

"We communicate standards to user by conducting a training workshops to 
train them and after that giving them copies from these standards but 

unfortunately they keep these copies at home not at worAplace and this is an 
indication of lacking of responsibilityfeeling "[4] 
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Concerning the updating of standards, one respondent reported that they usually are 

updated by contracting with consultants and experts: 

"We update standards by contracting with express and consultants 

externally or internally, then discuss their recommendations at workshop 

with the responsible persons of reproductive health in attending of the 

expert or the consultant to take the notice and then approve the developed 

ones " [4] 

5.1.3.3 Quality culture 

'Quality culture' includes quality concepts, quality awareness, and a way of thinking 

and behaving towards quality concerns of health care. 

5.1.3.3.1 Quality concept 

Quality was addressed with some difficulty during the interviews and, 

unsurprisingly, many different views were expressed about the concept of quality. 

Some interviewees emphasized that quality should be used as an indicator of work 

performance, making the point that efforts should focus on the practical aspects of 

quality improvement rather than giving any effort to the theoretical aspects of 

quality. The interviewees' comments were: 

"For me, quality is a concept and you should monitor your performance 

accordingly even with your work at office i. e. it is a concept that you 

perform youjob using quality indicators [5] 

"I think we could startpractical steps if we tried tofocus on what we can do 

based on our available resources at facility level rather than stick to the 

rhetoric concept of quality" [6] 

One interviewee thought that quality was such a new concept that the quality 

infrastructure should be built first before expanding on the concept behind quality: 
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" Quality is new concept,... so when you start with high education and the 
infrastructure is weak, the understanding and the real benefit will be limited 

... education and raising awareness shouldfocus on the concept and what 
the quality requirements are as you know the concept is new at health field 

in general, forget the industry ... " [1] 

Similarly, another interviewee said adopting quality concept needs time to involve 

and educate a whole generation within the community in order to believe and 

demand quality of services provided 

"Quality needs to have a generation to adopts the idea ... change the 

concepts within the community... the client himsey' should start 

appreciating the issue ... provider himsetf shouldJeel he is not only required 
to do thejob and that's it but it should be convincedfrom inside that doing 

a good quality will reflect positively on benefit of both clients and 
providers... " [5] 

From a different slant, one interviewee felt strongly to ensure quality, and the 

financial situation of health professionals should be rectified: 

"To assure quality, first and foremost rectify the financial situation of 
health workers so that s1he will work effectively and efficiency, then set out 
few standards and indicators, train users and assess the performance.... 

and the most important is the psychological stabilityfor health workers "[7] 

Hc addcd that "... we should not be too ambitious starting with a big project I can't 

make quality oncefor all, it is a longjourney and needs gradual steps " [7] 

In the same vein the next interviewee emphasized the need for adequate resources 

on which to build quality improvement: 

"Quality assurance means for me "guarantee stamp". For instance, how I 
can assurance quality inside the dressing room? First I should have clean 
place then give me the materials like autoclave, surgical materials and alike 

... give me resource according what I need not more nor less " [1] 
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5.1.3.3.2 Quality awareness 

Many different opinions were received on raising awareness of quality ranging 

from educating people on quality concept to having a quality forum. A selection of 

theses views are given here: 

"It is essential to elaborate what do these quality concepts mean, why we 

use this way instead of other one... why we are concerned on privacy, 

confidentiality, dignity ofpatients and so on. " [6] 

"Quality awareness is important as there are many of those who working 

at ministry level they don't know the correct concept of quality even those 

who are decision and policy makers like the general director of most of 
directorates and the directors of the health programs... Ifeel happy when I 

heard somebody implementing quality activities even I am not involved. "[1] 

"Quality concerns all whether you are politician, health provider, and 

client. Quality is the issue which exist on the back of mind of all us but who 

make it out. " [3] 

"To raise quality awareness, I suggest setting up a forum. This forum 

should held every month or every other month where in thisforum quality 

problems and issues should be discussed and presented in addition to 

present the successful quality stories or project from different provinces so 

that the quality awareness will be enhanced. "[7] 

One interviewee stressed on the importance of a participatory approach and on team 

work in building quality awareness: 

"The problem is we are not aware of the importance and practicing of the 

participatory approach at work, i. e. all the responsible parties should be 
involved instead of work individually so the culture is we are not against 
quality but culture of involving and participating others in the work" [3] 
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Some interviewees thought that the level of detail needed about quality culture level 

differs according the different management level: 

"I think for policy and decision makers, knowing the basics and quality 

principles,... all are convinced without go in detail ... those who are at 
decision making level, it isn't necessary to be experts on quality rather than 
knowing the principles and basics of quality concepts and methods to get 

convinced and to support those who are professionals and working at the 
field of quality assurance " [6] 

"The quality should not be restricted to the health facility level but should be 

comprehensive startingfrom the top i. e. ministry and downwards, ... how I can 

make quality at a facility while there is not quality at ministry... who is going 
to monitor and supervise people ... what about the quality at other departments 

like financial affairs these people will not understand the quality and it's 

requirements so we need to create quality culture at all levels starting at 

central level at least amongst the health leaders "[7] 

On then other hand, one interviewee said that quality awareness was nearly absent 

in the whole health care system: "Quality awareness is mostl absent at all health y 

care level" [3] 

5.1.3.4 Quality organization 

Quality organization describes quality objectives, quality resources, training and 

capacity building, and any other organized activities relating to the implementation 

of quality management in the organization or health system. 

5.1.3.4.1 Quality objective 

Interviewing with the key infort-nants showed that there were no clear objectives for 

quality assurance at ministry level. One interviewee said: 
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"The main goal is the contentious improvement of health services quality ... 

we have specific objectives but they are not fixed, i. e. when we achieved 

them, we may change them to other ones" [1]. 

He added that although the QA Department at the ministry had been established 

with specific objectives, these objectives did not reflect the departments' ambitions: 

it ... yes quality assurance department becoming has objective after issuing 

the ministerial decree of quality program even the decree didn't reflect our 

ambition ... " [1]. 

Another interviewee commented that the staff of Quality Assurance department in 

the Ministry level is not competent: 

"... Quality Department staff have cloudy vision and don't have clear 

strategies in quality assurance... yes right they has set up a departmentfor 

quality but unfortunately the cadre in the quality department is not 

distinguish , they don't have good background we got stuck with them many 

times... they don't have vision " [5] 

On the other hand, it is understandable that there is no clearly stated aim and 

specific objective for the Quality Assurance Department and it seems that there is 

an overlapping between the quality objectives and quality activities. Another 

interviewee said: 

'We aim at holding a workshop on standards and indicators in ordered to 

acquaint the participants what is the standard and indicator... then move on 
to develop specialized quality systems for therapeutic services as we in 

quality department restricted to secondary level and above although we are 

supposed to work on primary level as well but what can we do this is the 
desire of thepolitical decision makers at ministry" [11 
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5.1.3.4.2 Quality resources 

It was found that the allocation of resources for quality improvement activities had 

a different outlook. In general the analyses showed that the available resources for 

quality assurance activities at ministry level were limited. The interviewees' views 

were: 

"Quality assurance department doesn't have the essential resources for 

facilitating work of department such asfax... Me arefour employees: public 

health lab technician, Hospital administration, clinician and legal affairs" 

[I] 

While one interviewee said: "Me as a new program doesn't require highly 

qualified persons but in thefuture the quality will become a complex issue 

and as we will be working on more specialized issue ... we now only working 

on raising quality awareness. "[1] 

5.1.3.4.3 Training and capacity bitilding 

Many interviewees were dissatisfied with the level of training being done at 

ministry level. Their comments were: 

Many training courses have been done at health ministry but the 

outcomes of theses training were zero, why? because we don't pay 

attention on innovative approaches of training but lecturing and that's it .... 
It is supposed to give trainees an opportunityfor discovering their latent 

capabilities during the training days but the reality is the trainees got the 
handout and go back home ... most training course were in English 

language while the trainees are not good enough in English ... in addition 
the training contents doesn't not respond to your needsfor instance I was in 

a workshop the subject was far away from what the lecturer was talking 

about" [1] 
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'We should train people on how to manage a quality project, how to 

involve the stakeholders in quality activities and how to find out external 

resourcesfor quality" [7] 

"In 2003 we trained quality coordinators at province level as a step on 

creating quality network ... these coordinators should get intensive training 

begin with introducing quality concept and method then move on specialized 

quality issues such quality in surveillance program, paediatrics and so on 
Ill 

5.1.3.4.4 Technical assistance and donors support 

A similar level of dissatisfaction was expressed about the technical assistants and 

donors which reflected the views that such support was not efficient, not effective 

and not sustainable. One interviewee stated that: 

"Yemeni health administration is not happy with donors work due to they 

work individually and separately from each other... for e=mple GTZ 

initiated to introducing a project called SIP were introduced into 11 

provinces, the project lastedfor about one year, after training people and 
formulating the support teams and conducting many workshop, people 

started admiring the idea of the project, all the sudden the project stopped 
by GTZ because of having financial difficulties and the sudden stopping 
happened without co-ordinating or noticing the ministry of health... in fact 

we need effective and sustainable participation from donors as you know 

sustainability is one of quality dimension"[ I] 

Another interviewee commented: 

"It seems the ministry of health deals with any technical assistance done by 

any consultant as a seasonal work when the consultant left no real 

commitment happens towards the outputs of the consults .... the consultant 
does his job and the report put on the seýf without any action afterwards" 
151 
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Little benefit had been derived from the consultant's work on quality within the 

ministry. One interviewee commented on the national quality plan that was drafted 

by a particular consultant: 

"Frankly we didn't implement any things from this plan... we did not get 
benefitfroni it although it was supposed to get benefitfrom it" [I] 

5.1.3.5 Monitoring quality 

Monitoring quality refers to the mechanisms for monitoring and evaluating the 

quality performance using a set of indicators and information system. This theme 

will be presented under the following sub headings: 

5.1.3.5.1 Quality indicators 

Most interviewees confirmed that the monitoring process is important but there was 

no quality indictor at ministry level to monitor and assess quality of health care 

provided. Their comments were: 

66-continuous monitoring is essential to provide decision making with 

information on all various problem in order to fix the deficiencies and 

identify the problems that prevent from improving of health services 

whether these problems were technical, managerial, or financial even the 

personal problems... " [1] 

"As far as I know there are not quality indicators being used to monitor 

quality at ministry level" [4] 

"Me initiated to develop some quality indicators such as mortality rate, 

post-operation infection rate and submitted to the directorate of health 

information and statistics but they said these things are not feasible and 

achievable. " [1] 
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Another interviewee said they were about to test a set of indicators which had 

been developed recently: 

'We are about to test set of indicators what developed at the workshop held 

on Kuwait where were selected 12 indicators at primary car level and these 

indicators have been endorsed by JVHOIEMRO and the place of testing will 
be Lahjj province" [7] 

5.1.3.5.2 Information systent 

From the interviewees' views that were expressed, there were no effective 

monitoring system and reliable information system in place. One interviewee 

described the monitoring process as follows: 

"Yhere is not uniform format of monitoring plan at ministry level based on 

standardized standards and indicators... the supporting organization and 
donors monitor and supervise their activities using their own methods even 

the ministry's monitoring process in not well organized and not scientific as 

it does not use checklist of indicators... and the most important is you can't 
develop a checklist without training people how to apply it" [7] 

"We do not have monitoring plan but it is part of the whole plan of the 

quality program, the reason is that we don't have qualified supervisors for 

supervision so we need to train the supervisor on quality methods first. 

However, quality department conduct supervision by field visit using 

questionnaire for visiting and sometime we change the content of the 

questionnaire on the next visit" [11 

"Monitoring and supervision process is performed by the central 
supervision and conducting some surveys and studies that aim partially to 

assess quality of health services " [4] 

"The quality monitoring process is not sustainable and effective due to lack 

of financial resources that exist on the hand of the financial directorate 

where it is hard to convince them to understand the important of monitoring 
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and allocate resource for this purpose. For example if you want to visit a 
health facility in a remote area you mayfind you setf obliged to shorten the 

time of the visit at expense of the quality ofperforming the monitoring and 

supervision process due to inadequacy of the resources " [2] 

One interviewee described the health information system as being very fragmented 

and lacking in any quality indicators: 

of ... for information system , it has many problems for example each 

program or project and each donors or supporters have their own 

information system ... some of them have tried to add some quality 

indicators within theirproject but there is not national information system 

has databasefor quality indicators. "[6] 

5.1.3.6 Quality initiatives and priorities 

This theme refers to any thoughts, initiative or project being implemented by 

anybody at any level of the health system. 

The key infonnants' views revealed that the quality priorities had so far been 

insufficiently articulated at the highest level, thus few initiatives could be 

identified. One interviewee said: 

"Up till now we had not had a clear priories on quality assurance issue at 
Ministry level what we have is only the recommendations that written by the 

an international expert who drafted the national quality assurance plan in 
2002 " [3] 

Nonetheless some individuals had set their priorities about emergency services as 

illustrated by this comment: 

'We first will target the emergency services as we feel the quality of 
emergency service is weak after that move on the diagnostic services and 
therapeutic services ... these are within our objectives " [1] 
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5.1.3.6.1 Donors'initiative 

Many of the quality initiatives that are ongoing have been initiated by donors. For 

example, GTZ had implemented a quality initiative on "service improvement 

progam" (Siponen and Va? lima? ki). One key interviewee commented: 

"Concerning quality there is some individual initiatives from donor side 
like SIP that aims to improve quality of therapeutic services at primary 
health facilities of 11 provinces byfocusing on training in building capacity 

of professionals specifically doctors, lab. technician and pharmacists in 

addition to training on quality methods and concepts" [2] 

An interviewee from the SIP staff mentioned that this project had been conducted 

as a pilot project but it was not completed due to financial difficulties from the 

donor side: 

'We were thinking that the SIP is a pilot project modelfunded completely 
from Germen project ... based on the outcomes of the project, the project 

will submit toprovinces that participated in theproject in particular andfor 

ministry of health in general to generalize the idea of the project and apply 
it somewhere else " [51 

5.1.3.6.2 Ministry's initiative 

Initiatives within the Ministry of Health were instigated largely via the Department 

of Quality Assurance. At the beginning the main aim was to create a quality 

network by appointing a quality co-ordinator at provincial level. The idea was that 

each province would start to create a sub-network by appointing quality co- 

ordinators at district level and then at facility level. However, this initiative had 

failed due to many reasons such as lack of financial support for quality activities at 

provincial, district and facility level, in addition to the high turn over of the 

directors of the health facilities. The interviewees' comments were: 
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"Good initiatives have started at some hospitals but the continuous turn 

over of the directors of the health facility led to abortion of these 

initiative ... for example if there is good hospital manger working well but 

due to he has some personal difference with others, he might get replaced 
by somebody else ... these caused disturbance in ourprogram " [11 

5.1.3.6.3 Quality perspective 

Some interviewees indicated of the importance of the role of patients or clients in 

improving quality of health care. Their comments were: 

"Issue of the patient satisfaction is very important, nowadays many of 

quality assessment depends on patient satisfaction- survey ... so it is 

necessary to involve patient or customer in order to identify their needs and 

expectations ... participation of community in quality assessment is very 
important as well to give you feedback. For example community survey, 

group discussion... " [7] 

Another informant commented: 

"Sojar our services are not client-focus and don't centre around the client 

satisfaction philosophy ... we provide health services according our 
[professional] perspective while you can combine between the client 

perspective i. e. what he wants and how s1he thinks and our perspective... 
first andforemost we have to adopt patient satisfaction as policy then talk 

about it" [6] 

One interviewee highlighted the link between the quality and patients' health rights 

via enhancing community participation: 

community participation is a good means to let people know their 
health rights... for instance pregnant woman might go to a health centre 
and she doesn't know her health right who will let her know ... the health 

committee at the heath facility ... another advantage of community 
participation is the health committee will work as a focal point and bridge 
between the health facility and the community served and this will rej7ect 

148 



positively in solving the health facility problem like the financial problems 

and willfacilitate conducting the community base outreach services.. " [5] 

5.1.3.7 Quality responsibilities 

This theme describes the views of the key informants regarding the different roles 

and responsibilities of quality management at ministry level. The interviewees' views 

on quality roles and responsibilities were different, as highlighted below: 

5.1.3.7.1 Planning andpolicy role 

The interview findings suggested that the responsibility of planning for quality 

assurance at ministry level is not consolidated under the Department of Quality 

Assurance but is spread across many units such as the Health Policy and Technical 

Support Unit and the Reproductive Health Directorate. One interviewee stated that: 

"According to the new bylaws of the health ministry, one of the main tasks 

of the 'health policy and technical support unit' is to develop a national 
health quality assurance plan ... the unit was given this task as it was, in the 

past, adopter of quality assurance issues with the health sector reform 

project thatfunded by European commission... setting up a national quality 

plan is a big task but the unit with cooperation with other departments 

within the ministry will act as the main brain and the think tank to gather 

all the thoughts across all sectors in the ministry as the quality is cross- 

cutting all sectors" [3] 

Another interviewee echoed the views given above in that the national health 

quality plan that was drafted by the policy unit with support from the donors in the 

form of providing an international expert on quality did not make any huge 

contribution to developing quality within the Ministry of Health: 

"We had not made a big contribution in the quality plan though many tasks 

were determined for who is responsiblefor, when, how and when but no one 

committed to. As a result, all these efforts went ojf' [6] 
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5.1.3.7.2 Regulatory role 

One interviewee emphasized that the role of the ministry should be regulatory 

rather than detailed for quality supervision and evaluation: 

"... the most important role of the ministry in quality should be the 

regulatory role in terms of licensing and accreditation ... if we could do that 

it would be enough instead of detailed supervision and evaluation " [3] 

A problem arises from the overlapping responsibilities between the Ministry of 

Health and the local council regarding the supervision on health services at facility 

level. One interviewee commented: 

"Aere is an overlapping and sometimes conj7ict between local council and 

ministry of health concerning supervision on health service " [2] 

5.1.3.7.3 Co-ordination role 

Good co-ordination and integration of quality activities would contribute to 

improving quality in health care services. One interviewee stressed: 

'We suggested to integrate quality activities in all the health programs and 

projects instead of taking responsibility of quality management amongst all 

these projects and the quality management department take the supervision 

responsibility as the quality needs a big efforts not simple work, needs 

persistent and continuous work" [1] 

Another interviewee reasoned that the absence of co-ordination. would lead to 

resource wasting and deterioration in quality of the programmes and projects 

services at the ministry level: 

"There isn't coordination and integration between the health programs 

and projects particularly in the supervision process where each project 
works individually. As a result, limited resources are wasted and this will 

re/7ect negatively on the management quality" [2] 
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There also appears to be a poor co-ordination with the donors and supporting 

organizations with the Ministry of Health: 

"The problem is that there isn't good coordination with the donors and 

su orting organizations donors work individually and separately, all the 

sudden someday the donors may suspend their supports without thinking of 

the consequences but if there is good coordination the problems might 

disappear" [1] 

"Yhere isn't coordination between donors on one hand and ministry of 

health on other hand especially regarding financial commitment when the 

donor going to withdrawal and hand over the project to the ministry " [51 

5.1.3.8 Quality challenges and opportunity 

This section summarizes the key informants' perspectives of the challenges and 

opportunities of improving quality of health care at the Ministry of Health. The 

findings demonstrated that there were some problems and constraints standing in the 

way of efforts towards quality improvement and some opportunities that could be 

deployed to improve quality. The views of the respondents are presented below. 

5.1.3.8.1 Quality culture related problenis 

Findings from the interviews showed that some interviewees thought that a lack of 

existing appreciation and understanding of quality concepts among most of the 

health leaders might be one of the main obstacles of quality improvement: 

"There is lack of quality appreciating and understanding amongst the top 

and middle management (general directors) at ministry and what is the 

potential benefits from quality methods .... If the top management 

understands the importance of quality, this will reflect positively on quality 
development... these need to make a real persuasion amongst top 

management on the importance of quality to make the middle management 
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and downwards committed to quality ... Lack of appreciating of health office 

officers and health facilities mangers for quality issues aswell"[1] 

"Lack of the quality concept amongst the health leaders... they are unable 
to comprehend the concept, its importance and the quality methods... lack 

of institutional development ... "[7] 

The lack of quality awareness among community members was identified as 

another obstacle in setting up activities to improve: 

"weak of citizen's awareness of their health rights that they expect to get 
from the health providers at health facilities... sometimes the patient himseýf 

cover the mistakes and deficiencies of the services providers for example 

pregnant woman may visit a health facility and her blood pressure wasn't 

measured and she didn't askfor that as she doesn't know this is her right to 

askfor " [4] 

Another interviewee added that: 

"Yhe most important problem that prevent from improving the quality of 
health is lack offeeling of the responsibility among services provider and 

ministry pf health doesn't has clear vision on quality improvement and 
assurance" [4] 

The lack of any mechanism and initiatives for institutionalizing quality culture was 

also seen as another core problem: 

"Lack of knowing what the real motivations towards quality ... and the 

essential thing is to give attention for spreading the quality culture in the 
healthfield" [1] 

"First we need to create quality culture, setting up institutionalizing quality 
system, allocate adequate resource for to establish the quality system and 
involve the entire stakeholder in the quality issues " [7] 
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5.1.3.8.2 Qualitypolicy related problems 

Some interviewees stated that there was an absence of a clear vision and policies on 

quality at ministry level and a lack of building consensus among the quality 

concerned parties are one of the main barriers of quality development initiatives. 

"Lack of the having clear quality vision, quality policies and strategies at 

ministry level... " [3] 

"There is not consensus building and real commitment , 
lack of quality 

vision amongst some health leaders on important of the quality this callfor 

creating a quality culture amongst the health leaders " [7] 

On the other hand some key informants thought that red tape and bureaucracy were 

one of the main problems for not developing an effective mechanism for ensuring 

quality health services: 

"Yhe problem is the red tape ... there is not budget in name of the quality 

management department" [1] 

"Lack of the sustainability in the activities, the follow up and monitoring 
function " [3] 

"The continuous turn over of the health facility mangers ... this disturb the 
Yemen health administration in general" [1] 

"The cooperation spirit is absent due to institutional and individual 

reasons " 

"The instability of top position like the Minster where you can see that four 

ministers have already changed since 1994 " [2] 

"Administrative aspect, I don'tfeel that the ministry has an organized and 
studied direction to adopt quality assurance in the health system and this is 
dangerous " [51 
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5.1.3.8.3 Quality responsibilities related problems 

From the interviewee's point of view the role and responsibility of quality 

improvement is not well specified, especially in terms of advocacy and co- 

ordination of activities: 

"There is a weak role from those who took the responsibility of quality 

management at ministry level. For example there was not advocacy, 

sensitization for quality... what is happing isjust we have amount of money 

to support quality activities, we go and spent this money and that's it " [3] 

Another interviewee indicated the scattering of quality activities among the 

different departments at ministry level: 

"The constraint is there are more than parties working on quality, this led 

to hamper implementing the quality plan developed by the consultant ... 
although we are the responsible department for quality program, there are 

other department authorizing themselves to work on quality " [1] 

Some interviewees pointed out that the monitoring and supervision system was not 

effective and the principle of rewards and punishment was also not in place: 

"The issue of the monitoring and supervision, the principle of the reward 

and punishment is not exist... if a person does job perfectly or not nobody 

will reward him orpunish him... you may say there is a need to increase the 

salary but if you increase it without matching in the performance 

improvement is wastefulfor instance in some health facilities the increase in 

salary reached to 100% but is this increase lead to improvement of 

performance at least 10% ... NO " [6] 

"Ministry functions are overlapped between more than ministry financially 

ministry offinance, employment and human resource management is civil 

service ministry and some technical activities like health school belong to 

ministry of education, environmental health belong to municipality... " [2] 
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5.1.3.8.4 Resources constraints 

Whilst spreading quality awareness about quality amongst the health services staff 

and clients is an essential step in the quality improvement process, it was found that 

there were not enough resources allocated to do this task. The poor salaries of staff 

at facility level also made it difficult to persuade them that they have a 

responsibility for quality of the services they provided: 

"No adequate resource allocated to spread the quality culture ... if we 

spread the good behaviour, the bad one will disappear... analogously if we 

spread the quality and good performance the errors will get less" [1] 

"The most important problem, let's be realistic from the experience, is not 

the standards and the indicators and so on, there are main things in most 

of all the health facilities need to be addressed first and foremost is the 

staff are de-motivated and frustrated ... quality doesn't need frustrated 

worker , the quality needs those who are motivated and have clear vision... 

the main reason of these frustration are the socioeconomic status of staff 

and the low salary ... the health workers are under pressure to work in 

more than place to improve their income so they will not time to participate 
in quality activities as quality needs participation and voluntary work how 

he will volunteer if he does not like to perform his basic work, of course we 

need to have standards and indicators but we should first look for the 

crucial things before start to training them and they are not mentally with 

you... I visited many of health facilities in Guýf region countries and Ifound 

the we are not less than them infurnishing thefacilities but the remarkable 
thing is that there is punctuality, respect of the work and on top of that the 

staff are very motivated" [7] 

Another interviewee said the problem that most health facilities suffer from is a 

lack of infrastructure in tenns of budgeting for quality and also a lack of qualified 

personnel in quality: 
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"Limitation of the resources particularly the financial resources where 

there is not budget in name of the quality management department" [2] 

He added: 

"Lack of qualified cadre on quality at Ministry of HealtW' [21 

5.1.3.8.5 Organization structureproblems 

The quality management structure within the Ministry of Health was found to be 

weak; the low status of the Quality Assurance Department in the ministry 

organizational structure both reflect and contributes to this weakness which is 

exacerbated by the poor institutional capacity of the ministry as a whole in addition 

to the lack of quality structure at facility level: 

"Yhe hierarchical structure of quality management department in ministry 

organization structure is weak" [2] 

"The quality management department at the ministry - the cadre -I think is 

not distinguished I think if there were good cadre, we would have made a 

wide stride in quality issues at the countywide level" [5] 

"Aere is not an effective organizational structurefor quality at ministry and 

it needs to be activated" [71 

"Yhe people capacity is limited at Ministry level ... statistic say 84% of 

employees at ministry (headquarter) havejust secondary school, that is, they 

are not specialized neither technically nor managerially, you mayfind nurses 

by experience, health educator without having the skills required ... so how 

can you make remarkable transformation in quality of health care and the 

people of this transformation are not exist " [6] 

" ... appointing in leading position at Ministry level don't give attention to 

quality but it depends on personal consideration not according the job 

specification in addition the appointment at ministry usually make by civil 

service ministry and the role of ministry of health is very limited and weak as 

weir, [2] 
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Other interviewees indicated a lack of quality structure at facility level: 

"Lack of having quality department atfacility level responsiblefor quality 
improvement what we have is only coordinators appointed at provincial 
level but they are not effective as there is not financial support for their 

activities " [2] 

"Lack offeeling of responsibilities and the careless of the health workers at 
facility and absence oftheprinciple ofrewardandpunishment" [4] 

5.1.3.8.6 Quality opportituities 

Analysis of the findings showed that there were different opinions about joining 

Yemen to the Health Council of the Gulf Co-operation Council States. One 

informant thought the joining was a potential opportunity for quality improvement 

policy as this joining will put pressure on health leadership to improve quality of 

health care to reach the level of GCC States efforts in the quality improvement. On 

the other hand, another infonnant thought that the joining would be seen as trying 

to imitate others, forgetting the real situation of the basic steps of quality needs to 

be established. Here are their comments: 

"Becoming a member of Health Council of Gutr Cooperation states will 

give the quality issue a special attention and concernfrom leadership in the 
Ministry of Health as the Guýfregion countries have already made a wide 
stride in the quality issues especially in field quality training and 
equipping the health facilities " [2] 

"Our participation in guy' council had made us to jump over our real 
situation as we try to imitate the others in their work ... It was supposed to 
establish the basic ste s instead ofpassing our Yemeni real situation ... We 

should work on what it is available andpossible in quality nothing else .... .. 
[6] 
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5.1.3.9 Key flndings summary 

Box 5-1 Key findings summary 

Quality policy 

m The existence of a consistent and cohesive quality policy at national level 

is questionable and the existing commitment needs to move from verbal 

and rhetoric commitment to real commitment in terms of allocating 

resources for quality policy implementation. More importantly, policy 

makers should be involved in quality policy formation and implementation 

strategies. 

m Although there is a national quality plan, there were a number of key 

informants who had some reservations in terms of its feasibility of 

implementation. 

w So far there is no clear quality strategy for implementing any quality 

policy initiatives, even though a number of key informants have well 

defined views on the need for such strategies and the capacity 

development required to implement them. 

Quality standards 

a The existing standards are limited in terms of that they do not cover all 

aspects of health care delivery, and they are scattered and dishannonised. 

In addition they are not applied at facility level. 

m The existing standards need to be gathered under the name of the Ministry 

of Health to be officially approved and an external and internal monitoring 

system need to be established in order to ensure compliance with standards 

at facility level. 
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Quality culture 

0 Many different views were expressed about quality concepts ranging from 

considering quality as an indicator of performance, and improving the 

infrastructure before expanding the conceptual behind the quality. Time is 

also a factor of quality, and it will take time to educate and involve the 

whole generation within the community in the belief and for them to 

demand themselves the quality of services provided. 

m The quality health services are not yet client or patient focused and that 

raises concerns for patient satisfaction. 

w It has been indicated for the importance of quality awareness amongst the 

health leaders at ministry level down to facility level in order to foster 

quality culture. 

Quality organization 

m Views on quality or organization found different quality objectives, quality 

resources, and the incompetence of the current quality staff in the Quality 

Assurance Department at Ministry level. The co-ordination in the current 

quality improvement activities was found to be nearly absent. 

m There was dissatisfaction on the training outcomes being conducted by the 

Ministry of Health in terms of quality. 

m There was an ineffectiveness of technical assistance given by donors in 

addition to unsustainability of quality projects that were supported by 

donors. 
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Quality responsibility 

a The responsibility of quality management at ministry level is fragmented 

among the many departments involved with on quality issues and there 

were no co-ordination between these departments. 

m The role of the Ministry of Health on quality needs to be determined with 

preference being restricted to regulation or supervision and evaluation 

roles (external assessment). 

Quality initiative 

a There were two main quality initiatives; one is a separate project that is 

being implemented by donor support (GZT-Gerinany) and the other is 

being implemented though the Quality Assurance Department within the 

Ministry of Health. 

m The approach of the two initiatives is each a little different although both 

projects are vertical programs from ministry to facility level. 

Quality challenges 

H Cultural related problems 

0 Policy related problems 

a Organizational and responsibility related problems 

w Resources related problems 

In summary, these finding are, in general, consistent with the survey findings of the 

professionals and managers views on the quality policy development at hospital 

level, as it was presented in the quantitative findings section and in agreement also 

with the evidence from the reviewed documents that were discussed in the country 

study chapter. 
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Chapter Six: Discussion 

6 Overview 

This chapter refers to the discussion of the principal findings that were revealed by the 

study. It is divided into two sections; Section 6.1 elaborates on the data quality 

assurance, including reliability and validity of the data collection methods and the study 

limitations and constraints. Section 6.2 presents the interpretations of the findings 

through two subsections: section 6.2.1 which discusses the findings of the patients' 

perceptions of health care services, and section 6.2.2 which discusses the findings of 

quality policy development. Subsequently, each section discusses the study objectives 

in turn, whilst paying attention to the key findings and comparing the results of the 

study with other studies in the literature as possible explanations and interpretations are 

explored. 

6.1 Quality assurance of data 

This section highlights the validity and reliability of the study methods, the limitations 

and constraints faced, the actions taken to improve the data collection process and the 

external validity of the findings. 

6.1.1 Reliability and validity 

In principle, validity and reliability are concepts concerned with the extent to which an 

instrument actually measures what it is supposed to measure and produces similar 

results on repeated application (Rubin, 1990a, Sitzia, 1999). Reliability is commonly 

measured by the internal consistency method that tests whether the items belong to 

scales that are correlated with each other. Statistically, Cronbach's Alpha coefficient is 

the statistical measure of a scale internal consistency; the more the items are correlated, 

the more the value of alpha increases. As a rule of thumb, if the alpha value is 
.6 or 

higher, the reliability of scale will be satisfactory (Bland and Altman, 1997). Nunnally 

161 



(1967) states that in the early stage of research on hypothesized measures of a construct, 

modest reliability of .6 or .5 are sufficient (Nunnally, 1967). Helmstader (1964) 

differentiates between whether a measure is intended to compare groups or to compare 

individuals. The former believes that a reliability of . 50 is considered acceptable, while 

the latter recommends a minimum level of . 90 is (Helmstader, 1964). 

Validity is a multifaceted concept and is generally divided into two types: internal and 

external. Internal validity refers to what extent the subject components of the study 

appropriately cover. Conventionally, validity types refer to criterion validity, content 

validity and construct validity. Whilst the content validity can not be demonstrated by 

statistical tests, it is usually assessed based on the agreement among professionals about 

whether the components of the subject under study are covered in the scale. On the 

other hand, criterion validity is measured by comparing tested measures to a 'gold 

standard' measuring the same construct (Litwin, 1995, Streiner and Norman, 1995). 

Hence, patient satisfaction should be valid internally and externally. However, although 

the external validity is important, without good internal validation it is difficult to 

establish appropriate measures of different dimension of satisfaction (Pascoe, 1983). 

In this study, the reliability coefficient for the quality dimensions of patient satisfaction 

scale was satisfied with Sizia! s requirements for credible research (Sitzia, 1999). The 

content validity of the study questionnaire was assessed by consulting the contents of 

other existing questionnaires and their respective evaluations in the literature 

(Hendriks et al., 2002, Dufrene, 2000, Rubin, 1990a, Rubin, 1990b). Moreover, the 

construct validity has been assessed using the PCA and varmix rotation to identify the 

structure of quality dimensions and to assess the construct validity of the questionnaires, 

taking into account the criteria of applying factor analysis, such as the Kaiser-Meyer- 

Olkin measure of sampling adequacy and Bartlett's test of Sphericity (Tabachnick, 
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2001, Field, 2005). The following section presents the analysis of reliability and 

validity of the current study methods. 

6.1.2 Reliability and validity of the patients' perception scales 

There are many ways to measure patients' perception of health care quality, either 

quantitatively or qualitatively or both. In this study, patients' perception of hospital care 

quality was measured by two questionnaires; one for out-patients and the other for in- 

patients. Each questionnaire consisted of several items covering dimensions for all 

hospital care aspects. These items have been factorized to a form subscale and to assess 

their validity and reliability. 

Table 6.1 shows the reliability coefficient for the quality dimensions sub-scales for 

hospital care, including out-patients and in-patients. In general, the levels of reliability 

coefficient were found to be satisfactory. Cronbach's alpha correlation coefficient 

exceeded the value of . 60 for all dimensions except for the 'service responsiveness' 

dimension in the out-patients, and cleanliness and noise dimensions for the in-patients 

which had a reliability coefficient smaller than . 60. This may have been because the 

scales had only two items in addition to the heterogeneity of the items within the scale. 

In general, the reliability results can be considered satisfactory if the number of items in 

the sub-scales is taken into account. These results are consistent with those found in 

previous studies (Gonzalez et al., 2005, Dawn et al., 2003, Dufrene, 2000). Regarding 

the criterion validity, the questionnaire was limited due to a lack of an existing 

acceptable 'gold standard' measure for quality of health care services. 
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Table 6-1 Coefficient reliablity of quality perception quality Scales 

Scale Reliability coefricient 
m Outpatient quality dintensions 
Technical care quality (5)' . 70 
Service availability (4) . 72 
C ontinuity of care . 73 

- Doctor's manner and humanness (3) . 64 
Services responsive . 48 

_ m Inpatient quality dimensions 
Techizical care aspects 

_ Doctor's behaviour (6) . 89 
_ Nurses behaviour (7) . 86 
_ Nurses responsiveness (3) . 82 
Doctor availability (4) . 83 

_ Emergency services (3) . 72 
Non-technical care aspects 
Environment and facility services (7) . 84 

_ Food services (5) . 
85 

_ Housekeeping services (4) . 76 
Cleanliness and noise (Pierce et al. ) . 

59 
'Number of items. 

6.1.3 Reliability of qualitative data collection and analysis 

There are various ways for enhancing reliability of the qualitative research such as 

respondent validation, transparency of the analysis methods, and triangulation (Malterud, 

2001, Mays and Pope, 2000). These criteria were applied to assess the approach used in 

this study. All the in-depth interviews were conducted by the principal investigator 

himself, using a standard topic guide. Various probing questions were used with different 

informants in order to explore and clarify the issues further. 

m Respondent validation refers to the process of comparing the researcher's account of 

experiences or information obtained with the accounts of those who had been 

interviewed. A common mechanism is to feed back key points at the end of the 

interview, so that the participant has an opportunity to modify or confirm that the 

researcher has a true account of what was said; a feedback at the end of the interview 

was attempted in this study. 
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m Transparent analysis: qualitative analysis in this study used the framework approach. 

Thematic framework, coding index and coded text were developed manually and 

managed using Microsoft word processing. All individual interviews were transcribed 

into a Word file and saved on a disc. Independent coding of transcripts was not carried 

out in this study, but the principal investigator constructed matrices to explore the 

complete data set and identify a range of responses and possible explanation whilst 

interpreting the data. 

n Triangulation: comparisons of the results in two or more methods is a way of 

ensuring comprehensiveness and understanding of the issues rather than a mere test 

of validity or reliability in qualitative research (Malterud, 2001). In this study, 

triangulation of qualitative data with quantitative measures gave a clear 

understanding of the situation for the quality policy development both at national 

and facility levels. 

6.1.4 Other actions taken to improve quality of data collection 

Further actions were taken to improve quality of data including: 

v Conducting a training workshop for the data collectors in order to equip them with 

the skills required for the data collection and conducting a proper interview with 

each respondent. 

0A pilot study was carried out to test the feasibility of the study methods and to 

ensure that the data collection methods were understandable to the respondents and 

also manageable for the interviewer. 

o The respondents were assured of confidentiality at all times and of the anonymity of 

the data collected. Furthermore, the respondents were informed that the study was 

independent from the health facilities administration and that any information they 

gave would be confidential and used only for research purposes. Also, consent from 

the respondents and permission for conducting the study were obtained and the 
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purpose of the study and importance of the respondents contribution to improve 

quality of health care had been articulated. 

m The researcher conducted a close supervision of the data collectors during the 

fieldwork to discuss any daily problems that may have occurred during the data 

collection process. 

6.1.5 External validity 

Extemal validity refers to the generalisability of the study results to the wider target 

population. This was maintained by the following strategies: 

1. Representatives of the study selected hospitals: The study included all the 

public hospitals that provided tertiary care in Sana'a city. Although the study 

population cannot be considered as representative of all public hospitals all 

over the country, the results could reasonably be regarded as an indication of 

what might happen in other public hospitals in the study country. Moreover, 

there were no data suggesting that the study sample varied from the general 

population attending for public hospital care. The general sample 

characteristics were found to be similar to the general population, (see 

appendix 6-1). 

2. Reliability and validity of the method, as discussed earlier in the previous 

section, showed trustworthiness of the study findings. 

3. The study used quantitative and qualitative methods aimed at findings from 

one method that could complement the other method, especially for the policy 
implication. 
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6.1.6 Limitations and constraints 

* As in all studies, this study had a number of limitations that may have brought 

bias which influenced the ability to generalise. The study was limited to the 

period from April to July 2004, and there were no evidence that the patients 

attending hospital during this period were unrepresentative of the general patient 

mix at the hospitals. Therefore, there were some confidences that the data 

gathered would reflect the general patients' perception of quality of hospital care 

all over the country. 

9 The study was confined to Sana! a city, the capital of Yemen, and only covered 

the public funded hospitals. Hence, caution was taken in extrapolating these data 

to other hospitals outside Sana'a and even to other hospitals within Sana! a but 

outside the public sector. 

e The data were collected during face to face interviews, yet there was a 

possibility that the responses may have been influenced by the interview setting 

or the interaction between the interviewer and the respondent. All interviewers 

were carefully trained in establishing a good rapport with the respondents and 

emphasis was given for the confidentiality of the data in order to reduce the 

possible influence of bias. Some patients refused to participate, and a common 

reason they gave was that they were in a hurry. It is not known what bias this 

may have had on the overall results but the number of refusals was small (N = 3) 

and it was anticipated that any bias would be equally small. 

e Sufficient time was not available to organise direct observation technique for 

assessing quality of hospital care. 
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e PCA limitation analysis - the PCA has established the principle that there is a 

factor structure to the two questionnaires and has completed the first step of 

identifying what these components are. Also, the emerged components from 

PCA partially met the criteria of face validity as most of items, but not all of 

them, were in right place. Nevertheless, although the sample size met the criteria 

of more than 5 cases per items but not the more rigorous criteria of 10 cases per 

item, the emerged components should be interpreted with caution. Hence, it 

seems that there is a need for improving the face validity via adding some items 

to some appropriate components and applying a factor strengthening exercise, 

which will involve adding items to components with less than 5 items. In 

conclusion, in any future research it is recommended that the new questionnaires 

will need to be re-tested by giving them to new cohort of respondents and to test 

the factor structure using another statistical technique analysis called 

'confinnatory factor analysis'; the face validity and strengthening exercise 

would automatically improve the poor Cronbach reliability coefficient obtained 

by PCA as long as the process is repeated until all Cronbach alpha coefficients 

exceed. 07. 
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6.2 Interpretation of Findings 

This section is divided into two sub-sections. The first part discusses the patients' 

quality perceptions of hospital care and the second part discusses the findings related to 

quality policy development. 

6.2.1 Patients' perception of hospital care quality 

Objective 1: To identify the patients' perspectives on the quality of hospital care in 

Yemen from both out-patient and in-patients' views 

There is a limited, though rapidly increasing, literature on patients' perceptions of health 

service quality in developing countries. Most studies of hospital quality focus on either 

out-patient services or in-patient services, but not both. The current study was 

attempted to explore and bring together the patients' perception of quality hospital care 

in both out-patient and in-patient settings. The following sub-sections addresses each of 

the study objectives in turn, discusses the key findings relevant to that objective and 

makes comparisons within the context of the existing knowledge gained from the 

literature. 

6.2.1.1 Out-patient care 

This section deals with patients' perception and their quality ratings of out-patient care, 

discussing patients' main quality concerns, the dimensions along which patients view 

the quality of out-patient care and the factors influencing patients' on the overall 

satisfaction with the quality out-patient care. 

6. Zl. l. l Patients'perceptions 

An interesting way for defining perceptions of health care is to see it as the difference 

between the patient's expectations and their experiences. This difference might 

influence the patient's satisfaction on health care services (Thompson and Sunol, 1995a, 

Sofaer and Finninger, 2005, Sitzia and Wood, 1997a). For example, in the current study 
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patients' perceptions were assessed by measuring the difference between the patients' 

expectation and their actual experiences with nine types of out-patient services (see 

Table 5-3). 

The study findings showed significant differences between patients' expectations and 

experiences concerning the elements of technical care and not the elements of the 

interpersonal aspects of care. The findings were found to be in line with previous 

studies that also reported failure of the health providers in meeting patients 

expectations Qoos et al., 1993, Peck et al., 2004, Williams et al., 1995, Zemencuk et al., 

1999). This lack of concordance between patient and provider preferences is well 

illustrated by Cleary and his colleagues (Cleary et al., 1991b). The situation seems to be 

more noticeable in developing country health systems. For instance, Andaleeb (2001) 

argues that patients' perception on health services are largely ignored by health care 

providers in developing countries (Andaleeb, 2001b). 

Why the difference between technical and interpersonal aspects of care? One 

explanation is that patients might have been more capable of articulating their desires 

, bout the interpersonal aspects of care. For example, they are more competent when 

asking for information or explanation about his/her problems rather than when asking 

about the technical aspects of care, such as physical examination, test, prescription, etc. au 

William (1994) in his review of such findings pointed out that this kind of "taken for 

granted" behaviour might be due to either a lack of expectations or as a reflection of a 

passive role adopted in relation to the health professionals (Williams, 1994b). 

Another explanation might be that the providers (especially doctors) perceived time 

constraints that may prevent them in sparing time to explain the technical aspects of 

care to their patients or they may feel that the services a patient might want are not 

necessary from a professional point of view (Joya K. roa et al., 2000). 
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It is worth mentioning that these differences were not significantly associated with 

patient characteristics such as age and education level. This lack of association matches 

the findings from other studies. For example, Joos et al (1993) found that neither the 

number of services that patients desired nor the proportion of desired services they 

received was significantly associated with the patient's age or educational level Qoos 

et al., 1993). It seems more likely, therefore, that the differences between technical and 

interpersonal aspects of care are due to characteristics of the services provided rather 

than to the characteristics of the patients themselves. 

Hence, the interpretation suggests that it is important to increase the awareness of the 

health care providers about the patients' perception during consultation. Understanding 

this perception is crucial if patients are to be educated about the undesirability of 

undergoing treatment or tests that are not clinically required. This leads on to the wider 

issue of setting standards for what patients should be entitled to expect in their OPD 

care. This, of course, is now a major concern in many health systems undergoing health 

reforms, both in the developed and in the developing world. 

6. ZI. 1.2 Patients'ratings of out-patient care quality 

The quality ratings given to the technical and organizational aspects of care were lower 

than the quality ratings given for the interpersonal aspects of care. For example, "drug 

availability", "extent of seeing the same doctor on each visit" and "follow up of the 

doctor on the previous visits" had the lowest scores and formed the main quality 

concern for the respondents. These findings resonate with much of the literature on 

quality of care in developing countries (Gadallah et al., 2003, Rao et al., 2006). 

Patient dissatisfaction with the availability of drugs is a common theme in quality 

assessment studies in developing countries (Baltussen et al., 2002, Bassett et al., 1997b, 

Gadallah et al., 2003, Gilson et al., 1994, Hanson et al., 2005, Mashego and Peltzer, 

2005, Dagnew and Zakus, 1997). Similarly, findings from previous studies showed that 
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the continuity of care in developing countries is another source of dissatisfaction with 

quality of services (Abd Al Kareem et al., 1996, Bernhart et al., 1999, Gadallah et al., 

2003, Mansour and Muneera, 1996, Margolis et al., 2003, Mendoza Aldana et al., 2001, 

Westaway et al., 1998). 

Thus, these findings add weight to the argument that "continuity of care" and 

G'availability of essential services such as drugs" are the main quality issues in 

developing country public health care systems and should be seen as priority in any 

health care quality improvement initiatives. 

In the current study, the favourability of patients' quality ratings of interpersonal care 

against technical care might be that the health professionals have expressed care and 

concern for their patients at the expense of the technical capabilities. As a result, 

patients would have appreciated the empathetic, behaviour of health providers. Also, 

another explanation could be that the patients might have rated different aspects of care 

based on their current expectations and their previous hard experiences. As a result, 

those aspects of care which seemed more important to patients, such as technical aspects 

of care rated less positively as compared with the interpersonal aspects of care. Jung et 

al. (2002) indicated that the services which received low quality scores might be the 

most important from a patient's point of view and are more of a candidate to any quality 

improvement intervention (Jung et al., 2002). 

The relatively greater satisfaction with interpersonal aspects of care exhibited in this 

study is also similar to findings from previous studies that have been conducted in other 

developing countries (Abd Al Kareern et al., 1996, Mendoza Aldana et al., 2001). 

Theses findings contrast with the findings from developed countries in which 

satisfaction with interpersonal aspects of care is often lower than with satisfaction with 

technical aspects of care. This contrasts between developing country and developed 

country settings which is intriguing and deserves further research and analysis. One 
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hypothesis is that it is due to the differences in the culture and the organizational 

structure of the health system. A more sociological hypothesis is that it reflects the 

changing power in relationships between patients and health professionals - in 

developed countries patients see themselves (and are being) seen as "clients" of the 

"service providers" rather than as passive recipients of what the health professionals 

think they need. 

6. ZI. 1.3 Quality dimensions ofpatientsatisfaction with quality of out-patient care 

The notion of patient satisfaction with the quality services as multi dimensional is 

increasing and receives much support from quality of care patient satisfaction studies 

that have been conducted in developing countries (Andaleeb, 2001a, Mostafa, 2005, 

Lawthers et al., 1999, Chahal et al., 2004). For example, multivariate analysis of a 

hospital study on services quality and patient satisfaction in Bangladesh produced five 

services quality factors, accounting for 69% of the variance of patient satisfaction. 

Those authors labelled these factors as 'responsiveness' (caring, helpful, courteous), 

'assurance' (skilled staff, competence), 'communication' (explanation of tests, 

answering questions), 'discipline' (cleanliness of the facility and staff) and 'baksheesh' 

(no services without tips) (Andaleeb, 2000). 

Chahal (2004) analysed the factors affecting patient satisfaction in public health care 

out-patient services. He reported four factors that were responsible for 51% of the 

overall variance. These factors have been labelled as 'behaviour of doctors', 'behaviour 

of medical assistant', 'quality of administration' and 'quality of atmosphere' (Chahal. et 

al., 2004). 

Similarly, in this study multivariate analysis using PCA produced five quality 

components accounting for 63% of the variance in the overall rating of out-patient 

services. These components were labelled as 'technical care quality' (waiting time, 

competence, courtesy, consultation time, cleanliness), 'availability of services' (lab 
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availability, services comprehensiveness, clinic hours, participation), 'continuity of care' 

(seeing the doctor at each visit or follow-up), 'doctor humanness' (courtesy, explanation, 

concern), and 'service responsiveness' (drug availability, thoroughness of examination). 

These dimensions shed light on important quality dimensions from the patients' view 

point. The P coefficient for the 'technical care quality', 'availability of services' and 

'doctor humanness' were all significant for patients' satisfaction but the humanness was 

not as much significant as technical quality care and services availability, suggesting 

that technical and organizational structure dimensions of care were more important than 

interpersonal aspects for patients' satisfaction with quality of out-patient care. The 

higher coefficient for technical care quality and availability of services suggests that 

these dimensions are more important to patients than the interpersonal aspects reflected 

in the 'doctor's humanness' component. Whilst this is in agreement with some of the 

previous studies, other studies have reported that interpersonal aspects of care, such as 

courtesy, respect, friendliness and communication are the most powerful predictors of 

overall patient satisfaction (Mendoza Aldana et al., 2001, Westaway et al., 1998). 

Again, there seems to be a difference between developing and developed countries 

which could be attributed to the differences in patients' priorities for quality 

improvement of health care. Westaway et. al (2003) indicated that quality of technical 

aspects and services availability of health care in the developing country context has the 

greatest impact in patients' satisfaction where poor management, professional 

sdemeanour and performance have all been criticized (Westaway et al., 2003). 

It is worth mentioning in this study, that none of the quality dimensions were related to 

the characteristics of the patients who were interviewed, but they were associated with 

services characteristics such as "waiting time" and "consultation time". This lack of 

socio-demography effects contribute to a low source of error (Sitzia, 1999) and the 
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association with service characteristics might indicate that these subscales hold 

promising benefit from assessing quality of care from a patients' perspective. 

Thus, one could argue that these study findings, in addition to other study findings 

provide support to the concepts of multi-dimension of patients' satisfaction and service 

quality (Sitzia and Wood, 1997a, Ware et al., 1983), and provides additional evidence 

for Donabedian's distinction between the interpersonal and technical aspects of the 

health care process in quality assessment (Donabedian, 1988). 

6.2.1.2 In-patient care 

This section discusses the study findings of the patients' perspective on in-patient 

services, including emergency department service, admission service, nurse's service, 

doctor's service, food service, housekeeping service and hospital environment services, 

in addition to discussing the quality dimensions and predictors of the satisfaction with 

the overall quality on hospital care. 

6.2.1.2.1 Patients'qnality ratings ois in-patient care 

In general, the low degree of satisfaction found in this study is in agreement with the 

results of other similar studies in developing countries (Attal, 2003a, Bahrampour A. , 

2005, Bernhart et al., 1999, Jabnoun and Chaker, 2003, Lim and Tang, 2000, Chahal et 

al., 2004, Attal, 2003b) that has revealed a continuous deterioration in public health 

care services. In these studies, the authors have noted that satisfaction with quality of 

public hospital care is low. For example, Attal (2003) reported in her study of quality 

assessment of birth care in public and private hospitals in Sana! a city in Yemen that 

women were not satisfied with the quality of hospital birth care. On the other hand, this 

finding contrasts with other previous studies which reported a high overall satisfaction 

(Williams and Calnan, 1991). 
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However, reporting of high overall satisfaction ratings can not be taken as an indication 

that patients have had good experiences in relation to a specific service while the 

dissatisfaction may trigger an indication of a minimum level of negative experience 

which is more valuable than obtaining consistency of expressed satisfaction (Williams 

et al., 1998, Sitzia and Wood, 1997b). In addition, such a high satisfaction does not 

necessarily contribute to quality improvement but it may contribute in maintaining the 

status quo that hinder improvement efforts and innovative change on the one hand, and 

undermine the potential usefulness of the satisfaction surveys for planning interventions 

to improve quality of care on the other hand (Williams, 1994a, Carr-Hill, 1992). 

The present study revealed low ratings of service quality, and this might be due to the 

methods used of asking respondents for rating quality instead of asking them about their 

satisfaction. Moreover, the patient's perspective in this study was investigated as a 

multi-dimensional concept, with respondents first being asked to rate the individual 

aspects of care before being asked for an overall rating for the whole hospital services. 

Furthennore, the respondents were asked to rate the quality of services received rather 

than report on their satisfaction with the service. Hence, the respondents might have 

been freer to criticize quality of services received. 

This is consistent with Williams and Clanan's argument of investigating service quality 

in a more detailed and specific dimension which can, in itself, reveal greater levels of 

expressed dissatisfaction (Williams and Calnan, 1991). Hence, this methodological tool 

may account for the relatively lower levels of satisfaction expressed in this study. 

The study findings demonstrated low quality rating of emergency services, in particular 

'perceived waiting time' and the 'explanation provision about the condition'. These 

quality concerns are in line with previous emergency service quality studies (Yildirim 

et al., 2005, Taylor and Benger, 2004, Sun et al., 2001, Trout et al., 2000, Al-Almaie, 

1998a, Al-Almaie, 1998b). The relatively high ratio of patients to staff in ED might 
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obviously contribute to these two particular concerns which dominate patients' quality 

issues. Other possible explanations might be that the emergency staff are not equipped 

with communication and management time skills. From the literature, it has been 

reported that customer services training and communication skills workshops, including 

information provision, can improve the overall satisfaction and patients' perception on 

the quality of care in ED settings (Taylor ct al., 2006, Mayer and Cates, 1998, Krishel 

and Baraff, 1993, Lau, 2000). 

With regards to the patient's quality perception of nursing care, the findings revealed 

that 'frequency of nurses stopping by room to check patient condition', 'explanation 

about condition and procedures', 'ease of communication with nurse' and 'emotional 

support given' were the main quality issues for in-patients. The literature identifies the 

clear communication and information giving as a big influence on patient's perception 

of nursing care quality (Cleary and McNeil, 1988, Johansson et al., 2002). Uzun (2001) 

reported that in a setting where nurses communication of information to patients was 

low, patients' scores for quality of nursing care were also low (Uzun, 200 1) . 

Concerning patients' perception of doctor's quality care, the study findings revealed 

that patients in general have rated doctor care quality more favourably than any other 

aspects of in-patient care. This favourability was reported in previous patient 

satisfaction surveys that found patients were often more sympathetic with doctors' care 

quality. However, patients were least satisfied with quality of technical care aspects 

such as 'availability of doctors when needed, 'instruction given on discharge for self- 

care and follow-up' and 'frequency of doctor's visits'. 

The study findings of patients' quality perception of non-medical aspects of hospital 

care demonstrated that food service and housekeeping were important quality concerns 

amongst the non-clinical services of hospital care. Within the food service, 'food 

temperature' followed by the 'food quality' and 'utensils used for servicing meals' were 
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the main sources of dissatisfaction with the quality of the food services. In accordance 

with previous studies, low food temperature was found to be a potential reason of 

dissatisfaction with quality of food service (Stanga et al., 2003, Hwang et al., 2003). 

For these study findings, possible explanations for dissatisfaction with quality of food 

service due to temperature might be the delays between preparing the meal and delivery 

of the food at the bedside, in addition to the food trolley which might not be good 

enough in keeping food wan-n for a reasonable period of time. 

With regards to housekeeping services, patients were least satisfied with the 'cleanliness 

of toilets/bathroom' and with the 'time for cleaning their rooms'. This is consistent with 

the findings from the out-patient survey as discussed earlier. Furthermore, the research 

shows that the service setting is one of the important determinants of perceived quality 

and patient satisfaction (Fottler and Ford, 2000, Hall and Doman, 1988b). Cleanliness is 

an important attribute of perceived service quality and is an influential factor on the 

level of patient satisfaction (Carey and Seibert, 1993, Goupy et al., 1991, Oz et al., 

2001, Tengilimoglu et al., 1999, Westaway et al., 2003) and it could be an important 

determinant of patient's health seeking care (Ginsburg et al., 1997). 

6. Zl. Z2 Quality dimensions of patient satisfaction with quality of in-patient 
care 

Many studies have demonstrated the multi-dimensional nature of in-patient satisfaction 

with the quality of health care (Gonzalez et al., 2005, Jenkinson et al., 2002a, Abd Al 

Kareem et al., 1996, Yildlz and Erdogmus, 2004, Zineldin, 2006, Naceur and 

Mohammed, 2003, Sitzia and Wood, 1997a). The patients satisfaction and perceived 

quality with hospital care do not only reflect their experience but also their expectations 

and values (Sitzia and Wood, 1997a, Thompson and Sunol, 1995a). In this regard, the 

results of the current study were in line with previous studies. 
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The multivariate analysis produced a factor solution with nine quality dimensions/ 

components for hospital care; six components related to clinical aspect care and four 

components of non-clinical aspect of care, with 68% and 62% variance explained 

respectively. This is similar to the percentages of variance explained that were reported 

in previous satisfaction studies in developing countries. For example, Yildlz and 

Erdogmus (2004) reported seven factors accounting for 68.03% of variance in 

satisfaction with quality of hospital care (Yildlz and Erdogmus, 2004). Naceur and 

Mohammed (2003) reported 58.3% of variation in the overall hospital service quality 

(Naceur and Mohammed, 2003), and Mostafa (2005) reported 67% of the variance 

explained in satisfaction with quality of Egyptian hospitals care (Mostafa, 2005). The 

medical care, nursing care, and hotel services all have important roles in explaining the 

variations, and these results are in agreement with most previous findings (Berg and 

Yuval, 1998, Guirguis et al., 1992, Hall et al., 1993, Yildlz and Erdogmus, 2004) 

Regression analysis was employed to identify the key influential factors of satisfaction 

with the overall quality of hospitals care. In out-patients, the final model explained 

38% of the variance with important contributions from 'services availability' (. 41) and 

the 'doctor's technical care quality' (. 39) (see Table 5-8). For in-patients, the model 

accounts for 51% of the variance in overall satisfaction; the most important 

contributions coming from 'doctor service quality', 'nurses service quality', 'doctor 

availability', 'hospital housekeeping services' and 'hospital food services' (see Table 5- 

19). 

In summary, the study findings revealed that neither the out-patients nor the in-patients 

are very content with the quality of the hospital care. Also, a number of quality issues 

were identified that need urgent action in order to establish a quality assurance system 

that will help in improving quality of care. These issues can be divided broadly into 
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clinical care aspects and non-clinical care aspects. Within each type of care, there are 

technical and interpersonal aspects of care that require attention. 

Interestingly, most of the quality issues identified in this study are amenable to 

improvement since they pertain to characteristics of the service and the health providers' 

behaviour. Hence, quality improvement can be achieved through making changes to 

organizational and structural aspects of health care and brought about by introducing a 

quality assurance system. 

Overall Conclusion 

The above discussion suggests that patients' perception of quality care is a practical 

means for monitoring quality care performance and in identifying quality improvement 

opportunities as patients are concerned about quality improvement issues. 

6.2.2 Interpretation of quality policy development findings 

Objective 2: To explore and describe quality policy development at national and facility 

level. 

As no research on the quality policy development has been carried out in Yemen, 

neither at national level nor facility level, one objective of this study was to explore and 

describe the quality policy perspective at two levels: the policy makers' perspective at 

national level and the professionals and managerial perspective at institutional level, i. e. 

hospital level. Thus, the findings here represent the views of key infonnants at national 

level and the views of professionals and managers who were working at the hospitals 

studied during the study. The following sections discuss the findings, subsequently at 

national level and followed by facility level. The discussion basically focuses on the 

main findings as revealed by the study. 
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6.2.2.1 Quality policy development at national level 

'Quality policy development' refers to any and all of 'quality vision!, 'quality 

commitment', 'quality plan, ' 'quality policy document', and 'quality strategy. Broadly 

speaking, the informants' views revealed that the situation of quality policy 

development at national level is questionable in terms of quality vision, the leadership 

commitment, and implementation of the quality plan, quality policy document, and 

quality strategy improvements. The following are selected typical quotations from the 

transcripts which illustrate the views of some key informants regarding quality policy at 

national level. 

"The Ministry does not have a vision on quality and what the policies of quality assurance are" 
[3] 

"At Ministry level there is not support and real political commitment towards quality assurance 
... and there is not a budget in name ofquality management Department" [2] 

" ... The quality plan was too ambitious, if you read it you will find it jumps over Yemeni 
situation in somehow..., as I told you it is one of the initiatives that ended up with theoretical 
document without translating in to practice, unfortunately " [6] 

"As far as I know, there is not a quality assurance manual at ministry level but in the 
Reproductive Health Department, we have developed a manual for assuring quality in 
Reproductive Health Services and Family Planning but it still needs to be revised and refined 
[4] 

"We encourage integrate the quality into ministry's programs and project activities but there 
should be one responsible partfor coordinating quality and the activities of quality should go 
through It "[1] 

Hence, one can argue that the policy makers and senior management still view the idea 

of quality as a policy'lip service'. Quality of services will not be improved if no priority 

is given to this at national level. Necessary actions are required to develop a quality 

policy that guide the improvement of services at all levels of the health care system. 

In the literature reviewed, research shows that one of the requirements for 

institutionalising quality assurance policy is in enhancing the 'internal enabling 

policy environment elements' which include policy, leadership, core values and 

resources (Silimperi et al., 2002). Hence, there is a need for a quality policy 

environment that explicitly recognizes the importance of quality for reaching 
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organisational or system goals and provides support, guidance, and enforcement for QA 

implementation. As identified in the literature review, leadership is seen as being critical 

in helping a health organisation have a clear vision for the future, to promote a learning 

environment and to model the desired core values that should characterise the 

organizational quality culture. Deming (1986), in his 14 points, stressed an importance 

of having a vision and leadership commitment. He suggested that without this 

commitment the quality would not succeed (Deming, 1986). Empirically, evidence has 

showed that securing leadership commitment is a major contributing factor in 

succeeding QA programs in developing countries (Manaf, 2005a, Legros et al., 2002, 

Bouchet et al., 2002). However , Al-Assaf (2002) commented that securing the 

commitment of the leaders of an organisation should happen eventually, but it should 

not be the deciding factor for proceeding with the implementation of quality as the 

leadership in the health care arena change frequently (Al-Assaf, 2002). 

Quality commentators argue that having a national health quality plan in a developing 

country is a necessity as a plan can indicate the way forward and pick out subjects for 

action regardless of particular individuals, provided that the plan is suited to the culture 

and special circumstances of a particular country (Ovretveit, 2004). This study revealed 

that the Ministry of Health has developed a national health quality plan (NHQP). Key 

informants though have their reservations about it's practicality and feasibility to put the 

plan into practice. " ... the plan was too ambitious, ifyou read it you willfind itjumps 

over Yemeni situation in somehow... it is one of the initiatives that ended up with a 

theoretical document without translating in to practice, unfortunately" [6]. Consistently 

with the literature, it has been articulated that having or announcing a policy is not 

enough to guarantee its full implementation and achieving effectively its indented 

objectives (Palfrey, 2000). 
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It is likely that a lack of progress on implementing the national quality plan is due to the 

weak institutional capacity within the Ministry of Health and the lack of regulation or 

legal framework to enforce the implementation of this plan. 

These findings suggest that effective quality policy development requires what is called 

lorganisational readiness' which demands at least three steps prior to initiating quality 

improvement strategy. These steps include strengthening the 'strategic leadership', 

'vision perspective', and'positive environment' for the development of a quality culture 

(Penland, 1997). Otherwise, organisations that are not clear about their future direction 

and have a negative environmental culture should first embark on educational and 

developmental activities that foster positive strategic leadership, vision and mission 

formulation and quality culture building. Hence further study is recommended to assess 

the leadership style exist at national level and what it's effect has on quality policy 

development. 

Conclusion 

The findings of this study indicates that policy environment at national level needs to be 

improved by creating the organisational readiness for change and the leadership that 

recognises explicitly the importance of quality and is committed to translate this policy 

into action. 

6.2.2.2 Hospital quality management system development 

This section discusses the quality management systems (QMS) development at hospital 

level. The findings represent the views of the professionals and managers about quality 

management system development components at the hospitals under study. The 

findings presented in the Results chapter highlight the components of the QMS in 

terms of the existence of 'quality policy documents', using standards and protocols, 

quality assurance activities and human resources management, organisation structure of 
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quality management, patient participation in quality assurance activities, and using 

quality improvement procedures. 

Overall, the findings demonstrate quite clearly that the quality management systems 

have not yet been introduced into the Yemeni hospital management. Nevertheless, these 

findings resonate with the situation at national level, where it is clear that no national 

quality policy is being followed. 

Hence, the results suggest that the lack of a national quality policy might be one of the 

reasons for hospitals not developing their quality management system. In the literature, 

research has shown that the existence of a national quality policy or general quality 

legalisation has influenced health facilities in developing their quality management 

system (Sluijs and Wagner, 2003), and specifically if they have specific obligations 

and financial stimulation not just a general framework legislation (Wagner et al., 2006). 

Conclusion 

There is a need for developing legislation or law that requires health facilities to 

introduce quality assurance system into their process of delivering health care and as 

means for monitoring, assessing and improving quality performance of health care 

services. 

184 



6.3 Study findings implication 

Patients' perception of quality of hospital care is a practical and easy QA method for 

monitoring, assessing, and improving quality of care, especially for the limited 

resources in developing countries which can not afford other intensive -resources QA 

methods. This method can help health providers in monitoring and assessing health 

services quality perfon-nance. Interestingly, in this study most of the patients' concerns 

about quality of hospital care were found to be similar in both out-patients and in- 

patients settings. 

Thus, patients' perception of quality methods could help in developing quality 

improvement action that could make a difference in quality of hospital as a whole, not 

only on a specific part of hospital services. It is recommended that health providers in 

developing countries use patients' perception as a QA method. This approach is an 

efficient method since it is not resources-intensive when compared with other quality 

assurance methods. 

The study findings suggest that quality policy development at national and facility level 

has to have interrelationship and interdependency in order for the policy to be 

developed. Hence, to introduce quality assurance system into a health facility, it would 

be useful for the national quality policy developed to be linked with introducing a 

quality assurance system at facility level. Otherwise, any quality policy developed 

initiative at national level will not have a consequence on developing quality assurance 

system in health facilities. There is still a need for further research on this subject to find 

out the mechanisms for linking national quality policy development with the 

introduction of quality assurance system at facility level. 
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Chapter Seven: Conclusion and Recommendation 

Overview 

In this chapter an overall conclusion of the study findings is given initially followed by 

three subsequent sections. Section 7.1 presents the conclusions concerning quality 

policy development at national policy level and quality management at hospital level. 

Section 7.2 presents the conclusions concerning patients' quality perception of hospital 

care including out-patients and in-patients settings. The conclusions and 

recommendations are presented together according to the study objectives. Section 7.3 

concludes by providing direction for the future research that is needed. 

7.1.1 Patients' quality perceptions of hospital care 

The objective: To identify the patients' perspectives on the quality of hospital care in 

Yemen from both out-patient and in-patients' views 

7.1.1.1 Out-patient care 

-*. - The patients' perception of the overall quality of hospitals' out-patient care is 

poor. Quality of out-patient care aspects needs to be improved from the patients' 

perspectives. The main patients' quality concerns are: 

0 Availability of the drugs 

41 Extent of seeing the same doctor at each visit 

e Follow up by doctor on the previous visit 

e Clinic hours 

9 Waiting time in the clinic 

9 Availability of services. 

The main quality dimensions which affect the overall quality ratings of out- 

patient care are the technical and organisational. aspects of out-patient care, such 
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as 'continuity of care' and 'availability of services'. The patients' perceptions of 

care are not taken into consideration during the time of consultation with 

doctors. 

Recommendations: 

w There is a need to establish an urgent quality improvement initiative to tackle the 

patient quality concerns, especially in ensuring the availability of drugs and 

continuity of care. 

m Set standards and indicators of waiting time and consultation time at out- 

patients' clinics to improve efficiency and effectiveness of the out-patient health 

services. 

u Set standards for what patients are entitled to expect from OPD and what 

professionals should do to improve both the patient's perception and 

professionals' quality performance. This might be done, for example, by the 

development of a patients' right charter. 

m Increase professionals' awareness about the importance of patients' perception 

of quality of health care services during consultation time and how to manage 

patients' perception when there is an unnecessary treatment need from the 

professional's point of view. 

n Establish a continuous medical education programme to train professionals how 

on to assess patients' perception and how to use these findings in setting 

priorities for quality improvement. 

x Hospital management could use patients' perception of health care as a practical 

QA tool for monitoring and assessing the quality of services and identifying 

quality improvement opportunities. For example, the patients consider the 

availability of drugs and continuity of care as important aspects of the quality of 

health care. 
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m The quality policy development should be given priority in the development of 

the quality policy and in implementing quality improvement initiatives. 

s Set standards and guidelines for improving doctors' competency in thoroughness 

of examination and diagnostic skills in addition to training nurses and other staff 

about the importance of interpersonal aspects of care. 

7.1.1.2 In-patient care 

The quality of in-patient care was assessed by exploring the in-patients' perceptions of 

their experiences whilst in hospital, including the emergency services, admission 

procedure services, medical care quality, nursing care quality, food services quality, 

housekeeping services quality, and hospital environment and facility quality. 

4. '- Patients' perception of the overall quality of hospital in-patient care is poor and 

many aspects of in-patient care needs to be improved from the patients' point of 

view. 

-*. - The quality of emergency services in terms of total waiting times and 

information given to patient are main quality concerns that need improving. 

**. * Patients are not satisfied with quality nursing care in terms of 'nurses' frequency 

to check patient', 'ease of communication with nurse' and 'emotional support 

given to patient'. 

4. '- The technical aspects of medical care are more important to patients' than 

interpersonal aspects including, specifically, 'availability of doctor when 

needed', 'frequency of doctor visit', and 'instruction given on discharge for self- 

care and follow-up'. 

-*. - Patients are dissatisfied with quality of non-clinical services, especially food 

services and housekeeping services. 

-. 1- The main quality determinant dimensions of in-patient care are services that 

need to be improved, for example, doctor services quality, nurse services 
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quality, availability of doctors, and responsiveness of nurse, housekeeping 

services and food services. 

Recommendations: 

Based on the conclusions mentioned above and the results discussed in preceding 

chapters, it is recommended that the following would improve quality of hospital care: 

n Hospital management should use patient feedback as a quality indicator of 

hospital performance, and disseminate this feedback to the hospital staff. This 

technique might motivate hospital staff to recognise their shortcomings and 

motivate them to improving their performance. 

0 Ensure that good quality hospital care should include improving both clinical 

and non-clinical aspects of hospital care. This requires the development of 

quality standards covering clinical and managerial aspects of care. However, 

introducing these standards into practice should be gradual and based on a 

planned and systematic approach that aims at monitoring, assessing and taking 

action to improve quality performance. 

w There is a need to establish a national quality system linked with a quality 

management system at hospital level, otherwise there will be huge a gap 

between any quality policy at national level and quality performance at facility 

level. For example, one possible option for monitoring and assessing quality is 

conducting a national patient satisfaction survey as a national quality assuring 

policy. Furthermore, each hospital should adopt this quality policy for 

measuring service quality performance. In this case, each hospital might use a 

different strategy for measuring patients' perspective such as establishing 

complaints and suggestions system, conducting focus group discussions with 

patients and users of care, or conducting a regular patient satisfaction survey. 
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m It could be useful to establish a national independent organisation for 

accreditation. This organisation should assess hospitals independently against 

standards that have been internationally accepted and adapted and modified 

according the local conditions and requirements. 

m In the emergency service, there is a need to set standards and indicators for 

emergency services such as the total time spent in emergency and quality and 

quantity of information given to patients. Introducing a triage system would be a 

useful strategy for improving time management in the emergency department. 

In addition, training emergency staff on the principles of customer services 

could improve their skills and knowledge on how to recognise patients as 

customers who have certain needs and desires to be fulfilled (Mayer and Cates, 

1998). 

m Customer service training and communication skills workshops are needed to 

introduce into hospital as instrumental tools for improving professionals skills in 

patient communication and as a means for identifying the quality improvements 

activities. 

a Improving technical and organisational aspects of hospital care should be the 

first priority in any quality improvement initiative, and setting standards for non- 

clinical hospital services is recommended 
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7.1.2 Quality policy development 

The objective: To explore and describe quality policy development at national and 

hospital level. 

The policy environment for developing a coherent quality policy at national 

level is not promising. The evidence shows a lack of a clear strategic vision for 

quality improvement and an absence of a serious commitment to quality 

improvement activities. In addition, the Ministry's institutional capacity for 

translating the health policy documents into practice is weak. 

-*. - Quality management in public hospitals is missing, as evidenced by the absence 

of indicators of quality system components. Hence, quality policy development 

needs a national policy enviromnent with a leadership that believes in the 

importance of quality in health system performance and provides political 

support, guidance, and enforcement for introducing quality assurance systems in 

health care facilities. 

Recommendations 

1. Strengthen the national policy enviromnent to create the organisational readiness 

for change and spread the 'quality culture' among the policy makers to develop 

a leadership that has the strategic perspective on quality improvement. 

2. Expose the leadership at national level to an intensive quality training 

programme to persuade the policy makers and health planners of the potential 

benefits of quality assurance methods in improving efficiency and effectiveness 

of health care services. 

3. Securing a political commitment of leadership which is necessary for succeeding 

qua ity policy initiative to be in place provided that the commitment should be 

translated into action in tenns of allocating resources for quality activities, 
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thereby spreading the quality culture and then institutionalising the quality 

assurance activities. 

4. Link the process of policy development with establishing a national quality 

assurance system which would be responsible for monitoring and assessing 

quality perfonnance. 

5. A documented quality policy at national level is an essential requirement to 

guide the introduction of quality assurance into public funded hospitals. 

6. There is a need to produce regulations and a legal framework for enforcing the 

introduction of a quality assurance system into public funded hospitals. 

7. Increase awareness of hospital administrative and professional staff to the 

potential bcncfits of introducing a quality assurance system into hospital 

management. 

8. There is a need for further study to be carried out to explore the factors that 

hinder and facilitate the links between quality policy at national level and quality 

management system at facility level. 

9. In the absence of an established quality assurance system in hospital, it would be 

useful to encourage professionals to adopt the self-improvement quality, using 

patient satisfaction and quality perception as driving forces for identifying the 

quality improvement opportunities. 
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7.2 Converging Conclusions 

With reference to the overall aim of the study in providing a framework and evidence 

base for policy makers and health providers in Yemen to develop policy and strategy for 

a quality improvement initiative in health care, the quality policy devolvement at 

national level has been explored, the quality management system at public hospitals 

have been assessed, and the patients' perspective on quality of hospital care has been 

identified. Hence, as based on the study findings, the overall conclusion is that a well 

documented quality policy at national level has not yet been developed, and is still a 'lip 

service' by policy makers and senior management; indicators of existence of a quality 

management system in public hospitals are missing; and patients' perception of the 

overall quality of hospital care is poor. It seems that having a clear national quality 

policy is a pre-requisite for guiding and encouraging public hospitals to introduce 

quality improvement initiatives and improve patients' quality perception and 

satisfaction. 

In summary, the overall conclusion can be expressed as actions required at policy, 

provider, and patient level to fill the gaps between policy development and 

implementation levels, as presented in the following diagram (see box 7-1). 
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Box 7-1 Framework for basic quality assurance actions requred at both national 
and institutional levels 

Level Actions required 

National 1. Developing a quality strategic vision 
2. Setting priorities for quality improvement 

3. Producing a clear documented quality policy 

4. Increasing quality awareness (culture) among policy makers 

5. Securing leadership commitment and support for quality 

6. Improving organisational readiness for change 

7. Allocating resources for quality activities 

8. Producing a legal framework for introducing QA system into health 

institutions 

9. Developing patient right's charter 
10. Establishing a national independent accreditation organisation 

11. Conducting an annual national patient satisfaction survey 

Institutional I. Setting priorities for hospital quality improvement 

2. Strengthening hospital management leadership capacity 

3. Linking the quality management system with the national quality 

policy 
4. Setting standards and indicators for hospital care quality 

5. Introducing hospital quality management systems 

6. Spread quality culture among administrative and professional staff 

7. Encouraging adopting self-improvement quality 

8. Conducting periodic patient perception/satisfaction survey 
9. Conducting customer service training and communication skills 

Worksop 
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7.3 Future research 

m This study has dealt only with patients' perspective, and it would be interesting 

to compare theses perceptions with the providers' perceptions. Also the study 

findings show that patients are more concerned about the quality of technical 

aspects of hospital care than with the interpersonal aspects of care. It might be 

useful for the policy implications to conduct a patient perspective study at 

primary health care level to verify the concerns differentiation. 

a In order to successfully implement quality policy along the lines suggested in 

these conclusions and recommendation, it would be useful to carry out a study to 

find out what are the hindering and the facilitating factors for introducing a 

quality assurance system into hospital. 

195 



REFERENCES 

ABD AL KAREEM, A., ADAY, L. A. & WALKER JR, G. M. (1996) Patient 
satisfaction in government health facilities in the state of Qatar. Journal of 
Community Health, 21,349. 

ACHS (1990) The quality assurance standards in profile, Zetland, New South Walse: , 
Australian council on healthcare standards (ACHS). 

AHARONY, L. & STRASSER, S. (1993) Patient satisfaction: what we know about and 
what we still need to explore. Medical Care Review, 50,49. 

AL-ALMAIE, S. M., AL-DAWOOD, K. M., ELZUBIER, A. G. (1998b) Patients' 
expectation and satisfaction in a teaching hospital emergency department Saudi 
Medical Journal 19,561-565. 

AL-ASSAF, A. F. (2002) Introductory in healthcare: An international perspective 
Journalfor Healthcare Quality, 21,5-15. 

AL-OMAR, B. A. (2000) Patients' expectations, satisfaction and future behaviour in 
hospitals in Riyadh city. Saudi Medical Journal, 21,65 5. 

AL-SEROURI, A. (2001) Quality assurance at district level services Ministry of Public 
Health and Population. 

AL-SEROURI, A. (2004) Towards quality health care in Yemen: quality from client's 
perspective Yemeni Journal ofMedical and Health Researches., 3,7-18. 

AL-SURIMI, K. (1999) The health care seeking behaviour of Yemeni inpatients in 
Jordan: A descriptive study. Community Medicine and Public Health Irbed, 
Jordan, Jordan University of Science and Technology 

ANDALEEB, S. S. (2000) Service quality in public and private hospitals in urban 
Bangladesh: a comparative study. Health Policy, 53,25. 

ANDALEEB, S. S. (200 1 a) Service quality perceptions and patient satisfaction: a study 
of hospitals in a developing country. Soc Sci Med, 52,1359-70. 

ANDALEEB, S. S. (2001b) Service quality perceptions and patient satisfaction: A 
study of hospitals in a developing country. Social Science and Medicine, 52, 
1359. 

ATTAL, B. (2003a) quality assessment of birth care in the public and private hospitals 
in the city of Sana'a, Yemen Liverpool School of Tropical Medicine. University 
of Liverpool, UK. 

ATTAL, B. (2003b) Quality assessment of birth care in the public and private hospitals 
in the city of Sana'a, Yemen Liverpool School of Tropical Medicine. Liverpool, 
UK, University of Liverpool. 

BABAKUS, E. & MANGOLD, W. G. (1992) Adapting the SERVQUAL scale to 
hospital services: An empirical investigation. Health Services Research, 26,767. 

BAHRAMPOUR A. , F. Z. (2005) patient satisfaction and related factors in Ken-nan 
hospitals. East Mediterr Health J, 11. 

BALTUSSEN, R. M., YE, Y., HADDAD, S. & SAUERBORN, R. S. (2002) Perceived 
quality of care of primary health care services in Burkina Faso. Health Policy 
Plan, 17,42-8. 

BASSETT, M. T., BULMAKERS, L. & SANDERS, D. M. (1997a) Professionalism, 
patient satisfaction and quality of health care: Experience during Zimbabwe's 
structural adjustment programme. Social Science and Medicine, 45,1845-1852. 

BASSETT, M. T., BULMAKERS, L. & SANDERS, D. M. (1997b) Professionalism, 
patient satisfaction and quality of health care: experience during Zimbabwe's 
structural adjustment programme. Soc Sci Med, 45,1845-52. 

BEATTIE, P. F., PINTO, M. B., NELSON, M. K. & NELSON, R. (2002) Patient 
satisfaction with outpatient physical therapy: instrument validation. Phys Ther, 
829557-65. 

196 



BERG, A. & YUVAL, D. (1998) [What has happened to patient satisfaction with the 

care in general hospitals in the years from 1993-1995? ]. Harefuah, 134,348-51, 
423. 

BERNHART, M. H., WIADNYANA, 1. G., WIHARDJO, H. & POHAN, 1. (1999) 
Patient satisfaction in developing countries. Soc Sci Med, 48,989-96. 

BERWICK, D. (199 1) Improving health care quality Boston: Institute for Healthcare 
Improvement. 

BERWICK, D., GODFREY, A. & ROESSNER, J. (1990) Curing healthcare: New 

strategiesfor quality improvement, San Francisco, Jossey Bass. 
BLACK, N. (1990) Quality asssurance of medical care. Journal ofpublic health 

medicine 12,97-104. 
BLAND, J. M. & ALTMAN, D. G. (1997) Cronbach's alpha. Bmj, 314,572. 
BOUCHET, B., FRANCISCO, M. & OVRETVEIT, J. (2002) The Zambia quality 

assurance program: successes and challenges. Int J Qual Health Care, 14 Suppl 
1989-95. 

BOWERS, M. R., SWAN, J. E. & KOEHLER, W. F. (1994) What attributes determine 

quality and satisfaction with health care delivery? Health Care Management 
Review, 19,49. 

BOWLING, A. (2002) Research methods in health: investigating health and health 

services., Buckingham, Philadelphia., Open University Press. 
BRADY, M. K. (2001) Some New Thoughts on Conceptualizing Perceived Service 

Quality: A Hierarchical Approach. Journal ofMarketing, 65,34-49. 
BROWN, L. D. (1995) Lessons Learned in Institutionalization of Quality Assurance 

Programs: an International Perspective. Int J Qual Health Care, 7,419-425. 
BROWN, L. D., FRANCO L, MILLER L, RAFEH N& HATZELL, T. A. (2001) 

Quality assurance of health care in developing countries. Q. A. brief. 
BROWN, S. W. & SWARTZ, T. A. (1989) A gap analysis of professional pf 

professional service quality. Journal ofMarketing, 53,92-98. 
CALNAN, M. (1988) Towards a conceptual framework of lay evaluation of health care. 

Social Science & Medicine, 27,927. 
CAREY, R. G. & SEIBERT, J. H. (1993) A patient survey system to measure quality 

improvement: questionnaire reliability and validity. Med Care, 31,834-45. 
CARMAN, J. M. (2000) Patient perceptions of service quality. Combining the 

dimensions. Journal ofManagement in Medicine, 14,339. 
CARR-HILL, R. A. (1992) The measurement of patient satisfaction. J Public Health 

Med, 14,236-49. 
CASTLE, N. G., BROWN, J., HEPNER, K. A. & HAYS, R. D. (2005) Review of the 

literature on survey instruments used to collect data on hospital patients' 
perceptions of care. Health Services Research, 40,1996. 

CHAHAL, H., SHARMA, R. D. & GUPTA, M. (2004) Patient Satisfaction in Public 
Outpatient Health Care Services. Journal ofHealth Management, 6,23-45. 

CH019 K. S., LEE, H., KIM, C. & LEE, S. (2005) The service quality dimensions and 
patient satisfaction relationships in South Korea: Comparisons across gender, 
age and types of service. Journal of Services Marketing, 19,140. 

CLAUS, L. M. (199 1) Total quality management :a healthcare application. Total 
Quality Management, 2,131-48. 

CLEARY, P. D., EDGMAN-LEVITAN, S., MCMULLEN, W. & DELBANCO, T. L. 
(1992) The relationship between reported problems and patient summary 
evaluations of hospital care. Quality Review Bulletin, 18,53. 

CLEARY, P. D., EDGMAN-LEVITAN, S., ROBERTS, M., MOLONEY, T. W., 
MCMULLEN, W., WALKER, J. D. & DELBANCO, T. L. (1991 a) Patients 
evaluate their hospital care: a national survey. Health Aff, 10,254-267. 

197 



CLEARY, P. D., EDGMAN-LEVITAN, S., ROBERTS, M., MOLONEY, T. W., 
MCMULLEN, W., WALKER, J. D. & DELBANCO, T. L. (1991b) Patients 

evaluate their hospital care: a national survey. Health Aff (Millwood), 10,254- 
67. 

CLEARY, P. D. & MCNEIL, B. J. (1988) Patient satisfaction as an indicator of quality 
care. Inquiry, 25,25-36. 

CROW, R., GAGE, H., HAMPSON, S., HART, J., KIMBER, A., STOREY, L. & 
THOMAS, H. (2002) The measurement of satisfaction with healthcare: 
implications for practice from a systematic review of the literature. Health 
Technology Assessment ffinchester, England), 6,1-244. 

CSO, C. S. 0. (2003) The Yemeni annual statistical reporf '. Sana'a. Yemen,. 
CSO, C. S. 0. (2004) the Preliminary report : census 2004. 
DAGNEW, M. & ZAKUS, D. (1997) Community perception on OPD perfon-nance of a 

teaching hospital in Gondar town. Ethiop Med J, 35,153-60. 
DAWN, A. G., LEE, P. P., HALL-STONE, T. & GABLE, W. (2003) Development of a 

patient satisfaction survey for outpatient care: a brief report. JMed Pract 
Manage, 19,166-9. 

DEMING, W. E. (1986) Out of the crisis., Cambridge,, MA: MIT Press. 
DOH (1992) The patients'charter. IN LONDON, D. 0. H. (Ed. ), HMSO. 
DONABEDIAN, A. (1980) Quality assurance in health care: Consumersrole Quality 

in Health Care., 1,247-5 1. 
DONABEDIAN, A. (1988) The quality of care. How can it be assessed? Jama, 260, 

1743-8. 
DONABEDIAN, A. (1992) Quality assurance in health care: Consurnersrole Quality 

in Health Care., 1,247-5 1. 
DONABEDIAN, A. (1996a) The Effectiveness of Quality Assurance. Int J Qual Health 

Care, 8,401-407. 
DONABEDIAN, A. (I 996b) Evaluating the quality of medical care.. Milbank Mem. 

Fund Q., 44,166-203. 
DUFRENE, R. L. (2000) An evaluation of a patient satisfaction survey: validity and 

reliability. Evaluation and Program Planning, 23,293-300. 
ELIAS, M. (1997) Citizens'Views on Health Care Systems in the 15 Member States of 

The European Union. Health Economics 6,109-116. 
ELLIS, R. & WHITTINGTON D (1994) Quality assurance in health care: a 

handbook., London, Edward Arnold. 
ENNIS, K. & HARRINGTON, D. (1999) Quality management in Irish health care. 

International Journal ofHealth Care Quality Assurance incorporating 
Leadership in Health Services, 12,232. 

FIELD, A. (2005) Discovering Statistics Using SPSS, SAGE Publication Ltd. 
FOTTLER, M. D. & FORD, R. C. (2000) Creating a healing environment: The 

importance of the service setting in the new consumer-oriented health care 
system. Journal ofHealthcare Management, 45,9 1. 

FRANCO LM, SILIMPERI DR & AL., V. V. Z. T. E. (2002) Sustaining quality of 
health care: institutionalization of quality assurance, Bethesda, published for 
USAID by the Quality Assurance Project,. 

GADALLAH, M., ZAKI, B., RADY, M., ANWER, W. & SALLAM, 1. (2003) Patient 
satisfaction with primary health care services in two districts in Lower and 
Upper Egypt. East Mediterr Health J, 9,422-30. 

GILSON, L., ALILIO, M. & HEGGENHOUGEN, K. (1994) Community satisfaction 
with primary health care services: an evaluation undertaken in the Morogoro 
region of Tanzania. Soc Sci Med, 39,767-80. 

198 



GINSBURG, K. R., MENAPACE, A. S. & SLAP, G. B. (1997) Factors affecting the 
decision to seek health care: the voice of adolescents. Paediatrics, 100,922-30. 

GONZALEZ, N., QUINTANA, J. M., BILBAO, A., ESCOBAR, A., AIZPURU, F., 
THOMPSON, A., ESTEBAN, C., SEBASTIAN, J. A. & DE LA SIERRA, E. 
(2005) Development and validation of an in-patient satisfaction questionnaire. 
Int J Qual Health Care, 17,465-72. 

GOUPY, F., RUHLMANN, 0., PARIS, 0. & THELOT, B. (1991) Results of a 
comparative study of in-patient satisfaction in eight hospitals in the Paris region. 
Qual Assur Health Care, 3,3 09-15. 

GOY (1994) Constitution of Republic of Yemen. IN AFFAIRS, M. 0. L. (Ed. ). 
GOY (2003) Poverty Reduction Strategy Paper (2003-2005). . Government of Yemen. 
GOY, G. 0. Y. (2000) Yemen strategic Vision 2025. IN COOPERATION, M. 0. P. A. 

I. (Ed. ). 
GROL, R., WENSING, M., MAINZ, J., FERREIRA, P., HEARNSHAW, H., 

HJORTDAHL, P., OLESEN, F., RIBACKE, M., SPENSER, T. & 
SZE? CSE? NYI, J. (1999) Patients' priorities with respect to general practice 
care: An international comparison. Family Practice, 16,4. 

GTZ (2002) curative services improvement programme (SIP): Situation Assessment 
report. Ministry of Public Health and Population. 

GUIRGUIS, W. W., MOKHTAR, S. A., AL-TORKEY, M. M. & KHALAF, A. A. 
(1992) Patient satisfaction with hospital services: determinants and level in a 
hospital in Kuwait. JEgypt Public Health Assoc, 67,87-108. 

HABIB, J., MASSOUD, M. R., ABOULAFIA, M. & GREENBERG, D. (1997) Quality 
management for health care in the Middle East and north Africa: professional 
cooperation as part of the peace process. The Joint Commission Journal on 
Quality Improvement, 23,65. 

HADDAD, S., POTVIN, L., ROBERGE, D., PINEAULT, R. & REMONDIN, M. 
(2000) Patient perception of quality following a visit to a doctor in a primary 
care unit. 

HALL, J. A. & DORNAN, M. C. (1988a) Meta-analysis of satisfaction with medical 
care: description of research domain and analysis of overall satisfaction levels. 
Social Science and Medicine, 27,637. 

HALL, J. A. & DORNAN, M. C. (1988b) What patients like about their medical care 
and how often they are asked: A meta-analysis of the satisfaction literature. 
Social Science and Medicine, 27,93 5. 

HALL, M. C., ELLIOTT, K. M. & STILES, G. W. (1993) Hospital patient satisfaction: 
correlates, dimensionality, and determinants. JHosp Mark, 7,77-90. 

HANSON, K., MCPAKE, B., NAKAMBA, P. & ARCHARD, L. (2005) Preferences 
for hospital quality in Zambia: results from a discrete choice experiment. Health 
Econ, 14,687-701. 

HARAN, D. (1998) Health sector reform. Journal ofEpidemiology and Community 
Health, 52,768-769. 

HARAN, D., IQBAL, M. & DOVLO, D. (1993) Patient perception of the quality of 
care in hospital outpatient departments: a quality assurance project in Eastern 
region, Ghana. Quality and its applications. University of Newcastle Uponn 
Tyne 

HELMSTADER, G. C. (1964) principles ofPsychological measurement New York, 
Appleto-Century-Crofts. 

HENDRIKS, A. A. J., OORT, F. J., VRIELINK, M. R. & SMETS, E. M. A. (2002) 
Reliability and Validity of the Satisfaction with Hospital Care Questionnaire. Int 
J Qual Health Care, 14,471-482. 

199 



HERMIDA, J. (1999a) Country report. The road to institutionalizing quality assurance 
in Ecuador in an environment of health sector reform. Int J Qual Health Care, 
11,447-450. 

HERMIDA, J. (1999b) The road to institutionalizing quality assurance in Ecuador in an 
environment of health sector reform. Int J Qual Health Care, 11,447-50. 

HILLMAN, P. (1991) Speak quality. TQMMagazine, 3. 
HWANG, L. J., EVES, A. & DESOMBRE, T. (2003) Gap analysis of patient meal 

service perceptions. Int J Health Care Qual Assur Inc Leadersh Health Sery, 16, 
143-53. 

JABNOUN, N. & AL RASASI, A. J. (2005) Transformational leadership and service 
quality in UAE hospitals. Managing Service Quality, 15,70-81. 

JABNOUN, N. & CHAKER, M. (2003) Comparing the quality of private and public 
hospitals. Managing Service Quality, 13,290-299. 

JENKINSON, C., COULTER, A. & BRUSTER, S. (2002a) The Picker Patient 
Experience Questionnaire: development and validation using data from in- 
patient surveys in five countries. Int J Qual Health Care, 14,353-8. 

JENKINSON, C., COULTER, A., BRUSTER, S., RICHARDS, N. & CHANDOLA, T. 
(2002b) Patients' experiences and satisfaction with health care: results of a 
questionnaire study of specific aspects of care. Qual SafHealth Care, 11,335- 
339. 

JOHANSSON, P., OLENI, M. & FRIDLUND, B. (2002) Patient satisfaction with 
nursing care in the context of health care: a literature study. Scand J Caring Sci, 
16,337-44. 

JOOS, S. K., HICKAM, D. H. & BORDERS, L. M. (1993) Patients'desires and 
satisfaction in general medicine clinics. Public Health Rep, 108,751-9. 

JOYA K. ROA, MORRIS WEINBERGER & KROENKE, K. (2000) Visit-Specific 
Expectations and Patient-Centred Outcomes: A literature Review. Arch Family 
medicine, 9. 

JUNG, H. P., WENSING, M., OLESEN, F. & GROL, R. (2002) Comparison of 
patients' and general practitioners' evaluations of general practice care. Qual Saf 
Health Care, 11,315-9. 

KAGAN, C. (1984) Organizational change and quality assurance in a psychiatric setting 
Quality Review Bulletin, 10,269-277. 

KALUZNY, A. D., MCLAUGHLIN, C. P. & SIMPSON, K. (1992) Applying Total 
Quality Management Concepts to Public Health Organizations. Public Health 
Reports, 107,257. 

KRISHEL, S. & BARAFF, L. J. (1993) Effect of emergency department information on 
patient satisfaction. Annals ofEmergency Medicine, 22,568-572. 

LAU, F. L. (2000) Can communication skills workshops for emergency department 
doctors improve patient satisfaction? Journal ofAccident and Emergency 
Medicine 17,251-253. 

LAWTHERS, A. G., ROZANSKI, B. S., NIZANKOWSKI, R. & RYS, A. (1999) 
Using patient survey to measure the quality of outpatient care in Krakow, 
Poland. Int J Qual Health Care, 11,497-506. 

LEAP, L. (1994) Error in medicine. Journal of the American Medical Association, 272, 
1851-57. 

LEGROS, S., MASSOUD, R. & URROZ, 0. (2002) The Chilean legacies in health care 
quality. Int J Qual Health Care, 14,83-88. 

LIM, P. C. & TANG, N. K. (2000) A study of patients' expectations and satisfaction in 
Singapore hospitals. Internationaljournal of health care quality assurance 
incorporating Leadership in health services, 13,290. 

200 



LINDER-PELZ, S. (1982a) Social Psychological determinants of patient satisfaction: A 
test of five hypotheses. Soc Sci Med, 16,583-589. 

LINDER-PELZ, S. (I 982b) Toward a theory of patient satisfaction. Soc Sci Med, 16, 
577-582. 

LINDER-PELZ, S. & STRUENING, E. L. (1985) The multidimensionality of patient 
satisfaction with a clinic visit. Journal of Community Health, 10,42. 

LITWIN, M. (1995) How to measure survey reliability and validity. the survey kit, 
London California New Delhi, Sage publications. 

LOKER, D. & DUNT, D. (1978) Theoretical and methodological issues in sociological 
studies of consumer satisfaction with medical care. Soc Sci Med, 12,283-292. 

MALTERUD, K. (2001) Qualitative research: standards, challenges, and guidelines. 
Lancet, 358,483-88. 

MANAF, N. H. (2005a) Quality management in Malaysian public health care. Int J 
Health Care Qual Assur Inc Leadersh Health Sery, 18,204-16. 

MANAF, N. H. A. (2005b) Quality management in Malaysian public health care. 
International Journal ofHealth Care Quality Assurance, 18,204. 

MANSOUR, A. A. & MUNEERA, A. -O. (1996) A study of health centres in Saudi 
Arabia. International Journal offursing Studies, 33,3 09. 

MARGOLIS, S. A., AL-MARZOUQ, S., REVEL, T. & REED, R. L. (2003) Patient 
satisfaction with primary health care services in the United Arab Emirates. Int J 
Qual Health Care, 15,241-9. 

MASHEGO, T. A. & PELTZER, K. (2005) Community perception of quality of 
(primary) health care services in a rural area of Limpopo Province, South Africa: 
a qualitative study. Curationis, 28,13-21. 

MAWAJDEH, S. M., DAABSEH, K. A., NASIR, M. J. & AL-QUTOB, R. J. (2001) 
Patient expectation and satisfaction in different hospitals in Irbid, Jordan. Saudi 
MedJ, 22,625-9. 

MAYER, T. A. & CATES, R. J. (1998) Emergency department patient satisfaction: 
Customer service training improves patient. Journal ofHealthcare Management, 
43,427. 

MAYS, N. & POPE, C. (2000) Qualitative research in health care: Assessing quality in 
qualitative research. BMI, 320,50-52. 

MENDOZA ALDANA, J., PIECHULEK, H. & AL-SABIR, A. (2001) Client 
satisfaction and quality of health care in rural Bangladesh. Bulletin of the World 
Health Organization, 79,512. 

MOLA (2004) Republican resolution No (76) for the year 2004: Organisational bylaw 
of the Ministry of public health and population. IN AFFAIRS, M. 0. L. (Ed. ). 

MOPD (2000) Summary of The Second Five-plan for Economic & Social Development 
2001-2005. IN (MOPD), M. 0. P. A. D. (Ed. ). 

MOPHP (1998) Health sector reforrn in the Republic of Yemen: strategy for reform. 
Ministry of Public Health and Population (MoPHP). 

MOPHP (2000a) The Second Fifth Plan for Health Development(2001-2005). Ministry 
of Public Health and Population (MoPHP). 

MOPHP (2003) Yemen Family Health Survey 2003 Report Ministry of Public Health 
and Population (MoPHP). 

MOPHP (2004) Support for Administrative Reform Project: Situation analysis Ministry 
of Public Health and Population/ The European Union 

MOPHP (2006) The Third-Fifth Year Plan for Health Development and Poverty 
Reduction (2006-2010). Ministry of Public Health and Population (MoPHP). 

MOPHP, M. 0. P. H. A. P. (1995) The First Fifth Plan for Health Development (1996- 
2000). IN SECTOR, H. P. A. D. (Ed. ). 

201 



MOPHP/EU (2004) Support for administrative reform project (SAR). Ministry of 
Public health and population/ The European union' ALA programme for Yemen. 

MOPIC (2006) The Socio-Economic development plan for poverty reduction (2006- 
2010). Ministry of Planning and International Cooperation (MoPIC). 

MOSTAFA, M. M. (2005) An empirical study of patients' expectations and satisfactions 
in Egyptian hospitals. International Journal ofHealth Care Quality Assurance, 
18,516. 

MURRAY, C. J. L., KAWABATA, K. & VALENTINE, N. (2001) Perspective: 
People's Experience Versus People's Expectations. Health Aff, 20,21-24. 

NACEM J. & MOHAMMED, C. (2003) Comparing the quality of private and public 
hospitals. Managing Service Quality, 13,290-299. 

NASHER, A. A. W. (2000) Health care in least develo ed countries : the experience of 
Yemen Bangalore, India, Southern Economist. 

NEWSOME, P. R. H. & WRIGHT, G. H. (1999) A review of patient satisfaction: 1. 
Concepts of satisfaction. British Dental Journal, 186,16 1. 

NUNNALLY, J. C. (1967) psychometric theory, New York, McGraw-Hill. 
NWABUEZE, U. (2001) The implementation of TQM for the NHS manager. Total 

Quality Management, 12,657-75. 
OVRETVEIT, J. (1992) Health services quality: an introduction to quality methodsfor 

health services Blackwell Scientific Publications. 
OVRETVEIT, J. (1998) Evaluating health interventions: an introduction to evaluation 

ofhealth treatment, services, policies, and organizational interventions., 
Buckingham, Philadelphia, Open University press. 

OVRETVEIT, J. (2001) Quality evaluation and indicator comparison in health care. Int 
JHealthPlannAfanage, 16,22941. 

OVRETVEIT, J. (2002a) Improving the quality of health services in developing 
countries: lessons for the West. Quality and Safety in Health Care, 11,301-302. 

OVRETVEIT, J. (2002b) Yemen national health quality plan: Consultancy report. 
Ministry of public health and population/ European commission. 

OVRETVEIT, J. (2003) What are the best strategies for ensuring quality in hospitals. 
Copenhagen, WHO Regional office for Europe (Health Evidence Network 
report) 

OVRETVEIT, J. (2004) Formulating a health quality improvement strategy for a 
developing country. Int J Health Care Qual Assur Inc Leadersh Health Sery, 17, 
368-76. 

OVRETVEIT, J. (2005) Work Plan for Forwarding Quality Improvement in Yemen: 
EU Project Quality Assistance. Ministry of Public health -and population 

OZ, M. C., ZIKRIA, J., MUTRIE, C., SLATER, J. P., SCOTT, C., LEHMAN, S., 
CONNOLLY, M. W., ASHER, D. T., TING, W. & NAMEROW, P. B. (2001) 
Patient evaluation of the hotel function of hospitals. Heart Surg Forum, 4,166- 
71. 

PALFREY, C. (2000) Key concepts in health care policy and planning: An 
introductory text, London, Macmillan press Ltd. 

PALMER, H. (I 983), 4nibulatory health care evaluation principle andpractice., 
Chicago, American Hospital Association. 

pARASURAMAN, A., ZEITHAML, V. & BERRY, L. (1988) SERVQUAL: A 
Multiple item scale for measuring customer perception of service quality. 
Journal of retailing 64,12-37. 

PASCOE, G. C. (1983) Patient satisfaction in primary health care: a literature review 
and analysis. Eval Prograns Plann, 6,185-2 10. 

202 



PASCOE, G. C. & ATTKISSON, C. C. (1983) The Evaluation Ranking Scale: A new 
methodology for assessing satisfaction. Evaluation and Program Planning, 6, 
335. 

PECK, B. M., UBEL, P. A., ROTER, D. L., GOOLD, S. D., ASCH, D. A., JEFFREYS, 
A. S., GRAMBOW, S. C. & TULSKY, J. A. (2004) Do unmet expectations for 
specific tests, referrals, and new medications reduce patients' satisfaction? J Gen 
Intern Med, 19,1080-7. 

PENLAND, T. (1997) A model to create "organizational readiness" for the successful 
implementation of quality management systems. Int J Qual Health Care, 9,69- 
72. 

PIERCE, R. A., 2ND, ROGERS, E. M., SHARP, M. H. & MUSULIN, M. (1990) 
Outpatient pharmacy redesign to improve work flow, waiting time, and patient 
satisfaction. Am J Hosp Pharm, 47,351-6. 

POP, C. & MAYS, N. (2000) Qualitative research in health care., London, BMJ 
Publishing Group. 

POPE, C., ZIEBLAND, S. & MAYS, N. (2000) Analysing qualitative data. IN POP, C. 
& MAYS, N. (Eds. ) Qualitative research in health care. London, BMJ 
Publishing Group. 

RAO, J. K., WEINBERGER, M. & KROENKE, K. (2000) Visit-Specific Expectations 
and Patient-Centred Outcomes: A Literature Review. Arch Fam Med, 9,1148- 
1155. 

RAO, K. D., PETERS, D. H. & BANDEEN-ROCHE, K. (2006) Towards patient- 
centred health services in India -A scale to measure patient perceptions of 
quality. International Journalfor Quality in Health Care, 18,414-42 1. 

REERINK, I. H. & SAUERBORN, R. (1996) Quality of primary health care in 
developing countries: Recent experiences and future directions. International 
Journalfor Quality in Health Care, 8,13 1. 

RITCHIE, J. & SPENCER, L. (1994) Qualitative data analysis for applied policy 
research. IN BRYMAN, A. & BURGESS, R. (Eds. ) Analysing Qualitative Data. 
London, Routledge. 

ROSENTHAL, G. E. & SHANNON, T. E. (1997) The use of patient perceptions in the 
Evaluation of health-care delivery systems. Medical Care, 35,, NS58-NS68. 

ROSS, A. G., ZEBALLOS, J. L. & INFANTE, A. (2000) [Quality and health care 
reform in Latin America and the Caribbean]. Rev Panam Salud Publica, 8,93-8. 

RUBIN, H. R. (1990a) Can patients evaluate the quality of hospital care? Med Care 
Rev, 47,267-326. 

RUBIN, H. R. (1990b) Patient evaluations of hospital care. A review of the literature. 
Medical Care, 28. 

RUELAS, E. & FRENK, J. (1989) Framework for the analysis of quality in Transition: 
the case of Mexico. Australian Clinical Review 

SATIA, J. & DOHLIE, M. -B. (1999) Achieving Total Quality Management in Public 
Health Systems. Journal ofHealth Management, 1,301-322. 

SHAW, C. (2001) External assessment of health care. Bm 322,851-4. 
SHAW, C. D. (1993) Quality assurance in the United Kingdom. Quality assurance in 

health care : the officialjournal of the International Societyfor Quality 
Assurance in Health Care IISQA, 59 107-118. 

SHAW, C. D. & KALO, 1. (2002) A background for national quality policies in health 
systems. Copenhagen, WHO. 

SILIMPERI, D. R., MILLER FRANCO, L., VELDHUYZEN VAN ZANTEN, T. & 
MACAULAY, C. (2002) A framework for institutionalizing quality assurance. Int J Qual Health Care, 14,67-73. 

203 



SIPONEN, U. & VA? LIMA? KI, N1. (2003) Patients' satisfaction with outpatient 
psychiatric care. Journal ofPsychiatric and Mental Health Nursing, 10,129. 

SITZIA, J. (1999) How valid and reliable are patient satisfaction data? An analysis of 
195 studies. Int J Qual Health Care, 11,319-28. 

SITZIA, J. & WOOD, N. (1997a) Patient satisfaction: A review of issues and concepts. 
Social Science and Medicine, 45,1829. 

SITZIA, J. & WOOD, N. (1997b) Patient satisfaction: A review of issues and concepts. 
Social Science & Medicine, 45,1829. 

SLUUS, E. M. & WAGNER, C. (2003) Progress in the implementation of Quality 
Management in Dutch health care: 1995-2000. International Journalfor Quality 
in Health Care, 15,223. 

SOFAER, S. (1999) Qualitative methods: What are they and why use them? Health 
Services Research, 3 4,110 1. 

SOFAER, S. (2002) Qualitative research methods. International Journalfor Quality in 
Health Care, 14,329. 

SOFAER, S. & FIRMINGEIý, K. (2005) Patient perceptions of the quality of health 
services. Annu Rev Public Health, 26,513-59. 

SOWER, V., J. DUFFY, W. KILBOURNE, KOHERS, G. & JONES, P. (2001) The 
dimensions of service quality for hospitals: development and use of the KQCAH 
scale. Health Care Manage Rev, 2,47-59. 

STANGA, Z., ZURFLUH, Y., ROSELLI, M., STERCHI, A. B., TANNER, B. & 
KNECHT, G. (2003) Hospital food: a survey of patients' perceptions. Clin Nutr, 
22,241-6. 

STREINER, D. L. & NORMAN, G. R. (1995) Health measurement scales: a practical 
guide to their development and use, Oxford, Oxford University Press. 

SUN, B. C., ADAMS, J. G. & BURSTIN, H. R. (2001) Validating a model of patient 
satisfaction with emergency care. Ann Emerg Afed, 3 8,527-32. 

TABACHNICK, B. F., L. S. (200 1) using multivariate statistics Allyyn & Bacon. 
TAYLOR, C. & BENGER, J. R. (2004) Patient satisfaction in emergency medicine. 

Emerg Afed J, 21,528-32. 
TAYLOR, D., KENNEDY, M. P., VIRTUE, E. & MCDONALD, G. (2006) A 

multifaceted intervention improves patient satisfaction and perceptions of 
emergency department care. Int J Qual Health Care, 18,23 8-245. 

TENGILIMOGLU, D., KISA, A. & DZIEGIELEWSKI, S. F. (1999) Consumer 
opinions with ancillary hospital services: improving service delivery in Turkish 
hospitals. JMedSyst, 23,363-75. 

TENGILIMOGLU, D., KISA, A. & DZIEGIELEWSKI, S. F. (2001) Measurment of 
patient satisfaction in a public hospital in Ankar. Health Services Management 
Research, 14,27-35. 

THEODORAKIOGLOU, Y. D. & TSIOTRAS, G. D. (2000) The need for the 
introduction of quality management into Greek health care. Total Quality 
Management, 11,1153. 

THOMPSON, A. (1996) Competition and Quality: Friends or Foes? Int J Qual Health 
Care, 8,517-518. 

THOMPSON, A. G. & SUNOL, R. (1995a) Expectations as determinants of patient 
satisfaction: concepts, theory and evidence. Int J Qual Health Care, 7,127-41. 

THOMPSON, A. G. & SUNOL, R. (1995b) Expectations as determinants of patient 
satisfaction: concepts, theory and evidence. Internationaljournalfor quality in 
health care: journal ofthe International Societyfor Quality in Health Care 
1SQua, 7,127. 

204 



THOMPSON, R., MCELROY, H. & KAZANDJIAN, V. (1997) Maryland Hospital 
quality indicator project in the United Kingdom. Quality in Health Care, 6,49- 
55. 

TUHUIS, G. J., KOOIMAN, K. G., ZWINDERMAN, A. H., HAZES, J. M., 
BREEDVELD, F. C. & VLIET VLIELAND, T. P. (2003) Validation of a novel 
satisfaction questionnaire for patients with rheumatoid arthritis receiving 
outpatient clinical nurse specialist care, inpatient care, or day patient team care. 
Arthritis Rheum, 49,193-9. 

TROUT, A., MAGNUSSON, A. R. & HEDGES, J. R. (2000) Patient satisfaction 
investigations and the emergency department: what does the literature say? Acad 
EntergMed, 7,695-709. 

UND? (2005) Human Development Report. . United Nations Development Programme. 
UZUN, 0. (2001) Patient satisfaction with nursing care at a University Hospital in 

Turkey. Journal offursing Care Quality, 16,24. 
VAN CAMPEN, C., SIXMA, H., FRIELE, R. D., KERSSENS, J. J. & PETERS, L. 

(1995) Quality of care and patient satisfaction: a review of measuring 
instruments-Afedical Care Research and Review : AICRR, 52,109. 

VOM EIGEN KA, DELBANCO, T. L. & RS, P. (1998) Perceptions of quality of care 
and the decision to leave a practice. Am JAfed Qual., 13,181-7. 

VUORI, H. (1987) Patient satisfaction: An attribute or indicator of the quality of care 
Qual Rev Bull, 13,106. 

VUORI, H. (199 1) Patient satisfaction - Does it matter. Qual Assur Health Care, 3, 
183-189. 

WAGNER, C., DE BAKKER, D. H. & GROENEWEGEN, P. P. (1999) A measuring 
instrument for evaluation of quality systems. International Journalfor Quality 
in Health Care, 11,119-130. 

WAGNER, C., GULACST, L., TAKACS, E. & OUTINEN, M. (2006) The 
implementation of quality management systems in hospitals: a comparison 
between three countries. BXfC Health Serv Res, 6,50. 

WARE, J., DAVIES-"ERY, A. & STEWART, A. (1978) The measurement and 
meaning of patient satisfaction. Health Afed Care Serv. Rev, 1,1. 

WARE, J. J. E., SNYDER, M. K., WRIGHT, W. R. & DAVIES, A. R. (1983) Defining 
and measuring patient satisfaction with medical care. Evaluation and Program 
Planning, 6,247. 

WENSING, M., GROL, R. & SMITS, A. (1994) Quality judgements by patients on 
general practice care: A literature analysis. Social Science & Medicine, 38,45. 

WESTAWAY, M. S., RHEEDER, P., VAN ZYL, D. G. & SEAGER, J. R. (2003) 
Interpersonal and organizational dimensions of patient satisfaction: the 
moderating effects of health status. Int J Qual Health Care, 15,337-344. 

WESTAWAY, M. S., VIIJOEN, E. & CHABALALA, H. P. (1998) Satisfaction with 
family planning services. Interpersonal and organisational dimensions. 
Curationis, 21,3-7. 

WHITTAKER, M. (1999) Towards Strategic Quality Management of Health Care. 
Journal ofHealthManagement, 1,215-248. 

WHITTAKER, S., BURNS, D., DOYLE, V. & FENNEY LYNAM, P. (1998) Country 
reports. Introducing quality assurance to health service delivery - some 
approaches from South Africa, Ghana and Kenya. Int J Qual Health Care, 10, 
263-267. 

WHO (1985) The principle of quality assurance Report on working group meeting 
Copenhagen, World Health Organisation. 

WHO (1989) The principle of quality assurance in health care, 1,79-95. 

205 



WHO (1996) Scientific group meeting on progress of quality assurance in primary 
health care. Meeting report. Tunis, World Health Organisation. 

WHO (1998) Health-for-all policy for the twcnty-first century (Resolution WHA51.7, 
fifty first World health assembly, 11-16 may 1998; available at: 
http- www. who. int/goverriance/cri). Geneva World Health Organisation 

WHO (2000) The World Health Report 2000: Health Systems: Improving Performance. 
Geneva, World Health Organization. 

'WHO (2003a) Country cooperation strategy for WHO and Republic of Yemen: 2002- 
2007. Cairo, WHO: Regional office for the Eastem Mediterranean 

'WHO (2003b) Quality and accreditation in health care services: A global review. 
Geneva, World Health Organisation. 

WILLIAMS, B. (1994a) Patient satisfaction: A valid concept? Social Science & 
Afedicine. 38,509. 

WILLIAMS, B. (1994b) Patient satisfaction: A valid concept? Social Science and 
Aledicine, 3 8,5 09. 

WILLIAMS, B., COYLE, J. & HEALY, D. (1998) The meaning of patient satisfaction: 
an explanation of high reported levels. Soc Sci Aled, 47,1351-9. 

WILLIAMS, S., WEINMAN, J., DALE, J. & NEWMAN, S. (1995) Patient 
expectations: what do primary care patients want from the GP and how far does 

meeting expectations affect patient satisfaction? Fam Pract, 12,193-201. 
WILLIAMS, S. J. & CALNAN, M. (1991) Convergence and divergence: Assessing 

criteria of consumer satisfaction across general practice, dental and hospital care 
settings. Social Science & Afedicine, 33,707. 

WILLSON, P. & MCNAMARA, J. (1982) How perceptions of a simulated physician- 
patient interaction influence intended satisfaction and compliance Soc Sci Med, 
16,1699-1740. 

WORLBBANK (2002) Economic growth in the Republic of Yemen: sources, 
constraints, and potentials 

WORLDBANK (2000) Republic of Yemen: Health Sector Strategy Note 
WORLDBANK (2002) Republic of Yemen: Poverty Update. 
WORLDBANK (2006a) Country assistance strategy for Republic of Yemen: period FY 

2006-FY2009. 
WORLDBANK (2006b) Sustaining Gains in Poverty Reduction and Human 

Development in the Middle East and North Africa. 
YILDIRIM, C., KOCOGLU, H., GOKSU, S., GUNAY, N. & SAVAS, H. (2005) 

Patient satisfaction in a university hospital emergency department in Turkey. 
Acta Afedica (Hradec Kralove), 48,59-62. 

YILDIZ, Z. & ERDOGMUS, S. (2004) Measuring patient satisfaction of the quality of 
health care: A study of hospitals in Turkey. Journal ofAledical Systems, 28, 
581-589. 

YILDLZ, Z. & ERDOGMUS, S. (2004) Measuring patient satisfaction of the quality of 
health care: a study of hospitals in Turkey. JAfed Syst, 28,581-9. 

ZANTEN, T. V. V. (1996) Report on a Consultative Meeting held in St. Johns, 
Newfoundland, in May 1995, in Conjunction with the 12th ISQua World 
Congress. Int J Qual Health Care, 8,89-9 1. 

ZEMENCUK, J. K., HAYWARD, R. A., SKARUPSKI, K. A. & KATZ, S. J. (1999) 
Patients' desires and expectations for medical care: a challenge to improving 
patient satisfaction. Ant JAfed Qual, 14,21-7. 

ZINELDIN, M. (2006) The quality of health care and patient satisfaction: an 
exploratory investigation of the 5Qs model at some Egyptian and Jordanian 
medical clinics. Int JHealth Care QualAssur Inc Leadersh Health Sery, 19,60- 
92. 

206 



APPENDICES 

207 



Appendix : 4-1: Out-patient Perspective Questionnaire 

Name of hospital Interview starts at: 
Name of clinic: Interview finishes at: 
Place of interview: Interview period 
Date: 

Verbal consent 

Say: my name is ...... we are conducting a study to assess quality of health care at 
Yemeni public hospitals. We need to speak to as many people as possible to learn 
from their own opinion and experiences about things that need to be improved. The 
study is conducting independently and has no relation with hospital. 
As a user of out-patient clinics, we would like to know your views about quality of 
outpatient care. 
I will not record your name and anything you mention will be strictly confidential. 
Also, you are not obliged to answer any questions you don't want to and you may 
withdraw from the interview at any time. 
The interview will take less than 15 minutes of your time. Your frank opinion will 
help to improve the health services. 

-Would you like to take part in the interview? Effes aNo 

Instruction to the interviewer: 

v Ask if the responder has any questions. Respond to question as appropriate, then 

continue. 

0 Please circle or recode the relevant answer for each question. When there are 
several option, read the question or phrase and option to the responder and ask 
him or her to choose the one that best fits her or his experience. 

0 Than the responder at the end of the interview. 
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Respondent's characteristics 

1. Sex: o male ofemale 

2. Age: 

3. What was the last level of education you have had the opportunity to complete? 

ijIlliterate o Read and write o Primary School 

oSecondary school o University and above 

Visit's characteristics 

1. How many times did you visit this hospital for yourself during the past 12 
months? 

[3 .......... visit 

2. Do you consider this hospital the main source for your medical care? 

oYes aNo 

3. How much time did you wait in the clinic before seeing the doctor? 

o Less than half an hour oBetween half an hour and one hour 

o Between one hour to one and half hours. 

t: i Less than two hours i: iMore than two hours 

4. How much time did you spend with doctor? 

oLess than 5 minutes 1: 6-9 minutes i3l 0 or more minutes 

1 What was the main reason for this visit? 

oAcute illness oChronic illness oInjury or accident 

oMaternal care oChild care oCheck-up 

oDental care oOther .................. 

Type of services 
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-Now I will ask you about some medical care services. For each service please indicate 

whether it was desired by you and whether it was provided to you. 

Desired Received 
Type of service Yes No Yes No 

1. Complete examination 

2. Specific medication 
3. Laboratory test 

4. X-ray examination 

5. Referral to specialist 

6. Referral to admission 

7. Explanation about your condition or treatment 

8. Reassurance and relieve your worry 

9. participation in decision about your care 

Quality of out-patient services 

We would like you to rate certain aspects of the services you received today in tenns of 
excellent, good, acceptable and poor 

Aspect of care 
Excellent 
3 

Good 
2 

acceptable 
1 

Poor 
0 

Not applicable 
99 

I. Courtesy of doctor 
2. Doctor's concern about you as 

person 
3. Doctor's explanation about your 

illness 
4. Advice given by doctor about 

prevention 
5. Doctor's giving you a chance to 

... I.. 
participate in care plan 

6. Doctor's thoroughness' in 
examination 

7. Time spent with doctor 
8. Competence of doctor in diagnosis 

and treatment 
9. Courtesy of nurse and other staff 
10. Clinics hours 
11. Waiting time in clinics 
12. Availability of drugs 
13. Availability of laboratory facilities 
14. Availability of comprehensive 

services 
15. Extent of seeing the same doctor 
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each visit 
16. Follow up doctors on the previous 

visit 

_17. 
Cleanliness of the clinic 

18. Adequacy of number of chairs in 
waiting area 

-19. 
Overall quality rating of services 

Lastly, do you have any comment or would you like to mention any other aspect of 
service that we did not ask about? 
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Appendix 4.2: In-Patient Perspective Questionnaire 

, 
Name of hospital Interview starts at: 
Name of ward: Interview finishes at: 
Place of interview: Interview period was: 
Date 

Verbal consent 
Say: my name is ...... we are conducting a study to assess quality of health care 
provided at Yemeni public hospitals. We need to speak to as many people as possible to 
learn from their own opinion and experiences about things that need to be improved in 

hospital care. The study is independent and has no relation with hospital management. 
We would like to know your view about service quality of in-patient care during your 

experience in the hospital. Your name will not be recorded and any thing you mention 

will be strictly confidential. Also, you are not obliged to answer any questions you don't 

want to and you could withdraw from the interview at any time. The interview will take 
less than 15 minutes of your time. Your frank opinion will help to improve the health 

services. 

-Would you like to take part in the interview? Oyes cNo 

Instruction to the interviewer: 

0 Ask if the responder has any questions. Respond to question as appropriate, then 

continue. 
a Please circle or recode the relevant answer for each question. When there are 

several options, read the question or phrase and option to the responder and ask 
him or her to choose the one that best fits her or his experience 

m Thank responder at the end of the interview 
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Respondent's characteristics 

1. Sex: (3 male ofemale 

2. Age: 

3. What was the last level of education you have had the opportunity to complete? 

offliterate, 13 Read and write [3 Primary School 

oSecondary school o University or above 

Characteristics of services 

1. Were you admitted through the emergency room (ER) or out-patient department 
oThrough ER ci Out-patient department 

2. If admitted through ER: 
2.1: How long did you wait before being seen by a doctor? 

11 
2.2: How long did you stay in the ER before get admitted? 

II 

3. If admitted through OPD: 
3.1: How many days did you wait for admission to hospital? 

II 

4. How long was it between admission office and arrival to your room? 
II 
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Quality of in-patient care 

-Now we would like you to rate different aspects of your hospitalization services in 

tenns of excellent, good, acceptance, poor and not applicable 

In-patient care aspects 
Excellent 
3 

Good 
2 

Acceptable 
1 

Poor Not 
0 applicable 99 

Emergency Room 
1. Time waited in ER until being 

attended by a doctor 
2. Attention of ER staff 
3. Explanation about patient's 

condition 
4. Total time spent in ER 
0 Admission office 
5. Time taken to complete 

admission procedures 
6. Courtesy of admission staff 
7. Comfort and cleanliness of 

admission waiting area 
0 Food sen, ices 
8. Taste o food 
9. Temperature of food 
10. Quality of food 
11. Utensils used for serving food 1 
12- Time of serving meals 
0 Housekeeping services 
13. Cleanliness of room 
14. Cleanliness of toilet /bathroom 
15. Cleanliness of linen and sheets 
16. Time of cleaning room 
0 Environmental And Facilities 
17. Noise level during daytime 
18. Noise level during night 
19. Condition of toilets and 

bathrooms 
20. Comfort of bed 
21. Room temperature 
22. Room ventilation 
23. Room light 
0 Nursing care: nurse 
24. Courtesy of nurses 
25. Skills of nurse in your care 
26. Frequency of nurse to room to 

check your condition 
27. Promptness of nurses in 

responding to your calls 
28. Promptness of nurses in 

responding to your demands 
T9. Emotional and psychological 

support provided by nurses 
- To. Attention of nurses to your 

privacy 
31. Carefulness and gentleness of 

L nurses in handling you 
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32. Nurses explanation about your 
condition and treatment 
procedures 

_33. 
Carrying out doctor's orders 

34. Ease of communication with 
nurses 
Medical care: Physician 

35. Courtesy of doctors 
36. Concern of doctors about you 

as a person 
37. Thoroughness of doctors in 

examination 
38. Competence of doctor in 

diagnosis and treatment 
39. Frequency of doctors' visit 
40. Availability of doctors when 

needed 
41. Respect by doctors to privacy 
42. Doctor's explanation and 

answering questions about 
illness 

43. Instructions given by doctor on 
discharge for self-care and 
follow up 

44. Overall rating of hospital 
services 

Patient expectations and status improvement 

38. Compared to the services you actually received at the hospital, before admission to hospital 
did you expect: 

oBetter service o Same standard services oWorse services 

39. -As result of your hospital treatment, do you think your condition 

cImproved a great deal cImproved a little oDid not improve at all 

40. -Would you recommend the hospital to your family or friends if they need hospital care? 

13 Yes c3 Probably c No 

Lastly, do you have any comments or would you like to mention any other aspect of 
service that we did not ask about? 
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Appendix 4-3: Number of Questionnaires distributed, questionnaire 
returned and response rate by study hospital. 

Hospital name Questionnaire 
distributed 

Questionnaire 

returned 

Response rate 
(%) 

Al-Thawra, 100 40 40 

Al-Kuwait 80 45 56 

AI-Jumhori 70 35 50 

Al-Sabeen 50 30 60 

Total 300 150 50 

N. B: The difference in number of questionnaires is reflecting the size of 
managerial and professional staff cover in each hospital. 
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Appendix 4-4: Manager and Professional Questionnaire 

Questionnaire No ------------------------------------- 
Responder code ------------------------------------------- 
Hospital code ----------------------------------------------- 
Date handed in -------- / ---------- / ----------------- 
Date collected -- ----- // ----- - -------------- 

INTRODUCTION: 

We are carrying out a study on quality assurance of health care in collaboration with the 

Liverpool School of Tropical Medicine (LSTM) to provide framework and evidence 

base to inforin health policy makers and health providers to introduce assurance in 

public hospitals in Yemen. As part of this project, this study is to assess the existing 

quality assurance systems in hospitals. We are interested in knowing your knowledge 

and experiences so far about quality assurance and improvement activities that are 

carried out in the hospital. 

We would like to reassure you that the information collected is strictly confidential and 

your name is not recorded. Also, you are not obliged to answer questions if you do not 

want to. If you have any questions or queries, you can contact me through the following 

contact address: 

Researcher's Name 

Khaled Al-Surimi 

Contact no: 71733230 

Email: alsurimi@liv. ac. uk 

Thank You for Your Cooperation In Advance 
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RESPONDENT CHARACTERISTICS 

Profession 
Manager 
Specialist 
General Practitioner 
Nurse 
Dentist 
Pharmacist 
Technician 
Other (specify): --- -------------- 
Post 
Director General (DG) 
Deputy DG 
Head of Department 
Other (specify: -- 

Sex ci Male EiFemale, 

Age group (please circle a number as appropriate) 
20-30 
31-40 
41-50 
51-60 
61+ 

QUALIFICATION AND EXPERIENCES 

Your degree/qualification -------------------- 
Year of graduation -------------------- 
How long have you been working in this facility ---- years ----------- months? 

Have you received any training while working in this facility 

iiYes cNo 

-If yes, did the course involve any topic about quality assurance/improvement? 

iiYes 13 No 

-If yes, specify the name of the topics --- - --- - --- - ---- -- ----- - -- - -------------- - --- - _- __. 

Do you have a logbook for your activities in this hospital? 

c3Yes i3sometimes oNo 
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QUALITY POLICY DOCUMENTS 

1. Does your hospital have one or more of the below mentioned documents? 

In 
Document type indicate Yes 

development* no 

1. Mission Statement: the vision and priorities of the hospital 
2. Product Description: detailed description of the care for 
different patient population 
3. Quality Profiles: concise description of quality 
characteristics, quality standard and protocols of health care 
delivery 
4. Quality Policy Document: a description of the aims of 
quality assurance, the desired level of care delivery and the 
ways of the hospital for achieving these goals 
5. Quality Action Plan For whole hospital: written document 
with measures for planning and implementation of action to 
realize quality goals. 
6. Quality action plan for some hospital department 
7. Quality action plan for every department 
8. Annual Quality Report: a report on all activities that were 
performed to ensure the quality of care and the results of the 
activities 
9. Quality manual: a description of all procedures that the 
hospital uses for applying quality assurance and the persons 
who are responsible for the compliance of with procedures 

* In development means one or more persons of the facility who are working on the 

development of the document? 

STANDARD AND PROTOCOLS 

2. What kind of standard and protocols do professionals use in your hospital? (More 
than one is allowed) 

1. Standard and protocols for specific treatment /intervention 
2. Standard and protocols for patients education 
3. Standard and protocols for restricted medical action 
4. Standards and protocol for infection control 
5. Standards and protocol for patient safety 
6. Standard and protocol for critical moment (standing orders) in service provision 
7. Standard and protocols for specific target groups and diagnosis 
8. Standard and protocol for patient routing from intake to discharge 
9. Standard and protocol for co-operation with other health facilities 
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]HUMAN RESOURCES MANAGEMENT 

3. Does your hospital have or make special provisions for implementing quality 

assurance/ improvement activities? (Afore than one answer is allowed) 

1. Training management staff 
2. Training professional staff 
3. Allowing professionals to participate in QA activities within regular hours 
4. Appointing a quality co-ordinator 
5. Setting up a steering committee 
6. Set up quality working groups 
7. Allocating budget for quality activities 
8. Supporting quality by consultants 
9. Regular quality meeting (monthly) 
10. Monitoring QA activities by senior management. 
11. Monitoring QA activities by NIOH group or committee 
12. Other (specify) .......................................... 

3. Is the quality assurance policy implemented through human resources management? 
(Afore than one answer is allowed) 

1. Selection of new personnel with positive attitude to quality assurance 
2. Training new professionals in quality improvement methods 
3. Continuous education takes place based on priorities in quality policy 
4. Professionals are encouraged to develop themselves in their profession 
5. Participation in quality improvement project is required 
6. Conduting training needs assessment. 

3. How does the management stimulate the professionals to be involved in quality 
assurance / improvement (more then one answer is allowed) 

1. Hospital management gives incentives 
2. There is monthly quality rewards for staff 
I The management indicates what is expected from professionals with respect to quality 

assurance 
4. Stimulation is not necessary as professionals pay enough attention to quality 

assurance/improvement 
5. Management checks whether professionals stick to quality commitments 6. Systematic feedback to professionals about results achieved 7. There is public recognition of good services by management 8. There is quality monitoring action plan 9. Sanctions, namely ........................................................... 
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QASTRUCTURE 

4. Is there any of quality structure in your hospital or outside the hospital? 

Structure indicator Yes No I don't know 

i) There is a QA team or committee at Moll level 

2) There is a QA team or committee at Regional level 

3) There is a QA team or committee at District level 

4) There is a QA team or sub-committee task force at hospital 

5) There is a QA team or committee at sub hospital level (e. g. 
departmental or unit level as lab/ward or out-patient 
department 

6) There is quality co-ordinator for each department 

PATIENT INVOLVEMENT 

5. In what way arc patients involved in quality assurance or improvement activities in 
your hospitals 

Patients involved in 
No/does 
not apply 

Depends on 
the subject 

Always 

_ 1) Developing quality criteria 
2) Developing standard and protocols 
3) Meeting about results of satisfaction survey 
4) Quality assurance committee 
5) Quality improvement project 
6) Patient's complaint 
7) Conducting regular patient satisfaction survey 
8) Discussing patients' rights 

QUALITY IMPROVEMENT ACTIVITIES 

6. Do you use any techniques or procedures of quality improvement in the hospital? 
(e. g. Medical audit, formulating committees, patient satisfaction survey ... etc) 

Oyes o No 
If yes could you please list these techniques? 

.................................................................................................................... I .................................... 

......................................................................................................................................................... 

......................................................................................................................................................... 

.................................................................................. I .......................................................... 
7. Are there records kept in any database on quality indicators? (e. g. client satisfaction, 
complaint register, adverse effects, etc) 

c3Yes oNo 
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-Finally in your opinion, what are the four greatest obstacles facing the hospital right 
now to improve quality of health care and what do you suggest to resolve it? 

No. Problem Suggested Solution 

1 

2 

3 

4 

Thank you for your time spent in completing this questionnaire 

Note: 
PLEASE KEEP THE FILLED QUESTIONNAIRE WITH YOU IN THE 
ENVELOPED PROVIDED UNTIL I COME TO COLLECT IT MYSELF OR THE 
RESEARCH ASSISTANT. 
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Appendix 4-5: in-Depth Guide Interview 

Verbalconsent 
My name is ... doing a PhD at Liverpool school of Tropical Medicine, Liverpool 

University. The PhD topic is about quality assurance of health care. Yemen is a case 

study. The aim of the study is to develop a framework for a quality assurance 
initiative for the health care of the health system. 
You have been selected as a key informant at Ministerial level. Knowing your 
knowledge and experiences about quality assurance of health service is very 
important. We would like to assure you that the finding will handle confidentially 

and for the purpose of the research only. 

Quality policy 

1. What does quality means to you? 

2. Do you have a quality assurance policy in Health Ministry9 

3. What type of quality assurance documents do you have in the Ministry9 

4. Do you have a written mission statement on quality for Health Ministry? 

5. What is the mission of Health Ministry9 

6. Do Health Ministry have a clear vision on how to Assure quality of health 
care? 

7. What kind of a political commitment in Health Ministry for assuring quality 

8. Dose the Ministry of health have a quality assurance manual? 

9. Are there any quality indicators used by Health Ministry to assess and 
improve health care quality? 

223 



Organization of QA structure (QAS) 

1. Is there QA Department in Health Ministry? 

2. What is the structure of QA at Ministerial level? 

3. What are the main functions or terms of reference for QA department? 

4. What are the allocated resources for QA Department? 

5. What kind of QA activities is health ministry implementing? 

6. What is the relationship between QA department and other departments at 
ministerial level? 

Quality Supervision & Monitoring (S&M) 

1. Do you have there a S&M plan for quality assurance of health care? 

2. Does health Ministry have a health information system including indicators 
related to quality9 

3. Have you ever developed a written action plan for the supervision and monitor? 

Human Resource Management (HRM) 

1. What activities related to human resource development could help improve the 
quality of health service? 

2. Does the idea of quality assurance appears in policy for human resources? 

3. Is there any kind of training programme given on QA? 

4. Does the programme have a training manual on quality 
assurance? 

S. Do you regularly conduct need assessment of training? 
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Quality Standards and Protocol 

1. Do you have standards and protocols for health services delivery? 

2. What kind of standards and protocol do you have? 

3. Who is responsible for developing the standards and protocols in your department? 

4. Who developed these standards Ministry of Health or somebody else? 

5. How do you communicate the standards to the health staff in hospitals and health 
facilities? 

Patient Participation (PP): 

Do you think patient participation in quality assessment is important? 

2. If yes, what are the reasons behind not existence of participation? 

3. What kinds of participation could users (patients) be involved in when assessing 
quality? 

4. Are patient surveys useful for assessing quality? 

Lastly, in your opinion what are the main challenges constrain implementing the QA 
activities? ............................................................................................................................. 
............................................................................................................................................. 
............................................................................................................................................. 
............................................................................................................................................. 
............................................................................................................................................. 
.................................................................................................... 

Thank you for your time spent in completing this interview 

The researcher, 
Khaled AI-Surimi 
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Appendix 5-1: Distribution of the Patients' Response on Out-Patient Quality Indicator 

Excellent Good Acceptable Bad No. of Aspect of care 3 2 1 0 Score 
responses No. No. No. No. 

Courtesy of doctor 120 39 56 18 7 68.6 
Doctor's concern about 
patient as a person 

120 29 64 23 4 66.1 

Doctor's explanation about 
medication use 

119 24 53 26 16 57.1 

Doctor's giving patient 
chance to participate in care 118 28 48 29 13 59.0 
plan 
Doctor's thoroughness in 
examination 

116 16 22 53 25 40.6 

Time spent with doctor 119 24 40 40 15 53.8 
Competence of doctor in 
diagnosis and treatment 

117 25 50 34 8 59.5 

Courtesy of nurses and other 
staff 

118 24 51 22 10 55.4 

Clinic hours 117 13 42 40 22 45.3 
Waiting time in clinic 116 16 33 39 28 43.6 
Availability of drug 120 5 12 14 89 15.0 
Availably of laboratory ' 
facilities 119 21 29 25 44 40.9 

Availability of 
comprehensive services 

120 22 32 42 24 47.8 

Extent of seeing the same 
doctor each time 

120 11 19 27 63 27.2 

Follow up of doctor on 
previous visit 

120 12 21 26 61 28.9 

Cleanliness of clinic 119 27 55 27 10 61.1 
Adequacy of number of 
chairs in waiting area 

116 10 27 36 43 34.5 

Overall quality rating of 
services 

120 
I 

16 48 50 
I 

6 53.9 
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Appendix 5-2: Rotated Component MatriX A of PCA for Outpatient Care 

Quality scale items Component 
1 2 3 4 5 

Waiting time in clinic . 735 
Doctor's competence . 651 
Nurse and staff 

. 625 
courtesy 
Being time spent with 

. 480 . 386 doctor 
Clinic cleanliness . 419 . 406 
Lab. Availability . 782 
Comprehensive 

. 687 
services availability 
Clinic hours . 672 -. 340 
Doctors courtesy . 675 
Chairs not adequate . 419 -. 619 
Doctors explanation . 611 
Doctors concern . 482 . 590 . 301 

Patient participation in 
. 506 535 the care plan . 

Seeing the same doctor 
. 837 

each time 
Follow up by doctor on 

. 806 
previous visit 
Drug availability . 799 
Thoroughness in 338 . 630 
examination . 

Extraction Method: Principal Component Analysis. 
Rotation Method: Varimax with Kaiser Normalization. 
a Rotation converged in 6 iterations. 
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Appendix 5-3: Association of Respondents' Demographic and Services 
Characteristics with the Quality Scores of Quality Dimensions of 
Outpatient Care 

Qualit. component dimensions 
Characteristics Technical Availability Continuity of Doctor's Service 

care quality 
I 

of services care behaviour responsiveness 
Sex 
Male -. 04 . 16 -. 10 -. 15 -. 09 
female 

. 03 -. 13 . 01 . 12 . 07 
Age 
<20 -. 17 -. 06 . 06 -. 13 -. 11 
20-30 . 09 . 02 . 07 . 05 -. 02 
>30 . 10 . 05 . 01 . 11 . 17 
Education level 
Illiterate 16 -. 28 -. 11 -. 08 . 23 
Primary education . 03 . 13 -. 13 . 15 -. 08 
Secondary and . 

-. 23 . 20 . 27 -. 06 -. 19 
above 
Source of care 
Yes . 14 -. 23 -. 09 -. 11 -. 02 
No -. 11 . 22* . 06 . 10 . 03 

Utilization pattern 
One visit 05 . 01 . 02 . 11 . 19 
Two visits . 

- 17 . 08 . 09 -. 07 -. 14 
Three and more . 

. 08 . 02 -. 03 -. 07 -. 07 
visits 
Waiting time 
(hour) 
No waiting -. 84** -. 27 . 

01 . 02 . 07 
< half hour -. 27** -. 11 . 

11 . 
11 . 18 

Half -1 hour 
. 39** . 

34 -. 14 -. 10 -. 05 
>lhours . 

40** . 04 . 02 -. 09 -. 44 
Consultation time 
<9 minutes -. 01 . 05 . -01 -. 14 . 05 
>10 minutes . 

03 -. 11 . 02 . 33* -. 12 
Illness type 
Acute -. 27 -. 10 -. 06 

. 
04 -. 07 

Chronic 
. 
20 

. 
22 

. 
08 -. 02 . 

03 
MCH -. 07 -. 06 -. 06 -. 06 -. 02 
Other 

. 
29 1 -. 09 1 . 

06 1 . 03 1 . 
12 

*P<Ol 
** P<000 
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Appendix 5-4: Rotated Component Matrix of PCA A for the Non-Technical Aspects of 
Inpatient Care 

Quality scale Items Component 
A B C D 

Time taken to completion 690 admission procedure . 
Room ventilation . 682 . 396 
Noise level during night . 635 
Room light . 632 . 416 
Courtesy of admitting staff . 622 . 363 
Room temperature . 599 . 402 
Time of cleaning room . 458 . 322 . 427 
Food temperature . 866 
Food quality . 812 
Food taste 

. 675 
Time of serving meals . 653 
Utensils used for serving food . 621 . 467 
Cleanliness of room . 756 
Comfort of bed 

. 619 
Comfort and cleanliness of 
admission waiting area . 600 

Cleanliness of linen . 320 . 542 
Cleanliness of toilet and 
bathroom . 419 . 726 

Noise level during daytime . 529 . 635 
t)araction metnoa: FIrIncipal Component Analysis. 

Rotation Method: Varimax with Kaiser Normalization. 
Rotation converged in 13 iterations. 
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Appendix 5-5: Rotated Component Matrix of PCA A for the Technical Aspect of In- 
Patient Care 

Quality scale items A B C D 
Concern of doctors about patient as a person . 819 
Thoroughness of examination . 811 
Courtesy of doctors . 725 
Regard by doctors to privacy . 716 
Competence of doctors in diagnosis and 710 treatment . 
Carrying out doctors orders . 460 . 361 . 404 
Carefulness and gentleness of nurses in 767 handling patient . 
Emotional support provided by nurses . 744 
Easy of communication with nurses (common 721 329 language) . . 
Attention of nurses to the patients privacy . 333 . 623 
Courtesy of nurses . 341 . 602 
Nurses explanation about condition and 549 procedure . 
Skills of nurses in patient care . 528 . 428 

Promptness of nurses in responding to calls . 849 

Frequency of nurses'stopping by room to 762 check patients condition . 
Promptness of nurses in responding to 

' 724 patient s demand . 
Doctors' explanation and answering questions 
about illness . 353 . 734 

Frequency of doctors' visits . 394 . 662 
Instruction given by doctors on discharge for 
self-care and follow up . 317 . 618 

Availability of doctors when needed . 490 . 600 

Time waited in ER until attended by a doctor . 819 

Total time spent in ER . 781 

_Attention 
of ER staff . 325 . 315 . 659 

' Extraction Method: Principal Component Analysis. 
Rotation Method: Varimax with Kaiser Normalization. 
Rotation converged in 6 iterations. 
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Appendix 5-6: Association of Respondents' Demographic and Service Characteristics 
with the Quality Dimensions of Non-Technical Aspects of Hospital 
Services 

Quali y dimensi ns components 
Characteristics Environment and Food Housekeeping Cleanliness 

admission services services services and noise 
Sex 
Male . 26* -. 02 -. 11 -. 40 
female -. 22 . 01 . 09 . 32* 
Age 
<20 -. 14 -. 26* -. 01 . 09 
20-30 . 15 -. 15 -. 23 . 04 
>30 . 04 . 33* . 16 -. 06 
Education level 
Illiterate . 10 . 24 . 01 . 14 
Primary education -. 04 -. 10 -. 08 . 01 
Secondary & above -. 08 -. 24 . 11 -. 20 
Mode of admission 
Emergency . 10 -. 01 -. 15 . 01 
Out-patient -. 10 . 01 . 15 -. 01 
Waiting time in ER until to be 
seen by doctor 14 07 05* -. 02 
< half an hour . 04 . 

- 21 . 
- 20 -. 32 Half -I hours . 

- 02 . 
- 01 . 

- 72* 45 
>1 hour . . . . 
Total time spent in ER 
<1 hour -. 25 . 07 -. 04 . 28 
1 hour- 4 hour -. 23 . 12 -. 10 -. 17 
>4 hours -. 48 -. 47 -. 53 -. 29 
Waiting time for admission 
through out-patient 32 01 18 78* One day . . . 
2 days -. 05 -. 02 . 22 -. 08 

3-5 days -09 -. 55 -. 10 . 74* 

>5 days . 11 . 06 . 07 . 19* 

Time interval between admission 
and arrival to bed 
* half an hour 

. 32 -. 18 . 28 -. 10 
* 1-2 hours -. 05 . 39 . 15 . 38 
* 2hs -. 18 -. 01 -. 18 -. 28 
Expectation about care 
Better services . 01 . 06 -. 14 . 20 
Same standard -. 08 -. 35* . 24 -. 18 
Worse services . 15 . 26* . 02 . 20 
Improvement of condition 
Improved a great deal . 21 . 02 . 03 -. 01 
Improved a little -. 25 . 04 -. 05 . 10 
Did not improve at all -. 22 -. 35 . 05 . 51 
Recommendation 
No -. 17 -. 07 -. 54* . 05 
Probably -. 17 -.. 23 . 33 -. 17 
Yes 

. 08 . 08 . 17* . 05 
Ward type 
Medicine 

. 09 . 04 -01 -. 28* 
Surgery 

. 19 . 18 -. 11 -. 08 
others -. 25 -. 19 . 11 . 31* 

*p: 5.05 
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Appendix 5-7: Association of Respondents' Demographic and Service Characteristics with the 
Quality Dimensions of Non-Technical Aspects of Hospital Services 

Characteristics Medical service 
Nursing service 

quality 
Availability of Availability Emergency 

quality Nurses of doctor services 

Sex 
Male -. 15 . 20* -. 12 . 22* . 15 
female . 12 -. 17 . 10 -. 18 -. 12 
Age 
<20 -. 29 . 08 . 13 . 10 . 05 
20-30 . 01 -. 13 -. 28 -. 08 . 18 
>30 . 15 . 06 . 20 . 08 -. 21 
Education level 
Illiterate . 17* . 08 . 34* -. 18 -. 07 
Primary education -. 34* . 05 . 06 . 14 -. 05 
Secondary & above . 43* -. 24 . 59* . 12 . 15 
Mode of admission 
Emergency -. 13 . 13 -. 21 -. 03 . 05 
Out-patient . 13 -. 13 . 210 . 03 -. 05 
Waiting time in ER until 
to be seen by doctor 
< half an hour -. 24 . 11 -. 15 . 02 . 58* 
Half -I hours 

. 35 . 22 -. 35 -. 07 -. 59* 
>1 hour -. 29 . 06 -. 17 -. 31 -. 63* 
Total time spent in ER 
<1 hour -. 05 . 18 -. 30 -. 23 . 55* 
1 hour- 4 hour 

. 06 . 08 -. 31 . 31 -. 16 
>4 hours -. 75 . 10 . 21 -. 28 -. 71 

Waiting time for 
admission through OPD 
One day 
2 days -. 09 29 -. 18 -. 02 
3-5 days -. 27 . 13 -. 02 -. 12 -. 08 

>5 days . 04 . 55* . 50 -. 05 -. 03 

. 54 -1.04* . 01 . 32 -. 08 
Time between admission 
and arrival to bed 
* half an hour 

. 10 -. 20 . 13 . 24 . 24 
* 1-2 hours 

. 37 . 21 . 29 -. 14 -. 03 
*2 hours -. 10 . 06 -. 11 -. 08 -. 11 
Expectation about care 
Better services . 11 . 17 -. 07 . 04 . 26* 
Same standard . 02 -. 22 -. 04 . 06 -. 21 
Worse services -. 18 

. 07 . 12 -. 04 -. 28* 
Improvement of 
condition 
Improved a great deal . 16 . 24* -. 12 . 27* . 05 
Improved a little -. 18 -. 28* . 09 -. 24* -. 01 
Did not improve at all -. 26 -. 29 . 48 -. 77* -. 43 

Recommendation 
No -. 33 

. 18 -. 74* -. 11 . 07 
Probably -. 40* -. 13 -. 11 -. 41 * . 02 
Yes 

. 17* . 02 
. 13* . 14* -. 01 

Ward type 
Medicine -. 01 . 17 -. 01 . 05 -. 14 
Surgery -. 18 . 02 -. 01 . 04 . 21 
others . 17 -. 17 . 02 -. 09 -. 08 

I P---. U. 15 
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Appendix 5-8: Example of some items of quality system component indicators 
representing percentage of responders who said 'Yes' for each 
item comparing administrative versus professional views and 
study hospital. 

Selected quality component systems 
indicator 

Administrative 
% 

Professional 
% 

P-values 

Quality policy indicators 
1. Written mission statement 24 27 . 65 
2. Product/service description 35 24 . 39 
3. Quality profile 14 16 . 20 
Standards and protocols 
4. Standards and protocols for 

specific treatment 
36 37 . 87 

5. Standards and protocols for 
patient education 

7 13 . 31 

6. Standards and protocols for 
restricted medical action 

16 14 . 72 

Quality management 
7. Administrative staff training 34 42 . 31 
8. Professional staff training 37 49 . 14 
9. Professional participation in QA 13 10 . 59 
Quality policy and IIRNI 
10. Selection of new personnel with 

positive attitude to QA 
23 25 . 71 

11. Training new professional on QA 
methods 

31 28 . 74 

12. Continuous education take place 
based on priorities in Q policy 

32 19 . 07 

Hospital management and quality 
Improvement 
13. Management givps incentive fro 

quality 
23 18 . 53 

14. There is monthly rewards for staff 11 4 . 17 
15. Management indicates to what is 

expected from professional 
regarding QA activities 

9 6 . 49 

Quality management structure 
16. There is QA team/group at 

- 
hospital level 

37 28 
. 21 

17. There is QA team/group at 

- 
department I level 

24 20 
. 24 

18. There is QA co-ordinator in each 
department 

21 11 
. 16 

Patient involvement in 
19. Developing standards and 

protocols 
6 4 .. 94 

20. Quality committee member 0 2 . 12 
21. There is box for patient 

- 
complaints 

12 11 .9 
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