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ABSTRACT
Strategic positioning is about how a company positions itself to create value different from
that of competition. Therefore, strategic positioning is defined as a firm’s relative position
in the industry. It must lead to one of two outcomes – lower cost or higher premium.
Higher premium can be charged when there is unique focus on either a product/ service or
the unique needs of a few exclusive customers (niche market). Lower cost on the other
hand implies a high production efficiency. One may then choose to either retain the
benefits or pass them on to the customers (price competitiveness). The lower cost model is
associated with mass marketing. Accordingly, Michael Porter defined strategic positioning
as delivering value through cost leadership, differentiation and focus. The core value is
what then the customer consumes. In the health industry, it is healthcare. This healthcare
can be measured and identified customer needs can be met or exceeded. This presupposes
that customers’ needs are known. There must be a process of identifying and evaluating
the customers’ needs – their expectations and their experiences. This expectationexperience gap is the basis of customer perception of quality. Hospital quality comprises
both technical as well as functional components. Technical quality is about the value that
is delivered to the patients (the “what”) whereas functional quality is the process of
delivering that value (the “how”). What is in the purview of the patient is the functional
quality. The patient makes a choice of hospital depending on this functional quality. On
the other hand, hospitals leadership and doctors have access to data on technical (clinical)
outcomes. The hospital leadership’s basis of competition tends to be technical quality.
This may cause a misalignment between patients’ expectations and the basis of
competition. Further, patients are influenced by doctors and Medical Insurance Providers.
Medical Insurance Providers are the primary payers in the private health sector.
Patients’ perception of quality was evaluated using a modified version of the SERVQUAL
tool that is based on the identification of the expectation-experience gap. This study then
looked at the doctor and the Medical Insurance Provider perception of quality and their
influence on the patient. In factoring in all the three key players, that is, the patients,
doctors and Medical Insurance Providers, the study defined an optimal strategic position.
The study used a post-positivism approach, collecting data using a questionnaire requiring
v

participants to answer paired questions of their expectation and their experience using a
five point Likert scale. After pilot testing and validating the data collection tool, data was
collected from patients in the 12 out of the 14 (86% response rate) eligible level five and
six private hospitals across Kenya. Thereafter data was also collected from the doctors
who treated the recruited patients, the Medical Insurance Providers (for those that were
insured) and from the hospitals’ leadership. Tests for reliability and validity were initially
carried out. Factors analyses were done to extract, aggregate and reduce the relevant
factors. The original six factors – Interpersonal, Environment of Care, Administrative,
Access, Clinical Outcomes and Medical Equipment – were reduced to four where clinical
outcomes collapsed into interpersonal dimension and medical equipment was dropped
altogether. These factors were regressed against future behavioral intention (intention to
return should the need arise and intention to refer others to the institution). The influence
of the Doctor and Medical Insurance Provider were then discerned. Regional variation as
well as the alignment of the administrator to the customers’ needs was ascertained. Results
showed a clear hierarchical quality dimension determinants in the following diminishing
order of influencing patients’ future behavioral intentions - Interpersonal, Environment of
Care, Administrative and Access. This study showed that doctors and Medical Insurance
Providers significantly influence patients’ perception of quality. Whereas the hospitals’
leadership appear well aligned to the customers’ perception of quality, there is incongruity
between Doctors and Medical Insurance Providers understanding of patients’ expectation
and experience from actual patients’ expectation and experience. There is a statistically
significant regional variation of patients’ perception of quality. Even then, in each region,
the perception of quality dimensions still significantly affected patients’ future behavioral
intention.
In conclusion, currently many of the hospitals are perceived to be strategically
positioned based on product leadership. It is recommended to either maintain the product
leadership or change to cost leadership and transferring the benefit back to the patients
(price leadership) are the most sustainable strategic positioning. In understanding that the
patients’ perception of quality is affected in a hierarchical manner by the dimensions of
quality, it is recommended that regional factors such as market structure and competition,
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affordability by the population and within-country cultural variances should be taken into
consideration.
This study is delimited by the fact that it was a perception study. There was no indepth attempt made to explain the perceptions of the various customers. This is left as an
opportunity for further study by others.
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CHAPTER ONE
1.0 INTRODUCTION
1.1

Background of the Study

Quality dates back to the time of the industrial revolution and to the world wars where
quality became critical in the manufacturing of machinery and weapons. In the initial
stages, the process of quality was reactive in the form of quality assurance. This gave birth
to process improvement against standards and statistical process control. Frederick Taylor
(1856-1915) introduced scientific methods of process improvement and in-building of
efficiency (Colton, 2000). Walter Shewhart was a pioneer in statistical control whose work
greatly influenced W. Edwards Deming and Joseph Juran. Another pioneer of quality
management is Phillip B Crosby who popularized “zero defects” principle (Suarez, 1992;
Colton, 2000). Crosby defined quality as conformance to requirement. This therefore
implied that quality is universal and objective. Once there is conformity, quality can be
said to have been achieved.
On the other hand, Deming asserted that quality can only be from the point of view
of the customer. This therefore implies that quality is subjective and differs from
individual to individual even when experiencing the same level of service. It also implies
that quality changes over time with added information, increased competition and
changing customer perceptions (Zeithaml, 1988) and that patients’ perception of quality is
adaptive yet remains rational (Anderson, Fornell, & Lehmann, 1994).
Juran picked a more middle ground approach to quality focusing on both features of
meeting customer’s needs and “free from defects”. Juran defined customers as both
internal and external. Crosby’s philosophy on quality on the other hand, was about
preventing defects and conforming to process. This was epitomized in his works
philosophy that included such phrases as “Do it right the first time”, “Zero defects”, “The
system of quality is prevention” and “The performance standard is "Zero Defects"” among
others (Suarez, 1992 and Colton, 2000)
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Deming takes the systems approach to quality anchored on leadership. He
popularized the Shewhart cycle which is now popularly known as the PDCA – Plan-DoCheck-Act – cycle or the “Deming cycle” emphasizing his understanding of quality as a
perpetual process. Deming focused on an in-depth understanding of current and future
needs of the customer. He affirmed that quality is only possible with a deep understanding
of the quality process which in turn requires an understanding of the statistical process
(Suarez, 1992). Juran’s philosophy of quality was that of incremental improvements. Each
cycle is a project. Hence Juran is famous for his project–by–project improvement approach
to quality improvement anchored on quality planning, quality control and quality
improvement cycles (Suarez, 1992). Avedis Donabedian (1983) defined quality as having
structure, process and outcome. “Structure” which denotes the settings in which the
service takes place and includes resources (money, manpower, material and machinery),
“Process” denotes the method of seeking and delivering care and “Outcome” denotes the
measure of the care delivered including health status for technical outcome and patient
satisfaction for functional outcome (Donabedian, 1983). All these components constitute
quality.
Quality in healthcare has its roots in the above pioneers. Many others in biological
and social sciences have also had strong influences including Florence Nightingale and
Louis Pasteur (Colton, 2000). The Committee on Quality of Health Care in America in
two publications, “To Err is Human: Building a Safer Health System” (Committee on
Quality of Health Care in America, Institute of Medicine, 2000) and “Crossing the quality
chasm: a new health system for the 21st century” (Committee on Quality Health Care in
America, Institute of Medicine, 2001) were able to demonstrate that the healthcare system
is riddled with serious errors of omission and commission leading to unintended
complications and deaths in the United States of America.
Improving health care quality is an important component of many nations and
institutions. Kenya’s development blueprint, the Vision 2030 recognises the requirement
for provision of quality health care (Office of the Prime Minister, Ministry of state for
Planning, National Development and Vision 2030 , 2012). This is in the background of the
constitution of Kenya which affirms that “the highest attainable standard of health” as a
2

fundamental right of every citizen (Government of Kenya, 2010). Whereas great progress
has been made since the start of the millennium development goals (MDGs), less than one
third of the countries in the world met the goals. According to the World Health
Organization, (2014), the risk of a child dying before the age of five years in Africa was
still eight times that of Europe (95 compared to 12 per 1,000 live births respectively). The
World Health Organization (WHO) also informs that global life expectancy at birth is 71
years compared to that of Kenya estimated at between 58 and 62 years. Kenya has among
the highest maternal mortality rates in the world ranging between 250 to 680 (estimated
average 400) making Kenya rank in the top ten countries with the highest maternal
mortality rates in the world (World Health Organization, 2015). Competing on the basis of
quality aims at improving this situation. Indeed, a longitudinal study in the Netherlands did
show improvement of patient experience, satisfaction and patient trust in hospitals with
introduced competition (Ikkersheim & Koolman, 2012).
From a stakeholders’ analysis, there are five perspectives on the quality of
healthcare; first, the patients, second, the professionals, third, third party payers such as
insurers and other corporate entities; fourth healthcare institutions; and fifth, governments.
The government is concerned about healthcare at a more global perspective and usually
not directly at an individual patient level or even at institutional level except in regulation
and as public health matters. What governments report as a measure of quality is usually
clinical (technical) quality (World Health Organization, 2015). This government
perspective of quality is outside the scope of this study.
The healthcare institution is interested at the micro level in overall performance
and outcomes once a patient has attended its facility and through its performance to
influence the patients’ opinion for repeat visit or a favorable recommendation to others.
Professionals and third-party payers have a significant influence on which hospital the
patient attends. The ultimate decision maker is the patient himself or herself. The primary
reason the patient patronizes the hospital is healthcare. The level of the actual healthcare
the patient receives is technical quality. The measurement of this is through the measure of
clinical quality. Technical quality is thus important to the patient. Whereas technical
(clinical) quality is about healthcare outcomes, service quality is about the process of
3

achieving these outcomes efficiently. Included in this is the additional aspect of
interpersonal interaction as part of service quality (Donabedian, 1983). Interpersonal
interaction between clinician and patient is the process through which technical quality is
delivered. The interpersonal interaction is tailored to enhance delivery of technical quality.
Interpersonal interaction must be within cultural contexts and in an acceptable format that
includes privacy, confidentiality, informed choice, concern, empathy, honesty, tact and
sensitivity. The interpersonal relationship between clinician and patient may hamper or
enhance technical quality. Thus, clinician performance must be both technical as well as
service delivery based.
Quality of healthcare can be measured by the different components of delivery of
the healthcare. Core to healthcare is the performance of the clinician, including that of
physicians, nurses, nutritionists, physiotherapists and all other professionals involved in
patient care. Clinician performance can either be technical or interpersonal (Donabedian,
1983). Technical quality assessment is easier to measure as it is fairly standardised and
does not vary from patient to patient. It is measured based on existing knowledge and
against best practice of the time. As an example, this may include use of aspirin after
myocardial infarction or use of steroids in admitted asthmatic patients among others. This
approach does not consider outcome. Quality of care is deemed to have been achieved to
the highest level if knowledge and practice as it is known then has been applied even if the
outcome is adverse. For example, if a patient with myocardial infarction was given
treatment or interventions as per best practice, highest level of quality is deemed to have
been achieved even if the patient dies. To improve on this, and as a motivator for continual
improvement, outcome measures are now simultaneously included in the assessment of
quality. Outcome measures include those that focus on treatment endpoints such as
mortality rates or return to theatre within 24 hours following surgery, among many others
(Hill, Winfrey, & Rudolph, 1997). Other outcome measures may include performance
status measures (recovery or improvement of function) for certain specialties such as
orthopedics and ophthalmology (Landon, Normand, Blumenthal, & Daley, 2003).
Patients’ demand for hospital increases with quality and decreases with mortality
and infection rates (Beckert, Christensen, & Collyer, 2012). Mortality and infection rates
4

are measures of technical quality. However, in the same study, the demand for hospital
was also affected by distance and waiting time. Thus, the patient is not only affected and
therefore influenced by what he or she receives as an outcome of the process, but in the
process of delivery of healthcare itself. How the healthcare is delivered is also important to
the patient. This quality dimension is called functional quality. The functional quality
dimension cannot be evaluated as objectively as the technical dimension. Yet, from the
patients’ perspective, this may be what they consider as the entirety of the care they have
received and therefore use this dimension to make decisions about future intention.
Decision making is a balance between desirability and feasibility. Desirability influenced
by culture and feasibility is influenced by knowledge. Knowledge is informed by
information. Many decisions are made based on incomplete information and must factor in
contextual and individual variations (Oliveira, 2007). Decision making is often in the
presence of uncertainty and incomplete information and is influenced by how an
individual can coordinate his/her decisions over time and of how several individuals can
coordinate their decisions in line with social norms and procedures. Decision making is
associated with goal-directed behavior in the presence of options (Hansson, 1994).
Decisions one makes are in response to the external environment and the incentives
therefrom and are modified by the internal constituent that allows us to deviate from the
external incentives. Culture plays an important role in modifying decision making
(Oliveira, 2007). The external influencers are either procedural or substantive.
Human beings may make rational decisions based on the evidence presented.
These actions are predictable. Rational decisions are made to maximize net benefit
(maximize benefits discounted for costs) or minimize loss. However, cognitive function
may override rational behavior and deviate from expected decision. This may be due to
asymmetry of information or changing priorities. In turn, asymmetry of information is due
to the individual not having access to full information, inadequate capacity to process all
the information available, simple and sequential processing of information where complex
and simultaneous processing of multiple sources of information is required, trade off of
criticality and utility of information, inability to process technical information, focus on
short-term benefit in a long outcome process, decay and diminishing of effectiveness and
impact of prior related experiences, lack of self-control and consequences of deviating
5

from optimal decision, lack of continuing decision adjustment in light of new incoming
information, identifying emotionally with a process (rather than cognitively) and applying
a process to multiple problems even in the presence and knowledge of better processes
with better outcomes and inability to consider all possible outcomes (and then selecting the
best). Human behavior is thus not infinitely rational. This is what the patient faces in
making a decision to visit or re-visit a hospital or recommend others to a particular
hospital.
The environment is complex and the human being is not always able to interpret
the complexity of the environment (Jones, 1999). Large data sets and analyses can help in
objective decision-making by patients and caregivers. However, healthcare is complex. It
is difficult to account for all the factors that affect quality. Hospital reporting can be very
subjective and distort performance of an institution (Simmonds, Zikos, & Hegden, 2016).
Even then, large data sets are not available to patients. Patient choice of hospital is
influenced by readily available information (McConnel, Lindrooth, Wholey, Maddox, &
Bloom, 2015). The information that is readily available to patients is usually that which is
related to functional quality. The functional dimension is perceived in a very subjective
way. This perceived service is the result of a patient's view of a bundle of service
dimensions, some of which are technical and others functional in nature. When this
perceived service is compared with the expected service, one then gets the perceived
service quality (Grönroos, 1984). In the context of healthcare, perception of quality is thus
a function of both process and outcome (González, Quesada, Mack, & Urrutia, 2005).
The concept of “perceived quality” being a gap between customer expectation and
experience was well articulated in a seminal paper by Grönroos (1984). In the paper, the
concept of technical quality which the author also refers to as instrumental quality and
functional quality is introduced with the assertion that technical quality is a prerequisite to
satisfaction but once present, does not contribute further to patient satisfaction. Even
though the Herzberg’s hygiene factor theory was about motivation of employees at work
place (Herzberg, Bernard, & Snyderman, 2011), the principle of this two factor theory may
also be applied to patient satisfaction in that the absence of positive treatment outcome is a
cause of dissatisfaction but its presence (positive treatment outcomes) does not guarantee
6

satisfaction. (Grönroos, 1984). Furthermore, not all satisfiers carry equal weighting. Some
attributes delight customers in a manner that is proportional to the magnitude of the
attribute. Other attributes cause dissatisfaction in their absence but do not increase the
level of satisfaction proportional to the magnitude of the attributes. Lastly some attributes’
absence does not cause dissatisfaction but when present, delight the customer in a manner
that is far higher than the magnitude of the attribute (Tan & Shen, 2000). Thus, patient
satisfaction, of necessity must include both of the components of quality: namely, service
(including interpersonal interaction) and technical (Mosadeghrad, 2012). Indeed, quality
must encompass all the parameters that impact patient satisfaction.
All physical products in the market have an element of service and all service
products have a physical dimension. In this continuum, healthcare as a product is at the
extreme end of the service spectrum. The healthcare product cannot be sampled before it is
consumed. Service quality is perceived at the point of consumption and therefore must be
from the point of view of the consumer. This implies that quality is not universal but a
perception of the customer. There has been extensive debate on this subject including back
and forth papers by Parasuraman, Zeithaml, and Berry (1985, 1994) on the side of patient
expectation-disconfirmation as a determinant of quality and Cronin and Taylor (1992,
1994) on the other side asserting that quality is universal and different from patient
satisfaction. Customers may have a pre-conceived expectation about service quality that
has been informed either by prior experience, knowledge or influence from others,
including marketing campaigns. When this expectation is met or exceeded at the time of
consumption of the service then the customer is satisfied. The new experience then adjusts
the expectations accordingly and a new expectation is created that will inform the next
experience (Parasuraman, Zeithaml, and Berry 1985, 1994). The counter argument to this
is that customers are satisfied or dissatisfied after consumption of a particular level of
quality of service. This is possible if customer satisfaction is measured against a set of
expected norms. It does not change from customer to customer. A customer experience
benchmark is set through the aggregated experience of many customers’. This collective
experience becomes the norm. Meeting or exceeding this norm satisfies the customer
(Woodruff, Cadotte, & Jenkins, 1983). Therefore, in either case, quality is the driver of
customer satisfaction implying that customer satisfaction is improved by improving
7

quality. As a result, improving quality influences future behavioral intention of the
customer. The intention is either to return or refer others favorably to the institution. Poor
quality has a large negative impact and likelihood of non-return (69.5%) as well as to
inform others (one customer informs nine others) about adverse experience (Lee, Khong,
& Ghista, 2006). If this is so, then quality may be a driver for future patronage either
directly or through influencing others.
Whereas service quality should impact customer satisfaction, the converse was also
proposed that it is the customer satisfaction that impacts quality perception. A satisfied
customer will perceive to have received a higher quality. The primary focus then becomes
customer satisfaction, rather than service quality improvement. This implies that there is
no direct link and impetus to improve quality in order to improve customer satisfaction.
This construct cannot drive quality improvement (Gill & White, 2009).
Inasmuch as technical quality is mandatory and a prerequisite to sustainability of
an institution, information on it is usually not available to patients or patients are unable to
interpret it accurately. The only information that informs the patient on the quality of the
hospital is that on functional quality (Babakus & Mangold, 1992). Patients’ intention to
revisit a hospital or to inform others favorably of their experience at a hospital is
determined by their satisfaction level. The patients’ satisfaction level is in turn determined
by the perceived value of care received. The perceived value of care in turn is determined
by quality of medical care received as perceived by the patient. There is a significant and
positive correlation between satisfaction and intention to revisit the hospital or to inform
others favorably about the hospital (Kim, Cho, Ahn, Goh, & Kim, 2008; Kazemi, Ehsani,
Abdi, & Bighami, 2013; Murti, Deshpande, & Srivastava, 2013). Even though the primary
consumer of hospital services is the patient, there are important influences, and indeed
determinants, of where patients go for healthcare. The patient is not always the decision
maker because often it is the physician and/or medical insurance companies and companyrun medical schemes (hereafter, the third party payers are collectively referred to as
Medical Insurance Providers – MIPs) who recommend specific hospitals to the patients
who frequently follow the advice. Doctors’ and MIPs’ perception of quality may differ
from that of the patients’. Therefore, in understanding customer needs and wants, all
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players need to be considered (Gremyr & Raharjo, 2013). The relationship between these
three is complex and multidirectional. The triad of customers (patients, doctors and MIPs)
has, on occasion, been referred to as strategically related interest group. This group is not
only interested in the final clinical outcome but also in the process through which this
outcome is reached (Dijkstra & van der Bij, 2002). Thus, the product becomes the entire
continuum as perceived by the entire group (Dijkstra & van der Bij, 2002). The needs of
the individuals in the strategically related interest groups may vary and on some occasions
contradict each other. Focusing on any one member of the strategically related interest
groups may be at the expense of losing custom of another. In this context, all the three
members of the strategically related group are referred to as the customers (Padma,
Rajendran, & Lokachari, 2009). Indeed, in a study when customers were identified as both
patients and general practitioners (who are the source of the patients to the unit) quality is
from the point of view of the collective customer perspective (Ugolini, 2009). Despite this,
in all these studies mentioned above (Kim, Cho, Ahn, Goh, & Kim, 2008; Kazemi, Ehsani,
Abdi, & Bighami, 2013; Murti, Deshpande, & Srivastava, 2013), the influence of doctors
and MIPs on patients’ future behavioral intention has not been elaborated.
The unit that affects healthcare is the hospital. In this document, hospital is used
interchangeably with healthcare provider. The institutional leadership makes decisions by
crafting products (processes and outcomes) that meet the needs of a single group of
customers (patients, MIPs or doctors) or optimize the product for most or all of the
strategically related interest groups. In the presence of options, customers make a choice to
patronize the variously positioned institutions. Both the providers and the consumers have
to make decisions. The primary consumer of healthcare is the patient. If patients choose
hospitals based on the standard of clinical care, then market-based solutions imply that
competition should drive quality. In turn, if hospitals compete on the basis of clinical
quality, then this would drive national clinical quality upwards (Romano & Mutter, 2004).
Governments can then rely on increasing competition as a strategy to reduce costs and
increase quality nationwide. The success of this strategy relies on the consumers’ ability
and willingness to switch health care providers. Quality thus leads to increased patient
choice. This implies that the basis of competition will be quality (Varkevisser, van der
Geest, & Schut, 2010).
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Understanding patient satisfaction is important in gaining better insight and
influencing healthcare delivery which has an effect on patients’ willingness to adhere to
treatment plan and intention to return. Patient satisfaction is a complex phenomenon
involving clinical outcome, empathy of the clinician, physical ambience, financial and
geographical access and efficacy among other attributes many of which may vary from
region to region depending on local and cultural context (Grönroos, 1984). This therefore
implies that knowing the drivers of patients’ satisfaction is imperative and that the
organization may then put structures, systems and processes in place to meet and
potentially exceed these expectations in a defined market using strategies to do so better
than competition – strategic positioning. To the best of my knowledge, the optimal
strategic position for hospitals in this region has never been studied.
Decision making is a balance between desirability and feasibility. Desirability
influenced by culture and feasibility is influenced by knowledge. Knowledge is informed
by information. Many decisions are made based on incomplete information and must
factor in contextual and individual variations (Oliveira, 2007). Decision making is often in
the presence of uncertainty and incomplete information and is influenced by how an
individual can coordinate his/her decisions over time and of how several individuals can
coordinate their decisions in line with social norms and procedures. Decision making is as
a result of goal-directed behavior in the presence of options (Hansson, 1994). Decisions
one makes are in response to the external environment and the incentives therefrom and
are modified by the internal constituent that allows us to deviate from the external
incentives. Culture plays an important role in modifying decision-making (Oliveira, 2007).
The external influencers are either procedural or substantive.
Human beings may make rational decisions based on the evidence presented.
These actions are predictable. Rational decisions are made to maximize net benefit
(maximize benefits discounted for costs) or minimize loss. However, cognitive function
may override rational behavior and deviate from expected decision. This may be due to
asymmetry of information or changing priorities. In turn, asymmetry of information is due
to the individual not having access to full information, inadequate capacity to process all
the information available, simple and sequential processing of information where complex
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and simultaneous processing of multiple sources of information is required, trade off of
criticality and utility of information, inability to process technical information, focus on
short-term benefit in a long outcome process, decay and diminishing of effectiveness and
impact of prior related experiences, lack of self-control and consequences of deviating
from optimal decision, lack of continuing decision adjustment in light of new incoming
information, identifying emotionally with a process (rather than cognitively) and applying
a process to multiple problem even in the presence and knowledge of better process with
better outcomes and inability to consider all possible outcomes (and then selecting the
best). Human behavior is thus not infinitely rational.
For the administrators of the hospitals, in addition to understanding the voice of the
customer, it is even more important to understand which customer they want to prioritize
(patients, doctors or medical insurance providers) or to define an optimal position targeting
all the three customers. Further, not all satisfiers carry equal weighting. Some attributes
delight customers in a manner that is proportional to the magnitude of the attribute. Other
attributes cause dissatisfaction in their absence but do not increase the level of satisfaction
proportional to the magnitude of the attributes. Lastly some attribute’s absence does not
cause dissatisfaction but when present, delight the customer in a manner that is far higher
than the magnitude of the attribute. Customer may also be skeptical, indifferent or
dissatisfied about some attributes (Tan & Shen, 2000).
Communication influences perception and perception in turn, influences perceived
quality (Ugolini, 2009). Hospital leadership must therefore prioritize on quality attributes
to focus on and communicate to the customer. In order to do this, the hospital leadership
must understand what the customer wants. One of the difficulties in implementing quality
improvement processes is getting information on the voice of the customer. Additionally,
lack of knowledge and the attitude of senior management that the process of getting the
voice of the customer is time consuming add to this difficulty. Hospital leadership tends to
lay emphasis on either technical or functional quality whereas they should be doing both
(Martins & Aspinwall, 2001).
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A study by Camgöz-Akdağ et al (2013) in Turkey, incorporated the voice of the
customer to the technical requirements and implementation matrix by integrating
SERVQUAL (tool for measuring perceived service quality) and Quality Functional
Deployment (for articulating voice of the customer) approaches to quality improvement.
They found that the technical gaps to meeting customer expectations were critical in
defining the process of delivering quality according to customer expectations (CamgözAkdağ, Tarım, Lonial, & Yatkın, 2013). Patients therefore must be the ultimate focus of
any healthcare improvement program linking technical and functional quality. However,
patients’ view of quality mainly includes non-clinical measures. Therefore, inasmuch as
improving outcomes must be the ultimate objective of such a program (Porter M. , 2010),
the non-clinical aspects must be included in any quality improvement program and linked
to the clinical outcomes. However, linking patient satisfaction to clinical outcomes may be
difficult to achieve. A study of a university teaching hospital, found that there was no
connection between technical quality and patient satisfaction (Hayward, Bernard,
Rosevear, Anderson, & McMahon Jr, 1993). Further, measuring technical quality is not as
straight-forward as one would have expected. Hard clinical endpoints such as simple
mortality rates are misleading as hospital admissions are non-random and patients may
select hospital according to severity of their illness, observed and initially non-observed
(Geweke, Gowrisankaran, and Town, 2003). Thomas and Hofer (1999) contend that even
risk-adjusted mortality is found to be a poor predictor of good or bad hospitals (Thomas
and Hofer, 1999). This was very strongly emphasized in a British Medical Journal
Editorial that stated that hospital mortality is influenced by alternatives available to end of
life care but also by cultural, religious and socio-economic characteristics of the
population and should be abandoned as a measure of hospital quality (Black, 2010).
Many organisations and government agencies have created report cards for the
purpose of comparing healthcare institutions. This is in the hope that the comparison
would stimulate consumers, purchasers, health planners, and other providers to use these
performance comparisons, creating an impetus for providers to improve their quality.
Whereas there was some modest improvement in quality in some areas, in many other
areas concensus was not reached on what to measure, use of financial incentive and release
of the report cards to the public (Mehrotra, Bodenheimer, & Dudley, 2003).
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In a study in post-acute illness care in nursing homes, the use of report cards did
result in an improvement of market share but only marginally (Werner, Norton, Konetzka,
& Polsky, 2012). The time limited horizon implies that the market share increase could
have been a mere seasonal fluctuation. In a similar study, use of the report card had
variable impact on different diseases. In the diseases that market shares did change, the
effect was modest and transient (Romano & Zhou, 2004). Report cards are retrospective
and sometimes a few years behind. Clinical performance report cards where past
performance was based on two-year-old data was more predictive of future performance
than when based on three year old data (Glance, Dick, Mukamel, Li, & Osler, 2010) as the
information may be outdated and it might also be difficult to discriminate against hospitals
performance.
This study was limited to coronary artery by-pass performance and geographically
confined to New York State. When analysis was done with global data the pattern was
obscured and became only apparent when the data was analyzed according to the hospital
quality categories. Consumers have difficulty in interpreting the data and physicians do not
use the information to refer patients. Consumer interest diminishes with time. Therefore,
the same results may illicit different reactions over time (Mehrotra, Bodenheimer, &
Dudley, 2003). On the other hand, too much information may cause confusion to the
patient and defeat the purpose that the information was intended for. The confusion the
information causes then serves to reduce options and choices that the information was
intended for (Gebele, Tscheulin, Lindenmeier, Drevs, and Seemann, 2014).
The concept of an organization existing in perpetuity while maximizing profits
(more than competitors) underpin the economic concept of competitive advantage.
Competitive advantage as defined by Michael Porter, flows from the value the firm creates
for its customers that is more than the cost to create that value. Competitive advantage is
acquired through location, which in turn is determined by the local environment and
interplay of factor conditions (Porter M. E., 1998). Additionally, how the firm makes use
of these external factors throughout its organization and coordination of its activities
contribute to the firm’s competitive advantage. Moreover, contrary to the external looking
approach, competitive advantage may also be accrued through maximizing the value chain
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and the configuration of various firm attributes or products (intangible inter-relationships
and culture and complementarity and bundling of services and products) to leverage on
each other (Porter M. E., 1985).
Hospitals compete on the basis of both price and non-price factors. Quality also
depends on market characteristics. In a competitive healthcare market, high risk patients
receive superior care to those in less competitive markets or to those at lower risk. In less
competitive markets, those at high risk receive inferior care whereas those at lower risk
receive the same care, albeit more costly, than those in competitive markets (Kessler &
Geppert, 2005). According to Michael Porter, competition is based on cost leadership,
product leadership (technical quality of services and product innovations) or customer
focus (Porter M. E., 1985). Customer focus includes customer segmentation (niche
market). Product leadership and Niche market are non-price based strategies for
competition. Porter has taken the view that it is not possible to compete on all fronts (cost
leadership, product leadership and customer focus) as the business models are contrary to
each other (Porter M. E., 1998).
The technical quality in healthcare is related to product leadership whereas customer
focus is related to functional quality. This would therefore imply that it would be difficult
to improve technical quality, increase customer satisfaction and or lower costs at the same
time. This view is supported by a large-scale study that showed that lowering costs of
hospital care as a result of competition did so at the expense of quality. Competition, on
the other hand, improved quality parameters where demand elasticity was high and
deteriorated parameters where demand elasticity was low. Focus on improvement was on
the easily measured parameters and the expense of the parameters that were not easily
measured (Propper, Burgess, & Gossage, 2008). Porter’s model envisaged a deliberate
focus on lowering product cost through efficiency of the production process and alignment
of the business model to achieve this. Market driven enforced lowering of prices may not
be related to efficiency or a change in the business model and therefore is inappropriate as
an evaluation of Porter’s model.
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Strategy development is a complex process that involves analysis of multitude of
factors (see Figure 1:1 below). These factors are not static. Strategy development has to
continuously evolve and adapt to the changing environment.

Source: (Swinehart, Zimmerer, & Oswald, 1995)
Figure 1:1 Multiplicity of interacting factors to consider when developing strategy

One of the first papers to look at the basis of competition of Health Maintenance
Organization (HMO) business showed that non-price basis of competition such as location
and technology is as important, even perhaps more important, than price as a basis of
competition (Young, Burgess Jr, & Valley, 2002). These scholars found that both price
and non-price attributes diminished in importance when there was increasing competition
among the HMOs themselves. The study could have been strengthened by factoring the
impact of influencing variables on the competition such as physicians and patients. The
study used market share as a measure of competition. However, not all hospitals compete
to increase market share especially those that have taken a customer focused (niche
market) approach.
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Balance of power between consumer and provider differs with different
organizations. The impact of consumers on quality performance may be limited so as not
to influence the provider to behave in particular manner especially in large hospitals with
monopoly or oligopoly environment (Mehrotra, Bodenheimer, & Dudley, 2003). Gaynor
and Town, (2012) in a much-quoted white paper, discussing the British market, argue that
if more price information is available to patients compared to information on quality, then
the basis of competition shifts to costs at the expenses of quality especially in markets with
unregulated prices. Whereas, if price is regulated then the basis of competition shifts away
from prices to that of quality. In this case, functional quality whose information is readily
available to the patients improves at the expense of technical quality whose information is
both not readily available and difficult to interpret for patients (Gaynor & Town, 2012).
Excess information to patients may have the opposite effect. Instead of empowering the
patient, excessive information or information that is similar, may cause confusion, affect
decision making and cause hasty decision making resulting in dissatisfaction (Gebele,
Tscheulin, Lindenmeier, Drevs, & Seemann, 2014). In an exploratory research, Davis,
Sevdalis, & Vincent, (2011) found that patients find it easier to ask general quality
questions that do not challenge doctors or nurses. However, when encouraged by the
doctor or nurse, they find it easier to ask these interactional questions of nurses. Even then,
patients tend to ask factual questions to doctors rather than nurses (Davis, Sevdalis, &
Vincent, 2011). Competition can have an ambiguous effect on quality. In one study in
Australia, one quality variable (readmission within 30 days) showed improvement but
another (mortality within 30 days of admission) showed deterioration. Even then, the
quality improvement seen in private hospitals was more modest compared to that in public
hospitals (Palangkaraya & Yong, 2012).
Hospitals in Kenya are organized into six levels – level one is the community
health center practicing predominantly primary healthcare, level two hospitals continue
with promotive and preventive healthcare but begin to undertake curative care of common
ailments, mainly on an outpatient basis. By level three, hospitals offer maternity and
nursing services. Level four hospitals are secondary care hospitals offering inpatient,
outpatient and theatre services. Level five hospitals are regional referral hospital. These
have at least 30 beds and have the ability to treat acute life-threatening illnesses as well as
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manage chronic illnesses. Level six are national referral hospitals. These have the ability to
treat complex illnesses (Muga, Kizito, Mbayah, & Gakuruh, 2015). All these hospitals
provide healthcare in Kenya through either the public or the private sector. The private
hospitals can be for-profit, not-for-profit and faith-based institutions. The Private Health
Sector in Kenya is one of the most developed in sub-Saharan Africa and it owns or
manages about two-thirds of health facilities in the country. The private health sector in
Kenya caters for all socio-economic groups. There is however no clear regulatory
framework for delivery of quality healthcare in the private sector. This function is
currently within the mandate of the central government. In order to fulfil this role, it is
important for the central government to understand the determinants of quality of
healthcare in the private health facilities from the patients’ point of view (Barnes, et al.,
2010).
A Kenyan study that looked at factors influencing provision of healthcare service
delivery in Kenya found that access (geographical and financial), staffing and hospital
leadership influenced patients’ perception of quality (Akacho, 2014). Using an
econometric model, another Kenyan study demonstrated that out of pocket expenditure
negatively influenced utilization of healthcare facilities. Medical insurance coverage
however appeared to mitigate this and has in turn influenced utilization of private
healthcare facilities. Many patients by-passed nearer facilities implying access is not just
about proximity but also about search for better quality (Kimani, Mugo, & Kioko, 2016).
These therefore highlight the importance of determining patients’ choice of healthcare
facilities.
SERVQUAL has been found reliable and valid in various industries. It has been
adapted and used in various cultures and languages (Rocha, Veiga, e Oliveira, Song, &
Ferreira, 2013). Some authors have argued that quality is conformance to specific
requirements. This therefore means that quality is achieved by meeting defined
specifications or standards. Cronin and Taylor (1992, 1994) very strongly argued against
the SERVQUAL approach asserting that it is conceptually flawed. Inasmuch as customer
satisfaction influences future consumer behavior, it is not quality. The Performance –
expectation gap (expectation disconfirmation) is more a measure of customer satisfaction
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but not quality. They asserted that quality should be measured as a performance rather than
an expectation disconfirmation (Cronin Jr & Taylor, 1994). In a large population, it is
possible to determine expected standard of service against which institutional service
performance can be measured in delivering patient satisfaction. This philosophy was used
to develop service performance scale (SERVPERF) to measure service performance
(Cronin & Taylor, 1992). In a dual qualitative and quantitative study comparing
SERVQUAL and SERVPERF tools for measuring service quality, there was a statistical
difference in the outcome measures. Whereas the rank order correlation is very high
between SERVQUAL and SERVPERF, there is significant difference in the outcome of
these two methods when used on the same data (Rodrigues, Barkur, Varambally, &
Motlagh, 2011). Even though the authors conclude that the two instruments should be used
together, there is no clear justification for such a conclusion. Indeed, SERVPERF has been
validated against SERVQUAL and then modified to shorten its length to make it more
usable (Fogarty, Catts, & Forlin, 2000).
As a tool for assessing quality, modified SERVQUAL has also been used in Kenya
in different industries. For example, modified SERVQUAL was used to measure the
quality of services and the overall visitor satisfaction with tourist product and services of a
national park (Akama & Kieti, 2003), customer satisfaction attributes with an airline
(Manani, Nyaoga, Bosire, Ombati, & Kongere, 2013) and to assess student satisfaction
with quality of university education (Owino, Kibera, Munyoki, & Wainaina, 2014).
1.2

Statement of the Problem

The choice a consumer of healthcare makes when selecting a healthcare service provider is
intricately interwoven with their (the consumer’s) perception of quality. Grönroos (1984),
postulates that healthcare quality is both technical and functional. Whereas technical
quality is fairly constant, functional quality varies from patient to patient. Functional
quality tends to be the determinant of patient satisfaction. There are multiple factors that
the patient considers when making a choice among hospitals. These include hospital
quality, advice and recommendation from doctors, direction from Medical Insurance
Providers, advice from relatives and friends and physical infrastructure including access to
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hospital. One expects that decision making is a rational process that involves sifting
through available information and using this information to make an informed decision.
Studies elucidating and determining parameters that patients use to make a choice of
hospital are numerous across the world. However, such studies are few in Kenya.
Studies focusing on patients’ perception of quality that were conducted in Kenya are
single institution or single locality studies and sometimes with non-probabilistic sampling
technique and therefore limited in their generalizability. Nyongesa, Onyango, and Kakai,
(2014) conducted a study to determine client satisfaction of healthcare services at
Pumwani maternity hospital in Nairobi, Kenya and Mahuro & Egondi, (2015) determined
strong links between customer satisfaction and service quality and thereafter to customer
loyalty. Both these are examples of single institution studies. Another study looking at
factors influencing provision of healthcare service delivery was undertaken in a single
district, in a single public institution in Kenya (Akacho, 2014). Whereas another study
evaluated the level of quality of health care accorded to patients in the Kiambu region of
Kenya (Nyongesa, Onyango, & Ombaka, 2013). This is an example of a single region
study. Other Kenyan studies used secondary data and applied econometric models to
assess demands for healthcare services (Wanyoike, 2016; Kimani, Mugo, & Kioko, 2016).
None of these studies have comprehensively looked at determinants of consumers’ choice
of healthcare providers in Kenya or if there were any regional differences of these
determinants. This study seeks to address this gap in knowledge.
There are constraints and regional contexts to patients’ decision-making, even
within the same country. In studies done in India, Ghosh, (2015) found that cleanliness and
reputation are not one of the factors influencing patients’ choice, whereas Narang, (2011)
found that the absence of doctors was mitigated by presence of para-medics. Whereas in
some studies patient education level is an important factor in choosing a hospital (Tateke,
Woldie, & Ololo, 2012) as well as an influencing variable (Berkowitz & Flexner, 1981)
other studies found education did not play any role (Lako & Dortant, 2014). There are also
variations within a single country. Different studies done in the same country are pointers
to this (Ghosh, 2015; Narang, 2011). Most of the studies done to look at regional variation
are from the United States of America and even then these are outdated (Blumberg, 1982;
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Knickman & Foltz, 1984; Lagoe, 1986; Anderson & Pulcins, 1992; Manheim, Feinglass,
Shortell, & Hughes, 1992; Farsi, 2004). All these studies looked at technical variations. As
far as the author is aware, the studies in Kenya have not explicitly compared how patients
choose hospitals in more than one region.
Clinical quality means different things to different people. One of Kenya’s national
accreditation services for healthcare providers is the National Hospital Insurance Fund
(NHIF). The detailed manual, covering all aspects of medical care, does not incorporate
elements of patient feedback or patients’ participation in their own care. It however, does
mention patients’ confidentiality and rights in the introductory section (National Health
Insurance Fund, 2005). Patients have to process various pieces of information in order to
make a choice of which hospital to visit. Determinants of quality from the patients’ point
of view is an important opportunity for intervention to drive competition towards quality.
The drivers of the other dimensions that determine patients’ choice are equally important.
Therefore, in spite of various sources of information, patients’ choice may not appear
rational. Patients’ choice is constrained by procedural limitations or by substantive issues.
This is the basis of the theory of bounded rationality as expounded by (Jones, 1999). The
micro-economic theory of production is about supply and demand. This theory includes
the interplay of pricing on supply and demand. Whichever hospital that supplies quality
service to meet the demand can charge a premium price for it.
On the other hand, the hospitals that are not able to meet this demand will not be
commercially viable in the long run. Thus, in order for such hospitals to survive, they
would have to shift to superior clinical quality. In due course, if all hospitals shift to
superior quality, then superior quality becomes a commodity and prices fall. Thus, by
ensuring patients choice of quality as the trigger, then quality nationally improves while
costs will eventually come down (Richardson, 2001). The beginning of this cycle is
understanding how patients choose hospitals, thus provide an entry point to influence
patients’ choice of hospital towards making the decision based on quality. My study has
elucidated the determinants of patients’ choice of hospitals in the private sector.
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Some have argued that since what is visible to patients is non-technical quality,
market forces make hospitals compete on the basis of functional quality. This should not
be at the expense of technical quality (Gowrisankaran & Town, 2003). The foregoing
discussion presupposes that healthcare providers compete on the basis of quality. The unit
of effecting healthcare is the hospital. The primary consumer of healthcare is the patient. If
patients choose hospitals on the basis of quality, then market based forces dictate that
competition should drive quality. If hospitals compete on the basis of clinical quality then
this would drive national clinical quality upwards (Romano & Mutter, 2004).
Governments can then rely on increasing competition as a strategy to reduce costs and
increase quality nationwide. The success of this strategy relies on the consumers’ ability
and willingness to switch healthcare providers (Varkevisser, van der Geest, & Schut,
2010). This implies that the basis of competition will be quality. Quality thus leads to
increased patient choice. It is difficult to exclude learned behavior (experience) as a cause
of the improvement in technical quality. However, almost identical results were
demonstrated in a more recent study (Cooper, Gibbons, Jones, & McGuire, 2011). Ideally
businesses compete to meet and exceed customer expectations. The bases on which
hospitals compete in Kenya has not been studied. The hospital leadership have to make a
conscious choice on where to strategically position the hospital. The decision has to be
made on whether to predominantly focus on technical product quality or functional
quality. This study has elucidated the basis of hospital competition in the private sector in
Kenya and has further proposed the optimal basis of competition thus likely to influence
practice.
In conclusion, my study has empirically explored the determinants of patients’
choice in healthcare provider in the private sector in Kenya and in doing so, the attributes
of quality of healthcare services from the perspective of the patient in a private hospital in
Kenya. The study has also looked at how private hospitals compete from the perspective of
senior hospital leadership. This information would be useful for managers and
professionals who would like to improve the performance of healthcare services. This
information will also be important to consumers demanding high quality healthcare
services. Further, the quality dimensions were analyzed against the intention to revisit or to
refer others to a specific institution. The difference between how patients choose hospitals
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and how hospitals compete will inform market opportunities for the hospitals. In doing so,
determine the basis in which a country can stimulate choice for patients and drive national
quality upwards. Studies done in Kenya are single institution studies (Nyongesa, Onyango,
& Kakai, 2014; Mahuro & Egondi, 2015; Akacho, 2014) or are confined to a specific
region (Odiwuor & Macharia , 2014) or involved use of secondary data (Wanyoike, 2016;
Kimani, Mugo, & Kioko, 2016).
This study shall therefore contribute significantly as knowledge repository;
reference point in developing national policy and in healthcare practice in general.
1.3

General Objectives

The general objective of this study was to determine the quality dimensions that inform
patients’ choice of a healthcare provider in the private sector and in doing so, determine
the optimal strategic positioning of the private hospitals in Kenya.
1.4
1.4.1

Specific Objectives
To define the factors that influence patients’ perception of quality and their

hierarchy of importance and how they affect patients’ choice of hospital.
1.4.2

To determine the influence that doctors and Medical Insurance Providers have on

patients’ perception of quality.
1.4.3

To delineate Doctors’ and Medical Insurance Providers’ understanding of patients’

perception of quality.
1.4.4

To describe the regional variation of in-patients’ perception of quality.

1.4.5

To determine the alignment of the hospital leadership to the patients’ perceptions

of quality.
1.4.6

To outline the optimal strategic positioning of the hospital in response to patients’

perception of quality
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1.5

Hypotheses

The following hypotheses were tested in this study:
1.5.1

Factors that influence patients’ perception of quality have no impact on patients’

future behavioral intentions.
1.5.2

Doctors and Medical Insurance Providers do not have significant influence on

patients’ perception of quality.
1.5.3

Doctors and Medical Insurance Providers have no understanding of patients’

perception of quality.
1.5.4

There is no regional variation of patients’ perception of quality.

1.5.5

The hospital leadership has no understanding of patients’ perception of quality.

1.5.6

There is no optimal strategic positioning of the hospital in response to patients’

perception of quality.
1.6

Justification of the study

Broadly, there are five perspectives on the quality of healthcare – first, the patients;
second, the professionals; third, third party payers such as insurers and other corporate
entities; fourth, healthcare institutions; and fifth, governments. All these constitute
stakeholders on quality of healthcare provided in a given jurisdiction. In addition,
academic institutions that deal with healthcare related matters through scholarly work and
teaching as well as non-governmental organization in this field are also considered
stakeholders. The study is therefore, of interest to all these stakeholders and will help in
coming up with appropriate policies both at institutional or government levels.
1.6.1

For the Academician.

This study has contributed to closing the knowledge gap on how patients choose various
hospitals in Kenya, including regional variations of these determinants. Additionally, the
study has provided a framework for healthcare service quality from the patients’
perspective.
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1.6.2

For the Practitioners.

The study has provided a critical insight into implementation of strategy through
impacting on end-users, in this case the patients, and the drivers of these influences and
aligning hospitals’ strategy to determinants of patients’ choice of hospitals. Currently, the
Health Quality Improvement initiatives in Kenya are not founded on empirical data. The
study has contributed to evidence for quality initiatives.
The study has provided a basis for Medical Insurance Providers to design medical
insurance products that are responsive to patients’ needs and a basis for monitoring
hospitals performance.
1.6.3

For the policy makers.

The main policy maker in a given jurisdiction such as Kenya is the government. As noted
earlier, the government is concerned about healthcare at a more global perspective and
usually not directly at an individual patient level or even at institutional level except in
regulation and in public health matters. What governments report as measure of quality is
usually clinically (technical) quality (World Health Organization, 2015). The information
from this study will be useful in designing key policies on information disclosure and
development of Key Performance Indicators (KPIs) for healthcare providers.
Governments can then rely on increasing competition as a strategy to reduce costs
and increase quality nationwide (Varkevisser, van der Geest, & Schut, 2010). This study
may influence policy on health education of the citizenry so as to shift the basis of
competition to that of quality. This study shall therefore influence policy on information
that the hospitals must avail to patients in order to drive national quality.
1.7

Scope of the study

The study was conducted from January 2016 to December 2016. The geographic scope
was the entire country, Kenya. The study was limited to only level five and level six
private hospitals (as defined by the registering authority - The Medical Practitioners and
Dentists Board) in Kenya at the beginning of the study duration. The scope of the study
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was only inpatients and did not include outpatients. Even then, the inpatients eligible for
the study were those that had already gone through the discharge process and were waiting
to leave the hospital. Therefore, the study did not look at intra- or inter-hospital transfers.
The study was limited to only the doctors that had admitted the patients recruited
into the study. The study did not include doctors who did not have admitting privileges in
the selected hospitals or those with admitting privileges but did not admit patients during
the study period or those who admitted patients who were not recruited in to the study.
Many institutions have a mixed doctor population, those employed and those with visiting
privileges. Doctors who are visiting usually have privileges in multiple hospital and make
a conscious choice of where to admit patients. Those employed can only admit patients in
the institution that employs them. This study excluded employee doctors who only work in
a single institution and do not make a choice of hospital to which a patient is admitted.
The study was limited to only the Medical Insurance Providers whose patients
were recruited in to the study. The study was limited to a single, senior-most
administrative head as the hospital leader. The data used in the study for analysis was
limited to that collected through the questionnaires. No secondary data was used.
This was a perception study of various stakeholders. It did not include any attempt
at determining the veracity of the information given. In the same light, the study did not
look at determining technical quality or determining which hospital had better clinical
indicators or clinical outcomes (ranking of hospitals). Even though the study asked
specific questions that may infer internal processes of the hospitals, the study did not
directly assess hospital processes.
1.8

Definition of Terms

This section describes commonly used terms in context to this study. Where appropriate
the terms have been referenced
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1.8.1

Private Healthcare Sector

In the context of this study, private healthcare sector is defined as commercial health
sector and excludes public, faith-based, Non-Governmental Organizations and informal
health sector (Barnes, et al., 2010). Likewise, in this context, hospitals in the private sector
excludes private doctors’ clinics or facilities with only outpatient facilities.
1.8.2

Healthcare Quality

Quality in the context that is used here is from the demand side as defined by Grönroos,
(1984) to include technical, functional and amenities. Since it is from demand side, quality
is taken from the patients’ perspective and is considered as the gap between expected and
experienced – the experience disconfirmation gap. This incorporates “Right Care in the
Right Way for the Right Individual in the Right Place at the Right Time by the Right
Person and for the Right Price to achieve the Right Results” (Mosadeghrad, 2013). All
these eight “Rights” have been incorporated in some way in the study questionnaire.
1.8.3

Healthcare Leader

This is the single, senior-most administrative head of the hospital. Irrespective of the name
used, this is the person at the apex of the internal administrative structure of the health
facility. He or she has multiple hospital leaders that report to him or her, but the person
reports to the board of directors or equivalent entity. This person is responsible for steering
the direction the institution takes as part of strategy implementation.
1.8.4

Strategic Positioning

Strategic positioning is about how a company will create value different from competition.
Therefore, strategic positioning is defined as a firm’s relative position in the industry. It
must lead to one of two outcomes – lower costs or higher premium. Higher premium can
be charged when there is unique focus on either a product or service or the unique needs of
a few exclusive customers (niche market). Thus, strategic positioning is defined as cost
leadership, product differentiation and market focus (Porter M. E., 1985; 1996 and 1998).
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1.8.5

Healthcare Customer

Healthcare customers are defined to include patients, doctors and Medical Insurance
Providers (Padma, Rajendran, & Lokachari, 2009)
1.8.6

SERVQUAL

SERVQUAL is a service quality tool as originally developed by Parasurama, Zeithaml,
and Berry (1985). In the context of this study, only the philosophy of the original tool is
applied where for every question, the respondent answers based on their expectations and
their actual experience. The actual questions used are modified and adapted from various
questionnaires that have used and modified this tool (Brahmbhatt, Baser, & Joshi, 2011;
Naik, Anand, & Bashir, 2015).
1.8.7

SERVPERF

SERVPERF is a service performance measurement tool as developed by Cronin and
Taylor (1992) and used in other studies either in this original format or in the modified
format (Le & Fitzgerald, 2014).
1.9

Chapter Summary

This chapter has set the background of the study. The study is about understanding quality
of health care from the point of view of the patient. If the patient chooses a hospital on the
basis of quality then the hospital will compete on this basis. If all hospitals compete on the
basis of quality, then national quality will improve. The chapter defined how healthcare
quality is measured and how hospitals compete. Further, the study defined quality as being
technical and functional.
The chapter then defines the objectives of this study which was to understand the
basis on which patients choose hospitals and then determine, if there was regional
variation on how patients choose hospitals, if there was alignment to the basis of which
senior leadership of the hospitals steer their institutions and lastly if there was an optimal
strategic position. The chapter then generates one hypothesis for each of the six study
objectives to test this conundrum.
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The next chapter focuses on the underpinning theory and the conceptual framework
that informed this study. It also critically delves into the empirical literature related to the
subject matter. Chapter three on the other hand deals with the methodology of the study.
This includes the processes involved in data collection and the pilot study. It also focuses
on the statistical analysis including hypotheses testing that was used in the study. Chapter
four then narrows down to the results of the study by each objective. Chapter five
discusses the meaning and implications of the results. It makes conclusion on the whole
study in general, presents limitations and future areas for potential research.
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CHAPTER TWO
2.0 LITERATURE REVIEW
2.1 Introduction
This chapter begins by outlining the underpinning theories of this study. The principle
theories that inform this study are the expectancy-disconfirmation theory and the strategic
positioning theory. The study is also influenced by a third peripheral theory – the decisionmaking theory. These theories are followed up with the conceptual framework that
identifies the independent, dependent, controlling, moderating and intervening variables.
The conceptual framework details, and shows graphically, how these variables relate to
each other. The chapter further delves to critically discuss these relationships in the
existing empirical literature.
2.2 Theoretical Review
In this section, the theoretical propositions as they relate to this research and a review of
key theories that formed the foundation of this study are explained.
2.2.1

Expectancy – Disconfirmation theory

The concept of “perceived quality” being a gap between customer expectation and
experience was well articulated in a seminal paper by Grönroos (1984). This in turn is
grounded in the Expectancy – Disconfirmation theory. Perception of quality and
satisfaction is an outcome of an initial standard and some perceived discrepancy from that
reference point. This process may occur deliberately or implicitly. For the purchase of
goods, this occurs post-purchase. For the service industry, this comparative process occurs
simultaneously with the consumption of the service. However, the process may be
cognitive and involving pre-purchase research that then informs the expectation. The
expectations then form the reference point around which one makes a comparative
judgment implying that performance below the reference point is negative disconfirmation
and that above the reference point is positive disconfirmation (See Figure 2:1). The
expectations may also be created and influenced by prior experience, the brand
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connotation, symbolic and social implications, prior communication from others including
previous customers, intention and attitude of consumers, pursue-ability and perception
distortion-ability of the consuming individual. The disconfirmation gap is related to the
post-purchase complaint or re-patronizing the service. This post-purchase attitude then
contributes to a new reference point thus a new expectation (Oliver, 1977, 1980). (Oliver,
1980).

Source: Oliver (2015).
Figure 2:1 Expected-Disconfirmation with performance model
The origins of expectancy-disconfirmation theory can be traced to the CognitiveDissonance Theory (Festinger, 1957). There is usually consistency between what a person
knows or believes in and what a person does. Whenever there is an inconsistency, there is
pressure to reduce or eliminate the inconsistency. This may be by changing what the
person knows or believes, changing the actions or rationalizing the inconsistency. The
opinion, knowledge or belief about one’s environment is known as cognition. The
inconsistency is known as dissonance. Conformity or alignment is known as consonance.
Therefore, cognitive dissonance is a prerequisite to activity to reduce dissonance or
achieve consonance.
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In utilizing these theories, Grönroos (1984) elaborated on the concept of perceived
quality as the gap between expected and perceived service (Grönroos, 1984). This is the
expectation – disconfirmation gap. Expectations are influenced by marketing activity and
brand value, culture and tradition, ideology and by prior performance. Performance has
two components – Instrumental performance and Expressive performance. Instrumental
performance, from a product perspective, is the direct effect or attribute of that product –
this is the technical performance of the product. Hence, from a service perspective,
technical quality is that quality attributed to the core purpose of the service. In hospitals, it
is healthcare. How the technical quality is delivered, is known as expressive quality. For a
product, this is usually the aesthetic output of the technical quality. In the service industry,
how the service is delivered and where it is delivered constitute the functional quality.
Whereas technical quality tends to be objective, functional quality is subjective. Grönroos,
(1984) thus elaborated that perceived service quality – usually functional quality – is the
gap between expected and perceived service (Figure 2:2).

Source: Grönroos, (1984)
Figure 2:2 Service Quality Model
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Donabedian (1988), defined healthcare quality starting from the physician. He
recognized that physician applies his training and knowledge to diagnose and solve
clinical problems. This he called technical quality. Further, he affirmed that in doing so,
the physician has to interact with the patient. This interaction with the patient works either
to augment or to hinder the technical quality. He called this interaction the functional
quality.
Technical quality is adjudged against best practice or existing knowledge of the day.
It tends to be determined by the condition more than by the person (patient). Technical
quality at its best, will bring out the best possible outcome. It focuses on the outcome and
is thus a future-oriented result of a current action. Even though it is future-focused, it is not
always about the desired outcome but about the best outcome. The best possible outcome
may be an adverse outcome but quality is deemed to have been achieved if the best of
knowledge, technics and technology was applied. For example, a patient may be deemed
to have had the best technical quality even if the patient died if the patient was treated at
the highest level that current knowledge and practice permits.
The second component of quality is governed by multiple bi-directional
interpersonal relationships. The patient conveys information to the doctor. The doctor
interacts with the patients to discern the nature of the problem and offer possible solutions.
The doctor has to communicate the process and the possible solutions to the patient. The
patient asks questions for clarity. The doctor answers and reassures the patient.
Compliance and conformity is dependent on these interactions and interactions at every
point of contact the patient has with a hospital staff member. This functional quality is
what is perceived by the patient in order to achieve the technical quality which is the
primary reason for the healthcare.
The delivery of the technical and functional quality is also influenced positively or
negatively by the physical facility and ambience of the environment. Further, once a
patient is given alternatives to a care process, other factors come in to play. The most
important of these is cost. This introduces the concept of value and best value for money.
Whereas the physician tends towards maximizing the care, payers tend to focus on value.
Payers could be patients or third-party payers (Chahal & Kumari, 2012).
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Donabedian (1988) then summarized these into “Structure” which denotes the
settings in which the service takes place and includes resources (money, manpower,
material and machinery), “Process” which denotes the process of seeking and delivering
care (both technical and functional) and “Outcome” which denotes the measure of the care
delivered including health status for technical outcome and patient satisfaction for
functional outcome.
Technical quality is not always in the purview of the patient. Many times, patients’
future behavioral intention of whether to visit the hospital again or refer others is
determined by the functional quality. Thus, cognitive dissonance of functional quality
because of expected – disconfirmation gap informs an individual’s future behavioral
intention to recommend to others or for repeat visits.
This theory underpins the entire study. The definition of quality in this study was
derived from this theory in that quality is defined to include technical, functional and
amenities. Since it is from demand side, quality is taken from the patients’ perspective and
is considered as the gap between expected and experienced – the experience
disconfirmation gap. The data collection instrument (questionnaire) was designed along
this theory to capture both the expectation as well as the experience of each study
participant. The expectation-experience gap was used in most of the analysis of this study.
2.2.2

Michael Porter’s Theory of Strategic Positioning

Strategic positioning is about how a company will create value different from competition.
Therefore, strategic positioning is defined as a firm’s relative position in that industry. It
must lead to one of two outcomes – lower costs or higher premium. Higher premium can
be charged when there is unique focus on either a product or service or the unique needs of
a few exclusive customers (niche market). Thus, Michael Porter defined strategic
positioning as cost leadership, product differentiation or customer focus. Cost leadership
implies a focus on efficiency, leveraging on economies of scale and scope to keep
production and operating costs down. The benefits are then passed on to the consumer
implying that this strategy is associated with low margins and high volume (mass market).
Product focus (also known as product differentiation) implies development of top of the
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range and unique product with all the “bells and whistles” while market differentiation or
segmentation implies identifying a small defined niche market and focusing in meeting
customers’ needs (customer focus).
Choosing one strategic position over another requires trade-offs. This is because
each strategic position requires different and sometimes contradicting structures,
processes, competencies and resources. Both product leadership and market differentiation
aims for low volume and high margins. Cost leadership requires an investment in market
development and distribution channels. Product focus requires investment in research and
development, whereas niche market focus requires investment in market research and
product customization. Further, the different positions convey different images and
reputation. Mixing the positions could send a confusing message to the market (Porter M.
E., 1985; 1996; 1998).
In the hospital set-up, the hospital leadership may steer the institution in investing in
the latest equipment and technologies thus aim at attracting doctors who in turn bring in
patients. This would-be product focus. Alternatively, a hospital could focus on a specific
population by age such as pediatrics or geriatrics; by gender such as women and maternity;
or by disease type such as cardiology, neurosciences, orthopedics and so forth. This would
be customer segmentation. An institution could also focus on a specific socio-economic
group as an alternative customer focus strategy. Lastly the hospital could be a general
hospital that treats most common conditions and covering a wide population base. This
would be mass market and the positioning would be that of cost leadership.
Michael Porter’s theory assumes a deliberate and well-thought-out strategy
conceptualization, formulation and implementation process. However, others have
contended that in increasing competitive environment, one tends to adapt more to the
environment than a deliberate planning and execution process hence the concept of
emergent strategy. In such circumstances, Michael Porter’s theory may not work.
However, between these two polar ends of strategy development process – deliberate and
emergent – is a spectrum of strategies that has a mixture of both qualities. This brings in
the concept between stated or intended and realized strategies, where realized strategies
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tend to be modifications of stated strategies adjusted to the changing environment
(Mintzberg & Waters, 1985).

Source: Mintzberg & Waters, (1985)
Figure 2:3 Combining the concept of Intended, Deliberate, emergent and realized strategy

Whichever hospital that supplies quality service to meet the demand can charge a
premium price for it. On the other hand, the hospitals that are not able to meet this demand
will not be commercially viable in due course. Thus, in order for these hospitals to survive,
they would have to shift to superior clinical quality. In due course, if all hospitals shift to
superior quality, then superior quality becomes a commodity and prices fall. Thus, by
ensuring patients demand quality as the trigger, then quality improves nationally while
costs will eventually come down (Richardson, 2001). The beginning of this cycle is
understanding how patients choose hospitals, thus provide an entry point to influence
patients’ choice of hospital towards making the patients decide based on quality.
This theory played a key role in this study. This study linked the perceived strategic
position to customer perception of quality and patients’ future behavioral intention. In
doing this, it determined the maximum output in terms of future behavioral intention and
the strategy. This study also determined the current realized and future intended strategic
position (from the hospital leadership perspective) with maximum behavioral intention
outcome to determine the best current and future strategy and thus the optimal strategy.
Further, the study also looked at intended strategic position (from the hospital leadership)
and realized strategic position as perceived by the patient.
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2.2.3

Decision Making Theory

The decision-making theory is founded on determining how people make decisions. In its
initial stages the decision-making theory assumes that the person making the decision has
complete information on all options available and the outcome of a particular decision is
known, and that the decision maker is sensitive to these options and lastly, that the
decision maker makes the decision rationally. Rationality implies that the decision maker
is able to rank or order priorities in a way to maximize benefit and or reduce risk or
disadvantage. Many variants, derivatives and related theories in decision-making rotate to
different degrees on these assumptions. These include utility maximization theory, risk
avoidance theory, game theory and consumer demand theory. Relatively more modern
theories introduced the concept of indifference as an option (Ward, 1954). The
indifference function was revolutionary in the advancement of the decision-making theory.
One expects that decision-making is a rational process that involves sifting through
available information and using this information to make an informed decision. Decision
theory is associated with goal directed behavior in the presence of options. A normative
decision theory is a theory about how decisions should be made, and a descriptive theory
is a theory about how decisions are actually made. Normative decision theory includes the
pre-requisite of rationale decision-making. It involves decision making in the presence of
uncertainty and incomplete information as well as issues about how an individual can
coordinate his or her decisions over time and of how several individuals can coordinate
their decisions in social decision procedures (Hansson, 1994).
Decision-making is a balance between desirability and feasibility. Whereas
desirability is culturally influenced, feasibility and capacity is knowledge influenced.
Many decisions are made in the presence of incomplete information. Thus, contextual and
individual variations are important considerations in decision making. Culture as well
plays an important modifying role in decision making (Oliveira, 2007).
Decision theory is associated with goal-directed behavior in the presence of options.
A normative decision theory is a theory about how decisions should be made, and a
descriptive theory is a theory about how decisions are actually made. Normative decision
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theory includes the pre-requisite of rationale decision-making. It involves decision making
in the presence of uncertainty and incomplete information as well as issues about how an
individual can coordinate his or her decisions over time and of how several individuals can
coordinate their decisions in social decision procedures (Hansson, 1994). Decisions one
makes are determined by the external environment and the incentives therefrom as well as
by the internal constituent that allows us to deviate from the external incentives. The
external influencers are either procedural or substantive. Human beings may make rational
decisions based on the evidence presented. These actions are predictable. Rationale
decision are made to maximize net benefit (maximize benefits discounted for costs) or
minimize loss. However, cognitive function may override rational behavior and deviate
from expected decision.
This bounded rationality theory affirms that this may be due to asymmetry of
information, inability of long term planning and or multiple goal-oriented behavior. In
turn, asymmetry of information is due to the individual not having access to full
information, inadequate capacity to process all the information available, simple and
sequential processing of information where complex and simultaneous processing of
multiple sources of information are required thus “satisficing rather than optimizing for
solutions, trade off of criticality and utility of information, inability to process technical
information, focus on short-term benefit in a long outcome processes, decay and
diminishing of effectiveness and impact of prior related experience, lack of self-control
and consequences of deviating from optimal decision, lack of continuing decision
adjustment in light of new incoming information, identifying emotionally with a process
(rather than cognitively) and applying the process to multiple problems for resolution even
in the presence and knowledge of a better process with better outcomes and inability to
consider all possible outcomes (and then selecting the best). Human behavior is thus not
infinitely rational. The environment is complex and the human being is not always able to
interpret the complexity of the environment (Jones, 1999).
Application of decision theory was very relevant in this study as it identified the
pre-requisite and the process of how patients chose hospitals. A patient has many options
when it comes to choosing a hospital. Application of this theory is that the patient’s choice
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is rationale. Rationality in the context of the decision theory is that the patient has options,
has full information, sensitive to the information and has a preference between the options.
It also implies that the patient will make a decision towards benefit or away from harm. In
this case the patient will make decision towards what gives him or her maximum
satisfaction as the benefit. This thus introduces the concept of maximizing expected utility
benefits. This maximizing expected utility is the link with the microeconomic theory.
When decisions are made within restrictions of procedure or substance, then these
decisions are made within bounded rationality. Patients’ choice of hospital may be limited
by the corporate third-party payer (such as Medical Insurance Provider) in both procedure
and substance. In this way, patient’s choice is limited by factors external to the patient.
The patient’s choice is also limited by the doctor or even by the circumstances within the
hospital. Whereas the patient may have infinite options, he or she may choose not to
exercise some options such as future decision to visit a hospital because of his or her
current or previous experience in the hospital.
Internal limitations are those that are internal to the patients. This mainly contributes
to the confounding variables. This is seen in the difference in decision-making between the
genders, age groups, level of education or socio-economic status.
This study was about decision-making. It looked at how patients, doctors, Medical
Insurance Providers and Hospital Leadership make decision on choosing a hospital in the
future and propensity to refer other to the hospital. This study discerned which information
was more pertinent to which group of people. The study then looked at the influence of
doctors and Medical Insurance Providers on patients’ decision-making process of choosing
a hospital or referring others. The study also looked at how some confounding variables
such as age, sex and geographical region affected choice of hospital.
2.3

Conceptual framework

This section is about the coming together of the various variables (dependent, independent,
moderating, intervening and controlling) and their inter-relationships. This section first
demonstrates the relationship of the variables in a diagrammatic form, then proceeds to
show how the dimensions were incorporated followed by a list of how the dimensions are
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operationalized (see Figure 2:4, Figure 2:5 and Table 2:1) and thereafter a detailed
narrative of the construct of each variable.
Thus, for the current study, the scale items and the six dimensions associated with
them are extracted and adapted after reviewing and affinity grouping of multiple studies
(Parasuraman, Zeithaml, and Berry, 1985, 1994; Babakus and Mangold, 1992; Cronin Jr
and Taylor, 1994; Fogarty, Catts, and Forlin, 2000; Gill and White, 2009; Brahmbhatt,
Baser, and Joshi, 2011; Chahal and Kumari, 2012; Kazemi, Ehsani, Abdi, and Bighami,
2013; Ghosh, 2015; Naik, Anand, and Bashir, 2015; Legido-Quigley et al (2008);
Andaleeb, 1998; Alhassan, et al., 2015; Chahal and Kumari, 2012; Tokunaga and
Imanaka, 2002; González, et al., 2005). See page 225, Appendix A - Quality dimensions
from various studies that were used in the development of dimensions for this study and
page 227, Appendix B - Quality variables from various studies that were used to
operationalize the dimensions.
MODERATING VARIABLES
Doctors’ Perception of
Quality
Medical Insurance Providers’
Perception of Quality
H3

CONTROLLING
VARIABLES
Patient factors

H2
INDEPENDENT VARIABLES
Patients’ Perception of
Quality

H1 and H4 (Regional variation)

H5
Hospital Leadership’
Perception of Quality

DEPENDENT
VARIABLES
Intention to
• Revisit
• Refer

INTERVENING
VARIABLE
Hospital Strategic
Positioning

H6

Source: Author, 2016
Figure 2:4 Graphic representation of the conceptual framework showing the testing points of
the various hypotheses (H1 to H6).
Note: Large green arrow is the main relationship and the smaller blue arrows depict other
relationships between the variables that are subject of this study.
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MODERATING VARIABLES

Doctors’ Perception of Quality





Interpersonal
Environment of care
Administrative processes
Access

Medical Insurance Providers’
Perception of Quality





Interpersonal
Environment of care
Administrative processes
Access

CONTROLLING VARIABLES

Patient factors

INDEPENDENT VARIABLES









Age
Gender
Geographical regions
Previous hospitalization
Mode of payment
Length of stay
Referral source

Patients’
intention to
revisit or to
refer others
favorably

Patients’ Perception of Quality
1.
2.
3.
4.

Interpersonal
Environment of care
Administrative processes
Access

INTERVENING VARIABLE

Hospital Leadership’ Perception of
Quality





DEPENDENT
VARIABLES

Hospital Strategic Positioning

Product Leadership

Customer intimacy

Cost/Price Leadership

Interpersonal
Environment of care
Administrative processes
Access

Source: Author, 2016
Figure 2:5 Conceptual Framework incorporating the quality dimensions
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Table 2:1 Operationalization of Key Variables
Key variables
Interpersonal

Environment of care and Hospitality
services

Administrative processes
Access
Clinical outcome
Strategic positioning

Future Behavioral Intention

Indicator
1 – Doctors listens to patient
2 – Doctors are courteous
3 – Doctors spend enough time with patient
4 – Nurses are courteous
5 – Nurses are efficient
6 – Clinical staff are professional
8 – Food and Catering
9 – Staff smartly dressed
10 – Privacy
11 – Linen is clean and adequate
12 – Washrooms are clean and functioning
13 – Physical facility
14 – Quiet and pleasant
15 – Room temperature
16 – Room cleanliness
17 – Parking
18 – Security
20 – Admission process
21 – Billing process
22 – Discharge process
24 – Physically easily accessible
25 – Signage within and around the hospital
26 – Affordability
28 – Clinical outcome is as acceptable
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– Customer intimacy - Focus on and
meet or exceed needs of patients both
clinical and non-clinical
– Product – Focus to deliver the most
accurate and modern care by
acquisition of the latest machines and
most qualified personnel
– Price leadership- focus on lowering
the cost of care through high level of
operational efficiency and transfer the
cost benefit to patient in terms of
pricing
34 – Intention to refer family and friends
35 – First choice for readmission

Number – indicates the question number as it appears in the questionnaire
Source: Author, 2016
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2.3.1

Dependent Variable (future behavioral intention)

The dependent variable in this study refers to future behavioral intention of the patient.
Patients who attain high quality service and therefore are highly satisfied will become
motivated to re-visit the institution and even if they do not have the opportunity to do so,
they will at least inform others favorably about their experience and recommend the
institution (Oliver, 2010). This results in increased customers – both returning as well as
new customers. The satisfaction or dissatisfaction is a mandatory consequence of
consumption of the service by the customer. Therefore, from the patient perspective,
satisfaction is the ultimate outcome.
The decision theory is associated with goal directed behavior in the presence of
options (Hansson, 1994). One assumption therefore is that perceived high quality leads to
high satisfaction level and the other is that in the presence of options, patients vote with
their feet. The role of hospital leadership at its core is to maximize the number of patients
who visit and re-visit the hospital or refer others. This re-stated, is that the primary role of
the hospital leadership is to increase customer satisfaction and in turn this means that the
role of leadership is about improving perceived quality from the customers’ viewpoint.
Satisfaction therefore implies consumption related pleasure derived as a fulfillment
of the customer. Fulfillment implies the meeting or exceeding a set standard. The standard
could be that set about by a promise or a reference that created an expectation or as a result
of previous experience (Oliver, 2010). The promise might be as a result of service level
agreements, marketing and advertising activities. The reference could be related to word of
mouth from previous customers or from the index customer following a previous
experience. Therefore, in this case, satisfaction takes a position of disconfirmation of
expectation. If the expectation is exceeded, then the disconfirmation is positive and if not,
it is then either neutral or negative. This implies that the outcome is either satisfaction,
indifference or dissatisfaction.
Satisfaction as discussed so far is the net of the customer’s experience. This implies
that satisfaction can be broken down to its constituents as process and outcome related.
Included in the outcome-related concept is a complex construct of satisfaction levels. The
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process related component has been termed functional or expressive quality whereas the
outcome based component has been called technical or instrumental quality (Grönroos,
1984). This assertion links satisfaction to be equivalent to perceived quality. Lim and
Tang, (2000) affirmed that functional quality is significantly more important than technical
quality to the patient. Others have tried to improve this by incorporating some aspects of
technical quality in the analysis (Badri, Attia, & Ustadi, 2009).
This is because, as stated earlier, satisfaction is the sum total of both the functional
and the technical aspects of quality. The counter argument has been that it is not just
functional quality but the technical quality as well that has to be from the perspective of
the customer when looking at individual customer satisfaction. Thus, even though
technical quality measurement may be objective, whether it results in satisfaction or not is
dependent on the customers’ view point. This is similar to some aspects of functional
quality such as waiting time which can be objectively measured, but whether this is a
source of satisfaction is dependent on the perception of the consumer.
Various authors have recognized that perception is influenced by availability of
information and ability to process it. This in turn is influenced by socialization and cultural
context, age, socio-economic status, gender, marital status, ideological influences, among
other factors. Furthermore, as stated earlier, one of the assumptions is that in the presence
of options, patients vote with their feet. This also recognizes the role of the market
environment in providing options. This is especially pertinent in the context of the current
study because of the uneven distribution of the institutions where there is an aggregation in
some localities leading to fierce competition and a near monopoly in others. Satisfaction
can also be from a single experience or from an accumulation of experiences directly or
vicariously through others.
This construct therefore recognizes that quality perception is at both the cognitive
and emotive level. At the cognitive level, patients evaluate their experience objectively
against a set of preformed expectations and logically conclude their level of satisfaction.
At the emotive level, quality is subjective. The cognitive aspect is easily measured.
However, since satisfaction is the perception of quality, even where it can be measured, it
is important to get the direct interpretation from the consumer. The hospital leadership
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does this through building the institutional brand. The key is to associate the brand with
desired patient outcomes.
The researcher has operationalized future behavioral intention as the intention to revisit (should this be necessary in the future) and intention to refer family and friends to the
institution. Clinical quality is multidimensional depending on the point of view of key
players. These include the hospital itself, patients, doctors and corporates. Quality in its
totality (clinical and non-clinical) is not the only determinant of patient satisfaction; it is
only one of the many determinants of patients’ choice of a hospital. Other determinants of
patients’ choice include reputation of the hospital, referral from relatives and friends,
access, ambience among many other factors.
Quality influences patients’ future behavioral intention to refer others or repatronize the institution should the need to do so arise (Choi, Cho, Lee, Lee, & Kim,
2004). How a patient makes the decision to patronize a hospital and recommend others to
do the same has to address all these multiple dimensions. It is only after identifying all
these dimensions that one can then influence the future behavioral intentions of the
patients.
2.3.2

Effect of Interpersonal Dimension on the Patients’ Future Behavioral Intention

Interpersonal quality dimension is about customer-provider interaction. These points of
interaction can be a source of satisfaction or dissatisfaction and affect future behavioral
intention. In a study involving three academic medical centers in New York city, the
median number of entries into a patient’s room was 5.5 times (maximum was 28 times)
and median number of different people visiting patients was 3.5 hourly (maximum 18
people). Nurses were the most frequent visitors. Indeed, nurses visit up to an average of
4.5 different patients per hour (Cohen, Hyman, Rosenberg, & Larson, 2012). Even though
this was a study about potential prevention of spread of infection, it illustrates opportunity
of patient-provider interactions.
Clearly, many studies have recognized that customer-provider interaction as an
important contributor to patient satisfaction or dissatisfaction and have included this
dimension in various forms. In developing the original SERVQUAL data collection
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instrument for service industry, Parasuraman, Zeithaml, & Berry (1985) originally used 10
dimensions of quality namely access, communication, competence, courtesy, credibility,
reliability, responsiveness, security, tangibles and understanding or knowing the customer
which was later (1994) reduced to five by combining some dimensions such as
responsiveness, assurance and empathy. In India, Brahmbhatt, Baser and Joshi (2011) used
42 question pairs and six dimensions in a study. They specifically labelled one of the
dimensions “encounter” that included responsive and empathy. Whereas in a well
conducted study by González et al., (2005), the six dimensions variables included medical
care; nursing care; comfort; visiting and privacy. In a study in India, Naik et al (2015) used
six dimensions including first impression, clinical care, nursing care, communication, food
and housekeeping services and the overall conditions of hospital care.
The interpersonal interaction is tailored to enhance delivery of technical quality.
Interpersonal relationships between clinicians and patients may hamper or enhance
technical quality. Thus, clinician performance must be both technical as well as service
delivery. The challenge is at measuring privacy, confidentiality, informed choice, concern,
empathy, honesty, tact and sensitivity. What has been adopted is to measure their impact
on the patient. This is the perceived quality. Most studies have not stretched beyond
stating the linkage between the interpersonal dimension and perceived quality. The
mechanism through which this relationship works is of importance. Humans are social
beings. Patients come to hospital, not out of choice but because of need and this makes
them feel vulnerable. When patients lose their autonomy even on mundane day to day
bodily functions, they feel the ebbing of their dignity. Kind words, courtesy and decency
goes a long way! It makes them feel respected and restores their dignity and a sense of
pride. Good inter-personal relationships and good bedside manners can compensate for
perception of poor technical quality. Empathy followed by assurance are the strongest
predictor of patient satisfaction (Murti, Deshpande, & Srivastava, 2013).
However, measurement at the level of perception of quality is using a lagging
indicator. The patient is already satisfied or dissatisfied. Were it possible to measure
privacy, confidentiality, concern, empathy, honesty, tact and sensitivity directly, these
would have been leading indicators and would have contributed to early intervention.
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However, even then, this would not contribute to improving quality of health care, unless
it can be linked to the primary reason why patients visit the hospital in the first place,
which is healthcare.
The researcher has operationalized the interpersonal dimension with “Doctors listen
to patient”, “Doctors are courteous”, “Doctors spend enough time”, “Nurses are
courteous”, “Nurses are efficient” and “Clinical staff are professional”. Clinical outcomes
are also aligned to these.
Clinical outcomes measurement is done against existing knowledge and against best
practice of the time. It does not consider outcome. Quality of care is deemed to have been
achieved to the highest level if knowledge and practice as it is now known has been
applied even if the outcome is adverse (Hill, Winfrey, & Rudolph, 1997). This is of
fundamental importance as this is the principle reason a patient visits the hospital. The
importance of this is not in doubt. However, the understanding of the patient of these
measures is the question. This is related to health literacy of the patients, culture of the
community and patient and family education policies within the institution.
The diagnosis and health status of the patient before and after the admission is likely
to influence this perception and impact patient future behavioral intention. An anticipated
but unexplained complication of an illness may sour a patient’s experience and judge the
hospital to have had poor technical outcome. Indeed, whereas technical quality seems by
far to be the most important (Eleuch, 2011); some of its attributes may delight customers
others may cause dissatisfaction and still others may have no impact on the satisfaction
level of the customer (Tan & Shen, 2000). Similarly, medical equipment in itself may have
a razzmatazz impact on patients more than the utility impact of the medical equipment.
Thus, a patient may be awed by a modern looking imaging equipment that the patient
interacts with than a true high-end laboratory equipment that the patient may never see.
2.3.3

Effect of Environment of Care on the Patients’ Future Behavioral Intention

Environment of care is about the use of all five senses when one physically visits the
institution. This is important because it creates a first impression and it conditions the
patient on the expectation of the service one will receive and thus impacts the patient’s
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perception of quality thereby contributing to future behavioral intention. This is about the
physical layout of the institution, the physical relationship of the different services, the
color combination and the finishing, furniture and fittings. It is also about the hospital
smells and the clatter and noise levels. It is the first impression one gets. It includes the
cleanliness of the facilities, the number of items that are visibly in need of repair and
replacement, the blinking light that should have been replaced. It is also about the linen
used (MacAllister, Zimring, & Ryherd, 2016).
A room with a view of natural surroundings in comparison to a room with a view of
a brick wall has been shown to have an impact on patient clinical outcome, length of stay
and use of pain medication. The type of finishing of the facility may impact the risk of
falling. In this way, environment of care impacted, not only functional quality, but also
technical quality (Andrade, Lima, Devlin, & Hernández, 2016). Environment of care is
both inside the patients’ room or ward as well as outside.
Hospitality services are a different but related aspect of this. It is about the taste and
look of the food. However, it is also about the availability of options to the patients. Many
patients in the hospital may be on specific and particular diets. It is important that these
options are available to the patients. It impacts both perception as well as technical quality.
The researcher has operationalized Environment of Care through Food and
Catering; Smartly dressed staff; Privacy; Linen is clean and adequate; Physical facility;
Noise; Room temperature; Room cleanliness; Privacy; Toilet and bathroom facilities are
clean and adequate; and Parking and Security.
2.3.4

Effect of Administrative Processes on the Patients’ Future Behavioral Intention

This is about efficiency of the processes and about time spent waiting for services. In an
inpatients services, the patient is not exposed to waiting significantly as they tend to be
taken to where the service is available when it is available otherwise they remain in their
room or ward. This time may not be perceived as waiting. However, after a decision has
been made to admit a patient, there are usually administrative processes such as financial
clearance, ascertaining insurance details and so on that may take considerable time.
Similarly, after the patient has been discharged by the clinician, there are also
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administrative processes such as crediting intravenous medication and issuing oral
medication, or financial clearance. These processes may be perceived as non-value adding
and thus viewed as waiting time from the patients’ perspective.
A patient who spends hours waiting for a bed during admission is already frustrated
by the time he or she reaches their room or ward. The other end of this is that a patient
who may otherwise have had an excellent stay may have this impression ruined by a
prolonged and inefficient discharge process. Hence, the first or the last impression the
patient gets of the institution may obviate all the good work done in between.
The researcher has operationalized this through “billing process”; “admission
process”; and “discharge process”.
2.3.5

Effect of Access on the Patients’ Future Behavioral Intention

Access has three components – to hospital access, within hospital access and financial
access. To hospital access is about how the patients find their way to the hospital. This
includes both geographical location of the hospital as well as the transport infrastructure to
hospital. The transport infrastructure includes traffic jams delaying access to the hospital
during traffic peak hours. This may not only influence the patient directly but through the
doctors that refer the patients to the hospital. The doctor’s office location in relationship to
the hospital location may influence where the doctor refers the patient to as well. There
may be regional variations of these as more rural areas will have less traffic jams but
reduced public transport. In Kenya, low geographical access related to limited facilities
and the long-distance patients have to travel as well as limited financial access influence
patients’ visits to and the perception of quality of health facilities (Akacho, 2014).
Within hospital access is about information help desks and directional signage and
service labelling within the hospital. This is not expected to have a direct impact on
inpatients as they tend to get escorted to most services. However, this may impact the
patient indirectly through relatives being unable to find the patients’ whereabouts.
On financial access, a study in Kenya recommended, among other things that
private health facilities lower their costs to increase access (Ondimu, 2000). Using an
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econometric model Kimani, Mugo, and Kioko, (2016) demonstrated that out of pocket
expenditure negatively influenced utilization of healthcare facilities in Kenya. However,
financial access is more than just the cost of service but more about the service received
per cost. That is, it is about the value for money. Many patients by-pass nearer facilities
implying access is not just about proximity but also about search for better quality
(Kimani, Mugo, & Kioko, 2016). Patients may be willing to pay higher costs for higher
guarantee of success.
2.4

Empirical review

This section concentrates on empirical literature on various aspects of patients’ choice of
hospital and leaderships’ choice of competing strategies. Various dimensions including
Interpersonal relations, the Environment of Care and Hospitality services, Administrative
processes, access and Doctors and Payers are discussed as researched in various studies.
Further, moderating variables are also discussed. These include gender, level of education
among others. Even though the researcher in this section has tried to categorize
information according to variables, many studies have covered multiple variables. On
some occasions, a particular study may be referenced under multiple variables and on
other occasions, when discussing a particular variable, other variables will also be
discussed to preserve a thematic flow of an idea.
2.4.1

Interpersonal

A study done in Singapore using Quality Functional Deployment (QFD) as one of the
tools for getting information on what customers want affirmed that to the patient,
functional quality is significantly more important than technical quality. The three most
important aspects of the customer-provider interaction are assurance, empathy and
responsiveness (Lim & Tang, 2000). The study evaluated the QFD as a tool for
determining voice of the customer. This is useful in confirming the importance of
understanding what the patients’ perception of quality is. Even though the study utilised
QFD method, the use of pre-determined questionnaire (close-ended) limited the repertoir
of the patients’ response. The study mitigated this by using focus groups. However, it is
not clear who were the participants in the three focus group discussions held. The study
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was also limited by being a single institution study and using qualitative method of
analysis. Of all aspectes of functional quality, the customer-provider interaction is the
most critical (Grönroos, 1984).
In a study designed to assess utility and validity of a SERVPERF tool that was
modified within the cultural context of Taiwan, Le and Fitzgerald (2014), used a 26-item
questionnaire and found out that assurance and empathy were the most important
determinants of patients’ choice of a hospital. The study used a cross-sectional design and
targeted recently discharged in-patients. Even though the authors asserted that the
modified SERVPERF questionnaire was an appropriate tool within this context, the study
was conducted in only two hospitals that were conveniently selected thus limiting the
generalizability of this study (Le & Fitzgerald, 2014). In a study in Germany covering
hospitals in an entire district, interaction with nurses and doctors were found to be the two
most important determinants of patients’ satisfaction. Nursing contact was more important
than that with doctors (Schoenfelder, Klewer, & Kugler, 2011).
The study was one of a much older population with the highest numbers belonging
to the age-group greater than 70 years. Even though the study incorporated 39 hospitals, it
was done in a single district. A study done in China to assess the impact of physicians and
nurses’ performance on patient perceptions on safety, trust and satisfaction showed that
patients derive safety and trust from doctors and satisfaction from the nurse (Zineldin,
2015). The study recruited 178 patients from 78 different hospitals making this an average
of just over two patients per hospital. This severely limits the generalization of the study
because in-hospital factors cannot be controlled for. Further, the web-based questionnaire
implies that selection of technology-savvy patients. These are likely to be younger and
better educated patients. This is borne out in the demographics of the respondents. This
population may not be representative of patients who generally patronize healthcare
institutions.
In a study in Nigeria, Peprah and Atarah, (2014) used their modification of the
SERVQUAL tool and showed that tangible and empathy dimensions satisfied the patients
the most and reliability, responsiveness, assurance and interpersonal dimensions were the
causes of dissatisfaction in that the patient expectations were not met. Further, these
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dimensions and their specific variables could be ordered and therefore prioritized (Peprah
& Atarah, 2014). There is paucity of information on the content, formatting and setting of
the questionnaire. The statistical analysis of this paper was inadequate. A three part
question on overall quality of the hospital as the dependent variable does not allow for
discrimination. Indeed, in this case, the discriminant value of the variables was not
assessed. No indication of any form of correlation or factor analysis appears to have been
done. Further, this was a single institution study and only involving outpatient care. The
findings of this study cannot be generalized. Another paper from Nigeria undertaken to
determine the quality dimensions influencing patients’ satisfaction also found that
reliability and empathy were the two highest determinants of patronage and return visits to
the hospital. Finance was not a factor in determining patronage or return to hospital
(Wada, Hati, Ofoli, & Wada, 2016). The study was done in a single-for-profit, private
institution in Abuja, Nigeria. The case study methodology limits the generalization of the
study findings.
A study similar to the current study, which looked at the determinants of perception
of quality that influenced patients’ willingness to recommend others to a healthcare
institution, found that nurses, in the course of their duty, spend a lot of time with the
patients. Indeed, nurses are the staff with the highest contact with patients. Their contact
with the patient is both functional and technical. Nursing as a service, was found as the
most important attribute to patient perception of quality. Environment of care (quiet,
cleanliness), size of hospital and the race of the patient significantly influenced results.
(Yavas, et al., 2016). The study outcome focused on the cadre delivering an attribute rather
than delving in to the attribute itself and the hierarchy of importance of the various
attributes. Therefore, the study does not delve into what makes the nurses to be perceived
as being more important than the doctor in determining intention to refer others. The study
environment was that of Southern USA done in a not-for-profit faith-based system thus
limiting its generalization to other systems. The finding on race may also not be relevant in
a single or few race communities such as those found in the African environment. Further,
the methodology employed for data collection using mail questionnaire and telephone
interviews is culturally influenced and dependent on facility availability thus may be
difficult to replicate in a different cultural set-up and in resource poor countries.
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A study in one province in Kenya looking at the availability and quality of obstetric
care services on the basis of bed capacity, nursing ratio, essential equipment and essential
drugs availability using a focused group opinion found that poor technical quality, medical
drugs and equipment shortages, high medical fees and bureaucracy may create a
perception of poor functional and poor overall quality. The study looked at interpersonal
care and found that this can compensate for the perception of poor technical quality. When
technical quality is perceived as poor the patient becomes antagonistic. In such
circumstances, for patients to be satisfied, the service quality has to be very high.
(Ondimu, 2000). However, the study sample size determination was non-probabilistic. The
study also made many unsubstantiated assumptions such as what constitutes poor quality
and low staff salaries among others. In a study in a single city in India that evaluated the
role of patient satisfaction in influencing future behavioral intentions found that empathy
followed by assurance are the strongest predictors of patient satisfaction (Murti,
Deshpande, & Srivastava, 2013). The study was well structured using previous empirical
research as a basis of its construct. Limiting the study was the non-probabilistic sampling
technique used. Since the study was done in a traditional Indian community, it is likely
that more traditional values such as courtesy and empathy may be even more important
than clinical outcomes in such a setting thus implying that the study set-up itself was a
confounder.
Naik et al (2015) studied patient satisfaction factors at tertiary care hospitals in India
and found that the friendliness of staff was one of three most important factors that impact
on patients’ future behavioral intention (Naik, Anand, & Bashir, 2015). Whereas the study
methodology was statistically sound, patients were paid to participate in the study thus
they may have felt obliged to answer positively thereby introducing bias. Further, tertiary
care hospitals, being referral hospitals may have attenuated independence of choice of
hospitals by the patients. This is because many patients are referred to such hospitals rather
than make an independent choice. In a study in the Republic of Korea involving the public
service sector that included healthcare, the service quality being made up of SERVQUAL
dimensions of reliability, responsiveness, intellectual assurance, behavioral assurance and
empathy influenced customer satisfaction. In turn, service quality was preceded by
relationship quality. Relationship quality also influenced design quality through which it
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influenced customer satisfaction (Rha, 2012). The implication is that relationship quality is
the single most important driver of customer satisfaction. The study surveyed intermediary
rather than end customers (consumers of the service). For example, in healthcare, the study
surveyed nurses and not patients.

Further, the study did not explore the impact of

perception of service quality by intermediary customer on the quality perception of the end
customers and their future behavioral intention (of the end customer). Lastly, the study
being a cross-sectional design, it is not clear if the relationship among the variables will
hold over time.
In studying inpatients in India, in two teaching hospitals, multiple dimensional
construct of benefit was illustrated as consumer perceived value (CPV), which included
acquisition value, transaction value, efficiency value, aesthetic value, social interaction
value and self-gratification value. The transaction, efficiency, acquisition and aesthetic
values contributed more to CPV in comparison to social interaction, and self-gratification
(Chahal & Kumari, 2012). The paper describes only the benefits. The ‘cost’ (what the
consumer has to give up) in order to acquire the benefit is not discussed and is not featured
in the analysis. This is the shortcoming of the study as CPV is the net of benefits and costs.
Additionally, participants in the study were limited because one of the hospitals did not
have all the departments. This introduced a selection bias and limited the generalizability
of the study. It is also not clear why the study sample was restricted to patients who had
been admitted for more than four days.
In a Japanese study that used a non-linear model to study quality perception,
technical quality together with staff responsiveness were found to be the most significant
attributes related to quality perception. Of these, the technical quality seems by far to be
the most important. The study also found that patients may tradeoff between technical
quality and staff behaviour (Eleuch, 2011). The use of non-linear model avoided the oversimplification of the human decision-making process. The study infered technical quality
by, among other things, the ability of the doctor to explain to the patients their disease
status. This is in actual fact a functional (not technical) attribute. This study is limited by
the relatively small number of participants and the unique setting where Japanese cultural
influence remains very strong. Indeed, the author does allude to the high power distance
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between the doctor and the patient. This may make the setting of the study unique and may
limit its generalisation. Using a 20 item questionnaire, Ghosh, (2015), in a community
based study of three geographical locations in one of four major metropolitan locations in
India, found that patients considered the quality of treatment, referral by physician and
safety among others to be important while making their choice of hospitals. Value of care
(which is a tradeoff between quality and cost or time function), size of the hospital and
post-care and follow-up of services all contribute to patient satisfaction. Additionally,
consumers evaluate service based on output, process and ambience. The patient selection
included patients who had been admitted up to one year prior and where patients could not
recall certain information, they were permitted to consult with relatives prior to completing
the questionnnaire thus introducing recall bias and inconsistency among respondents’
behavior.
In a study done in Korea, in a university teaching hospital of about 1000 beds,
looking at the antecendent of patients’ intentions to return found that customers do not
always judge quality based on service quality but also on clinical treatment outcome,
hence technical quality as well (Kim, Cho, Ahn, Goh, & Kim, 2008). The study found that
patients’satisfaction is partially preceded by perceived value of care. Patients satisfaction
in turn partially precedes intention to return. The study was done over six days only and
involved only outpatients. Therefore, the study cannot be generalised to all hospital
services and outcome could have been influenced by seasonal variations. Additionally, the
study was done in a single institution implying that the possibility of unique
administrative, facilitiy or geographical issues that may limit generalizaibility. In one of
the first studies to adapt SERVQUAL specifically to health care, Babakus & Mangold,
(1992) first evaluated the tool where they refined the wording and formatting of the
questionnaire. In their conclusion, they noted that functional quality by itself is insufficient
in a hospital. Technical quality is mandatory to ensuring sustainability. The study was
done in the southern part of the United States using mailed questionnaires. The response
rate of 22% in the study is low. The study had significant recall bias as it included patients
who had been discharged up to 13 months prior. An Indian study that also adapted
SERVQUAL to healthcare and compared public and private hospitals found reliability to
be most important in both public and private hopitals. Reliability encompassed accurate
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and efficient services mainly from the technical quality viewpoint (Brahmbhatt, Baser, &
Joshi, 2011). However, this study was done in only two cities and using convenient
sampling technique. A larger sample size with probabilistic sampling method would have
made the findings more generalizable. The statistical analysis was basic descriptive
analysis and therefore not able to infer clear and firm conclusions.
In four medical centers in Taiwan evaluating customer satisfaction, medical
outcome was a major determinant of satisfaction (Hu, Chiu, Cheng, & Hsieh, 2010).
Similarly, in a study in Germany among older patients, outcome of treatment was one of
the most important determinants of patients’ satisfaction. (Schoenfelder, Klewer, &
Kugler, 2011). The Taiwanese study used convenient sampling. The utility of the detailed
analysis is thus attenuated by the non-probabilistic sampling method. On the other hand,
whereas the German study used random sampling, the study was done for a specific
disease entity (Total him replacement) thus limiting the study’s generalizability. Using a
20 item questionnaire Ghosh (2015), in a community based study of three geographical
locations in one of four major metropolitan locations found that Indian patients considered
the quality of treatment, referral by physician, transport convenience, cost, multi-specialty
services and safety, to be important while making their choice of hospitals but surprisingly
not reputation or cleanliness (Ghosh, 2015). On the other hand, Naik et al (2015) studying
determinants of patients’ satisfaction in tertiary hospitals in India, found that the amount of
information given on a medical condition and the treatment of that medical condition were
two of three most important factors that impact patients’ future behavioral intention (Naik,
Anand, & Bashir, 2015).
In the same vein, post-operative realization of pre-operative clinical expectation was
a significant predictor of patient satisfaction. However, patients’ expectation of functional
outcome was less realistic predictor of post-operative outcome. Doctors’ pre-operative
prediction of eventual functional outcome was more accurate than that of patients thus
making a case for enhanced communication pre-operatively between the patients and the
doctors (Palazzo, et al., 2014). However, the paper is limited by the very small number of
dissatisfied patients recruited. There is also significant recall bias as the subjects were
interviewed at least one year after the surgery.
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Another study in an Indian outpatient peripheral hospital found tangibles and
responsiveness to be important predictors of quality. The tangibles included physical
facilities, modern equipment and appearance of personnel (Chakravarty, 2011). This study
had only 50 respondents and the sampling technique is not clear. Further, how quality (the
dependent variable) was operationalized is not discussed.
In a study done in Kenya and Namibia, patient perception of quality was not
associated with the clinical indicators of quality. The commonest attribute that was
associated with quality was waiting time, availability of medication and cleanliness of
facility. Customer-provider interaction was also of significant importance (DiamondSmith, Sudhinaraset, & Montagu, 2016).

The study used secondary data (Survey

Provision Assessment surveys). The survey questionnaires were not identical and framed
differently even in the same country. The data from Namibia was from 2009 and that from
Kenya was from 2010.
Delivery of quality to the patients is complex with patient interactions with a
hospital at various points (Figure 2:7). At each contact point, customer–provider
interaction is an opportunity for patients’ expectations to be confirmed or disconfirmed
and thus potential for satisfaction or dissatisfaction. In turn, the patient contact points with
the hospital also have their own influencers and thus indirectly influences patients’
perceived value of care.
Environment of care includes aesthetic issues such as paint color and pictures to spatial
planning of physical facility. It includes materials used in construction to reduce noise, risk
of fall and infection rates as well. The spatial configuration also affects the ability to
engage one another and includes room or ward with or without a view to the outside
(MacAllister, Zimring, & Ryherd, 2016). Environment of care also includes nonpermanent structures such as furniture, fittings and linen. These affect patients directly or
indirectly through impact on staff. Included in the hospitality services are the cleanliness
of the environment of care as well as food quality and catering.
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Source: Pitta & Laric, (2004)
Figure 2:7 Players that influence patients perceived value

2.4.2

Environment of Care and Hospitality Services
In a study in the USA using telephone interviews of discharged patients to identify

environmental source of satisfaction with the hospital, Harris et al (2002) found that
environment of care both in the patient room and outside the patient room is important to
the patient and is a source of satisfaction and behavioral intention. Clean physical
ambience, amenities that work and that are convenient are also important (Harris,
McBride, Ross, & Curtis, 2002). The study was from a single network of hospitals. Six
hospitals were the subject of the study with a total of 380 participants recruited. Some of
the patients were interviewed after almost two months of discharge thus introducing recall
bias in some of the patients. An experimental model study in Lisbon, Portugal, using
simulated patients and environment of care showed that there is a correlation between
social environment, physical environment and perception of quality of care. The physical
and social environment pre-sensitizes the patient and influences expectations on the
quality of care the patient will receive. Physical environment not only infers quality but
also contributes to well-being of the patients. The social environment appears to have a
stronger influence than physical environment. However, the effects of the physical
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environment plateau off beyond a certain level (Andrade, Lima, Devlin, & Hernández,
2016).
The study used photographs on what the researcher (through views of architects and
users) interpreted hospital physical and social environment. The participants in the
experiment were then shown the photographs simulating a patient’s walk through the
hospital. The photographs were augmented by narratives. Photographs present a very
limited view to participants. The narratives, in an attempt to simulate social environment,
introduces a bias in that some phrases are negatively worded such as “staff not smiling”.
Further, it is not clear how many of the participants may ever have been to an actual
hospital previously. The varied prior experience of the participants may have impacted
perceptions and introduces a differential factor. This was not factored as a confounder and
therefore not controlled for.
In a geographically well sampled study in Dresden, Germany, that set out to identify
key determinants of patients’ satisfaction found that the quality of accommodation
contributed significantly to patient satisfaction. The most important factors influencing
choice of hospitals by patient were quality, cleanliness, standard of facility and reputation.
Experience, personal or vicariously through relatives, was also found to be important. In
addition to quality factors, waiting times and hospital location also influenced patients’
decisions. (Schoenfelder, Klewer, & Kugler, 2011). The study used a post-visit selfadministered questionnaire. The study involved an older patient population (average age
was 70 years) thus may not be representative of other hospital going population.
Further, a London study that looked at socio-demographic characteristics that
influenced patients’ sources and nature of information that informs them on choice of
hospital found that the study participants in the lower socio-economic class were more
likely to be influenced by location and appointment times in their choice of hospital
(Laverty, Dixon, & Millett, 2013). The study was done through a survey of patients
undergoing elective cases. The study addresses pertinent issues but is fatally limited by
poorly structured questions that are not clarified or elaborated further. The patients’
understanding of quality is not elucidated. Additionally, factors such as personal
experiences are imprecise and may have overlapped with waiting time and courtesy,
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among others. The statistical analysis does not attempt to correlate these variables.
Additionally, there were significantly more women in this study. It is not clear if the
women in the study were seeking the same services as the men.
In Iran, in a multi-institution university hospital, what was found most important in
patients’ perception of quality was the visualized physical environment, equipment,
payment process and cleanliness. However, in this study all the measurable dimensions
were found below expectation (Mohebifar, Hasani, Barikani, & Rafiei, 2016). It is not
clear why there is a very high proportion of young people and a very high proportion of
females in this study. The four-quadrant analysis (which is a basic scatter plot with
intercepts at the two means on each axis) is shown in its conceptual architecture without
actual data populating it thus offers no information. The four-quadrant analysis is the only
statistical analysis done. Even then, this statistical analysis is done at the level of the
dimensions of quality and not at the variables. Indeed, the constituent variables of these
dimensions are not mentioned anywhere in the text and therefore, it is not clear how these
dimensions were operationalized.
A study in Tamil Nadu in India found that even in the public health sector many
patients are discerning of quality and are willing to sacrifice waiting time to be seen by
specialists. Further, cleanliness of wards and toilets was an important expected attribute of
quality. Attitude of attendant and healthcare personnel and privacy during examination
appear to be less important (Rajasulochana, Nyarko, Dash, & Muraleedharan, 2016). The
well-designed questionnaire used the discrete choice experiments technique for eliciting
preferences of expectant mothers. The study was done in resource poor settings in the
public sector where specialists are in short supply. The generalization of the study to the
general services and specifically to private sector is compromised. Ghosh, (2015) found
that, in a community-based study cleanliness is not deemed to be important when patients
make their choice of hospitals.
Using SERVQUAL and DEMATEL (Decision Making Trial and Evaluation
Laboratory) simultaneously, a Turkish study was able to identify equipped personnel,
physical facilities, reliable staff and waiting time to be key determinants of patients’
satisfaction. This study then demonstrated that the priority action among these would be to
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address staff that are well equipped (Gül, Güneri, & Derin, 2014). However, the study did
not illustrate how a decision by either one of the methods (SERVQUAL and DEMATEL)
would have been different and thus did not address the advantage of using the two
methods together. In a Kenyan study, lack of cleanliness was among the major sources of
dissatisfaction among patients attending a maternity hospital in Nairobi, Kenya
(Nyongesa, Onyango, & Kakai, 2014).
2.4.3

Administrative Processes

Waiting time was a major source of dissatisfaction among patients attending a maternity
hospital in Nairobi, Kenya (Nyongesa, Onyango, & Kakai, 2014). However, this was a
descriptive paper with non-probabilistic sampling. Also, the nature of the conditionpregnancy, does not afford patients the tolerance of waiting. This may not be so, especially
in hospitals with chronic illnesses. However, similar conclusions were made in a study in
Saudi Arabia where pre-operative waiting and food and service quality were found to be
important administrative determinants of quality (Aldaqal, Alghamdi, Al-Turki, El-deek,
& Kensarah, 2012). The study had binary responses, with either yes or no answer. This
limits the depth of possible answers as a positive or negative answer may have difference
in intensity. Further, the analysis was descriptive thus missing an opportunity for
determination of relationship.
Waiting time, friendliness of staff and reputation of facility was found to be
important determinants of patient satisfaction in a study done in Kenya in low socioeconomic status environment (Wambua, et al., 2015). The operationalization of the
variables such as friendliness is not clear. In a study in Dresden, Germany both admission
and discharge processes were important. Discharge process and instructions thereafter
(post-discharge instructions) were more important. (Schoenfelder, Klewer, & Kugler,
2011). A study conducted in the USA using retrospective methodology hence pre-existing
(secondary) data showed a statistically significant link between patient satisfaction and
loyalty. In turn, patient satisfaction was significantly linked to process-based quality even
more than was ambience, people or personalized service-based quality (Kessler & Mylod,
2011). The retrospective methodology introduced a sampling bias as institutions that did
not have identical data were omitted.
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A study carried out in Netherlands showed that patients are influenced by presence
of substitutability of the hospital. Substitutability in turn is associated with waiting times
in each hospital. Patients’ demographics affects this choice (Varkevisser, van der Geest, &
Schut, 2010). The study is confined to patients with neurosurgical diagnoses. Therefore,
the findings may not be generalizable. Further, it first creates a model from data and then
makes hypothetical assumptions to come to the conclusions.
2.4.4

Access

An empirical study on hospital selection in India illustrated that transport convenience was
an important determinant of patient’s choice of hospital (Ghosh, 2015). However, the
study was confined to only one region in India thus limiting the generalizability of this
study.
A detailed cross-sectional study in England involving almost 40,000 patients, using
a demand-elasticity model, found that patients’ choice of hospital demand increases with
quality and decreases with mortality, MRSA (Methicillin Resistant Staphylococcus
aureus), distance and waiting time (Beckert, Christensen, & Collyer, 2012). The study
used secondary data. The disease entity was not factored into the study. Patients with more
serious conditions may have been willing to travel further. Complexity of hospitals was
also not factored. Hospitals with intensive care units or those performing more complex
procedures may have influenced mortality rates. In a similar study in rural India in public
health facilities, the interpersonal relationship and availability of doctors were the areas
most requiring improvement. The lack of doctors appears to be mitigated by presence of
para-medics. Because of the vast low-cost network of hospitals, both physical and
financial access were not seen to be contributing significantly to patient dissatisfaction.
The hospital cleanliness and availability of drugs and diagnostic equipment were also
important to patients. The authors opined that the low-cost strategy might be contributing
to the lower technical quality (Narang, 2011). The purposive sampling and the low
response by women, limits the generalization of the findings of this study.
In another study in England that examined the choice of hospital for hip
replacements amongst patients, using secondary data from the hospital records, distance
61

was found to be a determinant of patient’s choice of hospital. This effect was more in the
elderly, rural and those from poorer neighborhoods. Furthermore, quality as measured by
lower waiting times and mortality was found to influence patients’ choice of hospital
(Beckert, Christensen, & Collyer, 2012). In selecting a single disease phenomenon, the
outcomes may not be generalizable to other conditions. Further, hip replacement is
associated with an older population. Therefore, the conclusion of the study may not be
generalizable to all age-groups.
A study in Kenya recommended, among other things that private health facilities
lower their costs to increase access (Ondimu, 2000). In Kenya, low geographical access
related to limited facilities and the long-distance patients have to travel as well as limited
financial access influence patients’ visits to and the perception of quality of health
facilities. Quality of care is also influenced by staff shortage and hospital leadership
(Akacho, 2014). The Master’s degree thesis analyses were confined to descriptive
statistical analysis without any attempt to determine relationships among variables. Using
an econometric model Kimani, Mugo, and Kioko, (2016) demonstrated that out of pocket
expenditure negatively influenced utilization of healthcare facilities in Kenya. In turn,
medical insurance coverage appeared to mitigate this and did influence utilization of
private healthcare facilities. Many patients by-passed nearer facilities implying access is
not just about proximity but also about search for better quality (Kimani, Mugo, & Kioko,
2016). The study used secondary data and looked at the entire country (Kenya), including
rural and urban, public and private. In having such a broad scope of study, the risk is that
the results and conclusions of the study do not represent any of the constituent population
group thus limiting the generalization of the study.
2.4.5

Doctors and Payers

Patients may be referred to the hospital by their doctor, friends and relatives. There may
also be self-referral or through third party payers or corporates. Prior to 1980, in the
United States of America, medical consultation was a one-way process from the doctor to
the patient. The culture was paternalistic and the doctor was considered as custodian of
knowledge. Both these do not hold true today especially with the advent of information
technology, the internet and growth of medicine and changing medical markets. There are
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therefore three decision making models. The first is paternalistic where the doctor is the
principle decider, the second is shared information where both the doctor and the patient
discuss to reach a consensus and the third is that of an informed patient where the doctors
give all the information to the patient and the patient decides (Charles, Gafni, & Whelan,
1998). This paper was predominantly an opinion piece with many of the assertions not
supported by empirical data. However, it does illustrate the spectrum of factors that
influence patients.
Doctor-patient consultation has a significantly emotional component (positive and
negative). The physician’s expressive emotion (verbal and non-verbal) and the emotional
regulatory competence should evoke a positive response from the patient and thus impact
patient satisfaction and intention to return. In times of distress, such as severe disease,
there is increased emotional response which may be positive (increased support) or
negative such as hyper vigilance, avoidance and insecure attachments. Kafetsios et al,
(2016) in looking at the emotional aspect of the doctor-patient consultation found that
patients satisfaction was negatively affected by severity of illness. They conclude that
severe illness evoked insecure doctors’ attachment. Even when the doctor had an insecure
attachment response, this did not affect patient satisfaction outcome in the absence of
severe disease (Kafetsios, Hantzara, Anagnostopoulos, & Niakas, 2016). The study
surveyed doctors and their patients. Equal number of the recruited doctors were from
private practice and public service. The sampling rationale is not clear. The determinants
of the proportions of the doctors from public or private sector is not clear. In spite of this
categorization, the analysis was not controlled for public or private service. The
determination of the number of patients per doctor is not discussed.
Physician relationship with a hospital is complimentary and mutually dependent.
Options availed to physicians introduces an agency problem and hospitals may evoke
competitive responses such as assimilation of the physician and managed care contracting.
However, sometimes the responses may be hostile such as denial or withdrawal of
admitting privileges - a phenomenon known as economic credentialing (Argue, 2007). The
USA-based study uses case series method and sites court cases to illustrate the principles
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discussed. The legal system and jurisprudence differs in many countries and together with
the use of the case series methodology, limits the generalization of the findings.
A paper exploring demand-driven healthcare, found out that 70% of Dutch
consumers rely on their doctors to refer them to a hospital for admission. Physician
reputation is a determinant of patients patronizing the hospital (Lako & Rosenau, 2009).
The researchers used convenient sampling to recruit outpatients with non-acute ailments.
The non-probabilistic sampling process limits the study generalizability.

Further, the

study was carried out in the only Academic Medical Centre in that region. Had more
Academic Medical Center been included in the study, and thereby more intense
competition, this may have altered the findings. In an interesting turn of events, in a mixed
qualitative and quantitative study also in the Netherlands, the converse was true. Doctors
chose a hospital because of patients’ preferences for a hospital or provider. However,
doctors were also influenced by quality of care, patients’ travel distance to a hospital or
provider, doctor’s personal contact with a specialist, waiting list, specific treatment or
techniques and experiences of other patients in order of importance. Doctors do not use
comparative performance information when it is available. Patients do not initiate
discussion with their doctors based on comparative performance. Were patients to do this,
they would have given an impetus for the physician to use comparative information to
advise the patients more appropriately. Both the patients and the doctors seem critical of
the use of comparative quality performance (Ketelaar, Faber, Elwyn, Westert, &
Braspenning, 2014). Some aspects of this study are difficult to generalize. As an example,
not all countries have a formal Comparative Performance Information index. Majority of
patients adhered to physician recommendation when referred for specific procedure by
their primary care physician. Patient perception of physician empathy was the single most
important item that would make patients recommend the physician to family and friends
(Hojat, et al., 2011).
Using a 20 item questionnaire, Ghosh, (2015), in a community-based study of three
geographical locations in one of four major metropolitan locations in India, found out that
patients considered referral by physician to be important when making their choice of
hospitals but surprisingly not reputation or cleanliness. An interesting paper from the USA
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found that there is significant gap in what the provider and physician perceived as client
expectation and actual patient experience. The study concluded that this may contribute to
the patient dissatisfaction (Brown & Swartz, 1989). This implies, an intervention on
improving customer experience must go beyond simply closing a customer expectationexperience gap to also addressing attitudes and perceptions of provider and physicians to
customers as this may be contributing to the customers’ expectation-experience gap in the
first place.
A qualitative study using video recordings of patient-doctor consultation in
Netherlands noted that in spite of legislation, majority of patients had no role on which
institution they were referred to. Their doctors made the choice for them. This choice was
made by the doctor without giving options or reasons for the preference. In the few
instances where the patients made a choice, it was not by comparing information on
providers. In these instances, the doctors did not encumber them. (Victoor, et al., 2013). In
order not to influence the outcome of the study, the study participants were not informed
of the intention of the study. Indeed, they were deliberately misinformed on the purpose of
the study. Whereas this enhanced the generalizability of the study, it raises ethical issues
around informed consent to participate in the study. However, this was mitigated by the
opportunity given to the participants to withdraw consent at any time. The study is limited
by the small number of participating doctors.
In a cross-sectional study over one month in Ethiopia, physician-patient interaction
was found to be an important determinant of patient satisfaction which in turn is
influenced by communication, both verbal and non-verbal. Related to this, the consultation
adequacy and duration was also found to be an important factor (Tateke, Woldie, & Ololo,
2012). The study was conducted immediately after discharge. A “halo” effect where the
patient appeared more satisfied or dissatisfied immediately after the visit could not be
ruled out. The study included equal number of private and public facilities. The public and
private facilities have different regulatory framework and other aspects. The expectation of
the patient visiting these facilities may be different. Since this was a study of expectationexperience gap, the difference in expectation may have influenced the perception of
quality in a non-uniform manner. This implies, even with similar performance, hospitals
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may have been perceived to have different levels of quality because of prior expectations
or brand association and expectation.
In order to improve revenue return, hospital leadership will invest in equipment to
attract physicians. Secondly, the administrator may invest for reputation rather than for
return. Hospital may transfer increase price because of the third-party payer may not be
immediately sensitive to price change (Lee M. L., 1971). Information on price and benefits
package is more available to patients than information about satisfaction or quality. Even
less available is information on clinical performance and medical outcomes. When data is
more available, it is not always easy for patients to interpret it and use it to make decisions.
And even when patients demand for data, there is no guarantee that they will use it.
Patients seem to use more information from family, friends and practitioner. The authors
conclude that intuitively, it would seem that the superior solution would be to educate
patients (Lako & Rosenau, 2009).
Experience, personal or vicariously through relatives, was also found to be
important. Additionally, waiting times and hospital location also influenced patients’
decisions. (Laverty, Dixon, & Millett, 2013). The paper discussed important issues on how
information processing by patients is influenced by socio-demographic characteristics of
patients in London, England but is fatally limited by poorly structured questions that are
not elaborated further. The patients’ understanding of quality is not elucidated.
Additionally, factors such as personal experience are imprecise and may have overlapped
with waiting time, courtesy among others. The statistical analysis does not attempt to
correlate these variables. Notably, there were significantly more women in this study. It is
not clear if the women in the study were seeking the same services as the men.
In a quasi-experimental design study in Netherlands that set out to determine
relative importance of attributes of patients’ choice of hospital outpatient services that
involved patients as well as healthy subjects, physician expertise, waiting time for
appointment, waiting time for surgery and physician communication were found to be
important in a hierarchical manner. Patients rely on others’ prior experience as much as
published information in making a choice between hospitals, of this, patients rely more on
information on practitioner expertise and communication (de Groot, et al., 2012). Because
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of the experimental design, any single patients had multiple attributes to simultaneously
consider in this study. In reality, this does not happen and this may have biased the results
and limit the generalizability of the study.
In a study based in Iran, in addition to service quality, disease severity, disease type
and emergency cases affected selection of hospitals. However, outside of emergency cases
household income and hospital expenses also impacted selection of hospitals.Insurance
type and lack of acceptable insurance significantly affected choice of hospital.
Interestingly a hospital of academic status was viewed more favourably because of
reputation of its doctors (Jannati, Bahrami, Gholizadeh, Alizadeh, & Khodayar, 2013).
This study was significantly limited in that it was a two centre study. Further, the
comparsion between the two centre was further limited by incronguity of its patients.
Patients do listen to their doctors and follow their advice. An interesting
experimental design study in Munich, Germany that studied whether patients are
influenced by physicians’ recommendations found that patients changed their preferred
choice of medication to that recommended by a physician. Those patients that did so, were
less satisfied than those who maintained their preferred medication (Mendel, et al., 2011).
This was a study of patients with chronic illnesses. These patients tend to know what
works for them and what does not. Therefore, a change in medication may cause flair up
of symptoms thus causing dissatisfaction with their doctors. Further, these illnesses are
known to impair patients either physically or cognitively. The physical and mental
function of these patients has not been factored in the analysis.
In Iran, in controlling for location in a patients’ perception of quality study, the
authors interestingly found that the doctors’ office had a negative impact on perception of
quality (Asefzadeh, Gholami, Rajaee, Najafi, & Alijanzadeh, 2016). Even though this was
an outpatient based study, it does illustrate the complex interaction and influencers of
patients’ perception of quality. A US-based study analyzing community hospitals and
looking at financial returns of quality initiatives concluded that quality improvement does
lead to improved financial performance (revenue and costs). Surprising, widespread
doctors’ involvement in quality and increase in use of clinical pathways was associated
with increase in costs and financial volatility (Alexander, Weiner, & Griffith, 2006). In the
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study, financial performance was narrowly defined as cash flow and cost per case. Quality
in the long term, will impact patient flow and occupancy and thus revenue. Perhaps some
indicator of revenue should have been included as a measure of financial performance.
Confounding variables such as case mix were not controlled for as this may impact
financial performance as was defined in the study.
Physicians are key in hospital competition as they determine where patients will be
admitted (Lee M. L., 1971). In addition, Physicians are a scarce resource. It is therefore
important to understand what attracts and retains physicians to an institution. A Belgian
study showed that relationship of physicians with the hospital and especially that with the
leadership is important. Work-life balance, economic reward and job security did not play
a significant role (Trybou, Gemmel, van Vaerenbergh, & Annemans, 2014). The study
surveyed employed physicians working in a university hospital.
The study findings generalizability to other physicians such as those in the private
sector (employed and visiting) is therefore limited. Physicians do not always make
decisions only on the basis of hospital quality. For example, in a study in America, with a
quasi-experimental study that looked at change in behavior before and after changes in reimbursement policy and practice, Jacobson et al (2013) found that physicians’ choice of
medication was influenced by expected financial benefit (agency theory). Over-generous
payment schemes are as bad as restricted payment schemes. Optimal alignment results in
better patient outcome (Jacobson, Chang, Newhouse, & Earle, 2013). Rooted in this
agency theory, clinician interaction with patients and hospitals can be aligned with valuebased incentives that deliver better quality and efficient service (Conrad, 2016).
Intuitively, these findings are generalizable to other physicians, however both the studies
by Jacobson et al (2013) and Conrad (2016) were done in the United States where the
reimbursement system is unique to that country. A study done in the Netherlands showed
that doctors are not always motivated by financial gains. Doctors may manipulate the
system for social benefit and be advocates for the patients without the alignment to
employer or payers, as opposed to perverse incentive that benefits the doctors financially
which happens only in some instances (Kerpershoek, Groenleer, & de Bruijn, 2016). The
study used a mixed qualitative and quantitative design. The cultural setting of the study
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has a strong influence on the findings thus generalization has to be cognizant of this
limitation of the cultural context.
Patients trust more information from doctors about other patient experiences than
about data from hospital sources (de Groot, et al., 2012). In the past, the decision-making
process and referral options was very paternalistic where “doctor knows best”. The doctors
would make the choice for the patient. This then evolved to informed decision where now
there was flow of information. But the information flow was from doctor to patient. The
patient would then make a decision. The current best practice is that of shared decisionmaking where flow of information is bi-directional. Doctor shares technical information
and patients share personal information and preferences. Decisions are then made mutually
with the doctor and the patient (Charles, Gafni, & Whelan, 1999).
A qualitative study in London that explored the view of doctors in introducing
choice to patients found that many doctors refer patients without involving them in the
referral choice. Some distrust the information available to them and do not use it to advice
on choice of hospital (Rosen, Florin, & Hutt, 2007). The application of the study outcomes
would depend on existing policy and infrastructure to both provide information to the
doctors as well as to facilitate referral. Therefore, it is not possible to generalize the
findings of the study. Indeed, in another study also in England that examines the choice of
NHS hospitals for patients undergoing elective hip replacement surgery, older patients felt
it was important to have information on hospitals to make informed choices. Yet the
doctors felt that it was important for the younger patients to have this information. This
information mismatch is likely to see those that would like the information (the elderly) do
not get it and those who are ambivalent about the information end up getting it. This
illustrates that on such occasions, doctors get it wrong (Beckert, Christensen, & Collyer,
2012). The NHS system is unique to England and the preponderance of older patients in
the studied disease entity limits the generalization of the findings. Clearly, when
consumers are educated they do respond appropriately.
A case in point is an American study that showed that when health insurance clients
were educated on the type and scope of the health insurance offer, they did make the right
choice both in spectrum and cost (Barnes, Hanoch, & Rice, 2015). The study involved two
69

groups – one from the rural areas and the other recruited from the internet. This population
sample selection assumed that those recruited from the internet were tech-savvy and those
recruited from the rural areas were not. This may not necessarily be the case. Knowledge
and assessment of understanding of insurance products was through self-reporting. This is
very subjective. Controlling for these factors is therefore very difficult and may therefore
be a source of error. The study did not show that there was a significant difference by age
and education status. This may be because the two samples under study may not have been
very different as was assumed in the study.
In a study assessing physicians’ ethical justification when facing demanding and
reluctant patients that was done in both Slovenia and Sweden, doctors overrule their
patients’ choice if they feel that there is a case for promoting medical benefit, preventing
harm or enhancing doctor-patient relationship (Bremberg, Nilstun, Kovac, & Zwitter,
2003). The study used simulation in the form of vignettes and scenarios to which a doctor
responds to. The findings may not translate to or apply in reality. This multi-country study
did not look at the many possible confounding factors such as cultural differences.
Source of payment (insured or uninsured) significantly changed clinical practice. A
study in California assessing impact of source of payment on clinical practice found that in
obstetric care, more insured patients had caesarean section rates than non-insured and
caesarean section rates differed among those insured by different medical insurance
providers (Stafford, 1990). This not only impacts overall patient’s perception of quality
and satisfaction, but illustrates other extemporaneous conditions that influence referral
choice.
In an observational study using secondary data in Florida, USA, Young, Burgess
Jr, & Valley, 2002 found that hospitals compete for Health Maintenance Organization
(HMO) business in both price and non-price terms. The hospitals usually balance between
technical quality and price. They compete on both cost leadership and service
differentiation. The study attributed meaning to an existing market situation (competition,
density and penetration) and inferred causality. This would need a prospective, long term
study to ascertain the assertions and conclusions of the study.
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Further, individual HMO’s strategies is a significant confounding variable. There
are those that do not compete on the basis of market share per se but may compete on
other modalities such as focus or niche markets. In another study in the USA using
secondary data, not-for-profit hospitals tend to undercut the for-profit hospitals while
maintaining higher margins. Additionally, the hospital would compete by emerging to
increase their market size and their economic leverage (Gaynor & Vogt, 2003). A study in
Netherlands evaluating the relationship between institutional structure and performance
against financial outcome using secondary data showed that hospital market share
determines their bargaining power.
Higher insurance concentration reduces the Medical Insurance Providers’
bargaining power. This is not so for hospitals. When cost to patient is not a factor,
competition in hospital depends on the hospitals relative bargaining power with the
insurance company or the patient. This in turn is influenced by the ability and willingness
of the insured patients to switch to alternate providers (Halbersma, Mikkers,
Motchenkova, & Seinen, 2011). The study in using secondary data was unable to get
individual hospital cost structure. This limited the study’s ability to compare individual
hospital performance against changes in structure and conduct. In a well-researched paper
from Australia, competition had an ambiguous effect on quality. One quality variable (readmission within 30 days) showed improvement but another (mortality within 30 days of
admission) showed deterioration. Even then, the quality improvement seen in private
hospitals was more modest compared to that in public hospitals (Palangkaraya & Yong,
2012). The study used heart disease as the disease against which quality parameters were
measured. The outcomes may have been affected by expertise of clinicians. The study did
not address if there was a change in expertise of the doctors during the study period.
Therefore, even when hospitals compete on the basis of meeting customers’ demand,
quality improvement may not be achieved unless customers demand is linked to technical
quality of care.
A paper written largely as a critical review on the American market, therefore of
limited generalizability, discusses that patients’ choice of Medical Insurance Provider is
complex. Patients must balance health risks and financial outlay against future benefits. In
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addition, patients choose MIPs also on the basis of accessibility, interaction with clinical
and non-clinical staff, spectrum of benefits (including exclusions) and perceived technical
quality (Luft, 1998). In America, the Medical Insurance Providers who offer extended
packages at minimal or no co-payment are more likely to attract customers. In turn, MIPs
can only offer this with predictably course and outcomes of diseases. This in turn is only
possible with superior process and technical quality (Berki & Ashcraft, 1980). In another
American based study, the insured patients affect clinical outcomes of both insured and
uninsured patients in a complex manner that is influenced by the size of the healthcare
market and numbers insured.
The impact of the uninsured on the quality of the beneficiary of the insured is high
in a small market and the benefits of the insured in quality process investments impacts all.
When the insured are few and the insured high, the insured may benefit by reduction in
costs by the providers thus increase the scope of the insured services (McMorrow, 2013).
The study is limited in that it uses mortality as a measure of total quality outcomes.
Mortality cannot be the only indicator of clinical outcome. Hospital mortality is influenced
by alternatives available to end of lifecare and also by cultural, religious and socioeconomic characteristics of the population. Further, the study did not explore non-clinical
outcomes as a measure of quality.
A paper from the American market concludes that, in a price-regulated market,
where margins are high, competition results in an improvement of quality (technical
quality) whereas when margins to the hospital are low, then this results in a decline in this
outcome. Thus, increased hospital competition for HMO patients leads to lower hospital
prices paid by the HMO and to higher hospital quality. However, the results indicate that
competition among hospitals for patients whose costs are controlled by the government –
as through Medicare – reduces hospital quality (Gowrisankaran and Town, 2003). This
paper used risk adjusted mortality rates of only two diseases to determine quality. These
could have been affected by a myriad of confounding variables that were not explored in
this paper such as learned behavior (experience) of the clinicians as a source of
improvement rather than competition. Medicare managed patients’ quality of care
indicators did not show significant improvement over fee-for-service patients when
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mandatory report cards were used in an effort to improve quality of care (Bundorf,
Choudhry, & Baker, 2008). This is a longitudinal study. The natural improvement in
knowledge and technology over the period may have attenuated the impact of the
comparative. These were not controlled for in the analysis.
2.4.6

Hospital Leadership

Quality improvement initiatives in a hospital does lead to improved financial performance
(revenue and costs). This therefore implies that quality makes business sense. An
American study whose objective was to explore the relationship between scope and
intensity of quality improvement concluded that sustainability of quality is predicated on
the scope and intensity of quality improvement initiatives. The success of this is hinged on
a strong information support infrastructure. These are, in turn, determined and driven by
leadership both at board level and at senior management (Alexander, Weiner, & Griffith,
2006). The study’s definition of leadership was fairly narrow and does not reflect the
reality on the ground. Leadership role of the CEOs and board participation in quality
initiatives was not defined. There are various leadership models and various levels of
delegation and supervision that make leadership participation more complex than that
depicted in the study. There are various other definitions in the study that are also
narrowly operationalized. Financial performance, as an example, is defined in cash flow
and cost per case. These sanitized definitions limit the application of the outcomes of the
study in the real world situation. Further, methodologically, the heavy (26 pages)
questionnaire using close ended questions explored matters widely but reduced depth and
quality of answers.
A Swedish study exploring an important question of the economic value of quality
initiatives concludes that quality initiatives make economic sense. Whereas this is the case,
it affirms that the hospital leadership must realize that the return on investment on quality
is long term. The aim of increasing market share may be counter-productive to improving
quality. As market share increases, sustaining the same level of quality can be difficult
(Anderson, Fornell, & Lehmann, 1994). The study was one of multi-industry involving
both service and manufacturing industries. The limitation therefore is whether the results
apply, not only to the service sector but specifically to hospitals. The study used return on
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investment as a measure of economic return. Whereas this is a reasonable measure, the
study did not control for firm size and level of investment. Investments and their expected
returns to those in niche markets can be very different from those in mass markets.
From a value care perspective, healthcare is a complex system with multiple players
that work at creating value for the customer. This requires that the value of the customer
be defined and for the institutional leadership to understand the customers perceived value.
Institutional leadership must appreciate the relationship of business to provider
interactions (supply chain) and provider to customer interaction and their roles in creating
value for the customer. This then results in three perspectives of value namely, that of
delivering superior value, customer-perceived value and life time value of the customer to
the firm (Pitta & Laric, 2004). The paper discusses value at the conceptual level and does
not go far enough in exploring how the value is created at the operational level. The
institution must deliver the benefits that the consumers expect. When this does not happen,
the consumers are disappointed and suffer dissatisfaction. A study exploring the
relationship between management practice and reported performance outcomes and that of
patients’ choice of hospital concluded that it is irrelevant whether patients’ expectations
are reasonable or not. Expectations must be met and exceeded or managed. Hospital
management practice affects patients’ choice of hospital. Better management practices
increase patients’ patronage. The effect is more in urban than rural areas. This effect is
through increased patients’ satisfaction (McConnel, Lindrooth, Wholey, Maddox, &
Bloom, 2015). The paper operationalized measure of management practice as lean
management practice, performance management, employee alignment by balanced target
setting and talent retention. Other aspects of management, such as financial management
are not included. The narrow definition of management practice limits the generalization
of the study.
Hospital competition is based on translating patients expressed desires and needs
into product and service attributes. In addressing this in a study making a case for making
quality tangible to healthcare users, looked at using patient charter as a means of
communicating to the patient and as a tool for continuous patient feedback (Ugolini,
2009). The study was a single institution study (case study) thereby limiting
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generalizability. Others have done this through a multi-stage process which starts with
collecting the voice of the customer (VOC) and converting this voice through quality
functional deployment (QFD) process into actual attributes. In determining the relative
attributes of the voice of the customer, Kano model can be integrated into this process and
is a powerful tool of integrating the prioritized VOC, competitive landscape and other
parameters into actual service attributes (Tan & Shen, 2000). In the Kano model, relative
importance of the VOC is determined and hence influences the priority development of the
service attributes. In Serbia, hospital leadership followed recognized methodologies in
strategy formulation and implementation but not in monitoring and control (Mihic,
Obradovic, Todorovic, & Petrovic, 2012).
In a case study in Turkey (Camgöz-Akdağ, Tarım, Lonial, & Yatkın, 2013) and
another in Sweden (Gremyr & Raharjo, 2013), it was shown that it is possible to apply
QFD approach to a hospital after collecting VOC using SERVQUAL and other methods.
In a survey in the UK, majority of companies had not heard of QFD and many others did
not have any clear process to convert VOC in to service attributes. Those who had heard of
QFD but were not using it gave various reasons for not doing so including behavioral
management issues related to the culture of the organization, time-consuming, costly and
complexity of the methodology (Martins & Aspinwall, 2001).
Hospital’s leadership must steer the institutions through competition. Hospitals
facing more competition improve efficiency while also improving quality. This is more so
where hospital concentration is higher and therefore competition is stiffer (Gaynor,
Moreno-Serra, & Propper, 2013). This study used a change policy (before and after) to
determine influence of competition on quality. The study was conducted in the background
of NHS reforms in the UK. The reforms were driven through, not only increase in patients’
choice but also through increase in available information of waiting times, distance and
clinical outcome measures. The many confounding factors were not factored for in this
study.
In theory, competition in healthcare may provide a hospital an incentive to
manipulate the system to show better outcomes and lower costs. This implies admitting
relatively less sick, short-term stay patients instead of longer stay, more sick patients. In a
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longitudinal study of the NHS system in the UK through various periods where policy was
enacted to foster or deter competition, the study found that competition does not enhance
socio-economic inequality (Cookson, Dusheíko, Hardman, & Martin, 2010). The study
looked at revascularization and hip replacement as representative illnesses in a
longitudinal study. This study has made many assumptions on representative illnesses,
competition between hospitals and measures of supply and demand. The bases of these
assumptions are not fully explained or justified.
In the application of the agency theory as it applies to hospital leadership, quality
may tradeoff for efficiency. However, the study found that indeed, efficiency and quality
go together in tandem. Thus, the interest of the hospital goes together with the interest of
the patient. The agency problem is therefore small (Ludwig, Van Merode, & Groot, 2010).
2.4.7

Controlling Variables

Age (greater than 50 years) was found to be a determinant of patient satisfaction in a study
in Saudi Arabia (Aldaqal, Alghamdi, Al-Turki, El-deek, & Kensarah, 2012). A study to
test validity of a short questionnaire showed that there was a gender and age difference in
patient satisfaction with their physician (Hojat, et al., 2011). This study however was not
designed for this. The study looked at patients who had seen their physicians three times or
more. The validity of seeing a physician three or more times in itself is not tested. The
range of this is also open-ended. Satisfaction may or may not be correlated by number of
times that patients saw their physician. The age and gender difference with this was not
tested. However, Al-Borie and Damanhouri (2013), also found out that there is significant
difference in gender (male higher than females) in perception of dimensions of quality in
addition to type of hospital (private more than public) and geographical location (Al-Borie
& Damanhouri, 2013). Male gender was found to be an important factor in determining
patients’ satisfaction (Aldaqal, Alghamdi, Al-Turki, El-deek, & Kensarah, 2012).
However, in this study, age was also a contributing factor. It was not clear the interaction
between age and gender. The impact of one against the other was not tested out.
In an interesting longitudinal study, health literacy was found to correlate with
clinical health outcomes. Older patients have a poorer understanding of basic health
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information related to their medication. Those among this cohort had a higher mortality.
Indeed, such patients will not be able to interpret complex hospital quality information
(Steptoe, 2012). However, the definition of health literacy in the article was wanting as the
authors examined the ability of patients to understand an enlarged product label.
In a quasi-experimental design study using simulated data, patients’ ability to
interpret information was affected by how the information was presented. Patients
interpreted information more accurately when it was presented as bar charts and star
ratings. Patients had significant difficulty in interpreting information that was varied but
not statistically different. Patients misinterpreted about 27% of quality indicator content in
this specific study. This was worse in older patients and those of lower socio-economic
status (Damman, et al., 2011)
In a study in a Saudi Arabian surgical unit, length of stay was found to be a
significant determinant of patients’ satisfaction (Aldaqal, Alghamdi, Al-Turki, El-deek, &
Kensarah, 2012). This study did not interrogate whether the length of stay was primarily
contributing to the patients’ satisfaction or whether this was an indirect effect related to
underlying illness, complications and disease acuity. In patients who had had hip surgery,
length of stay was found to be the strongest predictor of future intention to return, together
with clinical outcome. Even then, it was not the actual length of stay but rather the
perception of length of stay that was found to be important. Those patients who perceived
that they had stayed very long were less likely to want to re-visit the hospital (Schaal,
Schoenfelder, Klewer, & Kugler, 2016). This study may have been significantly affected
by recall bias in view that it used patients who had been in hospital up to five years prior to
the study. In addition, many of the patients were older (more than half of the study sample
was greater than 70 years therefore not representative of many hospital-going populace.
Furthermore, the nature of illness that was studied whose outcome is restoration of chronic
functional limitation may have resulted in an over-emphasis on clinical outcomes.
Length of stay appears to be positively associated with patients’ perception of
higher quality. In Japan, where they have very high length of stay (average of 41.9 days),
they found a significant positive association between length of stay and patients’
perception of higher quality. However, this was also predicated on other variables. In those
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whose length of stay was less than one week, perception of quality was predicated on
nursing skills, between one week and one month it was clinical outcomes and respect and
courtesy, and those more than one month, it was relief from pain and respect of patient’s
opinion and wishes. Common to all groups, perception of quality was associated with
doctors’ competence and relief from anxiety and distress. Opinion of relatives about the
perception of quality also impacted patients’ perception of quality (Tokunaga & Imanaka,
2002). The patients with the shortest length of stay were also the youngest. Culture and
cultural practice may have had a significant effect on what influences patient perception of
quality and satisfaction. The study did not look at the influence of culture on the
perception of quality. In the Netherlands where the hospital length of stay is considerably
shorter, it was not associated with patient satisfaction or perception of quality (Borghans,
Kleefstra, Kool, & Westert, 2012)
Currently, information is a principal driver of competitive advantage. How
information is gathered and analyzed, and the tools used to do this, confer this competitive
advantage. The use of information technology and large data analysis is a key driver to
this. Information technology has the additional advantage of improving operational
efficiency and interactively engages the patient in choice of hospitals.
In addition to service delivery, corporate image plays an important role in shaping
customers expectations (Grönroos, 1984). In contrast, in Taiwan, image of the organisation
did not contribute to the satisfaction of patients. However, the cultural circumstances in
Taiwan are different and perhaps unique where patients see various doctors and go through
various institutions for the same ailment in a very short time span (Hu, Chiu, Cheng, &
Hsieh, 2010). In a cross-sectional study over one month in Ethiopia, occupational status
and education was found to significantly influence patient satisfaction (Tateke, Woldie, &
Ololo, 2012). Even when patients had adequate information to make a decision on choice
of hospital, they differed to their physician (Lako & Rosenau, 2009). In a Master’s in
Health Economics thesis, Wanyoike, 2016 used secondary data to determine factors
influencing healthcare demands in the private sector in Kenya. He affirmed that age and
education level were significant in choosing private hospitals (Wanyoike, 2016). The
study, however did not link the influence of age and education level to perceived quality of
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healthcare in the private hospitals. In addition, the study also found other demographic and
socio-economic factors significant in influencing the choice to patronize a private
healthcare facility. Indeed, the study did not speculate on the underlying reason for the
influence of age and education level or any of the other variables.
Further, patients’ socio-economic factors also influence how they (the patients)
process information and choose a hospital. Patients from lower socio-econmic strata were
more influenced by distance and appointment booking convenience (Laverty, Dixon, &
Millett, 2013) whereas those from higher socio-economic group and better educated are
more likely to choose hospitals based on hospitals’ reputation and on other factors other
than the physicians’ recommendation (Lako & Rosenau, 2009).
In a longitudinal retrospective study, payer-driven competition within hospitals
resulted in improvement of functional quality at the expense of technical quality. The
authors surmise that the hospitals sacrificed what is not directly visible to the patients
(technical quality) for what is (functional quality). Functional quality with demand
elasticity such as waiting times and turn-around times improved at the expense of technical
quality on items with low demand elasticity which worsened with competition (Propper,
Burgess, and Gossage, 2008). However, this study looked at clinical outcome of one
disease. However, similar findings are reported albeit in a different but related industry of
home healthcare where quality dipped with increasing competition (Jung & Polsky, 2014).
The exact reason for this is not clear. The authors suspect that it may be because of too
thin a spread of critical personnel made worse by new entrants and increasing competition
or the divesting focus to the more visible aspect of quality. Again, this finding in
healthcare of declining technical quality while improving functional quality is reported in
an analytic opinion paper. In this paper, there is also a reported drop in price to the patient
(Bevan & Skellern, 2011). All these three papers are in the same market.
Competition has different impacts on various quality indicators. Competition
improves quality outcomes of the measures that are easily understood by patients or those
highly dependent especially on physician skills. Measures that are heavily dependent on
nursing mix and skills level and facilities appear to worsen with increased competition
(Mutter, Wong, & Goldfarb, 2008). Heart failure outcome did not vary with competition
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but with complete adherence to treatment protocol or discharge instructions. In a
competitive market, hospitals may improve quality to maintain or increase market share.
On the hand, hospitals in competitive markets may have such small margins that it is
difficult to invest further in quality (Maeda & Sasso, 2012). A paper from the American
market, concludes that, in a price regulated market, where margins are high, competition
results in improvement of quality (technical quality) whereas when margins to the hospital
are low, then this results in a decline in this outcome. Thus, increased hospital competition
for HMO patients’ leads to lower hospital prices paid by the HMO and to higher hospital
quality. However, the results indicate that competition among hospitals for patients whose
costs are controlled by the government – as through Medicare – reduces hospital quality
(Gowrisankaran and Town, 2003). This paper used risk adjusted mortality rates of only
two diseases to determine quality. These could have been affected by a myriad of
confounding variables that were not explored in this paper such as learned behavior
(experience) of the clinicians as a source of improvement rather than competition.
Satisfaction is influenced by patient experience and confirmation-disconfirmation of
expectations. Culture influences the perspective with which the patients interpret
experiences (Ueltschy & Krampf, 2001). Sub-culture interpretative framework may
additionally be influenced by socio-economic status and related to this, education level,
domicile location within a geographical distance and acculturation. Culture is influenced
by the distance from the institution that the patient comes from. When price to patient is
not a factor, patients value both quality and distance in choosing hospitals. However, there
is a tradeoff of quality over distance. This is influenced by hospital location and
demographics of patients. Larger hospitals attract patients more than smaller hospitals
(Tay, 2003). The study used patients who suffered acute myocardial infarction. For these
patients, the condition being a medical emergency, distance may play a bigger than
expected role. Indeed, quality plays a less significant role as patients will be admitted to
the nearest hospital.
There is a paucity of literature on variation of diseases by regions with similar
characteristics. The studies are older and are confined to technical quality outcomes.
However, at least in the United States of America, there is clear variation of clinical
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outcomes that goes beyond differences in demographic characteristics or disease type
(Manheim, Feinglass, Shortell, & Hughes, 1992).
There is significant difference in the length of stay for same disease types in four
states in the USA in spite of similar demographics and supply of resources. The difference
is therefore not attributable to age or disease types but is thought to be due to differences
in the utilization of resources by the physicians (Lagoe, 1986). The difference in such
similar circumstances may be attributable to insurance coverage (Blumberg, 1982) or
availability of alternative post hospital care (Knickman & Foltz, 1984). Sometimes the
changes in regional quality is attributable to whether the hospital is run as for-profit or as a
not-for-profit basis (Farsi, 2004). Variation in treatment style for diseases where there is
not yet a medical consensus contributed to differences in regional outcomes of diseases
(Anderson & Pulcins, 1992).
2.4.8

Strategic Positioning

Strategic positioning is defined as a firm’s relative position in the industry. It must lead to
either lower costs or higher premium. Higher premium could be as a result of superior
product/service or meeting unique customer needs of a small identified group. Therefore,
strategic position is about how a company will create value different from competition
(Porter M. E., 1996). In the hospital set-up, the hospital leadership has to steer the
institution in investing in the latest equipment thus aim at attracting doctors who in turn
bring in patients. This would be in keeping with a product focus approach. Physician
reputation is a determinant of patients patronizing the hospital. In order to improve
revenue return, hospital leadership will invest in equipment to attract physicians (Lee M.
L., 1971). This pushes the hospitals, especially secondary and tertiary level hospitals to be
more positioned along product leadership.
The hospital set-up is very complex. There are many constituents and knowledge
and skill levels. The implementation of strategy is fraught with operational and political
land mines. The implementation of strategy can take a developmental and incremental
approach through experimentation and learning (Gremyr & Elg, 2014). This study is
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limited in its methodology, being a single process study in a single institution hence a case
study.
Managers must adopt specific tactics commensurate to the selected strategy (Allen
& Helms, 2006). The study used business management students as study subjects. The
positions of the respondents in their respective organizations was not articulated. It is
possible that some were not in senior management positions.
2.5

Chapter summary

This Chapter focused in detail the components of the study starting with the theoretical
underpinning and the conceptual framework. The study is informed by two principle
theories – Expectation-Disconfirmation Theory and Michael Porter’s strategic positioning
theory. These theories are operationalized through the concept of technical and functional
quality in hospital care. Technical quality information is not available or not understood by
the patient, yet this is the primary reason for the patient to seek hospital services. Instead,
the patients make their decision on functional quality which is what the patient readily
perceives.
The second theory underpinning the study is the Michael Porter’s strategic
positioning theory. This theory as applied in this study, elaborates that the hospitals have
to compete on the basis of costs, product focus or customer focus. The outcome of this is
either low cost or high margins.

The low-cost positioning is associated with mass

marketing and increased efficiency. The outcome is low margins and high-volume
business. In the hospital context, positioning based on product focus (also known as
product differentiation) is meant to attract the doctor by providing the best and latest
equipment. The doctor will then bring in the patient. Customer focus means identifying a
unique set of customers and then meeting all their individual needs. The customer
segmentation is either by gender (e.g. maternity hospital), age (e.g. pediatric or geriatric
hospital), by disease type or by socio-economic stratification.
The chapter then elaborated on the variables under the study and their relationship
both diagrammatically and in a narrative format of the conceptual framework. The chapter
thereafter reviewed the various empirical studies in relationship to the various dimensions
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of quality such as referral source, interpersonal relationship, environment of care,
administrative processes and access. Empirical literature on the basis of hospital
competition was also reviewed. Next chapter will be about research methodology in detail.
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CHAPTER THREE
3.0 RESEARCH METHODOLOGY
3.1

Introduction

This chapter focuses on research methodology starting with the underpinning philosophy.
It then narrows down to the research design and describes the target population, sampling
design followed by data collection methods and research procedures. The chapter then
winds up with statistical analysis of the data.
3.2

Research Philosophy

Research philosophy at its most basic component is either objectivist, constructivist or
subjectivist. Objectivism (also known as post-positivism) assumes that the knowledge
already exists and a researcher works to understand it and work out relationships. In this
philosophy, causes determine effects. The studies under this philosophy reflect the need to
understand causes that influence outcomes. Constructivism assumes that knowledge is
generated with research by defining relationships between variables. Lastly, subjectivism
assumes that knowledge is imposed on the object by the subject and that knowledge exists
within the confines of a limited unconsciousness.
The approach of this research was objectivist (post-positivist) as it looked at
researching knowledge that exists and finding relationships between the different variables
within this knowledge. The fact that this research converted subjective concepts into
measurable constructs and thus was based on tangible and empirical data and on existing
theories, it follows that the research took the post-positivist approach. It therefore also
follows that the instrument of research had to be and was a structured questionnaire. The
study reduced the information into numeric variables that were used to test hypotheses
through a deductive process of reasoning. It is grounded on two major theories and one
additional contributing theory namely Disconfirmation-expectancy, Michael Porter’s
theory of strategic positioning and Decision theory.
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3.3

Research Design

Research design focuses in meaningful way how data is collected to ensure sensible and
insightful comparison while retaining control to ensure the conclusions drawn are sound
(Bechhofer & Paterson, 2000). There are fundamentally two types of research designs –
one that describes what is going on (descriptive research) and the other, why it is going on
(explanatory research). The research design is thus qualitative, quantitative or mixed
method (Creswell, 2014).
Qualitative research is a means of exploring and finding meaning in what people or
a group of people ascribe to a human social behavior or problem. This is an inductive
approach to research. As expounded by Creswell, (2014), qualitative design research
techniques include narrative (where the subject provides a narrative about a phenomenon
in their lives), phenomenology (where the researcher describes a phenomenon about the
lives of the individual), Grounded theory (where the researcher builds on sequential data
collected by narrative and phenomenology building and ascribing meaning as one goes
along) and ethnography (where a researcher studies details of intact cultural groups in their
natural settings).
Quantitative method is about objectively testing theories by analyzing relationships
between variables. An instrument is used to collect data that measures the variables. The
data is analyzed using statistical methods. This is a deductive approach to research.
Quantitative design research techniques include true experimental and the less rigorous
quasi-experiment (where a stimulus is administered and the outcome is studied) and nonexperimental designs. Non-experimental design includes causal-comparative research
(where the research compares independent variables of two or more groups of a
phenomenon that has already happened) and correlational research (where the researcher
analyses the relationships between variables). These quantitative designs have evolved in
to detailed statistical analysis involving factors analysis and various regression methods
(Creswell, 2014).
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Mixed method has components of both qualitative and quantitative aspects either
undertaken simultaneously or sequentially. This design tends to undertake convergent
parallel mixed methods (where the researcher converges or merges qualitative and
quantitative information to generate a more comprehensive understanding of the study
matter. The qualitative and quantitative data is collected roughly at the same time),
explanatory sequential mixed methods (where the researcher first analyses quantitative
data that informs him or her on the qualitative aspect that follows to answer any remaining
gaps) and exploratory sequential mixed methods (where the researcher starts with the
qualitative data collection and analysis that informs him or her the areas of focus that is
then undertaken by a quantitative approach). These basic mixed methods can then be
incorporated into more complex methods, still under the mixed method design (Creswell,
2014).
This study used a mixed method study design. However, the quantitative study
design was predominant. The quantitative approach was of the non-experimental method
type with aspects of causal-comparative and correlational study as the study compared
variables within groups and in between groups (patients, doctors, Medical Insurance
Providers and hospital leadership). This study used advanced statistical methods of factor
analysis and regression analysis. Qualitative data was collected simultaneously with the
quantitative one thus making this a convergent parallel mixed method approach. The
quantitative data was collected using a structured closed-ended questionnaire and the
qualitative data was collected using open-ended questions after each section.
3.4

Target Population

Population in this context refers to all the subjects in the scope of the study. The attributes
that are the subject of the study are known as the characteristics. The units possessing
these characteristics are known as the elementary units (Kothari, 2004). For the purpose of
homogeneity, the current study population is level five and level six private hospitals.
These are referral hospitals. Thus, the elementary units are all in-patients in level five and
six private hospitals in Kenya. Since these elementary units are continuously being
replenished, this is an infinite population. Level five and six private hospitals was the
primary population.
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One of the study objective was to delve into the impact and characteristics of the
doctors and Medical Insurance Providers. Insurance penetration in Kenya in general
remains low at 1.8%. There were 22 Medical Insurance Providers in Kenya in 2015.
Together, they underwrote 29.67 billion Kenya shillings which constituted 26.51% of total
insured amount of the entire insurance industry (The Association of Kenya Insurers,
2015). The secondary population of study is therefore all the 22 Medical Insurance
Providers in Kenya (the Universe of the MIP). The sampled population was all the
Medical Insurance Providers who insured the patients participating in the study. These
were 15 Medical Insurance Providers which constituted the Medical Insurance Providers
study sample which was 68% of the Medical Insurance Providers Universe.
Another secondary population selected were all private doctors as registered by the
Kenya Medical Practitioners and Dentists Board. This is a representation of admitting
doctors in the referral hospitals in the private sector. The country had 9,734 registered
doctors as at the onset of the study (Kenya Medical Practitioners And Dentists Board,
2015). Lastly the senior most administrator of all the participating hospital were also
included as hospital leaders. Three of the eligible hospitals were part of a chain of
hospitals, implying that targeted population was 13 hospital leaders (one for each of the
independent level five and six hospitals plus the one for the three that were part of a
chain).
3.5

Sampling Design

The sampling design as it applies in this study is about the method of selecting the
respondents (Kothari, 2004).
3.5.1

Sampling Frame

As stated above, the population in statistical terms is all the subjects in the scope of the
study. The attributes that are the subject of the study are known as the characteristics. The
units possessing these characteristics are known as the elementary units. The elementary
units or clusters then form the basis of the sampling process and in such a case are referred
to as sampling units. The list containing the sampling units are called the sampling frame
(Kothari, 2004).
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The elementary units in this study is the patients. These therefore form the basis of
the sampling process and are as such the sampling units. All the private hospitals in
Kenya are registered by Kenya Medical Practitioners and Dentists Board and are available
on their website (Kenya Medical Practitioners And Dentists Board, 2015). At the time of
starting the study, there were 2884 registered private health facilities in the country of
which 702 admit inpatients. Of these, level five and level six hospitals were 15 (Kenya
Medical Practitioners And Dentists Board, 2015). The sampling process therefore started
with these 15 hospitals (See Table 3:1). The list containing these 15 hospitals is therefore
the initial sampling frame
Table 3:1 Sampling Frame
Name of Hospital
Level
The Nairobi Hospital
Hospital level 6
Aga Khan University Hospital, Nairobi
Hospital level 6
The Karen Hospital
Hospital level 6
Nairobi West Hospital
Hospital level 6
MP Shah Hospital
Hospital level 6
The Nairobi Women’s Hospital - Adams Arcade
Hospital level 5
The Nairobi Women’s Hospital - Hurlingham
Hospital level 5
The Mombasa Hospital
Hospital level 5
Pandya Memorial Hospital
Hospital level 5
The Aga Khan Hospital - Mombasa
Hospital level 5
Diani Beach Hospital
Hospital level 5
Racecourse Hospital
Hospital level 5
Eldoret Hospital
Hospital level 5
Avenue Hospital- Kisumu
Hospital level 5
The Nairobi Women’s Hospital - Nakuru
Hospital level 5
Source: Kenya Medical Practitioners and Dentists Board, (2015).

Bed capacity
357
280
103
102
94
88
61
124
103
82
18
144
90
70
30

The daily lists of inpatients that had been discharged and awaiting to go home (the
sampling units) constituted the primary sampling frame for this study. These lists were
generated every day for each hospital at the time enumerators were in a particular
institution. The Medical Insurance Providers (MIPs) sampling frame was derived from the
patients that were recruited in to the study. The sampling frame was compiled from the
hospitals after ascertaining the Medical Insurance Providers that insured the recruited
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patients where applicable (some cash paying patients were not covered by MIPs). The
Medical Insurance Providers selected were part of the MIP population.
The doctors sampling frame was derived from the patients that were recruited into
the study. The sampling frame was compiled from the hospitals after ascertaining the
doctors that had admitted the recruited patients. These doctors were part of the private
doctors’ population as registered by the Kenya Medical Practitioners and Dentists Board.
3.5.2

Sampling Techniques

Sampling technique can be probabilistic or non-probabilistic. In probability sampling, each
element has a known probability of being selected. Non-probability sampling does not
allow the researcher to determine this probability. Probability sampling are those based on
simple random sampling (where every element has an equal chance of being selected),
systematic sampling (where every specific and fixed number of the elements is selected)
and stratified sampling (where the sample is not homogenous. The sample is first divided
into dissimilar non-overlapping groups based on a specific criterion then each group is
sampled proportional to the representation in the population) and cluster sampling (where
the population is divided into groups or clusters. Here, sampling is at the cluster level
rather than at the individual level). The non-probability sampling are those based on
convenience sampling (sampling is done as per the convenience of the researcher. This is
also known as purposive or deliberate sampling), judgment sampling (where the
researcher’s judgment is used to determine the sample that is relevant to the study) and
quota sampling techniques (Kothari, 2004).
3.5.2.1 Patients
A multi-stage sampling method was used to recruit patients in this study. The sampling
unit was the level five and six private hospital. The first stage was a census of all level five
and level six hospitals in Kenya. It is important to note that Diani Beach Hospital is
officially classified as a level 5 hospital. However, it has a maximum capacity of 18 beds
and admits from a single doctor (the proprietor) and was therefore omitted from the study.
Of the remaining 14 eligible hospitals, 12 (86%) participated in the study. In the second
stage, stratified, sequential sampling of the discharged patients in each hospital was done
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until the sample size was reached. The sampling was stratified by bed capacity of the
participating hospital. All patients that were on the discharge list for the day were recruited
down the list without omitting or skipping any. No patient refused to participate in the
study, implying 100% sampling rate was achieved.
3.5.2.2 Doctors
All the doctors who had discharged patients were recruited down the list of doctors of the
discharged patients without omitting or skipping any. Overall response rate was poor with
only 10% of the potential doctor respondents participating. Each doctor respondent who
participated filled in one questionnaire for each participating hospital that their patients
had been discharged from the facility irrespective of the number of patients discharged by
that doctor. This implies that each doctor filled a maximum of one questionnaire per
hospital.
3.5.2.3 Medical Insurance Providers (MIPs)
All the Medical Insurance Providers that had insured the recruited patients were eligible
and were recruited down the list of Medical Insurance Providers with discharged patients
without omitting or skipping any. The care managers from each Medical Insurance
Provider were recruited sequentially. Note that the care managers are the employees of the
MIPs who decide in which hospital a patient gets admitted to. One Medical Insurance
Provider denied consent.
3.5.2.4 Hospital Leadership
Lastly the Chief Executive Officer or equivalent, implying that the senior-most
administrator of each participating hospital was also recruited. Of these, one institution
had three level-five hospitals. They have a central command and control structure for all
their institutions. Therefore, one administrator representing all these three participating
hospitals was enlisted. Therefore, a total of ten hospital leaderships participated which is
therefore a census of the hospital leadership of the participating hospitals.
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3.5.3

Sample Size

The general rule is that sample size should be large enough to give adequate confidence
that the results are representative of and can be generalised to the population but not too
large so as to be too expensive to conduct the study. Sample size is also determined by the
heterogeneity of the population and sub-analysis that will be performed. A very mixed
population will require a large sample size to ensure that there is adequate representation
of the various sub-groups included. Related to this, sub-analysis implies breaking the
sample size to smaller categories. This requires a large sample size so that the smaller
categories retain a size large enough to make the results of the sub-analysis generalizable
(Kothari, 2004).
Sample size is also determined by the levels of precision, confidence and
significance levels desired. The more precise the levels, the larger the sample size needed.
Precision level is the level within which the research results lie within the reliability
specified within the confidence range, more or less the defined numerical value. The
confidence level (also known as the reliability) is the number of times that the results will
fall within the specified precision limits. For example, 95% confidence level means that 95
times out of 100, the results will fall within the precision limits. In other words, the 95%
confidence level implies one is 95% sure that the sample results are from the population.
The significant level is the percentage that will fall outside this range. Thus, 95%
confidence interval implies a significance level of at least less than 0.05. Thus, precision
limit implies the range within which the value will vary and still remain acceptable,
confidence level is the number of times that the results will fall within this range and the
significant level is the number of times the value will not fall within this range.
Lastly, sample size is also determined by the error one is willing to tolerate – the
sampling error. If one takes several samples from the same population, the calculated
results will have some variations. This constitutes sampling distribution. The mean of the
sampling distribution results will be that of the population. In a study, one usually takes a
single sample. The deviation of the single sample results from that of the population is the
sampling error. If only a small error is tolerable, then a larger sample size is required as the
larger size will more closely approximate the population than a smaller sample.
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In this study, the researcher used a 95% confidence level, a significance level of less
than 0.05 and a margin of error of less than 5% to calculate the sample size. At 95%
confidence interval, assuming a two-tailed normal distribution the standardized coefficient
(z) is 1.96. Using a formula that factors the proportion of respondents likely to recommend
the hospital to others or to have the intention to return (p) which is derived from similar
previous studies. Instead of getting this value from previous studies, the authors decided to
go on a sample maximizing value of 50%. Thus, the sample size calculating formula used
as recommended by Hair et al (2010) was as follows:
𝑛=

𝑧 2 ∗𝑝∗𝑞
𝑒2

Where n - is the desired sample size, z -is the standardized coefficient of

the defined confidence interval e - is the margin of error. q is 1- p
Thus, z is 1.96, p is 50%, q is 50% and maximum tolerable margin of error is 5%.
n=

1.962 X 0.5 X 0.5
0.052

= 384 patient respondents.

This formula for calculating sample size has been used in various similar studies
such as Chahal & Kumari, 2012 and Brahmbhatt, Baser, & Joshi, 2011.
Assuming a 30% response rate and or usable data (Schoenfelder et al, 2011 found a
response rate of 32% and Babakus & Mangold, 1992 found a response rate of 22%),
sample size was increased to a minimum of 1,280 patient respondents. This sample size
was stratified according to bed occupancy of participating hospitals. These are the 12
hospitals that gave consent to participate in the study (See Table 3:2 below).
A census sample was taken of Doctors, MIPs and Hospital Leadership. Flowing
from the patient respondents recruited Doctors, MIPs and Hospital Leadership respondents
were recruited (Snow balling technique). This implies that starting with the recruited
patient respondents, Doctors and MIPs who administered to this patients and Hospital
Leadership of the selected hospitals were then recruited. All those who qualified were
sampled implying that this was a census of these groups. The response rate for doctors was
low at about 10%. The MIPs respondents’ response rate was a total of 22 of the potential
25 MIPs in the market making a response rate of 88%.
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Table 3:2 Stratified sampling by bed capacity
Hospital name

Proportionate

Bed
capacity

sampling
expected

Total actual
respondents

Proportionate
sampling
achieved

Aga Khan University Hospital, Nairobi

280

22%

165

12%

Racecourse Hospital

144

12%

98

7%

The Karen Hospital

103

8%

101

8%

Pandya Memorial Hospital

103

8%

84

6%

Nairobi West Hospital

102

8%

127

9%

MP Shah Hospital

94

8%

115

9%

Eldoret Hospital

90

7%

118

9%

The Nairobi Women’s Hospital Adams

88

7%

110

8%

The Aga Khan Hospital - Mombasa

82

7%

125

9%

Avenue Hospital- Kisumu

70

6%

100

7%

The Nairobi Women’s Hospital - Hurlingham

61

5%

136

10%

The Nairobi Women’s Hospital - Nakuru

30

2%

61

5%

The Nairobi Hospital

Permission to conduct study not granted

The Mombasa Hospital

Permission to conduct study not granted

Diani Beach Hospital

Omitted as did not meet criteria

Total

1247

100%

1340

100%

Source: Author, 2016
Each MIP respondent (Care Managers) who participated filled in one questionnaire
for each participating hospital that their patients had been discharged from irrespective of
the number of patients discharged that they covered for that hospital. This implies each
MIP respondent completed a maximum of one questionnaire per hospital. The senior most
person in the leadership of the selected hospital completed the Hospital Leadership
questionnaire. All the hospital administrators of participating hospitals successfully filled
in the questionnaires thus a response rate of 100%.
3.6

Data Collection Method

The study instrument used was a questionnaire (see the next section). The study
enumerators, each morning and throughout the day received a list of patients who were
already discharged and cleared but awaiting to go home from the ward leadership in each
ward and in each hospital. The enumerators recruited these patients as respondents.
Between two and four enumerators per hospital worked simultaneously. The enumerators
collected data upto the end of day. The data was collated and if sample size was reached or
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exceeded the enumerators stopped further data collection. This was only recognized at the
end of the day after collation of the information. This was then effected the next day. This
implies, when all four enumerators were in one hospital, they could substantially exceed
the minimum required number.
Only patients who had been discharged and waiting to go home were selected as
these were the only ones who could comment on the entire administrative process
including the discharge process. In doing so, the patients in critical care areas or patients
who were too sick to participate were automatically excluded as was the intention. Patients
gave verbal consent for the study. Those in the Pediatric wards or less than eighteen years
participated by proxy with the parents or guardians giving consent and also completing the
questionnaire. Patients answered paired questions, one for experience score and the other
for expectation score.
The study enumerators also received a list of doctors early in the morning every day
and through the day from the ward administration in each ward and in each hospital whose
patients had been discharged and were awaiting to go home. Though initially desired,
pairing of doctors to specific patients was abandoned as by knowing the doctor’s specialty,
one could infer the possible diagnoses of the patients. This was deemed a breach of
patient confidentiality. This process was abandoned. Instead, all the doctors who had
discharge patients that day were interviewed without matching with specific patients. All
duplicate names of the doctors in each hospital were removed, implying that a doctor was
selected only once per hospital.
The study enumerators also received a list of Medical Insurance Providers (MIPs)
from the ward administration whose patients had been discharged and were waiting to go
home early in the morning and throughout the day. All the MIPs whose patients had been
discharged were targeted. All duplicate names of the MIPs in each hospital were removed,
implying that a MIP was selected only once per hospital.
Data collection was done using a well-structured questionnaire. Four research
assistants were trained on the questionnaire tool. Data was coded and entered in a
Microsoft Excel® data sheet at the end of each day. This step acted as a quality control
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measure to ensure that each enumerator’s quality was acceptable. At the end of the study,
the data was transferred to the IBM SPSS© version 24, 2016 data analytics software for
processing.
3.6.1

Measurement instrument – Generation of Dimensions and Scale Items

This study used the SERVQUAL but modified for local use. Grönroos (1984) introduced
the concept of “promise” and “performance”. Promise is done by pricing and promotion
including advertising. The promise shapes the customer perception. Quality from the
customer perspective is when this expectation is exceeded. This is the “performance”. This
is the same logic of the now popular tool, Services Quality Scale (SERVQUAL) as
developed by Parasuraman for measure of service quality. SERVQUAL measures the gap
between customer expectation and actual service received as a measure of satisfaction.
When actual service delivered exceeds expectation then the customer is satisfied
(Parasuraman, Zeithaml, and Berry, 1985; 1994). This implies that customer satisfaction is
affected by marketing activity as it sets the foundation for the service expectation.
SERVQUAL originally used 10 dimensions of quality namely access,
communication, competence, courtesy, credibility, reliability, responsiveness, security,
tangibles and understanding or knowing the customer each with its own set of subcomponents (Parasuraman, Zeithaml, & Berry, 1985) which were later reduced to five
dimensions namely reliability, responsiveness, assurance, empathy and tangibles again
each with its own sub-components (Parasuraman, Zeithaml, & Berry, 1994). LegidoQuigley et al (2008) writing for the European Union, has suggested the following quality
dimensions - effectiveness, efficiency, access, safety, equity, appropriateness, timeliness,
acceptability,

patient-responsiveness

or

patient-centeredness,

satisfaction,

health

improvement, continuity of care – as the most frequent used in order of decreasing
frequency. These are not mutually exclusive (Legido-Quigley, McKee, Nolte, & Glinos,
2008).
SERVQUAL is equally appropriate for use in cultural and economic diversity to
that of America albeit different sequencing of the dimensions as was found in a small
study in Turkey (Lonial, Menezes, Tarim, Tatoglu, & Zaim, 2010). Instead of using a
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Likert scale to grade responses of a SERVQUAL questionnaire; Yeboah et al (2014), used
Kano model. This interesting integration adds value to the SERVQUAL model in
determining not only where there is expectation-disconfirmation but also the relative
importance of the attributes (Yeboah, Ansong, Appau-Yeboah, Antwi, & Yiranbon, 2014).
Thus, for the current study, the scale items and the six dimensions associated with
them are extracted and adapted after reviewing and affinity-grouping of multiple studies
(Parasuraman, Zeithaml, and Berry, 1985, 1994; Babakus and Mangold, 1992; Cronin Jr
and Taylor, 1994; Fogarty, Catts and Forlin, 2000; Gill and White, 2009; Brahmbhatt,
Baser, and Joshi, 2011; Chahal and Kumari, 2012; Kazemi, Ehsani, Abdi and Bighami,
2013; Ghosh, 2015; Naik, Anand, and Bashir, 2015; Legido-Quigley et al (2008);
Andaleeb, 1998; Alhassan, et al., 2015; Tokunaga and Imanaka, 2002; González, et al.,
2005). See development of dimensions and variables, Appendix A - Quality dimensions
from various studies from page 225 and Appendix B - Quality variables from various
studies (from page 227).
A two-column questionnaire was thought to be more appropriate for this study in
order to have the paired questions side by side for respondents to compare expected and
experienced measures for each variable simultaneously. This format has been shown to be
valid and reliable (Parasuraman, Zeithaml, & Berry, 1985). At the end of each section
there was an open-ended section for the respondent to add additional information
appertaining to the section. Further, there was an additional three general questions two of
which assessed future behavioral intention, whether the respondent would wish to be
readmitted in the same hospital or whether they would refer a family member to the
hospital (See Appendix A on page 225). All questions were positively worded. Babakus
and Mangold (1992) showed that a mixture of negatively and positively worded statements
created confusion (Babakus & Mangold, 1992). The questions were put on a five point
Likert scale of 1 to 5 where 1 is least likely and 5 most likely.
Other nearly identical questionnaires (only adjusted to reflect the respective
respondent point of view instead of patient–facing) were also administered for doctors,
Medical Insurance Provider and the senior-most hospital leadership. Additional difference
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in the questionnaires was on introductory and demographic information asked for, for each
group of respondents.
The variables from the papers below were affinity grouped, duplicates removed and
adapted within the Kenyan cultural context and 32 variables were developed within the six
dimensions developed above.
3.7
3.7.1

Research Procedures
Pilot Study

A pilot study was done in a single institution randomly selected among the target
population. The questionnaire was pre-tested for understanding. At this time, four research
assistants were also trained. There was a clear learning curve and the questionnaire for the
first two days were unusable because of incomplete filling and inappropriate patients
sampled (patients who had not been discharged). Further, feedback was that patients found
the six page one-side printed questionnaire too long. Upon reduction of the size of the
questionnaire (without change of content) through double sided printing, the questionnaire
was found acceptable. Fifty – three (53) questionnaires were administered, which was
about 14% of the calculated minimum sample size. A second set of questionnaires was
also administered to the hospital’s second tier management of the same institution.
The Cronbach’s alpha reliability coefficient was calculated in order to assess the
psychometric properties of the questionnaire. This step was to ensure the stability of the
consistency of the research instrument. Even though, the researcher adopted and adapted a
well-established instrument, this step is deemed necessary to see the consistency of the
instrument in the settings and context of the present study. Cronbach's alpha is the most
common measure of internal consistency ("reliability"). It is most commonly used when
you have multiple Likert questions in a survey or questionnaire that form a scale and you
wish to determine if the scale is reliable. Cronbach’s alpha value ranges from 0 to 1, with
value closer to 1 indicating greater stability and consistency, however for basic research
the cut-off value is 0.60.
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Table 3:3 Cronbach’s alpha reliability coefficient values
Cronbach's Alpha

Cronbach's Alpha Based on Standardized Items

No. of Items

0.911

0.890

53

In the data of this study according to the reliability statistics data, the Cronbach
alpha is 0.911 which indicates a high level of internal consistency. With these results, the
study proceeded to full data collection. The results from the pilot study were discarded.
3.7.2

Reliability of the instrument used

Test of reliability measures whether the data collection instrument is consistent in its
measurement. Components of reliability are stability (same results when the instrument is
used consecutively), internal consistency also called homogeneity (consistency of subcomponents of the instrument) and equivalency (consistency between two observers)
Kothari, (2004).
Cronbach's alpha was developed by Lee Cronbach in 1951, it is an important
measure of data’s internal consistency of a scale (Mohsen Tavakol et al, 2011). It is
essential in data analysis from questionnaire utilizing ordinal-Likert scale in a bid to check
for reliability, more specifically the inter-rater reliability. Its measurement normally ranges
between 0 and 1, and data with an alpha coefficient level greater than 0.7 is considered to
have a high level of internal consistency. However, a very high alpha value greater than
0.9 may indicate redundancies (Mohsen Tavakol et al, 2011).
In this study Cronbach alpha was used as a measure of reliability. The results were
acceptable. The details are in the results section in the next chapter.
3.7.3

Validity of the instrument used

Test of validity measures that the data collections instrument measures what it is intended
to measure. Components of validity are content validity (determines that the measuring
instrument has adequately covered the subject under study), criterion-related validity (the
ability of the instrument to predict some future results and the ability of the instrument to
relate to other similar measures) and construct validity (assess that the measurement
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instrument conform to measuring the theoretical construct) Kothari, (2004). In this study,
content validity was determined by the formulation and layout of the questionnaire (see
section 3.6.1) whereas the other forms of validity were assessed using correlation
coefficients. These were found acceptable. The details are in the results section in the next
chapter.
3.7.4

Administration of the Instrument

The questionnaires were administered to inpatients, to the doctors whose care the patient
was admitted under, to the Medical Insurance Providers that provided insurance cover to
some of these patients and to the senior-most hospital administrator of each participating
hospital. The questionnaire was administered in the sampled hospitals using four research
assistants. Each quality dimension had multiple variables in the form of questions. Each
question had two parts – the first part the participant reported what they or their patients
expected and the second part what they or their patients actually experienced. Each
question was scored on a five point Likert scale where one assigned “less likely or lowest
score” and five assigned “more likely or highest score”.
3.7.5

Ethical Consideration

Clearance to collect data was first approved by the USIU-A through a series of
presentations and approvals. Final approval was through the supervisors upon presenting
results of the pilot study. Permission to conduct the study was also granted by the National
Commission for Science, Technology & Innovation (NACOSTI) which is the statutory
body regulating research in the country.
Administrative consent was taken from each institution to participate in the study
and to allow the research assistants permission to engage patients and doctors. The
institutional permission also implied that the consenting administrators had also agreed to
fill in the administrator questionnaire.
Verbal consent to participate in the study was taken from each participant. Potential
participants were briefed on the nature of the study and that this was part of a doctoral
study and not part of the hospital processes. With this in mind, they were informed that
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they may refuse to participate in the study or withdraw from the study at any stage of
filling in the questionnaire and that this would not impact their care or relationship with
the institution.
Matching patients to their referring doctors and their referring Medical Insurance
Provider was the planned collection method in a snow-ball type of data collection.
Overcoming ethical issues proved difficult as one may presume a diagnosis of the patient
based on the specialty of the referring physician. This approach was abandoned. Physician
and Medical Insurance Provider were recruited on the basis of a global hospital list of the
doctors and Medical Insurance Providers of the discharged patients. Even though the
doctors and Medical Insurance Providers were of the discharged patient, a direct mapping
of patients to doctors and or Medical Insurance Provider was not possible.
3.8

Data Analysis Methods

Based on the sample size calculated for each hospital, patient-respondents were selected
for this study from each hospital. Also selected were all doctors that admitted the selected
patients and all the Medical Insurance Providers that covered the selected patients. Lastly,
one hospital leader of each of the participating hospitals was also recruited.
The analysis was controlled for mode of referral and the ward the patient was
admitted when estimating the relationship between independent variables and the
dependent variable. After data was entered and coded, data was cleaned by removing the
entire questionnaire that had incomplete answers as well as outliers. Thereafter a
preliminary analysis was done to determine the reliability and validity of the data
collection instruments. Then the data was analyzed for significance of the controlling
variables. Thereafter, the data was analyzed in line with the objectives of the study. The
details of the analysis are as below
3.8.1

Gap Analysis

Each question was scored on a five point Likert scale where one assigned “less likely or
low score” and five assigned “more likely or higher score”. This then allowed for
calculation of the “Expected-Disconfirmation gap” by subtracting the experience score
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from the expected score. This is the score of perceived quality from the respondent’s point
of view. There were thus nine possibilities namely +4, +3, +2, +1, 0, -1, -2, -3, -4 for each
question. The resultant variables computed were used for analysis in this research.
3.8.2

Factor Analysis

Factor analysis was used for data from patients, doctors and Medical Insurance Providers
and head of the hospital. The data was then aggregated for factor analysis.
According to Tabachnick & Fidell, (2007), factor analysis is a statistical technique
used for data reduction through identification of structures or factors that underlie a
relation among a set of observed variables. Factor analysis infers the presence of
unobserved variables (latent factors) which account for the shared variance in a set of
observed variables through exploring inter-relationships among observed variables to
discover if those variables can be grouped into a smaller set of unobserved factors. These
observed variables show the causal impact of the unobserved factors.
According to Hair Jr et al, (2010), factor analysis has several uses, among them is
data reduction. In data reduction, a large number of observed or measured variables are
then reduced into a smaller number of unmeasured variables (latent factors) by creating a
factor scores for each measured variable. This generates a parsimonious set of unmeasured
variables that better account for the underlying variance (causal effect) of the measured
variables. In this study, an exploratory factor analysis was done as explained in the next
section.
3.8.3

Exploratory Factor Analysis

Exploratory factor analysis (EFA) is a multivariate data reduction statistical technique that
analyses large set of observed variables to produce reduced sets of unobserved factors or
components which are a linear combination of the original observed variables Hair Jr et al,
(2010). EFA seeks to uncover the underlying structure of a relatively large set of variables
where the researcher bears an assumption that any measured variable may be associated
with any unmeasured variable. Borrowing from Tabachnick & Fidell, (2007), EFA was
used to explore the data without specifying any specific structure (factors) and assumed
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each measured variable could be related to any unobserved variable. In spite of using a
tool that is founded on empirical studies, the study took advantage of factor loadings to
understand the factor structure of the data and all measured variables were related to every
unmeasured variable.
EFA has many calculations. For example, Field (2009) describes various ways of
factor extraction such as principal component, maximum likelihoods and others. The
principal component analysis (PCA) generates the initial factor scores and reduces the
large set of variables into smaller constructs by putting together measured items to a
related composite (unmeasured) variable. The PCA is able to extract the maximum
variance from the data set by first extracting the first component with the highest variance
and last component with lowest variance of extraction (Tabachnick & Fidell, 2007). This
study borrowed from extant literature and used PCA to explain some but not all variables.
3.8.4

KMO and Test of Sphericity

This study iteratively conducted factor analysis through PCA by limiting the factor
loadings to greater than or equal to 0.5 by using the rule of thumb as proposed by
Tabachnick & Fidell, (2007). In the first iteration, variables that did not meet the criteria of
factor loadings (less than 0.5) were not included in forming the latent variables. During the
extraction, the determinant matrix was greater than zero were used to determine absence of
multicollinearity. According to Tabachnick & Fidell, (2007), the Kaiser-Meyer-Olkin
(KMO) is a measure of sampling adequacy, where by rule of thumb, values greater than
0.5 and higher implies adequate sample for factor analysis.
Another test undertaken in this study was the Bartlett's Test of Sphericity. This tests
the null hypothesis that, the correlation matrix is an identity matrix where the identity
matrix has the property that, the leading diagonal has 1 while the rest are 0. The aim is to
reject this null hypothesis.
3.8.5

Communality

During factor analysis, the PCA technique attempted to account for more common
variance as possible in the first factor extraction than subsequent factors. This was
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intended to account for the maximum amount of the remaining common variance until no
common variance remains. In this context, communality was the total variance that each
measured item can explain to the extracted factor due to extraction. According to Hair Jr et
al, (2010), factor loading less than 0.40 represents weak consistency within scale and were
deleted from subsequent factor extraction. In the PCA extraction, communalities were
initially assumed a loading of 1 which changed after extraction.
3.8.6

Factor Extraction

Using PCA for factor extraction, this study ensured that the first factor accounted for
maximum variance of extraction. This made sure that most variables had high factor
loadings (communalities) on the most important factor and small loadings on all other
factors (cross loadings). Latent factors were extracted whose number were determined by
those factors that had positive Eigen values which were greater than 1 of the correlation
matrix (Field, 2009).
3.8.7

Factor Rotation

According to Field, (2009) using PCA for factor extraction ensures that the first factor
accounts for maximum variance of extraction. This makes sure that most variables have
high factor loadings (communalities) on the most important factor and small loadings on
all other factors (cross loadings). Factor loadings rotation alters the pattern of the factor
loadings thereby improving explanation of extracted factors (Field, 2009). There are
broadly two types of rotation, that is, orthogonal and oblique. In orthogonal rotation, there
is no correlation between the extracted factors while in oblique rotation, there is. The
Varimax rotation (which is part of orthogonal) was used in this study which amplified the
factor loadings of the extracted variables.
3.8.8

Creating the Unobserved (Latent) Variables

The principal component analysis extracted factors where each case was given a
regression score, which is normally distributed (N~0,1). The factors were then labelled
accordingly. Based on EFA results, unobserved or latent or unmeasured factors or
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constructs were formed using regression scores of each observed variable retained in EFA.
The latent variables were evaluated for quality by performing exploratory data analysis.
3.8.9

Exploratory Data Analysis

The data was subjected to exploratory data analysis to elicit the blame of assumption of
normality, missing data, multivariate outliers, linearity and multicollinearity.
3.8.10 Missing Data
For this research care was taken to avoid the occurrence of missing data obtained from
responses. As such all respondents who had inconsistent and incomplete responses were
deleted from further analysis.
3.8.11 Multivariate Outliers
In the data, there are chances of having some extreme values in any variable. These
extreme values arise from various sources but mostly during data entry or on normal
occasions. Such extreme values are called outliers and they distort the overall statistic of
the variable under investigation. Mahalanobis distance was used in this study. Using Chisquare distribution, the associated significant probability was computed for each case and
the cases whose p-value greater than 0.001 were retained. This resulted in flagging some
of the cases as significant outliers and after deleting them from the dataset, the rest were
retained for further analysis.
3.8.12 Test for Normality
Most analyses assume that the data is normally distributed. According to Tabachnick &
Fidell, (2007) data is normal if the data distribution in each item and in all linear
combination of items are normally distributed. Normal distribution assumes the
symmetrical bell-shaped curve which is defined by mean µ = 0 and variance 𝜎 = 1.
Graphically, a histogram is used to show the normal distribution of a variable. This was
the methodology used in this study.
The symmetry of the distribution is known as the skewness. A positively skewed
distribution will depict scores that are clustered to the left, with the tail extending to the
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right while a negatively skewed distribution will have scores clustered to the right and the
tail extending to the left. The variables were considered to be within the normal range if
the skewness statistics were within two standard deviations of the skewness statistics
ranging between−2.58 < 𝑋 < +2.58 (Hair Jr, Black, Babin, & Anderson, 2010). The
rule of the thumb is that any skewness statistics that is outside this range should be
examined. According to Pallant, (2011) negative or positive skewness does not represent
any problem unless they are outside the normal range.
The “peakedness” of the distribution is known as the Kurtosis. Positive kurtosis
values indicate a peak distribution while negative kurtosis values indicate a flat
distribution with ranges from−2.58 < 𝑋 < 2.58. Negative or positive skewness does not
represent any problem until and unless they are within normal range (Pallant, 2011).
3.8.13 Linearity
A relationship between independent and dependent variables is said to be linear if there is
a consistent change in the slope (gradient). In most cases, this relationship can be
visualized using a scatter plot of residues between the two variables. In this study, scatter
plot was used to determine linearity.
3.8.14 Multi-collinearity
Correlation is the way to measure how associated or related two variables are. The purpose
of doing correlations is to allow us to make a prediction about one variable based on what
we know about another variable. It is expected that two variables should show
correlations, but, when correlations are high (correlation coefficient that is greater than
0.90), the problem is referred to as multi-collinearity (Hair Jr et al, 2010; Tabachnick &
Fidell, 2007). A correlation matrix is an array of numbers which gives the correlation
coefficients between a single variable and every other variable under investigation. The
correlation coefficients have a range of −1 < 𝑋 < 1 and the correlation coefficient
between a variable and itself is 1 and thus the principal diagonal of the correlation matrix
contains 1’s. With correlation matrix two things may be evident; the variables may be
independent or inter-correlated, but they should not correlate too highly. In-case they
correlate highly (correlation coefficient that is greater than 0.90) there are chances of
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extreme multi-collinearity and singularity between the variables. Multi-collinearity poses a
real problem for the researchers because; it severely limits the size of proportion of
variance which can be accounted for by the regression or extraction (𝑅 2 ). According to
Field, (2009), this is because the predictors are going after much of the same variance on
dependent variable. Secondly, it makes determination of the importance of a given
predictor difficult because the effects of the predictors are confounded due to the
correlation among them; and thirdly, it increases the variances of the regression
coefficients - the greater the variances, the more unstable the prediction equation will be.
If this happens there will be difficulties in determining the unique contribution of the
variables to a factor (A. P. Field, 2005). To check for multi-collinearity, a regression
model treating the dummy variable as the dependent variable against all other independent
variables was used in this study.
The variance inflation factor (VIF) was also checked. The VIF of a predictor was
used to indicate whether there was a strong linear association between it and all the
remaining predictors. The tolerance values were also checked. This refers to the degree to
which one predictor can by itself be predicted by the other predictors in the model (Pallant,
2011). Using the rule of the thumb, VIF < 4 indicated no problem, VIF >5 indicated a
likely problem while VIF > 10 indicated a significant problem (Pallant, (2011);
Tabachnick & Fidell, (2007). In addition, in this study, if the tolerance values tended to 1,
it was taken that there was a slight chance of multi-collinearity.
3.8.15 Correlation Coefficients
A correlation matrix is an array of numbers which gives the correlation coefficients
between a single variable and every other variable under investigation. The correlation
coefficients have a range of −1 < 𝑋 < 1 and the correlation coefficient between a variable
and itself is 1 and thus the principal diagonal of the correlation matrix contains 1’s. With
correlation matrix, two things are necessary; the variables need to be inter-correlated but
they should not correlate too highly. In-case they correlate highly (±0.9) there are chances
of extreme multi-collinearity and singularity between the variables. If this happens there
will be difficulties in determining the unique contribution of the variables to a factor
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(Field, 2009). The correlation is a way to measure how associated or related two variables
are. The purpose of doing correlations is to allow us to make a prediction about one
variable based on what one knows about another variable. Correlations, whether positive
or negative, range in their strength from weak to strong. Positive correlations will be
reported as a number between 0 and 1. A score of 0 means that there is no correlation (the
weakest measure). Correlation coefficient among the variables were worked out in this
study.
3.8.16 Multiple Linear Regression Analysis
Multiple Regression Analysis (MRA) was used for all the study objectives. Multiple
regression analysis is one of several related statistical methods for evaluating the effects of
more than one independent (or predictor) variable on a dependent (or outcome) variable.
MRA answers two main questions:
1.

What is the effect (as measured by a regression coefficient, β) on a dependent

variable (DV) of a one-unit change in an independent variable (IV), while controlling for
the effects of all the other independent variables
2.

What is the total effect (as measured by the R2 which is the proportion of variance

which can be explained by the regression) on the dependent variable of all the independent
variables taken together A multiple linear regression of the form:
𝑌 = 𝛽0 + 𝛽𝑖𝑋𝑖 + 𝑒 Where i=1….n
And, Y - stands for the dependent variables; βi - stands for the coefficient of Xi - (Where
i=variables 1, 2, 3 and 4) and e – stands for error term.
Since the dependent variable in the study is influenced by a set of independent
variables, the multiple linear regression model was appropriate in analyzing how the future
behavioral intention is influenced by a set of explanatory variables. Applying this model,
Future Behavioral Intention - Intention to refer others (Y1) and Future Behavioral Intention
- Intention to be readmitted (Y2) is influenced by environment of care and hospitality (X1),
interpersonal (X2), administrative (X3), Access (X4) and clinical outcomes and equipment
(X5).
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Cognizant of the controlling variables, regression models were performed on the
data. In the first model, there were no control variables included while in the second one,
the relevant variables are included as control variables. Assuming that no assumptions
have been violated, the multiple correlation coefficient (R) indicates the level of
prediction. The square of R (that is R2) gives the coefficient of determination, which is the
proportion of variance in the dependent variable that can be explained by the independent
variables. The ANOVA table for Fishers-ratio tests whether the overall regression model is
a good fit for the data. A significant p-value indicates that the independent variables are
statistically significantly in predicting the dependent variable. The resultant Fishers test
statistic was then determined significant if the p-value was less than 0.05 or not significant
if it was greater. This was then used to determine if the regression equation is sufficient for
the associated goodness of fit statistics. The standardized and unstandardized regression
coefficients were calculated.
The unstandardized and standardized coefficients indicate how much the dependent
variable varies with an independent variable, when all other independent variables are held
constant. In general, a multiple regression analysis was run to predict patient future
behavioral intention from the quality dimensions of Environment of care and Hospitality,
Interpersonal, Administrative processes and Access with and without control variables.
The regression equation was used to test the hypotheses.
3.9

Chapter Summary

This chapter focused on research methodology. The research philosophy was one of postpositivism applying a quantitative research design adminsitered using a predominantly
closed ended questionnaire with some open-ended questions after each dimension. The
target population was patients from level five and level six private hopsitals in Kenya. The
sample size was calculated for the whole study and then divided equality for each
contributing hospital. Patients were recruited sequentially until sample size of a minimum
of 95 per hospital was reached. The doctors and Medical Insurance Providers were
sequentially sampled by snow-balling from the recruited patients. Factors analysis was
done on data from patients, doctors and Medical Insurance providers as well as on the
merged data. Linear regression analysis was used to determine relationship between
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dependent variable (future behavioral intention) and independent variable (the six
dimension). The regression analysis was used in all the study objectives as a means of
testing the hypotheses. The next chapter focuses on the results as an output of the
described methodologies.
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CHAPTER FOUR
4.0 RESULTS AND FINDINGS
4.1

Introduction

This chapter presents the results of the analysis of the data collected using the
methodology described in the earlier chapter. After questionnaires with missing or outlier
data are removed the quality of the questionnaire is tested using reliability, validity,
normality and linearity. After quality is ascertained, exploratory factor analysis performed
in-order to form latent variables. This results in the reduction of the dimensions from six to
four. The demographic and characteristics of the respondents are described as well. Gap
analysis (Expected disconfirmation gap) was then done based on the respondents’ response
on services expected and service delivered based on the reduced four dimensions and
lastly the data is fitted into the regression model to estimate the relationship between
patient quality perceptions of the hospital and their intention to refer or recommend the
hospital in future. With the various regression analyses the hypotheses were tested.
4.2

General Information

The hospitals were the sampling units. Questionnaires were administered to respondents as
depicted in Table 4:1 below. The majority of respondents were patient respondents. Other
respondents were linked to patient respondents. For example, the doctor respondents were
those doctors who had discharged patients during the study period (see Chapter three).
Table 4:1 Distribution of respondents

Category

Count

Percent

Patients respondents

1340

87.6%

Doctors respondents

84

5.5%

Medical Insurance Provider respondents

95

6.6%

Hospital Leadership respondents

10

0.7%

1529

100.0%

Total
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Of the 1529 respondents, 225 questionnaires had incomplete or outlier data and were
removed from analysis. The remaining 1304 were used for further analysis. Of these 1172
were patient-respondents. Table 4:2 shows the distribution of the patient respondents
along the sampling units. Note: The sample size for each hospital was stratified by bed
capacity.
Table 4:2 Patient respondent distribution
Sampling units

Count

Proportion

1172

100%

105

9%

97

8%

119

10%

96

8%

Nairobi West Hospital

115

10%

Aga Khan Hospital - Mombasa

115

10%

98

8%

115

10%

Avenue Hospital - Kisumu

90

8%

Nairobi Women's Nakuru

51

4%

Pandya Hospital

76

6%

Karen Hospital

95

8%

Aga Khan University Hospital, Nairobi
Nairobi Women's Hospital - Adams
Nairobi Women's Hospital - Hurlingham
M.P. Shah Hospital

Racecourse Hospital
Eldoret Hospital

Source: Author, 2016
4.3

Reliability testing

The Cronbach alpha done on all the questionnaires (1304) was 0.906 which indicates a
high level of internal consistency. An itemized list of all questions used in analyses is
shown in Table 4:3
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Table 4:3: Itemized reliability test
Responses for each characteristic

Would you recommend the hospital
Would you wish to be readmitted
Doctors listen
Doctor’s courtesy
Doctor’s spend enough time
Nurses are courteous
Nurses are efficient
Doctors’ and nurses are professional
Food and catering
Non-clinical staff smartly dressed and clean
Privacy during my care
Linen is clean and adequate
Cleanliness and functioning of the washrooms
Physical facility is adequate
Stay was quiet and pleasant
Room/ward temperature
Room/ward cleanliness
Parking for myself and visitors
Security during my stay
Admission process
Billing process
Discharge process
Physically easily accessible
Signage within hospital
Affordability of services
Clinical outcomes
Medical and diagnostic equipment

Scale Mean if
Item Deleted

Scale Variance
if Item Deleted

-9.52
-9.43
-4.57
-4.59
-4.48
-4.41
-4.42
-4.47
-4.13
-4.53
-4.47
-4.38
-4.22
-4.42
-4.4
-4.3
-4.42
-4.02
-4.49
-3.9
-3.28
-3.19
-4.38
-4.25
-3.85
-4.54
-4.43

231.585
229.649
225.538
226.045
222.85
222.674
216.341
224.275
223.888
224.84
223.913
223.833
222.188
223.559
223.135
224.326
223.507
225.257
225.68
221.624
224.107
223.148
227.091
225.566
223.087
224.457
225.194

Corrected
Item-Total
Correlation
0.451
0.430
0.655
0.651
0.666
0.673
0.207
0.682
0.489
0.642
0.688
0.619
0.600
0.686
0.670
0.489
0.658
0.396
0.609
0.484
0.417
0.430
0.537
0.498
0.491
0.643
0.618

Cronbach's
Alpha if Item
Deleted
0.904
0.904
0.901
0.901
0.900
0.900
0.929
0.900
0.903
0.901
0.900
0.901
0.901
0.900
0.900
0.903
0.900
0.905
0.901
0.903
0.904
0.904
0.902
0.903
0.903
0.901
0.901

Source: Author, 2016
4.4

Factor Analysis

The researcher adopted exploratory factor analysis for this study as explained in the next
sub-sections.
4.4.1

KMO and Test of Sphericity

The Kaiser-Meyer-Olkin (KMO) is a measure of sampling adequacy, where by rule of
thumb, values greater than 0.5 and higher implies adequate sample. In this analysis, the
KMO = 0.94. The Bartlett's Test of Sphericity tests the null hypothesis that, the correlation
matrix is an identity matrix where the identity matrix has the property that, the leading
diagonal has 1 while the rest are 0. The decision should be to reject this null hypothesis
and based on the results, the null hypothesis is rejected and that the correlation matrix is an
identity matrix (χ2 = 18847.483, df = 300, p < 0.001). Based on the results of determinant
matrix, KMO and Bartlett's Test, the sample for this study meets the criterion set for factor
analysis and further analysis.
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4.4.2

Communality

The aim of this analysis was to determine internal consistency of factor loadings of the
latent variables.
Table 4:4 Principal Component Analysis – Communalities
Discharge process
Billing process
Doctors' courtesy
Doctors' listen
Physically easily accessible
Doctors' spend enough time
Doctors' and nurses are professional
Signage within hospital
Nurses are courteous
Stay was quiet and pleasant
Privacy during my care
Room cleanliness
Physical facility is adequate
Linen is clean and adequate
Cleanliness and functioning of the washrooms
Non-clinical staff smartly and clean
Clinical outcomes
Affordability of services
Security during my stay
Medical and diagnostic equipment
Food and catering
Admission process
Room temperature
Parking for myself and visitors#
Nurses are efficient#

Initial

Extraction

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

0.898
0.897
0.789
0.781
0.759
0.752
0.742
0.731
0.648
0.637
0.625
0.621
0.606
0.599
0.567
0.566
0.550
0.532
0.522
0.489
0.474
0.465
0.434
0.284
0.114

# - Score below threshold required
Source: Author, 2016
In this analysis, the initial communalities were one and after extraction the scores
ranged from 0.114 to 0.898. Using the Hair et al. (2006) argument, only two factor scores
are below 0.4 and therefore excluded from further analysis. The remaining factors
indicated good internal consistency of factor loadings of the latent variables.
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4.4.3

Factor Extraction

Principle Component Analysis (PCA) for factor extraction ensures that the first factor
accounts for maximum variance of extraction. This makes sure that most variables have
high factor loadings (communalities) on the most important factor and small loadings on
all other factors (cross loadings). Factor loadings rotation alters the pattern of the factor
loadings, thereby improving explanation of extracted factors (Field, 2009). Latent factors
were extracted whose number were determined by those factors that had positive Eigen
values which were greater than 1 of the correlation matrix (Field, 2009).
Table 4:5 Principal Component Analysis – Total variance explained
Comp

Initial
Eigenvalues
Total

Percent of
Variance

Total
Extraction
Sums of
Squared
Loadings

Cumulative
percentage

Rotation Sums of Squared Loadings
Total

percent of
Variance

Cumulative
percentage

1

10.027

40.108

40.108

10.027

5.469

21.874

21.874

2

2.086

8.342

48.45

2.086

4.869

19.475

41.35

3

1.675

6.7

55.151

1.675

2.472

9.886

51.236

4

1.29

5.16

60.31

1.29

2.269

9.074

60.31

5

0.969

3.877

64.187

6

0.881

3.526

67.713

7

0.75

2.999

70.712

8

0.686

2.743

73.454

9

0.63

2.518

75.972

10

0.601

2.403

78.375

11

0.565

2.258

80.634

12

0.533

2.132

82.766

13

0.512

2.05

84.816

14

0.485

1.941

86.757

15

0.456

1.822

88.579

16

0.397

1.586

90.166

17

0.376

1.504

91.67

18

0.366

1.464

93.134

19

0.356

1.423

94.557

20

0.317

1.268

95.825

21

0.29

1.161

96.987

22

0.251

1.005

97.992

23

0.229

0.916

98.908

24

0.167

0.668

99.576

0.106
Comp = Component
Source: Author, 2016

0.424

100

25
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In this study, four latent factors were extracted with the first latent factor
“Environment of care” dimension explaining 40.1%, followed by “Interpersonal”
dimension

explaining

8.3%,

then

“Access”

dimension

explaining

6.7%

and

“Administrative processes” dimension explaining 5.2% (Table 4:5). Cumulatively, the
four latent constructs accounted for 60.3% variance of the extraction. According to Hair et
al. (2006), the number of factors to be extracted should be equal to the number of positive
Eigen values of the correlation matrix, and in this study, there were four Eigen values
which were greater than one which were used for further analysis (Table 4:6).
Table 4:6 Proportion of variance explained by the components
Initial Eigenvalues
Component

Total

% of Variance

Cumulative %

Environment

10.027

40.108

40.11

Inter personal

2.086

8.342

48.45

Access

1.675

6.7

55.15

Administrative

1.29

5.16

60.31

Source: Author, 2016

4.4.4

Factor Rotation and Creating the Unobserved (Latent) Variables

In this study, the researcher used Varimax rotation (which is part of orthogonal) which
amplified the factor loadings of the four extracted variables. Again, in this study, the
principal component analysis extracted four factors where each case was given a
regression score which is normally distributed (N~0,1). The factors were then labeled
accordingly as shown in Table 4:7. Based on EFA results, 22 unobserved or latent or
unmeasured factors or constructs were formed using regression scores of each observed
variable retained in EFA.
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Table 4:7: Principal Component Analysis and Varimax rotation with Kaiser Normalization.
Components
Inter
Environment
Access
Administrative
personal
Linen is clean and adequate
0.230
0.139
0.048
0.724
Stay was quiet and pleasant
0.323
0.106
0.052
0.720
Room cleanliness
0.310
0.166
0.043
0.704
Cleanliness and functioning of the
washrooms
0.250
0.068
0.094
0.701
Physical facility is adequate
0.333
0.199
0.081
0.670
Non-clinical staff smartly and clean
0.313
0.145
0.089
0.662
Privacy during my care
0.436
0.178
0.004
0.635
Food and catering
0.022
0.080
0.297
0.615
Room temperature
0.055
0.157
0.191
0.608
Security during my stay
0.351
0.240
-0.025
0.584
Clinical outcomes
0.387
0.252
0.064
0.576
Doctors’ courtesy
0.219
0.149
0.059
0.846
Doctors listen to me
0.212
0.174
0.067
0.838
Doctors spend enough time with me
0.270
0.158
0.089
0.804
Doctors and nurses are professional
0.299
0.125
0.068
0.795
Nurses are courteous
0.339
0.119
0.155
0.704
Physically easily accessible
0.213
0.196
0.072
0.818
Signage within hospital
0.233
0.091
0.114
0.809
Affordability of services
0.155
0.225
0.214
0.641
Billing process
0.119
0.104
0.126
0.926
Discharge process
0.130
0.134
0.104
0.923
Admission process
0.215
0.201
0.337
0.514
Nurses are efficient#
0.040
0.325
-0.014
0.079
#
Medical and diagnostic equipment
0.423
0.483
0.277
0.011
#
Parking for family/myself and visitors
0.398
0.031
0.321
0.144
# Factor score less than 0.5 on all components therefore dropped from analysis down-stream
Bold and shaded area are the significantly aligned areas
Source: Author, 2016

Some variables were re-aligned and some were dropped off. “Parking for
family/myself and friends”, “Nurses are efficient” and “Medical and Diagnostic
Equipment” were dropped off as they scored less than 0.5. Clinical outcomes re-aligned
itself to “Interpersonal” dimension. The latent variables were evaluated for quality by
performing exploratory data analysis.
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4.5

Exploratory Data Analysis

The data was subjected to exploratory data analysis to elicit the blame of assumption of
normality, missing data, multivariate outliers, linearity, multi-collinearity, and influential
statistic. Each of these is tackled in detail below:
4.5.1

Missing Data

For this research, care was taken to avoid the occurrence of missing data obtained from
patient responses. As such, 80 respondents from all the categories who had inconsistent
and incomplete responses were deleted from further analysis.
4.5.2

Multivariate Outliers

The researcher used Mahalanobis distance to determine these (µ=3.997, σ2=15.3). Using
Chi-square distribution, the researcher computed the associated significant probability for
each case and the cases whose p-value greater than 0.001 were retained. This resulted in
flagging of 145 cases as significant outliers and after deleting them from the dataset, a
total of 1304 cases were retained for further analysis. Figure 4:1 below illustrates the
assessment and identification of the outliers in the data-set. This implies that the remaining
data is devoid of extreme influence that would have skewed interpretation.

Figure 4:1 Box and Whisker plots to visualize outliers
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4.5.3

Test for Normality

Graphically, a histogram plot is used to assess if data is normally distributed by assessing if the
distribution resembles a bell-shaped curve.

The Figure 4.2 indicates that the environment of care and hospitality are not
normally distributed. Other dimensions are also graphically presented of other
interpersonal, access and administrative are also shown.
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Source: Author, 2016

Figure 4:2 A series of Histogram and Q-Q plot of Various Quality Dimensions

From the plots as shown in Figure 4:2, the symmetry of the distribution is known as the
Skewness. A positively skewed distribution will depict scores that are clustered to the left,
with the tail extending to the right while a negatively skewed distribution will have scores
clustered to the right and the tail extending to the left synonymous with Figure 4.2. In this
study, all the variables were within the normal range of skewness at 2 standard deviations
with the skewness statistics ranging between −2.58 < 𝑋 < 2.58 (Hair et al., 2006) as
shown in Table 4:8. The rule of the thumb is that any skewness statistics that is outside
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this range should be examined. From the data, the values ranged from −0.235 < 𝑋 <
0.985 and according to Pallant (2007) negative or positive skewness does not presents
any problem unless they are outside the normal range. This indicates that data are outside
the recommended range.
Table 4:8: Skewness and kurtosis of the variables
Environment of care and hospitality Interpersonal
Mean

Access

Administrative

<0.0001

<0.0001

<0.0001

<0.0001

1

1

1

1

Skewness

-0.985

-0.964

-0.708

-0.235

Kurtosis

0.897

3.054

0.029

-0.370

Std. Deviation

Source: Author, 2016

The “peakedness” of the distribution is known as the Kurtosis. Positive kurtosis
values indicate a peak distribution while negative kurtosis values indicate a flat
distribution with ranges from−2.58 < 𝑋 < 2.58. Based on the data of this study, the
kurtosis ranges were −0.370 < 𝑋 < 3.054 implying that the variables were outside the
range as shown in Table 4:8 and according to Pallant (2007) negative or positive
skewness does not presents any problem until and unless they are outside normal range.
4.5.4

Linearity

A relationship between independent and dependent variable is said to be linear if there is a
consistent change in the slope (gradient). This relationship was visualized using a scatter
plot of residues between the two variables as shown in Figure 4:3. As is depicted in the
scatter plot, the gradient line is flat illustrating that there is no evidence of linearity. This
implies that none of the variables have a systematic influence on each other and therefore
the data is good for further analysis.
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Source: Author, 2016
Figure 4:3 Scatter plot showing linearity of the latent variables

4.5.5

Multi-collinearity

To check for multi-collinearity, the researcher performed a regression model treating the
dummy variable as the dependent variable against all other independent variables and the
results are as shown in the Table 4:9.
Table 4:9: Checking for multicollinearity
Unstandardized
Coefficients
B
(Constant)

-6.23x10

Std. Error
-17

Standardized

Collinearity

Coefficients

Statistics

Beta

0.028

t

Sig.

0.000

1.000

Tolerance

VIF

Interpersonal

0.000

0.028

0.000

0.000

1.000

1.000

1.000

Access

0.000

0.028

0.000

0.000

1.000

1.000

1.000

Administrative

0.000

0.028

0.000

0.000

1.000

1.000

1.000

Source: Author, 2016
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To diagnose multi-collinearity, the variance inflation factor (VIF) was checked. The
second thing that was checked was the tolerance values. In this study, the VIF=1.000 as
shown in Table 4:9. Also, on the same note, if the tolerance values tend to 1, there is a
slight chance of multi-collinearity. In this study, the tolerance values were equal to 1.000
as shown in Table 4:9 indicating that the data exhibits no chances of multi-collinearity.
4.5.6

Correlation Coefficients

The Table 4:10 depicts no correlation among variables.
Table 4:10: Pearson correlation coefficients of the latent variables
Environment of care

Interpersonal

Access

Administrative

1

0.000

0.000

0.000

Interpersonal

0.000

1

0.000

0.000

Access

0.000

0.000

1

0.000

Administrative

0.000

0.000

0.000

1

and hospitality
EoC and hospitality

Note: *** p-value < 0.01, ** < 5% and * < 10% (note that none were significant to any degree)
Source: Author, 2016

Correlations, whether positive or negative, range in their strength from weak to
strong. Positive correlations will be reported as a number between 0 and 1. A score of 0
means that there is no correlation (the weakest measure). After performing principal
analysis, the regression factors are normally not correlated. Table 4:10 depicts no
correlation among variables.
4.6

Patient-respondents’ Characteristics

As shown in Table 4:11 almost two in every three patient respondents were female and for
every one female doctor respondent there were 6.6 male doctor respondents. All the
hospital leadership respondents were males
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Table 4:11 Gender characteristics
Gender

Number

Frequency

Male

472

40%

Female

700

60%

Male

73

87%

Female

11

13%

Male

10

100%

Females

0

0%

Patients respondents

Doctor respondents

Hospital leadership respondents
Source: Author, 2016

Three-quarters of the patient respondents were below 45 years of age (See Table
4:12), whereas 70% of the doctor respondents were above 45 years (See Table 4:14).
Table 4:12 Patient respondents Age (years) distribution

Age Band
0 up to 5
5 up to 15
15 up to 25
25 up to 35
35 up to 45
45 up to 55
55 up to 65
Greater than 65

Number
206
103
96
301
187
122
76
81

Frequency
18%
9%
8%
26%
16%
10%
6%
7%

Source: Author, 2016

In a more detailed analysis of age Table 4:13 gives an indication of the
predominance of females in the child-bearing age of 15 to 45 years – almost three of every
four patients. Outside the child-bearing age, there was a predominance if males.
Table 4:13 Age distribution by gender
Child bearing age
0 to 5

6 to 14

Total

15 to 24

25 to 34

35 to 44

45 to 54

55 to 64

> 65yrs

Total

218

106

101

319

194

131

79

87

1235

Male

48%

60%

27%

24%

42%

55%

54%

49%

41%

Female

52%

40%

73%

76%

58%

45%

46%

51%

59%

Source: Author, 2016
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Table 4:14 Doctor Respondents Age Distribution

Age Band

Number

Frequency

25 up to 35

7

8%

35 up to 45

19

23%

45 up to 55

25

30%

55 up to 65

23

27%

Greater than 65

10

12%

Source: Author, 2016

The doctors were experienced with majority (about 70%) having been in practice
for more than 10 years (See Table 4:15Table 4:15) matching the age of the doctor where
over 90% were older than 35 years (See Table 4:14).
Table 4:15 Doctor Respondents’ Experience Post-qualification
Experience
Number

Frequency

< 5 years

7

8%

5 to 10 years

18

21%

10 to 15 years

16

19%

15 years and above

43

51%

Source: Author, 2016

Majority of the patients were admitted for the first time and stayed in the general
wards and majority of these stayed less than 6 days (Table 4:16Table 4:16)
Table 4:16 Patient respondents’ admission characteristics
Private
Ward Admitted
General
0 up to 3 days
3 up to 6 days
Length in
6 up to 10 days
hospital
10 up to 14 days
More than 14 days
None
Number of past
1 to 2 times
hospitalization
3 to 4 times
in this hospital
more than 5 times
Source: Author, 2016
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392
780
586
443
97
20
26
740
307
75
50

33%
67%
50%
38%
8%
2%
2%
63%
26%
6%
4%

Most doctors admitted on an average less than one patient per day (Table 4:17).
Table 4:17 Average Number of Patients Admitted by Doctor per month
Number admitted

Number of Doctor

Doctor frequency

0 up to 4

11

13%

4 up to 15

39

46%

15 up to 30

20

24%

More than 30
Source: Author, 2016

14

17%

The predominant payers of the patient respondents was Medical Insurance Provider.

Table 4:18 Source of payment of patient respondents

Mode of Payment

Number

Frequency

Medical Insurance Provider

955

81%

Self

168

14%

Both

49

4%

Source: Author, 2016

Even though the majority of the patient respondents’ referral to hospital was selfreferral, the main source of admission was from the clinics (Table 4:19).
Table 4:19 Patient Respondents’ Source of Referral

Self
Doctor
Medical Insurance Provider
Accident and Emergency (A&E)
Consulting/ Private/Family medicine clinic
Referral from other hospital

Mode of
referral
Source of
Admission

Number
728
360
84
347
815
10

Frequency
62%
31%
7%
30%
70%
1%

Source: Author, 2016

4.6.1

Patient-respondents Characteristics by Mode of Referral

More detail is discerned when the patient respondent characteristics are sub-analyzed by
source of referral.
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Table 4:20 Patient respondent gender by source of referral
Self

Doc

MIP

Gender

728

360

84

Male

38%

44%

48%

Female

62%

56%

52%

Source: Author, 2016

There were relatively more female patients who were self-referrals. The female to
male ratio was 1.63, 1.27 and 1.08 for those referred as self-referral, referred by doctors
and by MIPs respectively (see Table 4:20). The age band of the patients’ respondents
appears similar by age of referral (Table 4:21).
Table 4:21 Patient respondents age by source of referral
Self
728
16%
9%
9%
28%
15%
10%
6%
6%

Age Band
0 to 5
6 to 14
15 to 24
25 to 34
35 to 44
45 to 54
55 to 64
> 65

Doc
360
21%
8%
5%
23%
17%
10%
8%
9%

MIP
84
15%
13%
10%
19%
18%
18%
2%
5%

More patient respondents were admitted in the private room if they were referred by
doctors than if they were self-referrals or referred by Medical Insurance Providers (Table
4:22).
Table 4:22 Ward admitted by referral source
Self

Doc

MIP

Ward Type

728

360

84

Private

25%

52%

30%

General

75%

48%

70%

Source: Author, 2016

More patient respondents who were self-referral were admitted through A&E
whereas a large majority of those who were referred by doctors or MIPs were admitted
through the Outpatient clinics (Table 4:23).
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Table 4:23 Patient respondent source of admission by referral source
Self

Doc

MIP

Source of Admission

728

360

84

Accident and Emergency (A&E)

41%

8%

14%

Outpatient Clinics

57%

91%

83%

2%

1%

2%

Maternity
Source: Author, 2016

Irrespective of the referral source, the predominant modality of payment remained
MIPs (Table 4:24).
Table 4:24 Patient respondent mode of payment by source of referral
Self
Doc
728
360
Mode of Payment
82%
80%
MIPs
15%
15%
Self
3%
5%
Both
Source: Author, 2016

MIP
84
83%
7%
10%

There was no difference in length of hospital admission by source of admission. It
still remained less than six days for the majority (Table 4:25).
Table 4:25 Patients respondents’ length of admission by referral source
Self
728
Length in hospital
0 to 3 days
51%
4 to 6 days
38%
8%
6 to 10 days
10 to 14 days
1%
More than 14 days
2%
Source: Author, 2016

Doc
360
50%
36%
9%
3%
2%

MIP
84
44%
42%
7%
1%
6%

Majority of patients were new irrespective of their referral source (Table 4:26).
Table 4:26 Patient respondents number of hospitalizations by source of referral
Self
Doc
728
360
No of past hospitalization in index hospital
None
64%
61%
1 to 2 times
26%
28%
3 to 4 times
6%
6%
more than 5 times
4%
4%
Source: Author, 2016
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MIP
84
63%
18%
10%
10%

4.6.2

Patient-respondent Characteristics by Region

Further, analysis was done of patient respondents by geographical region. The regions
were defined along administrative boundaries where there were more than one level five
and level six private hospitals. This definition resulted in three regions–Nairobi, Rift
Valley and Coast.
There was a predominance of female patients across all regions even though Nairobi
region had a higher proportion of female patient respondents (Table 4:27). The female to
male ratio was 1.69, 1.27 and 1.38 for Nairobi, Coast and Rift Valley regions respectively
Table 4:27 Regional Gender Distribution
Geographical Region (Total 1082)
Nairobi region Coast region Rift Valley region
Total
Gender

627

191

264

Male

37.2%

44.0%

42.0%

Female

62.8%

56.0%

58.0%

Source: Author, 2016

Coast region had a large under five years old patient respondents. However, the
predominance of the 25 to 45-year-old persisted across the regions (Table 4:28).
Table 4:28 Age Distribution by Geographical Regions
Geographical Region (Total 1082)
Nairobi region Coast region Rift Valley region
Total

Age band (Patient)

627

191

264

0 to 5yrs

12.9%

31.9%

15.9%

6 to 14 years

6.1%

12.6%

11.0%

15 to 24yrs

8.0%

4.7%

11.7%

25 to 34 years

29.3%

21.5%

23.1%

35 to 44yrs

16.3%

10.5%

19.3%

45 to 54 years

11.0%

7.9%

10.2%

55 to 64yrs

8.8%

4.7%

3.4%

>65yrs

7.7%

6.3%

5.3%

Source: Author, 2016
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Most patient respondents had been new patients. The coast region had a slight
preponderance of patients’ respondents who had been admitted for more than five times
prior (Table 4:29).
Table 4:29 Admission frequency of patients’ respondents by Geographical Region
Geographical Region (Total 1082)
Nairobi
Coast
Rift Valley
region
region
region
Total
627
191
264
None
62.2%
57.1%
64.8%
28.2%
26.7%
24.6%
No of past hospitalization in 1 to 2 times
this hospital
3 to 4 times
6.7%
6.3%
6.4%
more than 5 times
2.9%
9.9%
4.2%
Source: Author, 2016

Majority of patients were admitted for less than six days across all the regions
(Table 4:30).
Table 4:30 Patient-respondents length of stay by regional statistics
Geographical Region (Total 1082)
Nairobi region Coast region Rift Valley region
Total
627
191
264
0 to 3 days
50.1%
53.9%
48.1%
4 to 6 days
36.5%
34.6%
42.4%
6 to 10 days
9.1%
7.9%
6.1%
Length in hospital
10 to 14 days
2.1%
1.6%
0.8%
More than 14 days
2.2%
2.1%
2.7%
Source: Author, 2016

Rift valley region was unique in that the largest source of patient admission was Accident
and Emergency contrary to the other two regions where this was the consulting/ private
clinics (Table 4:31).
Table 4:31 Source of Admission by Geographical Region
Geographical Region (Total 1082)
Nairobi
Coast
Rift Valley
region
region
region
Total
627
191
264
Accident and Emergency
21.7%
21.0%
60.6%
Source of
Consulting/ Private Clinic
75.7%
79.0%
39.4%
Admission
Other
2.6%
0.0%
0.0%
Source: Author, 2016
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Majority of patient respondents were admitted in the general wards across the
different regions (Table 4:32).
Table 4:32 Admitting Ward by Geographical Region
Geographical Region (Total 1082)
Nairobi region Coast region Rift Valley region
Total
Ward Admitted

627

191

264

Private

36.5%

38.7%

15.9%

General

63.5%

61.3%

84.1%

Source: Author, 2016

A very large majority of patient respondents from the Rift Valley region were selfreferral (Table 4:33) more than the other regions.
Table 4:33 Mode of Referral by Geographic Region
Geographical Region (Total 1082)
Mode of referral

Nairobi region

Coast region

Rift Valley region

627

191

264

Self

50.7%

69.6%

90.5%

Referral by doctor

41.5%

20.4%

7.6%

Referral by MIP

7.8%

9.9%

1.9%

Total

Mode of referral

Source: Author, 2016

Medical Insurance Providers remain the highest source of payers across all regions
(Table 4:34).
Table 4:34 Source of Payment by Geographical Regions
Geographical Region (Total 1082)
Nairobi region

Coast region

Rift Valley region

627

191

264

Insurance/Corporate

76.1%

89.5%

88.6%

Self

18.8%

7.3%

9.1%

Both

5.1%

3.1%

2.3%

Source of payment
Total

Mode of Payment

Source: Author, 2016
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4.7

Objective 1 – Quality Determinants that Influence Patients Choice of Hospital
and their Hierarchy of Importance

This objective addressed the relationship between the determinants of healthcare quality as
perceived by the patients and their (the patients) future behavioral intention. There are two
aspects of the Future Behavioral Intentions of the patients which was the subject of this
study–Intention to refer others favorably to the hospital and Intention to be readmitted to
the index hospital should the need arise. The objective assessed both these aspects of the
Future Behavioral Intentions.
4.7.1

Patient Respondents and Intention to Recommend or Refer Others

Cognizant of the potential controlling variables, two regression models were performed on
the data. In the first model, there is no control variable that is included while in the second
one where the controlling variables were included. On running the null and controlled
model, the coefficient of determination (R2) obtained are 12.6 % and 12.8% respectively.
This is an implication that the four response variables explain 12.8% of the variance
associated with patient recommending the hospital in future. The resultant Fishers test
statistics are significant (F (4, 1171, 95%) = 4 3.251, p-value = 0.000 and (F (9, 1171, 95%) = 20.11,
p-value = 0.000) for both models. This is an implication that the regression equation is
sufficient for the associated goodness of fit statistics. The standardized and unstandardized
regression coefficients are shown in Table 4:35. In both models, the explanatory variables
are all significant with p-values less than 0.01 while the control variables have no effect on
the association between outcome and the explanatory variables except for mode of referral
which has a significant influence (p-value < 0.05).
From Table 4:35, the unstandardized and standardized coefficients indicate how
much the dependent variable varies with an independent variable, when all other
independent variables are held constant. In general, a multiple regression analysis was run
to predict future behavioral intention from environment of care and hospitality,
interpersonal, administrative, access and clinical and equipment with and without control
variables. All the explanatory variables were statistically significantly predicting future
behavioral intention. In addition, mode of referral is a significant controlling variable.
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Table 4:35 Regression coefficients of patient-respondents where dependent variable is
intention to refer others
Unstandardized
Coefficients
Standardized Coefficients
Std.
B
Beta
t
Sig.
Error
Uncontrolled (Null) model
(Constant)
0.041
0.025
1.666
0.000***
EoC and hospitality
0.23
0.026
0.243
8.748
0.000***
Interpersonal
0.284
0.03
0.264
9.473
0.000***
Access
0.097
0.025
0.107
3.87
0.000***
Administrative
0.117
0.024
0.136
4.962
0.000***
Controlled model
(Constant)
0.093
0.201
0.463
0.000***
EoC and hospitality
0.22
0.027
0.233
8.285
0.000***
Interpersonal
0.286
0.03
0.266
9.471
0.000***
Access
0.093
0.026
0.102
3.623
0.000***
Administrative
0.118
0.024
0.137
5.019
0.000***
Ward Admitted
0.026
0.053
0.014
0.497
0.619
Gender
0.018
0.051
0.01
0.36
0.719
Age band (Respondents’)
0.011
0.02
0.015
0.54
0.589
Source of admission
-0.024
0.056
-0.013
-0.428
0.669
Mode of referral
-0.093
0.041
-0.065
-2.242
0.025**

Note: ***Significant at less than 1%; ** at less than 5% and * at less than 10% level of
significance
EoC = Environment of Care
Source: Author, 2016

4.7.2

Patient Respondents and Intention to be Re-Admitted

In this second equation that measures the determinants of quality factors with intention to
be re-admitted should the need arise, the adjusted coefficient of determination (R2)
obtained are 11.0 % and 11.2% respectively. This is an implication that the four response
variables explain 11.2% of the variance associated with patient expressing the wish to be
re-admitted to the same hospital. The resultant Fishers test statistics are significant (F
1171, 95%)

= 37.185, p-value = 0.000 and (F

(9, 1171, 95%)

(4,

= 17.437, p-value = 0.000) for both

models. This implies that the regression equation is sufficient for the associated goodness
of fit statistics. The standardized and unstandardized regression coefficients are shown in
the Table 4:36. In both models, the explanatory variables are all significant with p-values
less than 0.01. The control variables have no effect on the association between outcome
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and the explanatory variables except mode of referral, which has marginal significance (pvalue < 0.1).
Table 4:36 Regression coefficients of patient-respondents by intention to be re-admitted
Unstandardized Coefficients
B
Std. Error

Beta

Standardized Coefficients
t
Sig.

Uncontrolled (Null) model
(Constant)

0.055

0.025

2.243

0.025**

EoC and hospitality

0.208

0.026

0.224

7.982

0.000***

Interpersonal

0.232

Access

0.147

0.03

0.22

7.82

0.000***

0.025

0.165

5.916

0.000***

Administrative

0.106

0.023

0.126

4.558

0.000***

(Constant)

0.239

0.198

1.206

0.228

EoC and hospitality

0.198

0.026

0.214

7.543

0.000***

Interpersonal

0.23

0.03

0.217

7.682

0.000***

Access

0.139

0.025

0.156

5.503

0.000***

Administrative

0.108

0.023

0.127

4.625

0.000***

Ward Admitted

-0.019

0.052

-0.01

-0.367

0.714

Gender

0.009

0.05

0.005

0.18

0.857

Age band (Respondents’)

0.014

0.02

0.02

0.724

0.469

Source of admission

-0.068

0.055

-0.037

-1.236

0.217

Mode of referral

-0.08

0.041

-0.058

-1.959

0.050*

Controlled model

Note: ***Significant at less than 1%; ** at less than 5% and * at less than 10% level of
significance
EoC = Environment of Care
Source: Author, 2016

The patient – respondents’ regression equations are as follows:
Future Behavioral Intention (Recommend others) = 0.093 + (0.266 
Interpersonal Dimension) + (0.233  Environment of Care and Hospitality) +
(0.137  Administrative processes) + (0.102  Access) – (0.065  mode of
referral) + е.
Future Behavioral Intention (Re-admission) = 0.239 + (0.217  Interpersonal
Dimension) + (0.214  Environment of Care and Hospitality) + (0.127 
Administrative processes) + (0.156  Access) + е.
Clearly these quality factors exhibit a hierarchical importance in influencing Future
Behavioral Intention in order of magnitude of Interpersonal Dimension; Environment of

133

Care and Hospitality; Administrative; Access and Clinical Outcomes and Medical
Equipment. All these dimensions explain 12.8% of the Future Behavioral Intention of
recommending the hospital to others and 11.6% of the Future Behavioral Intention of
readmission should the need arise.
Further, in the open-ended responses, majority (38.4%) were about environment of
care followed by Interpersonal (29.6%), Administrative processes (17.6%) and Access
related (5.2%). Of the open-ended questionnaire answers related to Interpersonal
dimension 21.7% were related to doctors and 42.1% were related to nurses. Of those
related to doctors 76.9% were positive and complimentary. Of the commentary on nurses,
positive and complimentary ones made up 40.6%.
Environment of care had the highest number of commentaries (38.4% of all
commentaries) and with the widest spread in the open-ended section of the questionnaire.
Of these the 16.3% were about facility and maintenance, 13.2% related to meals, 11.6%
were related to linen and 8.2% were related to security. However, the highest (18.8%)
were complimentary.
The open-ended questionnaire answers related to the access dimension constituted
71.4% related to financial access (of these, 76.7% complained about expensive services),
13.1% were related to in-hospital signage and only 4.8% were related to hospital access.
Compliments were 8.3% of Access related commentary.
Hypothesis 1 – The null hypothesis “Not all quality of care factors are of equal
importance to patients in determining perceived quality of care and future behavioral
intention” can thus cannot be rejected.
4.8

Objective 2 – Influence That Doctors and Medical Insurance Providers Have on
Patients’ Perception of Quality

This objective looks at the relationship between the patients Future Behavioral Intentions
(Intention to refer others favorably to the hospital and Intention to be re-admitted to the
index hospital should the need arise) and patients’ perception of healthcare quality
dimensions. It then compares this relationship as experienced by those patients who
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referred themselves (self-referral), those referred by doctors (Doctor-referral) and those
referred by Medical Insurance Providers (MIPs-referral) and in doing so, ascertains
whether doctors and MIPs have any influence on the patients’ Future Behavioral Intention.
4.8.1

Self-Referral Patients’ Respondents Perception of Quality and Intention to
Recommend Others in Future

In the first model (Table 4:37), looking at the intention to recommend others to the
hospital; after fitting the reduced (uncontrolled) and controlled model, the adjusted R2
obtained are 9.4% and 8.9% respectively. This is an implication that the covariates explain
9.4% of the variance associated with self-referred patient-respondents’ intention to refer
others in the future.

The ANOVA table for Fishers-ratio tests whether the overall

regression model is a good fit for the data. A significant p-value indicates that the
independent variables are statistically significant in predicting the dependent variable. The
resultant Fishers test statistics for both models are significant (F
value < 0.01 and the second model (F

(8, 727, 95%)

(4, 723, 95%)

= 19.842, p-

= 9.896, p-value < 0.000). This is an

implication that both regression equations are sufficient for the associated goodness of fit
statistics. The standardized and unstandardized regression coefficients are shown in the
Table 4:37. In both the models, all covariates are significant at 1% level. None of the
control variables were significant.
From Table 4:37, the control variables were not significant at 0.05 level of
significance in predicting future referral of patients. For example, a unit increase in the
level of environment of care and hospitality would lead to an increase by 0.189 units the
likelihood of referring or recommending others to the same facility holding other factors
constant.
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Table 4:37 Self-referral regression coefficients based on intention to be re-admitted
Unstandardized Coefficients
B
Std. Error

Standardized Coefficients
Beta
t
Sig.

Uncontrolled (Null) model
0.093
0.032
2.925 0.004***
(Constant)
0.194
0.037
0.19
5.269 0.000***
EoC and hospitality
0.292
0.045
0.235
6.504 0.000***
Interpersonal
0.129
0.031
0.147
4.095 0.000***
Access
0.125
0.032
0.141
3.962 0.000***
Administrative
Controlled model
0.112
0.249
0.449
0.654
(Constant)
0.193
0.037
0.189
5.174 0.000***
EoC and hospitality
0.292
0.046
0.234
6.372 0.000***
Interpersonal
0.129
0.033
0.147
3.898 0.000***
Access
0.126
0.032
0.141
3.957 0.000***
Administrative
0.019
0.072
0.009
0.262
0.794
Ward Admitted
-0.023
0.065
-0.013
-0.361
0.719
Gender
-0.004
0.025
-0.005
-0.139
0.890
Age band (Respondents’)
0.001
0.065
0.001
0.021
0.984
Source of admission
Note: *Significant at less than 10%; ** less than 5% and *** less than 1% level of significance
EoC implies Environment of Care
Source: Author, 2016

4.8.2

Self-Referral with Intention to Be Re-Admitted In The Future

From Table 4:38, a multiple regression analysis was run to predict patient intention to be
re-admitted in the future recommendation from Environment of care and Hospitality,
Interpersonal, Administrative processes and Access with and without control variables.
The control variables were not significant in predicting future re-admission of patients. For
example, a unit increase in the level of environmental of care and hospitality would lead to
an increase by 0.168 units the likelihood of being re-admitted into the same facility holding other factors constant.
Secondly, looking at the likelihood of future referral for other patients; after running
the reduced (uncontrolled) and controlled model, the R2 was 13.3% and 13.8%
respectively and the adjusted R2 was 12.8% for both models. This is an implication that the
covariates explain 12.8% of the variance associated with patient intention to be readmitted in the hospital in future. The resultant Fishers test statistics for both models are
significant (F

(4, 723, 95%)

= 27.758, p-value < 0.000 and the second model (F
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(8, 719, 95%)

=

14.372, p -value < 0.000). This is an implication that both regression equations are
sufficient for the associated goodness of fit statistics whereas.
The standardized and unstandardized regression coefficients are shown in the
Table 4:38. In the first and second models, all covariates are significant at 1% level. In
addition, in the second model control variable “Gender” was marginally significant at 10%
level of significance. The rest of the control variables were not significant.
Table 4:38 Self-referral regression coefficients based on intention for future readmission
Unstandardized
Coefficients
Standardized Coefficients
B
Std. Error
Beta
t
Sig.
Uncontrolled (Null) model
(Constant)
0.094
0.03
3.179
0.002***
Environment of care and
hospitality
0.227
0.035
0.233
6.591
0.000***
Interpersonal
0.271
0.042
0.228
6.43
0.000***
Access
0.189
0.029
0.225
6.399
0.000***
Administrative
0.126
0.03
0.148
4.252
0.000***
Controlled model
(Constant)
0.481
0.233
2.063
0.039**
Environment of care and
hospitality
0.228
0.035
0.233
6.526
0.000***
Interpersonal
0.267
0.043
0.224
6.234
0.000***
Access
0.188
0.031
0.224
6.106
0.000***
Administrative
0.129
0.03
0.152
4.354
0.000***
Ward Admitted
-0.064
0.067
-0.034
-0.954
0.340
Gender
-0.102
0.06
-0.06
-1.687
0.092*
Age band (Respondents’)
-0.017
0.024
-0.025
-0.713
0.476
Source of admission
-0.018
0.061
-0.011
-0.304
0.762
Note: ***Significant at less than 1%; ** 5% and * 10% level of significance
Source: Author, 2016

From Table 4:38, the control variables were not significant at 0.05 level of significance in
predicting future referral of patients. For example, a unit increase in the level of
environment of care and hospitality would lead to an increase by 0.233 units the likelihood
of being re-admitted into the same facility holding other factors constant.
4.8.3

Doctor-referral Patient-Respondents with Intention to be Re-admitted

In the first model, there is no control variable that is included while in the second one, the
three variables are included as control variables. Looking at the likelihood of being re137

admitted to a facility; after fitting the reduced (uncontrolled) and controlled model, the
coefficient of adjusted R2 obtained are 8.0% and 8.7% respectively. This is an implication
that the covariates only explain 8% and 9% of the variance associated with patient’s
intention to refer other patients in future respectively. The resultant Fishers test statistics
for both models are significant (F (4, 355, 95%) = 8.807, p-value < 0.001 and the second model
(F (8, 351, 95%) =5.263, p-value < 0.001). This is an implication that both regression equations
are sufficient for the associated goodness of fit statistics. The standardized and
unstandardized regression coefficients are shown in the Table 4:39. In both the models,
three out of four covariates are significant at 5% level. In addition, in the second model
one control variable-gender, was also significant at 5% level.
Table 4:39 Doctor-referral regression coefficients based on intention to refer others in future
Unstandardized Coefficients
B
Std. Error
Uncontrolled (Null) model
(Constant)

-0.027

0.049

Environment of care and hospitality
Interpersonal
Access
Administrative
Controlled model
(Constant)

0.16
0.217
0.03
0.084

0.045
0.048
0.049
0.041

-0.439

0.432

Environment of care and hospitality
Interpersonal
Access
Administrative
Ward Admitted
Gender
Age band (Respondents’)

0.165
0.226
0.028
0.084
-0.1
0.202
0.058

0.045
0.049
0.049
0.041
0.096
0.098
0.04

Beta

Standardized Coefficients
t

Sig.

-0.547

0.585

3.532
4.542
0.616
2.047

0.000***
0.000***
0.538
0.041**

-1.015

0.311

0.188
0.245
0.03
0.104
-0.053
0.107
0.076

3.624
4.644
0.58
2.04
-1.038
2.064
1.464

0.000***
0.000***
0.562
0.042**
0.300
0.040**
0.144

Source of admission
-0.021
0.166
-0.006
Note: *Significant at less than 10%; ** 5% and *** 1% level of significance
Source: Author, 2016

-0.128

0.899

0.183
0.236
0.031
0.105

From Table 4:39, for example, a unit increase in the level of Environment of care and
hospitality would lead to an increase by 0.188 units the likelihood of referring other
patients to a facility holding other factors constant.
4.8.4

Doctor-referral Patient-Respondents with Intention to Refer Others

The likelihood of patients being readmitted into the same facility; after fitting the reduced
(uncontrolled) and controlled model, the R2 was 17.5% and 17.9% and the adjusted R2 was
16.6% and 16.0% respectively. This is an implication that the covariates explain between
16% and 17% of the variance associated with patient preferring to be re-admitted in the
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same hospital in future for each model respectively. The resultant Fishers test statistics for
both models are significant (F
(F

(8, 351, 95%)

(4, 355, 95%)

= 18.803, p-value < 0.000 and the second model

= 9.557, p-value < 0.000). This is an implication that both regression

equations are sufficient for the associated goodness of fit statistics whereas. The
standardized and unstandardized regression coefficients are shown in the Table 4:40. In
the first model, only three out of four covariates are significant at 5% level, whereas in the
second model; only three out of eight covariates are significant at 5% level. One can
deduce that for future referral, some of the control variables were significant at 5% level.
Table 4:40 Doctor-referral regression coefficients based on intention for future re-admission
Unstandardized Coefficients
B
Std. Error

Standardized Coefficients
Beta
t
Sig.

Uncontrolled (Null) model
(Constant)
Environment of care and hospitality
Interpersonal
Administrative
Access

-0.024
0.241
0.286
0.091
-0.006

0.046
0.042
0.044
0.038
0.045

0.283
0.319
0.115
-0.006

Controlled model
(Constant)
-0.378
0.404
Environment of care and hospitality
0.241
0.042
0.282
Interpersonal
0.293
0.045
0.326
0.089
0.038
0.114
Administrative
Access
-0.006
0.046
-0.006
Ward Admitted
-0.028
0.09
-0.016
Gender
0.074
0.091
0.04
Age band (Respondents’)
0.039
0.037
0.052
0.047
0.156
0.015
Source of admission
NB: ***Significant at less than 1%; **less than 5% and *less than 10% level of significance
Source: Author, 2016

-0.526
5.733
6.446
2.373
-0.128

0.599
0.000***
0.000***
0.018**
0.898

-0.935
5.669
6.449
2.329
-0.125
-0.316
0.81
1.038
0.301

0.350
0.000***
0.000***
0.020**
0.901
0.752
0.418
0.300
0.764

From Table 4:40, the control variables were not significant in predicting future
referral of patients. For example, a unit increase in the level of environmental of care and
hospitality would lead to an increase by 0.111 units the likelihood of being re-admitted
into the same facility holding other factors constant for the reduced model while for the
controlled model, it is 0.117 units increased per every unit increase in the level of
Environment of care holding other factors constant.
4.8.5

Medical Insurance Provider Referral Respondents with Intention to Refer Others.

In the first model, there is no control variable that is included while in the second one, the
three variables are included as control variables. Looking at the likelihood of referring or
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recommending a facility; after fitting the reduced (uncontrolled) and controlled model, the
R2 obtained are 25.6% and 27.5% and the adjusted R2 are 21.8% and 19.8% respectively.
This is an implication that the covariates explain between 20 and 22% of the variance
associated with patient’s intention to refer other patients in future respectively. The
resultant Fishers test statistics for both models are significant ((F (4, 79, 95%) = 6.789, p-value
< 0.001 and the second model (F (8, 75, 95%) = 3.56, p-value < 0.002). This is an implication
that both regression equations are sufficient for the associated goodness of fit statistics.
The standardized and unstandardized regression coefficients are shown in the Table 4:41.
In the first model, only two out of four covariates are significant at 5% level, whereas in
the second model only two out of the eight covariates are significant at 5% level.
From Table 4:41, for example, looking at the uncontrolled model, a unit increase in
the level of environmental of care and hospitality would lead to an increase by 0.164 units
the likelihood of referring other patients to a facility holding other factors constant.
Table 4:41 Respondents who were MIP-referral regression coefficients based on future
intention to refer others
Unstandardized Coefficients

Standardized Coefficients

B

Std. Error

Beta

Uncontrolled (Null) model
(Constant)
Environment of care and
hospitality

-0.104

0.094

0.335

0.094

Interpersonal

0.230

0.109

Administrative

0.266

Access

t

Sig.

-1.100

0.275

0.347

3.561

0.001***

0.209

2.107

0.038**

0.105

0.247

2.521

0.014**

0.205

0.106

0.192

1.933

0.057*

0.175

0.766

0.229

0.820

0.320

0.097

0.331

3.294

0.002***

Interpersonal

0.225

0.111

0.205

2.033

0.046**

Access

0.261

0.108

0.242

2.407

0.019**

Administrative

0.218

0.110

0.204

1.990

0.050*

Ward Admitted

0.151

0.213

0.072

0.708

0.481

Gender

0.019

0.196

0.010

0.097

0.923

Age band (Respondents’)

-0.016

0.085

-0.019

-0.187

0.852

Source of admission
-0.263
0.240
***Significant at < 1% level, ** at 5% level, * at 10% level
Source: Author, 2016

-0.110

-1.097

0.276

Controlled model
(Constant)
Environment of care and
hospitality
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4.8.6

Medical Insurance Provider Referral Respondents with Intention to be re-admitted
Secondly, looking the likelihood of patients being re-admitted into the same facility;

after fitting the reduced (uncontrolled) and controlled model, the adjusted R2 was 16.0%
and 17.7% respectively. This is an implication that the covariates explain between 16%
and 18% of the variance associated with patient preferring to be re-admitted in the same
hospital in future for each model respectively. The resultant Fishers test statistics for both
models are significant (F (4, 79, 95%) =4.955, p-value < 0.001 and the second model (F (8, 75,
95%)

=3.226, p-value<0.003). This is an implication that both regression equations are

sufficient for the associated goodness of fit statistics whereas. The standardized and
unstandardized regression coefficients are shown in the Table 4:42 in both the models,
only two out of four covariates were significant at 5% level. In addition, in the second
model the control variable, “ward admitted” was significant at 5% level. The other control
variables were not significant
Table 4:42 MIP-referral respondents’ regression coefficients for intention for readmission
Unstandardized Coefficients
Standardized Coefficients
B
Std. Error
Beta
t
Sig.
Uncontrolled (Null) model
(Constant)
-0.019
0.094
-0.200
0.842
Environment of care and
hospitality
0.272
0.094
0.293
2.898
0.005***
Interpersonal
0.142
0.109
0.135
1.312
0.193
Administrative
0.321
0.105
0.310
3.056
0.003***
Access
0.125
0.106
0.122
1.187
0.239
Controlled model
(Constant)
-0.672
0.746
-0.901
0.370
Environment of care and
hospitality
0.251
0.094
0.271
2.659
0.010**
Interpersonal
0.149
0.108
0.141
1.385
0.170
Access
0.299
0.105
0.290
2.837
0.006***
Administrative
0.113
0.107
0.111
1.064
0.291
Ward Admitted
0.416
0.208
0.207
2.005
0.049**
Gender
-0.090
0.190
-0.049
-0.475
0.636
Age band (Respondents’) 0.070
0.082
0.087
0.854
0.396
Source of admission
-0.137
0.233
-0.060
-0.587
0.559
Note: ***Significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
Source: Author, 2016
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From Table 4:42 one can deduce for example, a unit increase in the level of
environment of care and hospitality would lead to an increase by 0.094 units the likelihood
of being readmitted into the same facility holding other factors constant.
Summary of the two equations where dependent variable is future intention to refer
others (Table 4:43) and Future intention to be readmitted (Table 4:44) clearly shows
distinct changes in the relationship of the dependent and independent variables among
patient respondents who were self-referral, Doctor-referral and Medical Insurance
Provider referral.
Table 4:43 Comparative regression equations coefficient of referral source and intention to
recommend others
Dependent
Variable

Independent Variable
EoC and
Administrative
hospitality

R2
(%)

Sig

12.8

0.000

self-referral
0.234***
0.189***
0.147***
0.141***
8.9
Doctorreferred
Intention to
0.326***
0.282***
0.114**
-0.006
16.0
Patient
refer or
respondent
recommend
others
MIP-referred
Patient
0.331***
19.8
0.205**
0.204*
0.242**
respondent
NB: *Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
Source: Author, 2016

0.000

All patients

Interpersonal
0.266***

***0.233

0.137***

Access
0.102***

0.000

0.002

Table 4:44 Comparative regression equations - Beta coefficient of referral source and
intention to be readmitted in the future (controlled equations)
Independent Variable
Dependent
Variable
All patients
self-referral
Patient
referred by
Doctors #
Patient
referred by
MIP ~

Intention to
be readmitted in
the future

Interpersonal

EoC and
hospitality

Administrative

Access

R2
(%)

Sig

0.214***

0.214***

0.127***

0.156***

11.2

0.000

0.224***

0.233***

0.152***

0.224***

12.8

0.000

0.245***

0.188***

0.104**

0.030

8.7

0.000

0.141

0.271**

0.111

0.290***

8.9

0.003

Note: ***Significant at less than 1%; ** less than 5% and * less than 10% level of significance
# implies Gender was statistically significant control variable at 5% level of significance
~ implies Ward admitted was statistically significant control variable at 5% level of significance
Source: Author, 2016
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Clearly the regression equations relating to both aspects of future behavioral
intentions (Future intention to refer other and future intention to be re-admitted) are very
different depending on whether the referral is self-referral, by doctors or by Medical
Insurance Provider.

The difference is in significance of the independent variable,

magnitude of influence of the independent variables and overall the percentage the
explanatory variables contribute in explaining their influence on the dependent variable.
For example, in intention to refer or recommend others, Interpersonal attributes were most
important among those patient respondents who were referred by the doctors, whereas
those referred by Medical Insurance Providers, Environment of care and Hospitality
contributed the most. For the self-referral patient respondents, all the explanatory variables
were important.
Hypotheses 2 – The null hypothesis that Doctors and Medical Insurance Providers do
not have significant influence on patients’ perception of quality cannot be accepted.
The alternative hypothesis that Doctors and Medical Insurance Providers do have
significant influence on patients’ perception of quality is therefore accepted.
4.9

Objective 3 - Doctors’ and Medical Insurance Providers’ understanding of
patients’ perception of quality

Doctors and Medical Insurance Providers (MIPs) were asked to rate what they perceived
their patients expected as well as what their patients experienced (that is, their patients’
perception of healthcare quality). Based on this perception, the doctors were asked about
their (the doctors’ and MIP) Future Behavioral Intention (Intention to favorably refer
others). This analysis now looks at the characteristics of the doctors.
4.9.1

Doctors’ understanding of patients’ perception of quality

As expounded in section 4.6, Table 4:19, page 125, 31% of all the patients were referred to
the hospital by the doctor. The characteristics of the referring doctors were as follows:
A total of 84 physician questionnaires were successfully completed during the survey
period out of a total of 840 physicians contacted making a response rate of about 10%.
From the sample, about one in every 10 physicians was a female. About a third of all
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physicians were aged between 45 and 55 years. About half of all the physicians sampled
had worked for over 15 years. Majority of the physicians’ monthly admissions were
between 4 and 15 patients (45%) in at least one of the hospitals in the study. Three
quarters of the sampled physicians were from the Nairobi region which contains the bulk
(40%) of level five and level six privately run hospitals.
Chi-square test of independence was used to test whether there was any significant
association between the future behavioral intention by gender, then by doctor’s age band
as well as by years of practice (see Table 4:45). The tests were done at 5% level of
significance. The null hypotheses were that there was no significant association between
the Gender, Age and Years in practice of the doctor and the Future Behavioral Intension.
Results indicate no significant association between the future referral intention and gender
of the physician (p-value =0.341) or Age of Doctor (p-value =0.681) or years in practice
(p-value =0.876). Similar non-significant values were seen when comparing these
variables with future intention to be re-admitted and hence none of the variable were
confounders.
Table 4:45 Tests of association by different categories
Likelihood of referring

Gender *
Doctor Age band
Years in practice
(post-qualification)
Source: Author, 2016

Likelihood of getting
admitted/readmitted in future

Pearson Chi - Square
(df)
3.350(3)
9.250(12)

P-value
0.341
0.681

Pearson Chi - Square (df)
1.063 (4)
22.338(12)

P-value
0.900
0.133

4.499(9)

0.876

7.406(12)

0.830

Paired samples t-test between proportions of patients admitted by the doctors under
insurance cover versus self-sponsored patients was conducted (see Table 4:46). The null
hypothesis was based on a difference of zero between the two means. The test was
conducted at 5% level of significance. The mean difference was 47.64% (95% CI; 38.89%,
56.39%) with a p -value <0.001 which indicates significance at 5% level. Therefore, the
null hypothesis of zero mean difference is rejected and the conclusion is that the means of
the proportion of patients admitted by doctors via corporate is significantly different from
that of self-sponsored admissions.
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Table 4:46 Paired T-test on insurance sponsored versus self-sponsored of doctors’ admissions
Paired Differences
S.E
95% CI of the
Mean mean
Difference
t
df
P-value
Medical Insurance Provider
sponsored ( % ) - Self sponsored ( % ) 47.64% 4.39% 38.89% 56.39% 10.852 71
0.000
Source: Author, 2016

On using the categories of gender, post-qualification experience and future behavioral
intention as the category of analysis, the data regarding ward admissions (general or
private) and source of admissions (Accident and Emergency (A&E), consulting or private
clinic, referral from Medical Insurance Providers, other) failed the assumptions of
ANOVA and hence a non-parametric Kruskal-Wallis was conducted to test whether the
medians were significantly different. The data were collected in terms of estimated
proportions (%) from each physician. The results as shown in (Table 4:47) indicate that
there was significance difference in Private ward admissions preferences in future
admissions by physicians (p- value =0.025). There was also a significant difference at 5%
level in the proportions of source of admissions across gender categories (p-value =
0.002).
Table 4:47 Independent-Samples Kruskal – Wallis test by various categories
Categories:
Gender

Ward Admissions
(%)
Ward fee
Sponsorship (%)

P-value
Categories:
Categories:
PostFuture
qualification
referral
experience

Categories:
Future readmission

Private
General
Medical Insurance
Provider
Self -sponsored

0.250
0.667

0.584
0.884

0.728
0.648

0.025**
0.068

0.314

0.377

0.963

0.420

0.424

0.248

0.516

0.228

Accident and Emergency
(A&E)

0.278

0.505

0.884

0.461

0.194

0.868

0.770

0.441

Source of admission Consulting/ Private
(%)
Clinic

0.002***
0.348
0.419
Referral from Medical
Insurance Providers
Note: *Significant at less than 10%; ** less than 5% and *** less than 1% level of significance
Source: Author, 2016
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0.609

On running the model, of the doctor-respondents’ intention to refer others, the coefficient
of determination (R2) obtained was 22.6% and adjusted R-Squared was 14.3%. This is an
implication that the four response variables explain 14.3% of the variance associated with
patients referring or recommending the hospital in future. The ANOVA table for Fishersratio tests whether the overall regression model is a good fit for the data. A significant pvalue indicates that the independent variables are statistically significant in predicting the
dependent variable. The resultant Fishers test statistics are significant (F (4, 41, 95%) =2.707,
p-value=0.045). This is an implication that the regression equation is sufficient for the
associated goodness of fit statistics. The standardized and unstandardized regression
coefficients are shown in the Table 4:48. None of the explanatory variables were
significant with p-values less than 0.05 indicating that none of the dimensions significantly
impacted on the decision to refer others to the hospital. Interpersonal dimension
approached some marginal significance at 10% level of significance.
From Table 4:48, the unstandardized and standardized coefficients indicate how
much the dependent variable varies with an independent variable, when all other
independent variables are held constant. In this case, the multiple regression analysis
cannot run a predictive model of physician referral to a given facility.
Table 4:48 Doctor-respondent Intention to Refer Others Regression Coefficients
Unstandardized
Coefficients
Standardized Coefficients
B
Std. Error
Beta
t
Sig.
Uncontrolled (Null) model
(Constant)
Environment of care and Hospitality
Interpersonal
Access
Administrative
Controlled model

0.064
0.129
0.273
0.206
0.32

0.368
0.181
0.158
0.199
0.269

0.125
0.292
0.159
0.201

0.175
0.713
1.725
1.031
1.189

0.862
0.480
0.093*
0.309
0.242

-0.041
0.977
-0.042
0.967
(Constant)
0.129
0.189
0.125
0.683
0.499
Environment of care and hospitality
Interpersonal
0.272
0.163
0.291
1.671
0.104
0.203
0.211
0.157
0.964
0.342
Access
Administrative
0.326
0.281
0.204
1.158
0.255
0.07
0.525
0.021
0.133
0.895
Gender
0.008
0.166
0.007
0.046
0.964
Age band (Respondents’)
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
Source: Author, 2016
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In addition, the controlled model (the model including all the covariates in the
study) revealed that the entire model was not significant at 5% level with a p-value of
0.148. The R2 and adjusted R2 were 22.7% and 9.4% respectively. In the controlled model,
similar to the reduced model, none of the quality dimensions depicted a significant
coefficient at 5% level.
Comparing the doctors’ perception of their patients’ expectation-experience gap and
that of the patients directly shows a large difference.
Patients’ regression equation were as follows:
Future Behavioral Intention (Recommend others) = 0.093 + (0.266 
Interpersonal Dimension) + (0.233  Environment of care and Hospitality) +
(0.137  Administrative processes) + (0.102  Access) – (0.065 mode of
referral) + е
Future Behavioral Intention (Readmission) = 0.239 + (0.217  Interpersonal
Dimension) + (0.214  Environment of care and Hospitality) + (0.127 
Administrative processes) + (0.156  Access) + е
Doctor respondents’ regression equation is as follows
Future Behavioral Intention (Recommend others) = 0.064 + (0.093 
Interpersonal Dimension) + е
Further, the patient-respondents dimensions of quality that influences their Future
Behavioral Intentions (the regression equation) is very different from the doctors
understanding of patient respondents’ perception of quality dimensions. In any case, the
model itself is not statistically significant. This implies the dependent variables have no
statistically significant relationship with the determinants. Therefore, doctors’ intention to
refer others is not related to the doctors understanding of patient-respondents’ perception
of healthcare dimension.
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This implies doctor-respondents have no understanding of patients’ perception of
quality. There is no statistical indication that the patient experience as perceived by the
doctor would have any impact in the doctors’ future referral of patients.
4.9.2

Medical Insurance Providers’ understanding of patients perception of quality

Medical Insurance Providers (MIPs) care managers were asked to rate what they perceived
their patients expected as well what their patients experienced (that is, their patients’
perception of healthcare quality). Based on this perception, the MIPs care managers were
asked about their (MIPs care managers) Future Behavioral Intention (Intention to
favorably refer others). This analysis now looks at the characteristics of the MIP.
This section looks at the MIPs whose referral constituted 7% of total inpatient
referrals, Medical Insurance Providers constitute 80% of payers of inpatient healthcare
thus are important players in influencing patient referral. A total of 95 questionnaires were
successfully completed during the survey period.
Table 4:49 shows the averages (proportions in percentage) and standard deviations
of patients admitted into the Private versus General Wards and by different sources of
patient admissions. Majority of patients with an average proportion of 62.9% are admitted
in General wards compared to a proportion of 36.1% admitted in private wards. Majority
of frequent ward admissions were obtained from Accident and Emergency, followed by
Consulting Clinic admissions and Medical Insurance Providers run clinics.
Table 4:49 The Medical Insurance Providers statistics
Ward Admitting (%)
Source of Admission
(%)

Private ward
General ward
Accident and Emergency (A&E)
Consulting/ Private Clinic
Medical Insurance Providers run clinics
Other

Mean
36.07
62.89
50.21
32.77
21.67
14.81

Std. Deviation
27.296
28.247
27.334
21.932
17.321
10.652

Source: Author, 2016

On running the regression model, the coefficient of determination (R2) obtained was
7% for the reduced model and 7.5% for the saturated model. Adjusted R2 was 7.2%. This
is an implication that the four response variables explain 7.2% of the variance associated
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with Medical Insurance Providers referring or recommending the hospital in future. The
resultant Fishers test statistics are not significant with the reduced model (F (4, 74, 95%) = 1.4,
p-value = 0.242 and the full model (F

(6, 72, 95%)

= 0.975, p-value = 0.448. This is an

implication that the regression equation is not sufficient for the associated goodness of fit
statistics. The standardized and unstandardized regression coefficients are shown in
Table 4:50. Two explanatory variables were significant with p-values less than 0.05
indicating that Access and Administrative process significantly impacted on future
behavioral intention (intention to be admitted in future should the occasion arise).
Table 4:50 Regression coefficients for MIP intention to refer others
Unstandardized
Standardized
Coefficients
Coefficients
t
Sig.
Std.
B
Error
Beta
Uncontrolled (Null) model
(Constant)
-0.773
0.33
-2.34
0.022**
EoC and hospitality
0.124
0.135
0.103
0.916
0.363
Interpersonal
0.14
0.126
0.135
1.117
0.268
Access
0.327
0.155
0.27
2.112
0.038**
Administrative
-0.326
0.269
-0.159
-1.21
0.230
Controlled model
(Constant)
-0.666
0.497
-1.339
0.185
EoC and hospitality
0.13
0.138
0.108
0.938
0.351
Interpersonal
0.147
0.128
0.141
1.147
0.255
Access
0.343
0.159
0.283
2.155
0.034
Administrative
-0.322
0.28
-0.157
-1.15
0.254
Number of lives covered (health)
0.000568
0.000
0.047
0.395
0.694
Approx. number. of patient
hospitalization/month
-0.089
0.172
-0.061
-0.518
0.606
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
EoC = Environment of care
Source: Author, 2016

From the reduced model and holding all other factors constant, a unit increase in
clinical outcomes satisfaction level, would reduce the likelihood of recommending or
referring patients for services by 0.216. On the other hand, the full model (the model
including all the covariates in the study) revealed that the entire model was not significant
at 5% level with a p-value of 0.086. The R2 and adjusted R2 were 18.9% and 8.3%
respectively. In the full model, three covariates were significant at 5% level namely;
equipment adequacy and clinical outcomes which depicted significant coefficients with pvalues of 0.029 and 0.017 respectively. This indicates that an increase in the investment of
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adequate equipment would increase the likelihood to refer patients for admission in a
given hospital by 0.235 units. Also, an increase in the level of satisfaction towards clinical
outcomes by one unit leads to a decrease in the likelihood to refer patients to a given
facility by 0.251 units.
When comparing patients’ and MIPs care managers’ regression equation, Patients’
regression equation:
Future Behavioral Intention (Recommend others) = 0.093 + (0.266 
Interpersonal Dimension) + (0.233  Environment of Care and
Hospitality) + (0.137  Administrative processes) + (0.102  Access) –
(0.065 mode of referral) + е

Future Behavioral Intention (Re-admission) = 0.239 + (0.217 
Interpersonal Dimension) + (0.214  Environment of Care and
Hospitality) + (0.127  Administrative processes) + (0.156  Access) + е.

MIPs regression equation saturated model where the dependent variable is future intention
to be readmitted does not have independent variables that were statistically significant and
that where the dependent variable is future intention to be recommend is as follows:
Future Behavioral Intention (Recommend others) = - 0.853 – (0.267
Administrative processes) + (0.379  Access) + е
Clearly there is a significant difference in the MIPs care managers perception of the
service the patients receive and in any case, this does not influence their intention to refer
others to the hospital.
Hypothesis 3 - Doctors and Medical Insurance Providers have no understanding of
patients’ perception of quality can thus not be rejected.
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4.10 Objective 4 – Regional variation of perception of quality
This objective demonstrated regional variation of respondents’ perception of quality. The
regions were defined along administrative boundaries. Regions were considered relevant
only if they had more than one level five and or level six private hospitals. This definition
resulted in three regions–Nairobi, Coast and Rift Valley regions.
Nairobi region had a higher proportion of female patient respondents (Table 4:27).
The female to male ratio was 1.69, 1.27 and 1.38 for Nairobi, Coast and Rift Valley
regions respectively. Coast region had a large under five-year-old patient respondents. The
predominance of the 25 to 45-year-old persisted across the regions (Table 4:28). Most
patient respondents were new patients. The coast region had a slight preponderance of
patients’ respondents who had been admitted prior (Table 4:29). Majority of patients were
admitted for less than six days across all the regions (Table 4:30). Rift valley region was
unique in that the largest source of patient admission was Accident and Emergency
contrary to the other two regions where this was through the consulting or private clinics
(Table 4:31). Majority of patient respondents were admitted in the general wards across
the different regions (Table 4:32). A very large majority of patient respondents from the
Rift Valley region were self-referral (Table 4:33). Medical Insurance Providers remain the
highest source of payers across all regions (Table 4:34).
Comparisons on various constructs were conducted by use of ANOVA. The mean
differences were tested at 5% level. The interpersonal aspects did not reveal significant
differences across regions. Accessibility depicts significant differences across all pair-wise
comparisons between regions with p-values below 0.001. Clinical outcomes and
equipment do not show significant difference between Nairobi and Coast Regions (pvalue=0.275), on Environment of care and hospitality; there is no significant differences
between Coast and Rift Valley regions (p-value =0.156). On the other hand, administrative
aspects do not reveal significant differences between Nairobi and Rift valley region. In
recommending friends and family members, there are no significant differences across
regions whereas intention to be re-admitted has significant differences across regions with
exception of Nairobi compared to Coast region as shown in Table 4:51 below.
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4.10.1 Nairobi region
On running the regression model where the dependent variable respondents with intention
to refer others, the coefficient of determination (R2) obtained was 11.8% for the reduced
model and 12.3% for the saturated model. Adjusted R2 was 11.3% and 11% respectively.
This is an implication that the four response variables explain between 11% and 12% of
the variance associated with patient respondents in Nairobi region referring or
recommending the hospital in future. The resultant Fishers test statistics are significant

with the reduced model (F (4, 622, 95%) = 20.852, p-value = 0.000 and the full model (F
(9, 617, 95%) = 9.58, p-value = 0.000. This is an implication that the regression equation
is sufficient for the associated goodness of fit statistics. The standardized and
unstandardized regression coefficients are shown in the Table 4:52.
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Table 4:51 Mean Differences by regions
Mean
Significance
Difference
Std. Error
level
(I-J)
Coast region
-.34278728
0.081633
0.000***
Nairobi region
Rift Valley region
-.20945296
0.072468
0.004***
Environment of
Nairobi region
.34278728
0.081633
0.000***
care and
Coast region
Rift Valley region
0.13333433
0.093827
0.156
hospitality
Nairobi region
.20945296
0.072468
0.004***
Rift Valley
region
Coast region
-0.13333433
0.093827
0.156
Coast region
0.00238385
0.081946
0.977
Nairobi region
Rift Valley region
0.04013424
0.072745
0.581
Nairobi region
-0.00238385
0.081946
0.977
Interpersonal
Coast region
Rift Valley region
0.03775039
0.094186
0.689
Nairobi region
-0.04013424
0.072745
0.581
Rift Valley
region
Coast region
-0.03775039
0.094186
0.689
Coast region
0.28968877
0.082704
0.000***
Nairobi region
Rift Valley region
-0.05115921
0.073418
0.486
Nairobi region
-0.28968877
0.082704
0.000***
Administrative
Coast region
Rift Valley region
-0.34084798
0.095058
0.000***
Nairobi region
0.05115921
0.073418
0.486
Rift Valley
region
Coast region
0.34084798
0.095058
0.000***
Coast region
0.41626752
0.082088
0.000***
Nairobi region
Rift Valley region
-0.33938927
0.072872
0.000***
Nairobi region
-0.41626752
0.082088
0.000***
Access
Coast region
Rift Valley region
-0.75565679
0.09435
0.000***
Nairobi region
0.33938927
0.072872
0.000***
Rift Valley
region
Coast region
0.75565679
0.09435
0.000***
Coast region
-0.08935315
0.081738
0.275
Nairobi region
Rift Valley region
.024734796
0.07256
0.001***
Nairobi region
0.08935315
0.081738
0.275
Clinical and
Coast region
equipment
Rift Valley region
0.33670110
0.093947
0.000***
Nairobi region
-0.24734796
0.07256
0.001***
Rift Valley
region
Coast region
-0.33670110
0.093947
0.000***
Coast region
-0.02805
0.082584
0.734
Nairobi region
Rift
Valley
region
-0.13953
0.073311
0.057
Would you
Nairobi
region
0.02805
0.082584
0.734
recommend the
Coast region
hospital to family
Rift Valley region
-0.11148
0.09492
0.240
and friends
Nairobi region
0.139532
0.073311
0.057
Rift Valley
region
Coast region
0.111482
0.09492
0.240
Coast
region
-0.07731
0.082415
0.348
Would you wish Nairobi region
Rift Valley region
-.26978568
0.073026
0.000***
to be readmitted,
Nairobi region
0.077306
0.082415
0.348
as a first option,
Coast region
to this hospital
Rift Valley region
-.19247970*
0.094627
0.042**
should you fall ill
Nairobi region
.26978568*
0.073026
0.000***
Rift Valley
in the future
region
Coast region
.19247970*
0.094627
0.042**
***The mean difference is significant at the 0.01 level, ** at 0.5 level and * at 0.1 level
Source: Author, 2016
Dependent
Variable

(I) Geographical
Region

(J) Geographical
Region
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Table 4:52 Regression coefficients of Nairobi respondents’ intention to refer others
Unstandardized
Standardized
Coefficients
Coefficients
Std.
B
Error
Beta
t
Sig.
Uncontrolled (Null) model
(Constant)
0.027
0.034
0.802 0.423
EoC and hospitality
0.21
0.034
0.24
6.096 0.000***
Interpersonal
0.247
0.036
0.268
6.875 0.000***
Access
0.068
0.034
0.077
2.006
0.045**
Administrative
0.096
0.03
0.119
3.15 0.002***
Controlled model
(Constant)
-0.023
0.273
-0.085
0.932
Environment of care and hospitality
0.21
0.035
0.239
6.035 0.000***
Interpersonal
0.253
0.037
0.275
6.926 0.000***
Access
0.066
0.034
0.074
1.94
0.053*
Administrative
0.093
0.031
0.116
3.034 0.003***
Ward Admitted
0.004
0.071
0.002
0.05
0.960
Gender
0.065
0.071
0.035
0.907
0.365
Age band (Respondents’)
0.024
0.027
0.034
0.874
0.383
Source of admission
-0.054
0.082
-0.027
-0.657
0.511
Mode of referral
-0.05
0.057
-0.036
-0.886
0.376
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
EoC = Environment of Care
Source: Author, 2016

All the explanatory variables were significant in the reduced and full model except
that in the full model, access is only marginally significant. None of the controlling
variables was significant.
On running the regression model where the dependent variable was the respondents
with intention to be readmitted, the coefficient of determination (R2) obtained was 10.5%
for the reduced model and 11.2% for the saturated model. Adjusted R2 was 10.0% and
9.9% respectively. This is an implication that the four response variables explain about
10% of the variance associated with patient respondents in Nairobi region intending to be
re-admitted in the hospital in future. The resultant Fishers test statistics are significant with
the reduced model (F (4, 622, 95%) = 18.314, p-value = 0.000) and the full model (F (9, 617, 95%)
= 8.646, p-value = 0.000). This is an implication that the regression equation is sufficient
for the associated goodness of fit statistics. The standardized and unstandardized
regression coefficients are shown in the Table 4:53.
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Table 4:53 Regression coefficients of Nairobi respondents’ intention to be re-admitted
Unstandardized
Standardized
Coefficients
Coefficients
t
Sig.
Std.
B
Error
Beta
Uncontrolled (Null) model
(Constant)
-0.002
0.036
-0.065 0.948
EoC and hospitality
0.193
0.037
0.208
5.245 0.000***
Interpersonal
0.221
0.038
0.226
5.761 0.000***
Access
0.153
0.036
0.162
4.217 0.000***
Administrative
0.107
0.032
0.126
3.299 0.001***
Controlled model
(Constant)
0.029
0.291
0.1 0.921
Environment of care and hospitality
0.192
0.037
0.206
5.176 0.000***
Interpersonal
0.224
0.039
0.229
5.74 0.000***
Access
0.149
0.037
0.158
4.084 0.000***
Administrative
0.102
0.033
0.12
3.13 0.002***
Ward Admitted
0.023
0.076
0.012
0.311 0.756
Gender
0.071
0.076
0.037
0.939 0.348
Age band (Respondents’)
0.02
0.029
0.027
0.699 0.485
Source of admission
-0.139
0.087
-0.065
-1.595 0.111
Mode of referral
-0.021
0.061
-0.014
-0.353 0.724
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
EoC = Environment of Care
Source: Author, 2016

All the explanatory variables were significant in the reduced and full model. None
of the controlling variables were significant.
4.10.2 Coast Region
On running the regression model where the dependent variable is respondents with
intention to refer others, the coefficient of determination (R2) obtained was 13.2% for the
reduced model and 15.0% for the saturated model. Adjusted R2 was 11.3% and 10.8%
respectively. This is an implication that the four response variables explain about 11% of
the variance associated with patient respondents in Nairobi region referring or
recommending the hospital in future. The resultant Fishers test statistics are significant
with the reduced model (F
95%)

(4, 186, 95%)

= 7.043, p-value = 0.000 and the full model (F

(9, 181,

= 3.555, p-value = 0.000. This is an implication that the regression equation is

sufficient for the associated goodness of fit statistics. The standardized and unstandardized
regression coefficients are shown in the Table 4:54.
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Table 4:54 Regression coefficients Coast region respondents’ intention to refer others
Unstandardized
Standardized
Coefficients
Coefficients
t
Sig.
Std.
B
Error
Beta
Uncontrolled (Null) model
(Constant)
0.021
0.075
0.282 0.778
EoC and hospitality
0.228
0.083
0.193
2.741 0.007***
Interpersonal
0.484
0.125
0.281
3.876 0.000***
Access
0.14
0.06
0.174
2.334
0.021**
Administrative
0.154
0.072
0.149
2.156
0.032**
Controlled model
(Constant)
0.713
0.571
1.249
0.213
Environment of care and hospitality
0.214
0.087
0.180
2.444
0.015**
Interpersonal
0.478
0.127
0.277
3.764 0.000***
Access
0.151
0.061
0.188
2.469
0.014**
Administrative
0.178
0.074
0.172
2.419
0.017**
Ward Admitted
0.050
0.133
0.026
0.374
0.709
Gender
-0.174
0.136
-0.092
-1.279
0.203
Age band (Respondents’)
-0.006
0.056
-0.007
-0.103
0.918
Source of admission
-0.154
0.176
-0.061
-0.871
0.385
Mode of referral
-0.126
0.106
-0.089
-1.187
0.237
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
EoC = Environment of Care
Source: Author, 2016

All the explanatory variables were significant in the reduced and full model except that in
the full model, access and Environment of Care had reduced significance. None of the
controlling variables was significant.
On running the regression model where the dependent variable patient respondents
with intention to be re-admitted, the coefficient of determination (R2) obtained was 7.1%
for the reduced model and 8.5% for the saturated model. Adjusted R2 was 5.1% and 3.9%
respectively. This is an implication that the four response variables explain between 4%
and 5% of the variance associated with patient respondents in Coast region intending to be
re-admitted in the hospital in future. The resultant Fishers test statistics are significant with
the reduced model (F (4, 186, 95%) = 3.522, p-value = 0.008) and the full model (F (9, 181, 95%) =
1.858, p-value = 0.061). This is an implication that the reduced regression equation is
sufficient for the associated goodness of fit statistics but the full model is not. The
standardized and unstandardized regression coefficients are shown in the Table 4:53.
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Table 4:55 Regression coefficients of Coast region respondents’ intention to be re-admitted
Unstandardized Coefficients
Standardized Coefficients
B
Std. Error
Beta
t
Sig.
Uncontrolled (Null) model
(Constant)
0.042
0.076
0.558
0.577
EoC and hospitality
0.231
0.084
0.199
2.737
0.007***
Interpersonal
0.272
0.126
0.161
2.156
0.032**
Access
0.134
0.061
0.171
2.212
0.028**
Administrative
0.055
0.072
0.054
0.759
0.449
Controlled model
(Constant)
0.350
0.544
0.58
0.938
EoC and hospitality
0.213
0.089
0.184
2.4
0.017**
Interpersonal
0.25
0.129
0.148
1.94
0.054*
Access
0.134
0.062
0.17
2.152
0.033**
Administrative
0.067
0.075
0.066
0.894
0.372
Ward Admitted
-0.13
0.135
-0.069
-0.958
0.340
Gender
-0.098
0.138
-0.053
-0.709
0.479
Age band (Respondents’)
0.025
0.057
0.032
0.44
0.661
Source of admission
-0.055
0.179
-0.022
-0.305
0.761
Mode of referral
-0.102
0.108
-0.074
-0.95
0.344
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
EoC = Environment of Care
Source: Author, 2016

Administrative Dimension was not significant as an explanatory variable. All the
other explanatory variables were significant in the reduced and full model with varying
degree of significance. None of the controlling variables were significant.
4.10.3 Rift Valley
On running the regression model where the dependent variable is patient respondents with
intention to refer or recommend others, the coefficient of determination (R 2) obtained was
17.5% for the reduced model and 21.4% for the saturated model. Adjusted R2 was 16.2%
and 18.6% respectively. This is an implication that the four to six response variables
explain between 16% and 19% of the variance associated with patient respondents in Rift
Valley region referring or recommending the hospital in future. The resultant Fishers test
statistics are significant with the reduced model (F (4, 259, 95%) = 13.714, p-value = 0.000 and
the full model (F

(9, 254, 95%)

= 7.678, p-value = 0.000. This is an implication that the

regression equation is sufficient for the associated goodness of fit statistics. The
standardized and unstandardized regression coefficients are shown in the Table 4:56.
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Table 4:56 Regression coefficients Rift Valley region respondents intention to refer others
Unstandardized
Standardized
Coefficients
Coefficients
Std.
B
Error
Beta
t
Sig.
Uncontrolled (Null) model
(Constant)
0.05
0.058
0.863 0.389
EoC and hospitality
0.244
0.063
0.229
3.859 0.000***
Interpersonal
0.516
0.089
0.336
5.772 0.000***
Access
0.149
0.074
0.121
2.006
0.046**
Administrative
0.208
0.057
0.222
3.656 0.000***
Controlled model
(Constant)
-0.646
0.496
-1.303 0.194
EoC and hospitality
0.262
0.065
0.246
4.016 0.000***
Interpersonal
0.547
0.092
0.356
5.971 0.000***
Access
0.168
0.077
0.136
2.185
0.030**
Administrative
0.177
0.059
0.189
3.012 0.003***
Ward Admitted
0.294
0.146
0.126
2.014
0.045**
Gender
0.038
0.099
0.022
0.38
0.704
Age band (Respondents’)
0.003
0.046
0.003
0.056
0.955
Source of admission
0.294
0.125
0.168
2.351
0.020**
Mode of referral
0.023**
-0.302
0.132
-0.132
-2.285
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
EoC = Environment of Care
Source: Author, 2016

All the explanatory variables were significant in the reduced and full model except
that in the full model, access a lower significance level. Two of the controlling variables,
source of admission and mode of referral, were significant.
On running the regression model where the dependent variable patient respondents
with intention to be readmitted, the coefficient of determination (R2) obtained was 17.2%
for the reduced model and 19.4% for the saturated model. Adjusted R-Squared was 15.9%
and 16.6% respectively. This is an implication that the four response variables explain
between 16% and 17% the variance associated with patient respondents in Coast region
intending to be re-admitted in the hospital in future. The resultant Fishers test statistics are
significant with the reduced model (F
model (F

(9, 254, 95%)

(4, 259, 95%)

= 13.438, p-value = 0.000) and the full

= 6.808, p-value = 0.000). This is an implication that the regression

equation is sufficient for the associated goodness of fit statistics. The standardized and
unstandardized regression coefficients are shown in the Table 4:57.
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Table 4:57 Regression coefficients Rift Valley region patient respondents’ intention to be readmitted

Unstandardized Coefficients
B
Std. Error

Standardized Coefficients
Beta
t
Sig.

Uncontrolled (Null) model
(Constant)
0.175
0.043
4.058 0.000***
EoC and hospitality
0.189
0.047
0.238
4.012 0.000***
Interpersonal
0.363
0.067
0.318
5.458 0.000***
Access
0.126
0.055
0.138
2.278 0.024**
Administrative
0.141
0.042
0.203
3.34 0.001***
Controlled model
(Constant)
-0.006
0.373
-0.015
0.988
EoC and hospitality
0.213
0.049
0.268
4.335 0.000***
Interpersonal
0.393
0.069
0.344
5.696 0.000***
Access
0.159
0.058
0.173
2.752 0.006***
Administrative
0.119
0.044
0.171
2.695 0.008***
Ward Admitted
0.009
0.11
0.005
0.086
0.932
Gender
0.016
0.075
0.012
0.214
0.831
Age band (Respondents’)
0.002
0.034
0.004
0.07
0.944
Source of admission
0.208
0.094
0.161
2.214
0.028**
Mode of referral
0.104
-0.162
0.099
-0.095
-1.633
*Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
EoC = Environment of Care
Source: Author, 2016

All the explanatory variables were significant in the reduced and full model with
Access with a slight reduction in the degree of significance. None of the controlling
variables were significant except source of admission.
Summary of regression equations below shows clear difference of the influence of
the explanatory variable on the dependent variables among the different regions. The
difference is in the magnitude of the beta coefficient as well as in their significance. The
difference is also on the coefficient of determination (R2). The R2 was lowest in the Coast
Region and highest in Rift Valley Region. Indeed, the model for the Coast Region was not
statistically significant where the dependent variable is intention to recommend others in
the future.
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Table 4:58 Comparative regression equations - Beta coefficient of referral source and
intention to recommend others in the future (controlled equations)
Dependent
Variable

Interpersonal

Independent Variable
EoC and
Administrative
hospitality
***0.239
0.116***
0.189***
0.147***
0.180**
0.172**

Access

R2
(%)
12.8
11.0
10.8

Sig

All patients
0.275***
0.074*
0.000
Nairobi
0.141***
0.000
Intention to 0.234***
Coast
refer or
0.277**
0.188**
0.000
recommend
Rift Valley
0.356***
0.246***
0.189***
0.136**
18.6 0.002
others
#
NB: *Significant at less than 10%; ** at less than 5% and *** at less than 1% level of significance
# implies that also ward admitted, source of admission and mode of referral were significant at < 5%
Source: Author, 2016

Table 4:59 Comparative regression equations - coefficient of referral source and intention to
be readmitted in the future (controlled equations)
Independent Variable

All patients
Nairobi
Coast
Rift Valley#

Dependent
Variable

Interpersonal

EoC and
hospitality

Administrative

Access

R2
(%)

Sig

Intention to be
re-admitted in
the future

0.214***
0.0.229***
0.148*
0.344***

0.214***
0.206***
0.184**
0.268***

0.127***
0.12***
0.066
0.171***

0.156***
0.158***
0.177**
0.173***

11.2
10.0
3.9
16.6

0.000
0.000
0.061
0.000

Note: ***Significant at less than 1%; ** less than 5% and * less than 10% level of significance
# implies gender was statistically significant control variable at 5% level of significance
Source: Author, 2016

Hypothesis 4 – The null hypothesis that there is no regional variation of perception of
quality is thus cannot be accepted and the alternative hypothesis that there is a
regional variation in perception of quality is accepted. However, this regional
difference in perception of quality does not show statistical significant difference in the
future behavioral intention of the patient.
4.11 Objective 5 – The hospital leadership understanding of patients’ perceived
quality of care factors
Paired-wise ANOVA shows that there is no significant discrepancy between the hospital
leaderships’ perception of patients’ quality dimensions with that of Patients or with what
Doctors and MIPs perceive to be the patients’ quality dimensions.
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Table 4:60 Mean difference between Hospital leaderships, Doctors, MIP and Patients
Mean
(I) Category
(J) Category
Difference Std.
Dependent Variable
of respondents of respondents (I-J)
Error Sig.
Environment of care and
hospitality
Patients
Doctors
1.136* 0.180
0.000
Corporates
0.747* 0.132
0.000
Administrator
1.162 0.484
0.216
Doctors
Corporates
-0.390 0.220
0.392
Administrator
0.025 0.515
1.000
Corporates
Administrator
0.415 0.501
0.964
Interpersonal
Patients
Doctors
1.537* 0.197
0.000
Corporates
1.626* 0.152
0.000
Administrator
0.514 0.545
0.938
Doctors
Corporates
0.089 0.246
1.000
Administrator
-1.023 0.578
0.480
Corporates
Administrator
-1.112 0.564
0.377
Access
Patients
Doctors
0.641* 0.144
0.000
Corporates
0.667* 0.132
0.000
Administrator
0.444 0.337
0.775
Doctors
Corporates
0.026 0.191
1.000
Administrator
-0.197 0.364
0.996
Corporates
Administrator
-0.224 0.360
0.991
Administrative
Patients
Doctors
0.035 0.119
1.000
Corporates
-0.335* 0.082
0.000
Administrator
0.056 0.172
1.000
Doctors
Corporates
-0.371 0.138
0.051
Administrator
0.021 0.204
1.000
Corporates
Administrator
0.391 0.185
0.286
***The mean difference is significant at the 0.01 level, ** at 0.5 level and * at 0.1 level
Anova post-hoc analysis using LSD
Source: Author, 2016

Interestingly, there is a statistically significant difference in patients’ perception of
quality and what the doctors and MIPs thought the patients’ perception of quality was. The
administrator had no significant difference in what they perceive as the patients’ quality
dimensions or with what the doctor and the MIPs perceive as the patients’ quality
dimensions.
Of interest to note is that both doctors and Medical Insurance Providers had significant
difference in what they thought the patients’ perception of quality dimensions are and the
actual case.
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Hypothesis 5 – Thus, the null hypothesis that the hospital leadership has no common
understanding of patients’ perceived quality of care factors cannot be accepted and
the alternative hypothesis that the hospital leadership has common understanding of
patients’ perceived quality of care factors is accepted.
4.12 Objective 6 – Optimal strategic positioning of the hospital in response to
patients, choice of hospital
This analysis now looks at the total combined data base of all respondents–patients,
doctors and Medical Insurance Providers. The analysis current perceived realized strategy
as well as future intended strategy. The strategies are also compared against the baseline
that includes all respondents without defining the strategy Table 4:61.
Table 4:61 Baseline Model - All respondents without strategy differentiation
Base model - no strategy (All patient-respondents)
Beta UsC
Beta SC
Sig.
Uncontrolled (Null) model
(Constant)
4.723
0.000***
Environment of care and hospitality
0.149
0.240
0.000***
Interpersonal
0.186
0.277
0.000***
Access
0.065
0.106
0.000***
Administrative
0.079
0.135
0.000***
Control model
(Constant)
4.693
0.000***
Environment of care and hospitality
0.148
0.240
0.000***
Interpersonal
0.186
0.276
0.000***
Access
0.064
0.105
0.000***
Administrative
0.079
0.135
0.000***
Gender
0.012
0.010
0.722
Respondents’ Age-band
0.003
0.005
0.845

Source: Author 2016
Of the ten hospital leaders that participated in the study, 40% felt their current realized
strategy was customer intimacy, another 40% felt it was product leadership and 20% felt it
was price leadership. 40% of the same hospital leadership felt that their future intended
strategy should be customer intimacy and 60% felt that this should be product leadership.
None felt the future strategy should be cost leadership.
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4.12.1 Intention to recommend the hospital by current perceived (realized) strategy
In Table 4:62, the dependent variable is whether the respondent will recommend the
hospital to family and friends in future and the independent variables are the four
constructs of interpersonal, environment of care and hospitality, access and administrative
for Uncontrolled (Null) model (no control) and Controlled model (with control variables).
When the variable for hospital current strategy is not included in the equation, all the four
constructs are statistically significant in both uncontrolled and controlled model (with
gender and age of respondent as control variables).
Table 4:62 Regression Beta coefficients where dependent variable is Intention to recommend / refer
others stratified by current perceived strategy
Current strategy =
Current strategy =
Current strategy =
Customer intimacy
Product Leadership
Cost leadership
Beta
Beta
Beta
Beta
Beta
Beta
Sig.
Sig.
Sig.
UsC
SC
UsC
SC
UsC
SC
Uncontrolled (Null) model
(Constant)
Environment of
care and
hospitality
Interpersonal
Access
Administrative
Controlled model
(Constant)
Environment of
care and
hospitality
Interpersonal
Access
Administrative
Gender
Respondents’
Age band

4.691

0.000

4.762

0.000***

4.708

0.000***

0.196

0.318

0.000***

0.100

0.171

0.000***

0.141

0.210

0.000***

0.202
0.031
0.073

0.316
0.050
0.133

0.000***
0.227
0.001***

0.171
0.108
0.073

0.239
0.201
0.131

0.000***
0.000***
0.003***

0.213
0.046
0.082

0.298
0.062
0.117

0.000***
0.301
0.049**

0.000

4.614

0.000***

4.973

4.634

0.000

0.194

0.316

0.000***

0.098

0.168

0.000***

0.140

0.209

0.001***

0.202
0.030
0.073
0.008

0.315
0.049
0.132
0.006

0.000***
0.242
0.001***
0.875

0.170
0.107
0.073
0.062

0.238
0.198
0.130
0.059

0.000***
0.000***
0.003***
0.188

0.223
0.051
0.085
-0.074

0.312
0.069
0.121
-0.053

0.000***
0.253
0.044*
0.389

0.009

0.019

0.643

0.011

0.028

0.528

-0.031

-0.055

0.370

Beta UsC = Beta unstandardized coefficient Beta SC = Beta Standardized coefficient
***Significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
Source: Author, 2016

To compare the effect of hospital current strategy, three regression equations are run with
the uncontrolled and controlled model. For the model where the current strategy is
customer intimacy, only access is not statistically significant in both reduced and
controlled model. All the four constructs are statistically significant in the model where
current strategy is product. For the model where the current strategy is price leadership, all
the four constructs are statistically significant except the access. Controlling for both
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gender and age band of the respondent, overall a unit increase in the likelihood by clients
to recommend hospital to family and friends would arise as a result the covariates being
increased by 0.771 (cumulatively) for regression with no current strategy, an increase by
0.788 for regression where current strategy is customer intimacy, 0.821 for regression
where current strategy is product and 0.534 for regression where current strategy is price
leadership. This is an implication that for maximum output in the equation, the regression
where the current strategy is product is more robust.
Table 4:63 Summarised beta coefficient for recommend / refer for current (realised) strategy
Independent Variable
EoC and
Interpersonal
Access
Administrative
hospitality
No specified strategy
0.240***
0.276*** 0.105***
0.135***
Customer
0.316***
0.315***
0.049
0.132***
Recommend
Product
0.168***
0.238*** 0.198***
0.130***
or refer
Cost
0.209***
0.312***
0.069
0.121*
***Significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
EoC = Environment of Care
Source: Author, 2016
Strategy

Dependent
variable

Model
Sig

R-squared
0.146
0.160
0.126
0.146

0.000
0.000
0.000
0.000

4.12.2 Intention to come back for readmission – current perceived (realized) strategy
In Table 4:64, the dependent variable is whether the respondent has intention for
readmission and the independent variables are the four constructs of interpersonal,
environment of care and hospitality, access and administrative and separately adding the
control variables.
Table 4:64 Regression coefficients of intention to be re-admitted stratified by current strategy
Current strategy =
Customer intimacy
Beta
Beta
Sig.
UsC
SC

Current strategy =
Product leadership
Beta
Beta
Sig.
UsC
SC

Uncontrolled (Null) model
(Constant)
4.646
0.000***
4.701
0.000***
EoC and hospitality
0.206
0.297
0.00***0
0.147
0.207
0.000***
Interpersonal
0.216
0.299
0.000***
0.177
0.203
0.000***
Access
0.054
0.078
0.065*
0.149
0.227
0.000***
Administrative
0.046
0.075
0.073*
0.091
0.133
0.002***
Controlled model
(Constant)
4.693
0.000***
4.536
0.000***
Environment of care
0.207
0.299
0.000***
0.144
0.203
0.000***
and hospitality
Interpersonal
0.216
0.299
0.000***
0.173
0.198
0.000***
Access
0.055
0.079
0.062*
0.148
0.225
0.000***
Administrative
0.047
0.075
0.072*
0.091
0.133
0.002***
Gender
-0.001
-0.001
0.982
0.024
0.019
0.670
Respondents’ Age
-0.010
-0.018
0.676
0.027
0.055
0.218
band
Beta UsC = Beta unstandardized coefficient
Beta SC = Beta Standardized coefficient
***The mean difference is significant at the 0.01 level, ** at 0.5 level and * at 0.1 level
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Current strategy =
Cost leadership
Beta
Beta
Sig.
UsC
SC
4.595
0.110
0.149
0.187
0.156

0.125
0.158
0.193
0.169

4.759

0.000***
0.042**
0.011**
0.002***
0.006***
0.000**

0.109

0.124

0.044**

0.153
0.192
0.158
-0.069

0.163
0.198
0.171
-0.037

0.010**
0.002***
0.006***
0.553

-0.011

-0.015

0.815

When the variable for hospital current strategy is not included in the equation, all
the four constructs are statistically significant in both uncontrolled and controlled model
(with controlling variables). To compare the effect of hospital current strategy, three
regression equations are run with a reduced and controlled model. For the model where the
current strategy is customer intimacy, only access is not statistically significant in both
reduced and controlled model. All the four constructs are statistically significant in the
model where current strategy is product. For the model where the current strategy is price
leadership, all the four constructs are statistically significant except the access. This is an
implication that for maximum output in the equation, the regression where the current
strategy is product is more robust.
Table 4:65 Summarized beta coefficient for re-admission for current (realized) strategy
Strategy

Dependent
Variables

No specified strategy
Customer
Product
Re-admission
Cost

Independent Variables
EoC and hospitality

Interpersonal

Access

Administrative

0.216***
0.299***
0.203***
0.124**

0.229***
0.299***
0.198***
0.163**

0.161***
0.079*
0.225***
0.198***

0.124***
0.075*
0.133***
0.171***

R-squared

Model
Sig

0.124
0.128
0.134
0.096

0.000
0.000
0.000
0.000

Beta UsC = Beta unstandardized coefficient
Beta SC = Beta Standardized coefficient
***Significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
Source: Author, 2016

4.12.3 Intention to recommend the hospital – Future intended strategy
In the Table 4:66, the dependent variable is recommendation of the hospital to family and
friends and the four constructs are used as independent variables in the reduced model and
additional model with control variables is fit.
Table 4:66 Coefficients of regression for recommending the hospital against future strategy
Future strategy =
Customer intimacy
Beta
Beta
Sig.
UsC
SC

Future strategy =
Product leadership
Beta
Sig.
SC

Beta
UsC

Uncontrolled (Null) model
(Constant)

4.673

0.000***

4.824

0.000***

4.735

EoC and hospitality

0.153

0.225

0.000***

0.089

0.191

0.012***

0.166

0.275

0.000***

Interpersonal
Access
Administrative
Controlled model
(Constant)
EoC and hospitality
Interpersonal
Access
Administrative
Gender
Respondents’ Age band

0.179
0.050
0.095

0.233
0.071
0.127

0.000***
0.108
0.004***

0.219
0.085
0.075

0.400
0.185
0.152

0.000***
0.015**
0.045**

0.185
0.070
0.069

0.291
0.121
0.136

0.000***
0.001***
0.000***

4.688
0.153
0.179
0.051
0.096
-0.006
-0.001

0.225
0.233
0.072
0.128
-0.005
-0.002

0.000***
0.000***
0.000***
0.108
0.004***
0.917
0.969

4.809
0.085
0.212
0.084
0.080
-0.061
0.025

0.184
0.389
0.183
0.161
-0.058
0.055

0.000***
0.017**
0.000***
0.019**
0.036**
0.449
0.491

4.696
0.166
0.185
0.069
0.069
0.026
0.000

0.275
0.291
0.120
0.136
0.023
-0.001

0.000***
0.000***
0.000***
0.001***
0.000***
0.540
0.979

Beta
UsC

Beta UsC = Beta unstandardized coefficient
Beta SC = Beta Standardized coefficient
***Significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
Source: Author, 2016
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Future strategy =
Cost leadership
Beta
Sig.
SC
0.000***

When the variable for hospital future strategy is not included in the equation, all the four
constructs are statistically significant in both reduced and controlled. To compare the
effect of hospital future strategy, three regression equations are fit with a reduced and
controlled model. For the model where the future strategy is customer intimacy, only
access is not statistically significant in both reduced and controlled model. All the four
constructs are statistically significant in the model where future strategy is product and
price leadership. For maximum output in the equation, the regression where the current
strategy is cost leadership is more robust.
Table 4:67 Summarized beta coefficient for recommend / refer for future (intended) strategy
Dependent
variable

EoC and hospitality

No specified strategy
Customer
Intended reProduct
admission
Cost

Interpersonal

0.216***
0.225***
0.184**
0.275***

Access

0.229***
0.233***
0.389***
0.291***

R2

Administrative

0.161***
0.072
0.183**
0.120

0.124***
0.128***
0.161**
0.136***

0.124
0.149
0.116
0.219

Model
Sig
0.000
0.000
0.000
0.000

***Significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
Source: Author, 2016

4.12.4 Intention to come back for readmission – future perceived intended strategy
In the Table 4:68, the dependent variable is whether the respondent has intention for
readmission and the independent variables are the four constructs of environment of care
and hospitality, interpersonal, access and administrative.
Table 4:68 Coefficients for regressing intention for readmission and future strategies
Beta
UsC
Uncontrolled (Null) model
(Constant)
Environment of care and
hospitality
Interpersonal
Access
Administrative
Controlled model
(Constant)
Environment of care and
hospitality
Interpersonal

Future strategy =
Customer intimacy
Beta
Sig.
SC

4.682
0.173
0.160
0.107
0.058

0.237
0.209
0.153
0.095

4.793

Future strategy =
Product leadership
Beta
Beta
Sig.
UsC
SC

Future strategy =
Cost leadership
Beta
Beta
Sig.
UsC
SC

0.000***

4.591

0.000

4.734

0.000***
0.000***
0.000***
0.013**

0.180
0.200
0.157
0.104

0.000***
0.000***
0.000***
0.008***

0.079
0.239
0.069
0.176

0.000***

4.460

0.000***

4.686

0.223
0.220
0.188
0.117

0.000***
0.124
0.319
0.110
0.260

0.111
0.000***
0.158
0.001***
0.000***

0.174
0.161

0.239
0.209

0.000***
0.000***

0.178
0.198

0.221
0.218

0.00***
0.000***

0.081
0.241

0.128
0.322

0.104
0.000***

Access

0.108

0.154

0.000***

0.156

0.186

0.000***

0.068

0.108

0.175

Administrative

0.058

0.095

0.013**

0.104

0.116

0.008***

0.173

0.255

0.001***

Gender
Respondents’ Age band

-0.039
-0.010

-0.029
-0.019

0.453
0.615

0.002
0.027

0.001
0.043

0.975
0.337

0.059
-0.010

0.041
-0.017

0.605
0.839

Beta UsC = Beta unstandardized coefficient Beta SC = Beta Standardized coefficient
*** Implies significant at 1% level of significance, ** at < 5% and * at < 10 level of significance
Source: Author, 2016
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When the variable for hospital current strategy is not included in the equation, all the four
constructs are statistically significant in both uncontrolled and controlled model (with
controlling variables). To compare the effect of hospital future strategy, three regression
equations were run with a reduced and controlled model. For the model where the future
strategy is customer intimacy and product, all the four constructs are statistically
significant in both reduced and controlled model. For the model where the current strategy
is price leadership, all the four constructs are statistically significant except the access.
Controlling for both gender and age band of the respondent, overall a unit increase in
recommendation to the family and friends would arise as a result of a cumulative increase
by 0.734 for regression with no current strategy, 0.649 for regression where current
strategy is customer intimacy, 0.785 for regression where current strategy is product and
0.837 for regression where current strategy is price leadership. This is an implication that
for maximum output in the equation, the regression where the current strategy is cost
leadership is more robust.
Table 4:69 Summarized beta coefficient for re-admission for future (intended) strategy
Dependent
variable
No specified strategy
Customer
Intended
Product
recommend or
Cost
refer

EoC and hospitality

Interpersonal

Access

Administrative

R-squared

0.216***
0.239***
0.221***
0.128

0.229***
0.209***
0.218***
0.322***

0.161***
0.154***
0.186***
0.108

0.12***4
0.095**
0.116***
0.255***

0.124
0.101
0.132
0.169

Model
Sig
0.000
0.000
0.000
0.000

Beta UsC = Beta unstandardized coefficient Beta SC = Beta Standardized coefficient
***Significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
Source: Author, 2016

Current perceived realized strategic positioning looking at maximizing future behavioral
intentions (both Intention to recommend the hospital to family and friends and Intention to
come back for readmission), the regression equation where the current strategy is product
leadership is more robust.
Future intended strategic positioning looking at maximizing future behavioral intentions
(both Intention to recommend the hospital to family and friends as well as Intention to
come back for readmission) the regression that maximizes output is cost leadership.
Within these information, one can tease out different components to prioritize.
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Table 4:70 Summary of regression in current strategy with maximum payout mapped
(shaded)
Dependent
Variable
No specified strategy
Customer
Product
Cost

Independent Variables
EoC and
hospitality
0.24***
0.299***
0.203***
0.124**

Interpersonal

Administrative

0.11***
0.079*
0.225***
0.198***

0.14***
0.075*
0.133***
0.171***

Rsquared

Model Sig

0.15
0.128
0.134
0.096

0.000***
0.000
0.000
0.000

Customer
0.316***
0.315***
0.049
0.132***
0.160
Current
Intention to
Product
0.168***
0.238***
0.198***
0.130***
0.126
refer
Cost
0.209***
0.312***
0.069
0.121**
0.146
Note: ***Significant at less than 0.001, ** at less than 0.015% and * at less than 0.05 level of significance
EoC = Environment of Care
Source: Author, 2016

0.000
0.000
0.000

Intention to
Readmit

0.28***
0.299***
0.198***
0.163**

Access

Current strategy priority should be Environment of care and very closely followed
by Interpersonal, followed by access and lastly Administrative.
Table 4:71 Summary of regression in future strategy with maximum payout mapped
(shaded)
Dependent
variable
No specified strategy
Customer
Intention to
Product
re-admit
Cost
Customer
Intended
Product
recommend
Cost
or refer

EoC and
hospitality
0.216***
0.225***
0.184**
0.275***
0.239***
0.221***
0.128

Interpersonal
0.229***
0.233***
0.389***
0.291***
0.209***
0.218***
0.322***

Access
0.161***
0.072
0.183**
0.120
0.154***
0.186***
0.108

Administrative
0.124***
0.128***
0.161**
0.136***
0.095**
0.116***
0.255***

R-squared

Model Sig

0.124
0.149
0.116
0.219
0.101
0.132
0.169

0.000
0.000
0.000
0.000
0.000
0.000
0.000

*** stands for significant at less than 1%; ** at less than 5% and * at less than 10% level of significance
EoC - Environment of Care
Source: Author, 2016

Future strategic prioritization in order should be Interpersonal, Environment of care,
followed by Administrative processes and lastly Access.
Whereas the current perceived strategic positioning on the ground factoring patients,
doctors and MIPs (realized strategy) is product leadership yet 40% of the hospital leaders
felt their current deliberate strategic positioning was that of customer intimacy, another
40% felt it was product leadership and 20% felt it was price leadership. The optimal future
strategic positioning that maximizes future behavioral intention is cost leadership yet none
of hospital leadership intended to pursue this in the future. 40% of the hospital leadership
felt that their future intended strategic positioning should be customer intimacy and 60%
felt that this should be product leadership.
The details of the contribution of the individual components that the customers
(patients, doctors and MIPs) feel require to be prioritized as illustrated in the four-quadrant
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analysis below. A four quadrant is a scatter plot with the axis of the two measures (in this
case, Expectation and Experience) crossing at the means. The priority areas include

High Experience

discharge process, admission process, affordability and perhaps nurses efficiency.

High Expectation

Low Experience

Low Expectation

Figure 4:4: Four quadrant analysis

Hypotheses 6: The null hypothesis there is no optimal strategic positioning of the
hospital in response to patients’ choice of hospital cannot be accepted and the
alternative hypothesis that there is an optimal strategic positioning of the hospital in
response to patients’ choice of hospital is accepted
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4.13 Chapter summary
This chapter delved into results in details. The demographics showed a
predominance of female in the child bearing followed by pediatric patients. Factor analysis
resulted in attenuation of the dimensions from six to four.
The results showed a clear hierarchical quality dimensions that determine patients’
future behavioral intension. They also showed significant regional variation of patients’
determinants of future behavioral intentions. Both the doctors and the Medical Insurance
Providers had a significant impact in the patients’ perception of quality but did not change
the fact that these perceived quality indicators still influenced patients’ future behavioral
intentions. The administrators were well attuned to patients’, doctors’ and Medical
Insurance Providers’ perceptions of quality. Lastly the current perceived dominant strategy
is that of product leadership. The patients would on the other hand prefer to see a cost
leadership dominant strategy in the future.
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CHAPTER FIVE
5.0 SUMMARY, DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS
5.1

Introduction

In this chapter, the author begins by summarizing the entire study before narrowing down
to the study outcomes and compares it with existing literature in an attempt to explain the
underlying reasons for these outcomes.
5.2

Summary of the study

Patients visiting hospitals take the technical outcomes for granted and assume that they
will have good clinical outcome. In any case, information on technical outcome is usually
not available to patients and in the few instances that it is, it is too complex for patients to
comprehend. Information that is available to patients is that of non-technical quality. Nontechnical quality is also known as functional quality. Both the technical and functional
aspects of in-patient hospital care constitute healthcare quality. This study set out to
determine quality parameters that patients use to make a choice on which hospital to be
admitted in in Kenya level five and level six private hospitals. The study took into
consideration that patients are influenced by their doctors and Medical Insurance Providers
(MIPs). MIPs constitute the largest payers of in-patient Medical care in Kenya level five
and level six private hospitals. Once the determinants of patients’ choice of hospitals are
known, it is then expected that the institutional leadership will strategically position the
institutions to meet the customers’ expectations. Thus, the objectives of the study were to:


Define the factors that influence patients’ perception of quality and their hierarchy
of importance and how these affect patients’ choice of hospital.



Determine the influence that doctors and Medical Insurance Providers have on
patients’ perception of quality.



Delineate doctors’ and Medical Insurance Providers’ understanding of patients’
perception of quality.



Describe the regional variation of in-patients’ perception of quality.
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Determine the alignment of the hospital leadership to the patients’ perceptions of
quality.



Outline the optimal strategic positioning of the hospital in response to patients’
perception of quality
This was achieved through mainly close-ended questionnaires. The questionnaire’s

contents were compiled through affinity group and adaptation of 17 questionnaires from
previous similar studies. The questionnaire constituted a demographic section that
collected background information of the participants. The substantive part of the
questionnaire included six dimensions with 28 variables. Participants selected their
expectation and then their experience for each variable ranking these on a five point Likert
scale. The questionnaire allowed participants to elaborate further in the open-ended section
at the end of each quality dimension. The questionnaire was tested for structural and
construct validity during a piloting phase. The Cronbach alpha test of validity was greater
than 0.8 for each question and for the questionnaire in its entirety. The only change made
after the pilot study was to have the questionnaire double-sided printed as this was found
to be more acceptable to the participants.
The study had a predominance of women in the child-bearing age followed by children.
This may be a reflection of the health-seeking behavior in the country as well as the
country’s drive to empower women. Surprisingly, many of the patients were self-referral
with 31% referred by doctors and only a small proportion referred by Medical Insurance
Providers. This is surprising because the study involved level five and level six private
hospitals which are referral hospitals. Despite this, the overwhelming majority (80%) are
paid for by the Medical Insurance Providers.
Factor analysis resulted in some adjustments where the variable “clinical outcomes” got
aligned to the interpersonal dimension and the variables “Nurses are efficient”, “Medical
and diagnostic equipment” and “Parking for family/myself and visitors” were dropped off
altogether, thus reducing the dimension from six to four. The four dimensions of
healthcare quality therefore are Interpersonal, Environment of care, Administrative process
and Access.
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There is a clear hierarchy of determinants of perceived quality that informs patients’ future
behavioral intention to either re-visit or tell others about the institution. The most
important of these dimension is Interpersonal followed by Environment of care.
The doctors and Medical Insurance Providers had a significant influence on the patients’
perception of quality. Most of the doctors who participated in the study are senior,
seasoned doctors perhaps explaining the magnitude of the influence. The hospital
leadership was well attuned to the perception of the doctors, medical insurance providers
and patients whereas there was significant difference between what the doctors and the
MIPs thought was the patients’ perception of quality and the actual patients’ perception of
quality. This implies that the hospital leaders understood their customers but the doctor
and MIPs did not.
There was a significant regional difference in perceptions of quality among patients in
three regions that the hospitals were located in. This may be due to geographical as well as
cultural factors.
The current perceived dominant strategy is that of product leadership. Patients would
prefer to see a cost leadership strategy in the future. This is in spite of having a majority of
the patients having Medical Insurance Providers as the payer of their hospital costs.
5.3

Discussion of results

This is presented per study objective as follows:
5.3.1

The quality of care factors that influence patients’ choice of hospital and their
hierarchy of importance

Most of the patient-respondents that participated in the study were female (59%). This
holds true even when analyzed by source of referral – 62% among self-referral, 55%
females among those referred by doctors and 53% females among those referred by
Medical Insurance Providers. A similar study in Iran showed a predominance of young
people (60.5% between 18-35 years old) and women (73.8%). This is similar to a study in
Ghana where females were 55.6% (Peprah & Atarah, 2014) and also in keeping with
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health-seeking behavior of Kenyans where more women than men attend outpatient and
inpatient care (Kenya National Bureau of Statistics, 2014). The fact that 50% of the
sampled population is within the reproductive age-group may also have contributed to the
large number of females who may have attended the hospitals for maternity reasons.
Females were nearly 75% in the 15 and 35 years age-group. Health-seeking behavior is
also influenced by socio-demographical, cultural, economic, political and health system
and family structure (Shaikh & Hatcher, 2004).
Kenya as a country, has made deliberate effort to have more mothers deliver in the
hospital (61% of live births delivered in a health facility) and specific effort to increase
women empowerment (42% in 2008-09 against an increase to 49% in 2014-15 of women
who earn spend their own cash independently). Further, caesarean section rates are higher
in those more educated and in the higher socio-economic status. Patients attending private
hospitals are in the higher socio-economic status. Caesarean section rates are also higher in
Nairobi (Kenya National Bureau of Statistics, 2014). Five (45%) of the participating
hospitals are from Nairobi. This is in keeping with the age distribution of the participants
explaining the first peak, which is at 25-34 years of age. Females constitute 76% in this
age group. However, the age distribution shows a bimodal distribution with the second
peak at zero to five years old (18%). This is expected as this second early childhood peak
is due to the fact that childhood illnesses such as acute upper respiratory illness and
diarrheal diseases are among the commonest illnesses in Kenya (Kenya National Bureau
of Statistics, 2014).
The patients that come directly to the hospital (self-referral) are the majority (61%).
This is surprising as the study involved level five and level six hospitals which are referral
hospitals. One would have expected, these being referral hospitals that the majority of
patients would have been referred by, and thus admitted through, the doctors. However,
we know that patients’ distribution is not random. Patient self-select institution to
patronize based on convenience, disease type and severity, reputation, costs and
convenience (Geweke, Gowrisankaran, & Town, 2003). Patients’ choice of hospital has an
almost linear relationship to level of education (Ringard, 2012). Kenya has a high literacy
and education level and this may be a contributor to the high referral rate. This high self174

referral rate is also probably linked to the source of admission. Forty-two percent (42%) of
those admitted through Accident and Emergency department were self-referral. In spite of
the finding that the Medical Insurance Providers (MIP) pay for 81% of all patients (Selfreferral 82%, Doctor referral 79% and Medical Insurance Provider 83%) plus an additional
4% (Self-referral 3%, Doctor referral 5% and Medical Insurance Provider 10%) who were
partially paid for by the MIPs, the MIPs only referred 8% of all patients. Competition in
hospital depends on the hospitals relative bargaining power with the insurance company
(Varkevisser, van der Geest, & Schut, 2010).
Sixty-six percent (66%) of the in-patients were admitted in general ward (Selfreferral 75%, Doctors’ referral 49% and Medical Insurance Providers’ referral 66%). As
expected, majority of patients who referred themselves (Self-referral) were admitted in the
general ward followed closely by MIPs. This is in spite of the fact the payment is all
similarly through MIPs. It is possible that those admitted directly through the doctors’
take-up insurance with better benefits that allows them admission into the private wards.
Sixty-nine percent (69%) of patients were referred by their physician. Seventeen percent
(17%) were influenced by reputation and 14% were influenced by distance (Lako &
Rosenau, 2009).
Thirty-four percent (34%) of total patients were admitted in a private room. The
only difference between a private unit and a shared room is the hospitality services. The
private room usually has better hospitality service and ambience than the general ward.
This usually leads to perception of higher quality of doctors, housekeeping and food
services staff but not of nurses and overall of hospital quality (Swan, Richardson, &
Hutton, 2003). Patients in single occupancy rooms have higher satisfaction rate than
multiple occupancy rooms through lower noise levels, less sleep disturbance, lower
infection rates, enhanced privacy and shorter length of stay (Chaudhury, Mahmood, &
Valente, 2005). However, such patients may have a higher feeling of isolation. In this
study, the admission location (whether private or general) was found to be a controlling
variable and affected the perception of quality by the patient depending on where patient
was admitted. This is in keeping with the above studies. This is due to the fact that the
services between the two units were different enough to differentiate the perception of
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quality. In other words, either the private units’ services were high enough or the general
unit services were low enough to act as a discriminant factor. Additionally, since the
hospitality services in the private units may have been of such quality that it is very
different from that of the general units, this effect may have been contributed to by the
temperament and demeanor of the clients in the two units rather than due to the differences
in the services itself.
Majority of patients (63%) were first time visitors to the institution. One would have
expected that the repeat customers come back because they are happy with the quality
experienced in the prior visits. There is a significant and positive correlation between
satisfaction and intention to re-visit the hospital or to inform others favourably about the
hospital. (Kim, Cho, Ahn, Goh, & Kim, 2008; Kazemi, Ehsani, Abdi, & Bighami, 2013;
Murti, Deshpande, & Srivastava, 2013; Aldaqal, Alghamdi, Al-Turki, El-deek, &
Kensarah, 2012). One would therefore have expected that the repeat visitors come back
because they are already satisfied. Surprisingly, frequency of visit to the hospital was not
found to be statistically significant in the current study. This finding is contrary to a study
carried out in Ethiopia in 2012 where patient satisfaction was influenced by expectations
which in turn was determined by previous experience or information from others (Tateke,
Woldie, & Ololo, 2012). The explanations of this study findings may be because
previously met needs are no longer satisfiers. With every visit, the patients keep expecting
more until an equilibrium between service delivery and expectation is reached. It is
possible that such an equilibrium had not yet been reached in the current study.
Majority (average of 88% of all patients) had a hospital length of stay of less than
seven days. One would have expected that shorter stay patients have less opportunity for
dissatisfaction and would have a higher perception of quality while the very long staying
patients would have an opportunity to form social bonds with their care giver thus
overlook minor infractions and also have better perception of quality. Thus, the length of
stay may not have a discriminant value in perception of quality or patient satisfaction.
Indeed, it is not the length of stay as such that is associated with quality but what happens
during this length of stay. Length of stay is not directly associated with perception of
quality or with patients’ satisfaction both in a country with very long length of stay such as
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Japan (Tokunaga & Imanaka, 2002) or in those with very short length of stay such as the
Netherlands (Borghans, Kleefstra, Kool, & Westert, 2012).
The dimension of quality re-aligned from six to four dimensions, namely
Interpersonal, Environment of care and Hospitality, Administrative processes and Access.
One of the dimensions, clinical outcomes, was subsumed under Interpersonal. The original
SERVQUAL tool had ten dimensions – Reliability, Responsiveness, Competence, Access,
Courtesy, Communication, Credibility, Security, Understanding or Knowing the Customer
and Tangibles (Parasuraman, Zeithaml, & Berry, 1985) which were later reduced to five –
Tangibles, Reliability, Responsiveness, Assurance and Empathy – by the same authors
(Parasuraman, Zeithaml, & Berry, 1994). The five were still found to retain their reliability
and validity. However, whereas tangibles could correspond to technical, all the others
(Reliability, Responsiveness, Assurance and Empathy) could correspond to Interpersonal
attributes. This implies that there are additional attributes in the current study. These are
Environment of care and Hospitality, Administrative processes and Access. This may be
because the original studies by Parasuraman et al (1985 and 1994) were not hospital
specific but were about the service industry in general. Babakus and Mangold (1992) used
the same five dimensions as Parasuraman et al but adapted the specific variables to be
relevant to the hospital set up and in doing so reduced the variables from 22 to 15 pairs.
Even with this adaptation, the tool was found to be valid and reliable (Babakus &
Mangold, 1992). Others have suggested that additional attributes of quality such as
‘accessibility’, ‘affordability’, ‘caring’, and ‘medical outcomes’ should be added,
representing more specific healthcare quality aspects (Mosadeghrad, 2012). In a study
looking internally at organizations characteristics, communication, cost, facility,
competence and demeanor were found to be significant predictors of patients’ satisfaction
(Andaleeb, 1998). These added attributes are in conformity to the tool used in this study.
This is not surprising as the tool in this study was developed as an amalgamation of
various tools from multiple studies.
The absorption of the variable “clinical outcome” (an aspect of technical quality) in
to the interpersonal dimension (an aspect of functional quality) in itself is very telling. It
appears that patients interpret clinical outcome as functional quality. This is perhaps even
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in clinical outcome, how the information is conveyed to the patients and family is even
more important than the message itself.
Not all dimensions are of equal importance to patients in determining perceived
quality of care. There is clearly a hierarchy of importance of the dimensions when patients
are choosing a hospital or recommending a hospital to others. In order of descending
importance these are Interpersonal, Environment of care and Hospitality, Administrative
processes and Access. This is in keeping with various other scholars. In a study in India, of
the quality dimensions studied, empathy was found to be the only direct determinant of
future behavioral intention. Patient satisfaction was seen to be an independent determinant
of future behavioral intention through which the other dimensions (“responsiveness”,
“assurance” and “tangibles”) influenced future behavioral intention and not directly
(Jandavath & Byram, 2016). In a well-designed study in Japan, staff behavior and
technical quality were found to be significant whereas physical appearance was not. It is
possible that the physical environment requires to meet a minimum threshold beyond
which, it does not add further value. In the hospitals studied, this minimum standard may
have been met in all hospitals and thus stopped being a discriminatory factor when
choosing a hospital (Eleuch, 2011). Grönroos, (1984) surmised that of all aspects of
functional quality, the customer-provider interaction is the most critical. Quality
Funcational Deployment (QFD) is a customer centred model incorporating voice of the
customer in product or service attributes. Lim and Tang, (2000) used QFD in developing a
service delivery model. In their study, they found that the three most important aspects of
the customer-provider interaction are assurance, empathy and responsiveness. Le and
Fitzgerald (2014) working in two hospitals in the public sector in Vietnam found that
assurance and empathy to be the most important determinants of patients’ choice of a
hospital. Assurance and empathy are constituents of Interpersonal dimension.
Within interpersonal attributes in this study, the variables in order of importance are
“Doctors who listen”, “Doctors who are courteous”, “Doctors who spend enough time
with patient”, “Nurses who are courteous”, “Nurses who are efficient”, “Nurses that are
professional” and “Clinical outcomes”. Of the open-ended questions, answers related to
Interpersonal dimension 21.7% were related to doctors and 42.1% were related to nurses.
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Of those related to doctors 76.9% were positive and complimentary. Of the commentary
on nurses, positive and complimentary ones made up 40.6%. Most patient respondents
were oblivious about clinical outcome in the open-ended responses. In the four quadrant
analysis, which ranks variables along two axis – expectation and experience (see
Figure 4:4 on page 171), the researcher found that doctors’ attention to patient and
doctors’ courtesy to be most important (higher expectation) than the same attributes as
they appertain to nurses.
The quality of the doctor-patient interaction may impact patient future behavioral
intention. Kafetsios et al, (2016) in looking at the emotional aspect of the doctor-patient
consultation conclude that severe illness evoked insecure doctors’ attachment and thus
patients’ satisfaction was negatively affected by severity of illness (Kafetsios, Hantzara,
Anagnostopoulos, & Niakas, 2016). This study did not look at severity of illness as a
controlling variable. But as a surrogate marker, the average length of stay (more sick
patients are admitted for longer periods) did not have an impact on patients’ future
behavioral intention. In a study in Germany covering hospitals in an entire district,
interactions with nurses and interactions with doctors were found to be the most important
determinants of patients’ satisfaction. Nursing contact was more important than doctors’
contact (Schoenfelder, Klewer, & Kugler, 2011). The study was of a much older
population with the highest numbers belonging to the age-group greater than 70 years.
Patients derive safety and trust from doctors and satisfaction from the nurse (Zineldin,
2015). In the current study, the doctors’ interaction with the patient was ranked higher than
nursing. This may be due to cultural differences between Germany and Kenya. The
hofstede centre, (2016) shows Kenya to have a higher power distance and lower
individualism compared to Germany. The higher power distance implies that Kenyans are
more accepting that doctors are senior and therefore Kenyans are more reverent about a
doctor’s opinion. Further, unlike the German study, the researcher in the current study did
not differentiate safety, trust and satisfaction.
Because of the hierarchy of the dimensions (inter-dimensional) and within each
dimension (intra-dimensional), the variables can be ordered and therefore interventions
can be prioritized. This is in keeping with an outpatient study in Nigeria where Peprah and
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Atarah, (2014) found that tangible and empathy dimension satisfied patients the most and
reliability, responsive, assurance and interpersonal dimension were the causes of
dissatisfaction met. The authors affirmed that this dimension and their specific variables
could be ordered. However, that study was one of a single institution and involving only
outpatients. Another study from Nigeria also found that reliability and empathy were the
two highest determinants of patronage and return visit to the hospital. (Wada, Hati, Ofoli,
& Wada, 2016), again, illustrating that the determinants of re-visits can be ordered. Naik et
al (2015) found that the friendliness of staff was one of three most important factors that
impact on patients’ future behavioral intention (Naik, Anand, & Bashir, 2015).
The attributes of environment of care, in order of importance to patients was quiet
and pleasant stay, clean and adequate linen, clean room or ward, adequate physical facility,
clean and functioning washrooms, smartly dressed and clean non-clinical staff, privacy
during care, food and catering, security and room temperature. Environment of care had
the highest number of commentaries (38.4% of all commentaries) and with the widest
spread in the open-ended section of the questionnaire. Of these, 16.3% were about facility
and maintenance, 13.2% related to meals, 11.6% were related to linen and 8.2% were
related to security. However, the highest (18.8%) were complimentary. Patient infer
quality of care from the physical environment. A well-maintained and pleasant physical
environment infers attention to detail and better technical quality. It is therefore not
surprising that environment of care was only second to interpersonal dimension among the
quality dimensions. Laverty, Dixon, and Millett, (2013) found that among the most
important factors influencing choice of hospitals by patient were cleanliness and standard
of facility together with quality of care and reputation (Laverty, Dixon, & Millett, 2013).
Even in the public health facilities, cleanliness of wards and toilets was an important
attribute of quality.
On the other extreme, Ghosh, (2015) found that in a community based study
cleanliness was not important while making their choice of hospitals. In the study by
Laverty, Dixon, and Millett, (2013) they found out that what influences patients’
perception of quality differs by level of education of the patient, gender and race but not
age. This study did not find any difference in future behavioral intention by age or gender
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but did not look at level of education. The study by Ghosh (2015) was done in a public
hospital in rural India. The priority and expectation of the patients in this Indian study is
different from those in the current study. In India, with a very high population density,
sometimes getting a bed can be difficult. Therefore, reputation and cleanliness of a room is
not priority. In a Kenyan study, cleanliness was among the sources of dissatisfaction
among patients attending a maternity hospital in Nairobi, Kenya (Nyongesa, Onyango, &
Kakai, 2014). The study was one of a public facility. In view of the needs of the clients in
a maternity hospital, cleanliness is key to them and may over-represent its importance in
the contribution to quality
In this study, findings are in keeping with an experimental model type of study
using simulated patients and environment of care showed that there is a correlation
between social environment, physical environment and perception of quality of care. The
physical and social environment pre-sensitizes the patient and influences expectations on
the quality of care the patient will receive. Physical environment not only infers quality but
also contributes to well-being of the patients. The social environment appears to have a
stronger influence than physical environment. However, the effects of the physical
environment plateau off beyond a certain level (Andrade, Lima, Devlin, & Hernández,
2016).
It is important therefore that the environmental of care is not the sole focus of the
organization and it is not necessary to go to extremes to have a lavish environment of care.
Secondly, the deficient environment can be compensated for by excellent technical quality.
In a study in Tamil Nadu, India, privacy during examination appeared to be less important
(Rajasulochana, Nyarko, Dash, & Muraleedharan, 2016). This is surprising finding in that
study that was based in maternity hospital setting. However, in that part of India, doctors
are so rare that the patients were willing to tolerate many inconveniences to have an
opportunity of being reviewed by the doctors. As this current study was undertaken in the
private sector, availability of doctors is not as severe a problem as that of rural Tamil
Nadu.
This study is in keeping with a study done by Harris et al, (2002) that found five
attributes as being important to the environment of care – interior design features,
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architectural features, social features, maintenance or housekeeping and the ambient
environment. Clean physical ambience, amenities that work and are convenient were also
important (Harris, McBride, Ross, & Curtis, 2002). That study findings were similar to
this current study. That study was conducted in six related hospitals using telephone
interviews with wide range of hospitals similar to those in this study. The demographics
with majority of females is also similar to those of this study.
Whereas in the current study, food quality was important, it ranked among the
lowest. This is in contrast to the study of Schoenfelder, Klewer and Kugler (2011) where
in a geographically well-sampled study with an older patient population (average age was
70 years), quality of food and accommodation contributed significantly to patient
satisfaction. Elderly patients tend to have special dietary requirements and limited
mobility. This may have contributed to an over-emphasis of food and accommodation
(architectural design and layout) in the environment of care dimension.
Administrative processes are third most important dimension of quality in this
study. The attributes related to this, in order of importance to patients are discharge
process, billing process and admission process. These attributes were among the highest
source of dissatisfaction (see Figure 4:4, page 172). Of the open-ended questionnaire
answers related to administrative processes, 65% were related to the speed of these three
processes. This is in keeping with various studies. Waiting time was a major source of
dissatisfaction among patients attending a maternity hospital in Nairobi, Kenya
(Nyongesa, Onyango, & Kakai, 2014). The nature of the conditions that was the subject of
the study, pregnancy, will not afford patients the tolerance of waiting.
This may not be so, especially in hospital with chronic illnesses. Pre-operative
waiting and service quality were found to be important administrative determinants of
quality (Aldaqal, Alghamdi, Al-Turki, El-deek, & Kensarah, 2012). Waiting time,
friendliness of staff and reputation of facility was found to be important determinants of
patient satisfaction in a study done in Kenya in low socio-economic status environment
(Wambua, et al., 2015). In a study in Germany both admission and discharge process were
important. Even more important were the instructions given at the time of discharge
(Schoenfelder, Klewer, & Kugler, 2011). There is a statistically significant link between
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patient satisfaction and loyalty. In turn, patient satisfaction is significantly linked to
process-based quality even more than was ambience, people or personalized service-based
quality (Kessler & Mylod, 2011).
Access as a dimension constituted financial access as well as to hospital access and
within hospital physical access. Access dimension contribution to future behavioral
intention of the patient, though statistically significant, was appreciably lower than the first
three dimensions (Interpersonal, Environment of care and Administrative process). Even
though the statistical data ranked physical access to hospital, signage within hospital and
affordability of services in that order, the open-ended questionnaire answers related to the
access dimension constituted 71.4% related to financial access (of these, 76.7%
complained about expensive services), 13.1% were related to in-hospital signage and only
4.8% related to hospital access. Compliments were 8.3% of Access related commentary. In
a community-based study of three geographical locations in one of four major
metropolitan locations in India, Ghosh (2015), found transport convenience to be an
important determinant of patient’s choice of hospital.
The study was confined to only one region in India thus limiting the generalizability
of this study. In another study in rural India, in public health facilities because of the vast
low-cost network of hospitals, both physical and financial access were not seen to be
contributing significantly to patient dissatisfaction (Narang, 2011). In a study in England,
distance was found to be a determinant of patient’s choice of hospital. This effect was
more in the elderly, rural and those from poorer neighborhoods (Beckert, Christensen, &
Collyer, 2012). When price to patient is not a factor, patients value both quality and
distance in choosing hospitals. However, there is a tradeoff of quality over distance. This
is influenced by hospital location and demographics of patients (Tay, 2003).
In the current study, hospitals were all in urban centers with good road
infrastructure thus explaining the low ranking of the access dimension. Larger hospitals
attract patients more than smaller hospitals (Tay, 2003). The study used patients who
suffered acute myocardial infarction. For these patients, the condition being a medical
emergency, distance may play a bigger than expected role. In such circumstances, indeed
quality plays a less significant role as patients will be admitted to the nearest hospital.
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Studies in Kenya show that financial access and distance are important determinants of
patients’ patronage of hospitals. In addition, this was more important in the lower socioeconomic strata (Mwabu, Ainsworth, & Nyamete, 1993).
Clinical outcome and medical equipment constituted a statistically significant but
very low contributor to patients future behavioral intention.. The open-ended questionnaire
answers related to this, constituted compliments at 71.4%, 14.9% were related to
equipment and 12.8% were related to clinical outcomes. In Taiwan, medical outcome was
a major determinant of satisfaction (Hu, Chiu, Cheng, & Hsieh, 2010) whereas a study in
Germany among older patients, outcome of treatment was one of the most important
determinants of patients’ satisfaction. (Schoenfelder, Klewer, & Kugler, 2011).
In a detailed cross-sectional study involving almost 40,000 patients, using a
demand-elasticity model, (Beckert, Christensen, & Collyer, 2012) found that patients’
choice of hospital demand increases with quality and decreases with mortality, infections,
distance and waiting time. Ghosh (2015), found that Indian patients considered the quality
of treatment, referral by physician, multispecialty services and safety to be important while
making their choice of hospitals. Naik et al (2015) found that the amount of information
given about the medical condition and the treatment of that medical condition were two of
three most important factors that impact on patients’ future behavioral intention (Naik,
Anand, & Bashir, 2015).
In a study in rural India in public health facilities, the interpersonal relationship and
availability of doctors were the areas most requiring improvement. The lack of doctors
appears to be mitigated by presence of paramedics. The availability of drugs and
diagnostic equipment were also important to patients (Narang, 2011). This is important as
it illustrates that even in rural areas with low literacy levels, the clinical outcome is still
important. Post-operative realization of pre-operative clinical expectation was a significant
predictor of patient satisfaction. However, patients’ expectation of functional outcome was
a less realistic predictor of post-operative outcome. Doctors’ pre-operative prediction of
eventual functional outcome was more accurate than that of patients thus making a case
for enhanced communication pre-operatively between the patients and the doctors
(Palazzo, et al., 2014).
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Interestingly on the other side of the spectrum, in a study done in Kenya and
Namibia, patient perception of quality was not associated with the clinical indicators of
quality. The commonest attribute that was associated with quality was waiting time,
availability of medication and cleanliness of facility. Customer-provider interaction was
also of significant importance (Diamond-Smith, Sudhinaraset, & Montagu, 2016). The
findings may be related to the health literacy level of the patients. This may explain the
absorption of the clinical outcome variable (an aspect of technical quality) into the
functional quality dimension (Interpersonal) in this study.
The coefficient of determination (R2) of the relationship of the various quality
dimensions with intention to refer others and intention to be re-admitted in the same
hospital should the need arise explain 11% to 13% of future behavioral intention of the
patients. Le and Fitzgerald, (2014) found the R2 in their study to be 37.7%. However, their
dependent variable was Healthcare quality, which is antecedent to future behavioral
intentions. Healthcare quality is only one of the contributors of future behavioral
intentions. This may explain the lower value found in this study. The study by Le and
Fitzgerald, (2014) was undertaken in the public sector whereas the current study is set up
in the private sector. Healthcare services are among the most complex in the service
industry. Further, technical staff to patient ratio as well as competency of the staff may
impact the perception of quality (Adomah-Afari & Pomevor, 2016). The current study has
only looked at patients, doctors and MIPs. Other factors with a myriad of interactions may
affect service quality perception in a complex manner as illustrated by Pitta & Laric, 2004
(see Figure 1:1 in Chapter one).
Indeed, from the current study, the explanatory variables appear to exert a lesser
effect (with also a lower coefficient of determination) on intention to be re-admitted
compared with intention to refer others. This implies there are even more considerations
with intention to be re-admitted than intention to refer others that have not been included
in this study and thus probably are even more complex. For example, this study did not
explicitly study trust, yet as shown in a Kenyan study, loyalty was associated with trust.
Trust itself was linked to quality of care (Mahuro & Egondi, 2015). An Indian study found
that loyalty is synonymous with quality of care but the intention to be re-admitted was
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marginally stronger than intention to refer others to the hospital (Chahal, 2008). This
appears different to the findings in the current study. However, Chahal, (2008) divided
intention to be re-admitted in to intention to be re-admitted for the same illness or for a
different illness. The association was stronger with intention to be re-admitted for the same
illness. The current study did not differentiate whether the intention to be re-admitted was
for similar illness or not.
Ketelaar et al (2014) found out that prior experience in a hospital and reputation of
that institution outweighs quality information when making a choice of a hospital
(Ketelaar, Faber, Elwyn, Westert, & Braspenning, 2014). Majority of the patient
respondents in the current study were first timers. Whichever way one looks at it, the
determinants of future behavioral intentions are many more than those in this study.
Healthcare is very complex with multi-factor and multi-actor interactions. Perception of
quality is influenced by matters even before the patient makes the decision to come to the
hospital. This pre-decision factors were not part of the current study. They include
ideological orientation, patients’ attitude and pre-encounter factors such as level of trust
established between patient and doctor. Interestingly, these factors are not influenced by
prior visits or by age of patient (Osei-Frimpong, 2016).
The current study measured quality of service at a single point in time and asked
participants to rank index admission. Some have argued that service quality is different
from customer satisfaction and that service quality leads to customer satisfaction. The
arguments state that it is customer satisfaction that leads to positive behavioral intention
and not service quality and that not only elements of quality contribute to customer
satisfaction (Padma, Rajendran, & Lokachari, 2009). The author in the current study
looked at attributes of perceived service and linked them to future behavioral intention.
Therefore, the low attribution of dimension of service quality to the future behavioral
intention may be attributed to the fact that there are many other factors affecting customer
satisfaction, hence future behavioral intention, that were not within the scope of this study.
Other non-quality, non-satisfaction factors may influence patients’ future behavioral
intention. These include diagnosis and patients’ knowledge (Naidu, 2009). In addition to
service delivery, corporate image plays an important role in shaping customers’
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expectations (Grönroos, 1984). In contrast, in Taiwan image of the organisation did not
contribute to the satisfaction of patients. However, the cultural circumstances in Taiwan
are different and perhaps unique where patients see various doctors and go through various
institutions for the same ailment in a very short time span (Hu, Chiu, Cheng, & Hsieh,
2010).
5.3.2

The influence that doctors and Medical Insurance Providers have on patients’
perception of quality

Doctors and Medical Insurance Providers (MIPs) constitute 38% of the patients referred to
the hospital in this study. Further, MIPs constitute 80% of payers. These two groups
appear to have a significant influence on patients changing their perception of quality
dimension significantly. When patients are referred by a doctor, there is increased
emphasis in the interpersonal dimension at the expense of Access dimension which no
longer becomes statistically significant. This is not all together surprising. Access
constitutes financial access (affordability), geographical and in-hospital access. Many of
the patients who see private doctors are able to afford the services directly or through high
premium insurance cover. Therefore, this is not a problem for them. Further, many patients
focus on interpersonal at the expense of clinical information. They take it that doctor
knows best. This is because even less available is information on clinical performance and
medical outcomes. When data is more available, it is not always easy for patients to
interpret it and use it to make decisions. And even when patients demand for data, there is
no guarantee that they will use it. Patients seem to use more information from practitioner.
(Lako & Rosenau, 2009).
Patients referred by Medical Insurance Providers have the highest significance in
the Environment of care and Hospitality dimension. This group of patients also show the
highest significance on the Access dimension. These findings are surprising. Access
includes financial access (affordability). It is possible that these patients are concerned
about co-payments which is common practice in most Medical Insurance Providers or that
the patients are concerned about exhausting their insured annual limits. The reason why
this group scores very high on Environment of care and Hospitality is not clear. This may
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be attributed by more demanding patients who may have a sense of entitlement knowing
that they have paid high premiums for their insurance cover.
Patients do listen to their doctors and follow their advice even when the outcome is
unfavorable to them. In an interesting experimental design study, patients changed their
preferred choice of medication to that recommended by a physician. Those patients that
did so were less satisfied than those who maintained their preferred medication (Mendel,
et al., 2011). Alhassan, et al., (2015) affirm that doctors tend to focus on technical aspects
of quality. Patient perception of health care quality is sometimes contrary to technical
quality. Patient perception of quality did not match the staff perception of quality. The
paper further suggests that there exists opportunity to understand patients better such as
through complaint handling process. However, patients are not informed of these
processes. Contributing to these is an unbalanced commitment of staff towards technical
and functional quality. The staff are important bridges in educating patients on technical
quality and educating the doctor on functional quality related complaints that appertain to
the doctor-patient interaction. Physician-patient interaction was found to be an important
determinant of patient satisfaction, which in turn is influenced by communication, both
verbal and non-verbal. Related to this, the consultation adequacy and duration was also
found to be an important factor (Tateke, Woldie, & Ololo, 2012).
Contributing to this pervasive influence of doctors on patients is the fact that the
current study had 69% of the doctors who were older than 45 years of age and 70% have
been in practice more than 10 years. The culture in Kenya has a high-power distance and
strong masculinity in the Hofstede six cultural dimension (The hofstede centre, 2016).
This implies Kenyan revere authority and seniority and will defer to the doctor’s opinion.
Ghosh, (2015), found that Indian patients considered referral by physician to be important
while making their choice of hospitals but surprisingly not reputation or cleanliness. India
has similar culture dimension measures as those of Kenya (The hofstede centre, 2016).
Patients do not initiate discussion with their doctors based on comparative
performance. Were patients to do this, they would have given an impetus for the physician
to use comparative information to advise the patients more appropriately (Ketelaar, Faber,
Elwyn, Westert, & Braspenning, 2014). Similar situation existed in the United States of
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America prior to 1980. Medical consultation then was a one-way process from the doctor
to the patient. The culture was paternalistic and the doctor was considered as custodian of
knowledge (Charles, Gafni, & Whelan, 1998). Both these do not hold true today especially
with the advent of the information technology, the Internet and growth of medicine and
changing medical markets. Kenya social circumstances are rapidly changing to mirror
those in America. The doctor – patient relationship is likely to change. Charles, Gafni, &
Whelan, (1998) described three decision-making models. The first is paternalistic where
the doctor is the principle decider, the second is shared information where both the doctor
and patient discuss to reach a consensus and the third is that of an informed patient where
the doctors gives all the information to the patient and the patient decides. Whereas earlier,
the information flow was from doctor to patient.
The patient would then make a decision. The current best practice is that of shared
decision-making where flow of information is bi-directional. The doctor shares technical
information and patients share personal information and preference. Decisions are then
made mutually with the doctor and the patient (Charles, Gafni, & Whelan, 1999). Even
though Kenya is evolving, the doctor-patient relationship still remains largely paternalistic.
The decision-making process and referral options remain very paternalistic where “doctor
knows best”. The doctors make the choice for their patient. Many doctors refer patients
without involving them in the referral choice. They distrust the information available to
them and do not use it to advice on choice of hospital (Rosen, Florin, & Hutt, 2007).
Clearly when consumers are educated they do respond appropriately. A case in point is
when health insurance clients were educated on the type and scope of the health insurance
offer, they did make the right choice both in spectrum and cost (Barnes, Hanoch, & Rice,
2015).
Physician relationship with a hospital is complimentary and mutually dependent.
Options availed to physicians introduces an agency problem (Argue, 2007). Doctors do not
always advice patients on choice of hospital because of quality. Doctors choose a hospital
sometimes because of patients’ preferences for a hospital, patient’s travel distance to a
hospital, waiting list, specific treatment or techniques and experiences of other patients.
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Doctors do not always use comparative performance information even when it is available
(Ketelaar, Faber, Elwyn, Westert, & Braspenning, 2014).
de Groot, et al., (2012) in a quasi-experimental design study found that physician
expertise, waiting time for appointment, waiting time for surgery and physician
communication were found to be important in a hierarchical manner. Patients rely on
other prior experiences as much as published information in making a choice between
hospitals. Of these, patients rely more on information on practitioner expertise and
communication. However, different from index study, that study was outpatient based.
In Iran, outside of emergency cases, household income and hospital expenses also
impacted selection of hospitals. Insurance type and lack of acceptable insurance
significantly affected choice of hospital. Interestingly, a hospital of academic status was
viewed more favourably because of reputation of its doctors (Jannati, Bahrami,
Gholizadeh, Alizadeh, & Khodayar, 2013). In the environment of the current study in
Kenya, this is especially relevant considering that insurance pays for 80% of the patients.
The double impact here is that even insurance companies are influenced by reputation of
doctors.
Physician reputation is a determinant of patients patronizing the hospital. In turn,
physicians are a scarce resource. It is therefore important to understand what attracts and
retains physicians to an institution. Key among these are status and prestige of the
institution as well as the opportunity for professional growth of the individual (Trybou,
Gemmel, van Vaerenbergh, & Annemans, 2014). Hospital leadership tends to invest in
equipment to attract physicians. Since this equipment is purchased to attract the physician
rather purely for economic return, return on investment may be low and inadequate.
Secondly, administrators may sometimes invest to build their brand image and enhance the
institution’s reputation, still in order to attract physicians. Again, such an investment may
have low economic returns. Hospitals may then respond by increasing prices in areas that
were not directly related to these investments. This transferring of prices is only possible
because the third-party payer may not be immediately sensitive to price change (Lee M.
L., 1971). Further, for physicians, relationship with the hospital and especially that with
the leadership is important. In an academic hospital, opportunities for research are also
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important. Work-life balance, economic reward and job security does seem not play a
significant role (Trybou, Gemmel, van Vaerenbergh, & Annemans, 2014).
The MIPs lose on opportunity to influence quality, which they could have done by
taking a more active role in determining which hospital their clients attend. MIPs may
choose to select institutions or doctors that meet a minimum quality standard. Then the
MIPs must encourage patients to select such doctors or hospitals (Luft, 1998). However,
hospital market share determines their bargaining power. Higher insurance concentration
reduces the Medical Insurance Providers’ bargaining power. This is not so for hospitals
(Halbersma, Mikkers, Motchenkova, & Seinen, 2011). It is possible that the hospitals have
stronger bargaining power in view of the fact that the insurance penetration is only 1.8%
with 22 MIPs. 50% of the MIPs made a loss in 2015 (net loss of all MIPs was Kenya
shillings 310 million – about USD 3.1 million)
The low coefficient of determination (R2) in the current study in the regression
equation of patient respondents who were referred by physicians looking at future
behavioral intention against perceived quality dimensions implies that there are other
factors that influence this dependent variable. This may be because physicians do not
always make decisions only on the basis of hospital quality.
Wada et al (2016) in a study in Abuja Nigeria found that modality of payment
(insurance or private) was not a factor in determining patronage or return to hospital.
These findings are similar to those of the current study among the insured patients. This
may be because, for insured patients, the patients themselves are not price sensitive.
5.3.3

Doctors’ and Medical Insurance Providers’ understanding of patients’ perception
of quality
Both Doctors and Medical Insurance Providers had a completely different

understanding of patients’ perception of quality from that stated by the patients
themselves. It therefore behooves a hospital’s leadership to pay attention to these two
groups. These findings are in keeping with other similar studies. Brown & Swartz, (1989)
showed that there is a significant variation between physician perception of patient
experience and patient perception of the same item of service. These may be attributed to
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information asymetry with the doctor having more technical information but limited
functional information. Where patient information is concerned, doctors get it wrong many
times. Many doctors refer patients without involving them in the referral choice. They do
not use available information to advice on choice of hospital (Rosen, Florin, & Hutt,
2007). Indeed, in another study, older patients’ felt it was important to have information on
hospitals to make informed choices. Yet doctors felt it was important for younger patients
to have this information. This information mismatch is likely to see those that would like
the information (the elderly) do not get it and those who are ambivalent about the
information end up getting it. This illustrates that on such occasions, doctors do get it
wrong (Beckert, Christensen, & Collyer, 2012).
Kenya is a country with high power distance in the Hofstede cultural dimension
(The hofstede centre, 2016). The fact that many doctors in this study were older, highly
qualified consultant-level doctors implies that their relationship with their patients remain
very paternalistic and doctors don’t take time to listen to their patients. Doctors remain
paternalistic in the approach to patient care (Charles, Gafni, & Whelan, (1998).
In a study in Germany, quality indicators were understood by and influenced by
both patients and doctors. However, order of priority was different between patients and
doctors (Geraedts, Schwartze, & Molzahn, 2007). Even with this warped understanding of
patients, these quality dimensions in the current study, overall had no significant impact in
influencing the doctors and Medical Insurance Providers in referring others to the hospital.
This may be related to an agency relationship/problem between doctors and Medical
Insurance Providers on the one hand and patients on the other. For example, in a quasiexperimental study that looked at change in behavior before and after changes in reimbursement policy and practice, Jacobson et al (2013) found that physicians’ choice of
medication was influenced by expected financial benefit (agency theory).
In the current study, the author found that Medical Insurance Providers (MIPs) are
more influenced by Access (which includes concern on affordability) and Administrative
dimension which focus on operational efficiency. This appears to be a repeated concern of
the Medical Insurance Providers as brought up in the open-ended responses. MIPs appear
to be struggling to achieve adequate motivation of the doctors and hospitals to meet their
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(the MIPs) objective. Medical Insurance business continues to be loss-making (The
Association of Kenya Insurers, 2015). Over-generous payment schemes are as bad as
restricted payment schemes. Optimal alignment results in better patient outcome
(Jacobson, Chang, Newhouse, & Earle, 2013).
Doctors may manipulate the system for social benefit and be advocates for the
patients without the alignment to employer or payers, as opposed to perverse incentive that
benefits the doctors financially which happens in some instances (Kerpershoek, Groenleer,
& de Bruijn, 2016). In another study, source of payment (insured or on-insured)
significantly changed clinical practice. In obstetrics care, more insured patient had
caesarean section rates than non-insured (Stafford, 1990). This not only impacts overall
patient’s perception of quality and satisfaction, but illustrates other extemporaneous
conditions that influence referral choice. With rapidly increasing competition among
healthcare providers, as well as laboratory and pharmacy services in Kenya, this agency
problem is likely to get even worse and introduce a different dynamic of patient referral to
hospital. Rooted in this agency theory, clinician interaction with patients and hospitals can
be aligned with value-based incentive that delivers better quality and efficient service
(Conrad, 2016).
The commonest comment by Medical Insurance Providers in the open-ended
questionnaire answers was that of fraud and collusion between patients and doctors, MIPs
and patients and MIPs and doctors to fit a stated diagnosis to within that covered by
insurance even when this was not the case.
5.3.4

Regional variation of perception of quality

The current study shows significant regional variation in the perception of quality that are not due
to changes in demographics of patients or doctors. The variation in perception of quality affects all
dimensions except interpersonal dimension which appear to be standard across all regions. In spite
of the regional differences in perception of quality dimensions, this did not impact the future

behavioral intention. Implying that whatever the perception of quality by patients, it still
influenced patients’ future return intention or intentions to tell others about the hospital.
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Whereas Nairobi Region seems to be uniformly influenced by all quality
dimensions, Interpersonal, closely followed by Environment of care and Hospitality,
appear to carry more weight than the others. At the Coast Region, Administrative
Processes appear less significant while in the Rift Valley region, all the dimensions are
uniformly relevant but Interpersonal appears to infer more importance than that of the
other regions. Further, in this region Source of Admission and Mode of Referral are
significant confounders and must be taken into consideration when making strategic
decisions.
These findings are in keeping with those from other studies. However, there is a
paucity of literature on variation of patient perception of quality by region. Most studies
discuss variation of technical quality and diseases management by regions. When studies
on this topic do exist, they are usually old and are confined to technical quality outcomes.
However, at least in the United States of America, there is clear variation of clinical
outcomes that goes beyond differences in demographic characteristics or disease type
(Manheim, Feinglass, Shortell, & Hughes, 1992). There is significant difference in the
length of stay for same disease types in four states in the USA in spite of similar
demographics and supply of resources. The difference is therefore not attributable to age
or disease types but is thought to be due to differences in the utilization of resources by the
physicians (Lagoe, 1986).
The difference in such similar circumstances may be attributable to insurance
coverage (Blumberg, 1982) or availability of alternative post hospital care (Knickman &
Foltz, 1984). Sometimes, the changes in regional quality is attributable to whether the
hospital is run as for-profit or as a not-for-profit basis (Farsi, 2004). Variation in treatment
style for disease where there is not yet a medical consensus contributed to differences in
regional outcomes of diseases (Anderson & Pulcins, 1992). A study in Pakistan found
various sub-culture in the country that impacted healthcare quality from the viewpoint of
the hospital leadership, hospital staff and patients (Rabbani, et al., 2009).
Satisfaction is influenced by patient experience and confirmation/disconfirmation of
expectations. Culture influences the perspective with which the patients interpret
experiences (Ueltschy & Krampf, 2001). Sub-culture interpretative framework may
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additionally be influenced by socio-economic status and related to this is education level,
domicile location within a geographical distance and acculturation. Culture is influenced
by the distance from the institution that the patient comes from (Ketter & Arfsten , 2015).
There is significant cultural diversity within Kenya. In the current study, the sub-cultures
may be significant in explaining the regional differences.
5.3.5

The hospital leadership understanding of patients’ perceived quality of care factors

Physician reputation is a determinant of patients patronizing the hospital. In order to
improve revenue return, hospital leadership will invest in equipment to attract physician.
On the other hand, focus must be directly on the patient as 62% of patients are selfreferrals. Physicians are key in hospital competition as they determine where 31% patients
will be admitted. Even though, Medical Insurance Providers (MIPs) contribute only a
modest amount of patient referrals at this time, they constitute 80% of payers. Medical
Insurance is a loss-making business (The Association of Kenya Insurers, 2015). There is
intense industry and regulatory pressure to change this. It is only a matter of time before
the MIPs start influencing operations of the hospital and demanding for accountability.
Therefore, attention must be paid to all the three players in a sustainable manner. The
hospital leadership has to be cognizant of all these and try and get a middle ground that
accommodates all these important players. In this study, the hospital leadership seem to
have achieved this. The hospital leadership not only understands patients’ perception of
quality but also that of doctors’ and MIPs’.
This finding is similar to that of other studies. In the application of the agency theory as it
applies to hospital leadership, quality may tradeoff for efficiency. However, a study by
Ludwig, Van Merode, & Groot, 2010, found that indeed efficiency and quality go together
in tandem. Thus, the interest of the hospital goes together with the interest of the patient.
The agency problem is therefore small.
Hospital’s leadership must balance the interest of various stakeholders and steer the
institutions through competition. Hospitals facing more competition improve efficiency
while also improving quality. This is more so where hospital concentration is higher and
therefore competition is stiffer (Gaynor, Moreno-Serra, & Propper, 2013). In theory,
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competition in healthcare may provide a hospital an incentive to manipulate the system to
show better outcomes and lower costs. This implies admitting relatively less sick, shortterm stay patients are admitted instead of longer stay, more sick patients. A longitudinal
study of the NHS system in the UK found that competition does not enhance socioeconomic inequality (Cookson, Dusheíko, Hardman, & Martin, 2010).
Hospital competition is based on translating patients’ expressed desires and needs
into product and service attributes. In addressing this a study looked at using patient
charter as a means of communicating to the patient and as a tool for continuous patient
feedback (Ugolini, 2009). Others have done this through a multi-stage process which starts
with collecting the voice of the customer (VOC) and converting this voice through quality
functional deployment (QFD) process in to actual attributes. In determining the relative
attributes of the voice of the customer, Kano model can be integrated into this process and
is a powerful tool of integrating the prioritized VOC, competitive landscape and other
parameters into actual service attributes (Tan & Shen, 2000). In the Kano model, relative
importance of the VOC is determined and hence influences the priority development of the
service attributes. In Serbia, hospital leadership followed recognized methodologies in
strategy formulation and implementation but not in monitoring and control (Mihic,
Obradovic, Todorovic, & Petrovic, 2012). In a case study in Turkey (Camgöz-Akdağ,
Tarım, Lonial, & Yatkın, 2013) and another in Sweden (Gremyr & Raharjo, 2013), it was
shown that it is possible to apply QFD approach to a hospital after collecting VOC using
SERVQUAL and other methods. In a survey in the UK, majority of companies had not
heard of QFD and many others did not have any clear process to convert VOC into service
attributes. Those who had heard of QFD but were not using it gave various reasons for not
doing so including behavioural management issues related to the culture of the
organisation, time consuming, costly and complexity of the methodology (Martins &
Aspinwall, 2001).
Even though the index study did not look into the mechanism that the hospital
leadership is able to balance the various stakeholders’ interest, the outcome of this study
will inform the hospital leadership these priorities of all the three important stakeholders –
patients, doctors and MIPs.
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In a study looking internally at organizations characteristics, communication, cost,
facility, competence and demeanor were found to be significant predictors of patients’
satisfaction (Andaleeb, 1998). Some of these are leadership attributes. The index study did
not assess leadership attributes that would explain the findings.
From a value care perspective, healthcare is a complex system with multiple players
that work at creating value for the customer. This requires that the value of the customer
be defined and for the institutional leadership to understand the customers perceived value.
Institutional leadership must appreciate the relationship of business to provider
interactions (supply chain) and provider to customer interaction and their roles in creating
value for the customer. This then results in three perspectives of value namely, that of
delivering superior value, customer perceived value and lifetime value of the customer to
the firm (Pitta & Laric, 2004). Even though the outcome of this study will inform hospital
leadership, the administrative perspective of the hospital leadership beyond that of
patients, doctors and MIPs was not explored in this study.
Quality improvement initiative does lead to improved financial performance (revenue and
costs). This therefore implies that quality makes business sense. An American study whose
objective was to explore the relationship between scope and intensity of quality
improvement concluded that sustainability of quality is predicated on the scope and
intensity of quality improvement initiatives. The success of this is hinged on a strong
information support infrastructure. These are, in turn, determined and driven by leadership
both at board level and at senior management (Alexander, Weiner, & Griffith, 2006).
A Swedish study exploring an important question of the economic value of quality
initiatives concludes that quality initiatives make economic sense. Whereas this is the case,
it affirms that the hospital leadership must realize that the return on investment on quality
is long term. The aim of increasing market share may be counterproductive to improving
quality. As market share increases, sustaining the same level of quality can be difficult
(Anderson, Fornell, & Lehmann, 1994). Whereas this is a reasonable measure, this study
did not control for hospital size and level of investment. Investments and their expected
returns to those in niche markets can be very different from those in mass markets.
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Prior experience in a hospital and reputation of that institution outweighs quality
information when making a choice of a hospital (Ketelaar, Faber, Elwyn, Westert, &
Braspenning, 2014). Consumers start with lower order attribute to infer quality. Lower
order attributes are those experienced by the five senses. These tend to be product specific.
Thereafter consumers rely on intrinsic attributes. These are industry specific and include
reliability, empathy, assurance, responsiveness, and tangibles. In the absence of these,
patient quality is based on extrinsic attributes. These are universal and include price, brand
name and advertising (Zeithaml, 1988). In the hospital set-up, the intrinsic attributes are
most important as they also constitute search parameters during the pre-purchase phase.
The lower order attributes are experienced at the time of consumption and are
overshadowed by the intrinsic attributes at that time. The impact of extrinsic attributes is
attenuated in influencing future behavioral intension (intension to inform others favorably
or intention to return) if not in alignment with intrinsic attributes. Therefore, the intrinsic
attributes of reliability, empathy, assurance, responsiveness and tangibles are the most
important aspects that infer quality to the patient. The administrator must ensure
appropriate positioning of his/her institution in the mind of the patient. However, this
study did not address brand positioning.
Physicians are a scarce resource. It is therefore important to understand what attracts
and retains physicians to an institution. Relationship with the hospital and especially that
with the leadership is important. Work-life balance, economic reward and job security did
not play a significant role (Trybou, Gemmel, van Vaerenbergh, & Annemans, 2014).
Medical Insurance Providers are looking for cost-effective business that is
financially viable. The administrators must use the economies of scale and scope to bundle
complimentary services to make it cost efficient for the MIPs.
Even though this study did not find significant difference between the
administrators’ perception of quality from that of the patients, doctors and MIPs, this may
be due to the very small number of administrators involved in this study. They were not
enough to demonstrate statistical differences between the administrators’ perceptions and
the rest of the study groups.
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5.3.6

Optimal Strategic Positioning of the Hospital in Response to Customers’ Choice of
Hospital

Even though the primary consumer of hospital services is the patient, there are important
influences, and indeed determinants, of where patients go for healthcare. Some of these
determinants include referral sources such as doctors and third-party payers such as
Medical Insurance Providers (MIPs). These players have a significant influence on where
patients seek medical care. Their perception of quality may be different from those of
patients. The patient is not always the decision maker because it is the physician and/or the
medical insurance provider (MIPs) who often recommends specific hospitals to the
patients who mostly follow the advice. This group is not only interested in the final
clinical outcome but in the process that this outcome is reached as well (Dijkstra & van der
Bij, 2002). The needs of the related groups may vary and, on occasion, contradict each
other. Focusing on any one member of the strategically related interest groups may be at
the expense of losing custom of another. In understanding customer needs and wants, all
players need to be considered (Gremyr & Raharjo, 2013). In this context, the term
“customers” refers to patients, clinicians and third-party payers (Padma, Rajendran, &
Lokachari, 2009).
In a study that identifies customers as both patients and general practitioners who
are the source of the patients to the unit, Ugolini (2009) concludes that quality is from the
customer perspective. The understanding in many in the healthcare insurance is that the
referral is complex and patients are referred through the doctors (Swinehart, Zimmerer, &
Oswald, 1995). This then assumes that doctors’ reputation is a determinant of patients
patronizing the hospital. In order to improve revenue return, hospital leadership will invest
in equipment to attract quality physicians (Lee M. L., 1971). This then implies that the
dominant strategy will have to be that of product leadership. This is what the author finds
in the current study that the reigning strategy that maximizes patients’ future behavioral
intention is that of product leadership.
This makes hospitals very capital-intensive and adds to the cost of care. However,
the circumstances in the current study are different. Majority of the patients in the current
study are self-referrals (62%). Doctors refer 31% of patients. Even though 80% of the
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patients are funded by Medical insurance providers, they still remain price sensitive. This
may be related to limited insurance cover and multiple conditions are excluded especially
chronic conditions. It may also be related to co-payment policy that is common in most
insurance covers. It is therefore not surprising the desired (future) strategy that will
maximize future behavioral intention is related to cost leadership whose benefits will
translate to the patients through price leadership. This is further emphasized in the fourquadrant analysis as illustrated in Figure 4:4, page 169 as showing the priority areas are
related to processes and affordability.
Future intended strategy looking at future behavioral intentions (both Intention to
recommend the hospital to family and friends as well as Intention to come back for
readmission) the regression that maximizes output is cost leadership. This is in keeping
with the four-quadrant analysis where priority should be in operations-related processes
and affordability.
Healthcare quality mean different things to different stakeholders. This study shows
that in spite of the different perception of quality of the patients, doctors and Medical
Insurance Providers, the administrator perception of quality incorporates all these
perceptions. What is common should be given priority.
The hospital leadership in spite of appearing well aligned to the patients’, doctors’
and MIPs’ perceived quality, they seem to have gotten it wrong in the strategic
positioning. Whereas the current strategic positioning on the ground as perceived by
patients, doctors and MIPs (realized strategy) is product leadership yet only 40% stated
that they felt their current strategic positioning was product leadership. All the hospital
leadership affirmed that their strategy development process was planned and deliberate
and they confirmed the presence of a defined strategy development role in an individual,
committee or department. Michael Porter’s theory assumes a deliberate and thought out
strategy conceptualizing, formulation and implementation process. However, Mintzberg &
Waters, (1985) contended that in increasing competitive environment, one tends more to
adapt to the environment than a deliberate planning and execution process hence the
concept of emergent strategy. In this study, it seems that the strategy starts as a deliberate
process but evolves with time. It is important for the hospital leadership to realize and be
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cognizant that the strategy is no longer as per the original plan and has evolved to be out of
synch with the environment thus risk strategic drift and loss of competitive advantage
(Zafirova, 2014).
Further, and most critical is that none of the hospital leadership intended to focus on
strategically positioning their institutions as cost leaders in the future yet this was the most
optimal future strategic positioning.
Michael Porter affirms the importance and criticality of patient-centered care in his
various writings of value-based approach to transforming the healthcare industry in the
USA. However, his discussions are predominantly on technical quality and tying in
technical quality to unit costs (Porter M. , 2010 and Porter & Lee, 2013). There is very
little discussion on functional quality in driving quality in healthcare.
5.4

Conclusions

These are presented per study objective as follows:
5.4.1

The quality of care factors that influence patients’ choice of hospital and their
hierarchy of importance

Perception of quality by the patient is affected by four dimensions that are hierarchical –
Interpersonal attributes, Environment of care and hospitality, Administrative processes and
Access in descending order. This enables prioritization of actions.
5.4.2

The influence that doctors and Medical Insurance Providers (MIPs) have on
patients’ perception of quality

Patients’ perception of quality that affects their decisions to refer others or re-patronize the
institution are further influenced by the doctors and Medical Insurance Providers.
Understanding the doctor and Medical Insurance Providers is key to influencing their
referral pattern. MIPs constitute 80% of the payers. The interest of the doctors and MIPs
therefore must be taken into consideration.
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5.4.3

Doctors’ and Medical Insurance Providers’ (MIPs) understanding of patients
perception of quality

Doctors and MIPs have a different understanding of patients’ expectation and experience
and therefore their understanding of what influences patients’ intentions to refer others and
their intention to return. Indeed, both the doctors and Medical Insurance Providers do not
seem to be influenced by their understanding of patients’ perception and experience in
making a decision to refer others.
5.4.4

Regional variation of in-patients’ perception of quality

There is regional variation of perception of quality. Therefore, regional factors such as
market structure and competition, affordability of population and within-country cultural
variances must be taken into consideration.
5.4.5

The alignment of the hospital leadership on the patients’ perceptions of quality
Hospital leaders appear aligned to the needs of the patients and other principal

stakeholders.
5.4.6

The optimal strategic positioning of the hospital in response to patients’ choice of
hospital
There is a clear priority strategy and that this should be the focus. The hospital

leadership needs to shift from product-based strategic positioning to cost-based strategic
positioning. However, one has to remain cognizant to regional differences and take this in
to consideration. This implies that they cannot be a universal recommendation on or “one
size fits all” strategic positioning. Both deliberate and emergent strategy processes may coexist (Esain, Williams, & Massey, 2008). In spite of this, the current perceived dominant
strategy is that of product leadership and the desired future strategy is that of cost
leadership. Therefore, the quality of care factors that influence patients’ choice of hospital
and their hierarchy of importance should be used to set institutional priorities.
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5.5

Recommendations

This section is divided into ‘Suggestions for Improvement’ and ‘Suggestions for further
Research’.
5.5.1

Suggestions for Improvement

To the administrators, they must also include direct patient input (Voice of the Customer)
when developing their strategy. The focus on equipping the hospital with latest machines
in order to attract the doctors with the hope that they will in turn bring in the patients’
needs to be tempered by the findings of this study. Majority of patients are self-referred
rather than referred by doctors.
As the hospital leadership is involved in the development of strategy it is important
to understand that there are significant regional variations. This will be more applicable to
multi-regional hospitals with a unitary command and control structure.
Many patients appear satisfied with what has been identified as priority areas.
Whereas this must be maintained, the hospital leadership must now focus on the other
areas as these have now become a source of discontent. These include especially
administrative dimension-related processes. Customization is not a common term used in
the healthcare industry. The hospital leadership should consider customization of
healthcare quality (functional quality).
The study could have been improved by increasing the control factors such as socioeconomic status, education level and marital status. Additional variables that need to be
controlled for in future studies include firm size and ownership structure. Other factors of
patient satisfaction such as technical staff to patient ratio that may impact perception of
quality is worth exploring in future research also as a controlling variable.
The study would have been enhanced by increasing the sample size of the doctors
and hospital leadership. The fact that only the senior-most leadership of the participating
hospital were used implies they were only 10 hospital leaders sampled. Doctor response
rate was very low.
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As stated earlier, matching patients to their referring doctors and their referring
Medical Insurance Provider was the planned collection method in a snow-ball type of data
collection. Overcoming ethical issues proved difficult as one may presume a diagnosis of
the patient based on the specialty of the referring physician. This approach was therefore
abandoned. Had this been possible, it would have significantly improved the quality of the
analysis. Overcoming this ethical dilemma and conducting a study in this manner would
be useful.
To the policy maker, there is significant opportunity in setting policy to encourage
Medical Insurance Providers to demand higher technical as well as functional quality, as
they pay for majority of the consumers of this service.
5.5.2

Suggestions for Further Research

With rapidly increasing competition among healthcare providers, as well as laboratory and
pharmacy services in Kenya, the agency problem at the hospital management and
governance level is likely to get even worse and introduce different dynamics of patient
referral to hospitals. Rooted in this agency theory, the clinician interaction with patients
and hospitals can be aligned with value-based incentives that deliver better quality and
efficient services (Conrad, 2016). This would be an area of further research.
To the researcher, it is important to consider major influencers of patients when
undertaking research on patients’ perception. Most studies have directly looked at patients
only. The significant influence of Doctors and Medical Insurance Providers role is crucial
to study. This is an area open to further studies considering that the patient perception of
quality does not influence these two key players. It would be useful to explore the
determinants of Quality Perception among doctors and Medical Insurance Providers.
Even within a country, there are internal variations of perceptions of quality. Single
region or single institution studies are therefore of limited value in terms of
generalizability of the findings. Other researchers must continue such studies with broader
geographical scope.
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The ultimate reason patients go to the hospital is to seek healthcare. The outcome
measurements of healthcare are part of technical quality. The process of delivery of this
healthcare and its outcome measures are part of functional quality. In order to drive
quality, functional quality must be linked to technical outcomes. Important research would
be to link functional and technical outcomes. This would be a worthwhile area of further
research.
The study of functional quality as undertaken in this research can only assess the
“symptoms” of the issues under research. It does not address the underlying reason for the
outcomes. Researchers may wish to pursue this line of enquiry to evaluate explanatory
aspects of the findings and explore underlying causes of the findings.
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Appendices
Appendix A - Quality dimensions from various studies

Parasuraman, Zeithaml, &
Berry, 1985
Reliability
Responsiveness
Competence
Access
Courtesy
Communication
Credibility
Security
Understanding/ Knowing the
customer
Tangibles

Andaleeb, 1998
Communication
Cost
Facility
Competence
Demeanor

Parasuraman, Zeithaml, &
Berry, 1994, Babakus and
Mangold, 1992, Cronin Jr
and Taylor, 1994, Fogarty,
Catts, and Forlin, 2000
Tangibles
Reliability
Responsiveness
Assurance
Empathy

(Alhassan, et al., 2015)
Complaint lodging, handling
and feedback
Respect, compassion and
supportiveness of staff
Adequacy of information
provision, staff and services

Gill and White, 2009
Interpersonal
Technical
Administrative
Environment

Brahmbhatt, Baser, and
Joshi, 2011
Physical aspects
Reliability
Responsiveness
Empathy
Process
Policy

Chahal and Kumari, 2012
Transaction
Efficiency
Aesthetic
Social interaction
Acquisition
Self-gratification

Tokunaga & Imanaka,
2002

(González, et al.,
2005)
Information and
medical care

Aesthetic

Improvement in health
status
Attitude and performance
of health staff

Self-gratification
Social interaction
Transaction
Acquisition

Emotional communication
Medical information
Provision of care
Living arrangements

Comfort
Visiting
Privacy
Cleanliness

(Chahal & Kumari,
2012)
Efficiency
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Nursing care

Convenience of the
care process
Health care providers’
concern
Physician’s concern
Tangibles

Kazemi, Ehsani, Abdi, and Bighami,
2013
Tangibles
Reliability
Responsiveness
Assurance
Empathy
Patient satisfaction

Ghosh, 2015
Quality of treatment
Referral by physician
Transport convenience
Cost
Multispecialty services
Safety

Naik, Anand, & Bashir (2015)
First impression
Clinical care
Nursing care
Communication
Food and housekeeping services
Overall conditions of hospital care

General Satisfaction
Trust
Acceptance
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Legido-Quigley et al (2008)
Effectiveness
Efficiency
Equity
Appropriateness
Timeliness
Acceptability
Patient responsiveness or patientcenteredness
Satisfaction
Health improvement
Continuity of care
Access
Safety

Appendix B - Quality variables from various studies
Parasuraman, Zeithaml, & Berry,
1985

Parasuraman, Zeithaml, & Berry,
1994

Babakus and Mangold, 1992

Accuracy in billing

Providing services as promised

Hospitals should have up-to-date equipment

Keeping records correctly

Dependability in handling customers'
service problems

Hospitals' physical facilities should be
visually appealing

Performing the service at the designated
time

Performing services right the first time

Hospital employees should appear neat

Mailing a transaction slip immediately

Providing services at the promised time

Hospitals should provide their services at
the time they promise to do so

Calling the customer back quickly

Maintaining error-free records

When patients have problems, hospital
employees should be sympathetic and
reassuring

Giving prompt service (e.g., setting up
appointments quickly)

Keeping customers informed about when
services will be performed

Hospitals should be accurate in their billing

Knowledge and skill of the contact
personnel
Knowledge and skill of operational support
personnel
Research capability of the organization,
e.g., securities brokerage firm.
The service is easily accessible by
telephone (lines are not busy and they don't
put you on hold)

Prompt service to customers
Willingness to help customers
Readiness to respond to customers' requests

Hospital employees should tell patients
exactly when services will be performed
It is realistic for patients to expect prompt
service from hospital employees
Hospital employees should always be
willing to help patients

Employees who install confidence in
customers

Patients should be able to feel safe in their
interactions with hospital employees

Waiting time to receive service (e.g., at a
bank) is not extensive

Making customers feel safe in their
transactions

Hospital employees should be
knowledgeable

Convenient hours of operation

Employees who are consistently courteous

Hospital employees should be polite

Convenient location of service facility.

Employees who have the knowledge to
answer customer questions

Consideration for the consumer's property
(e.g., no muddy shoes on the carpet)

Giving customers individual attention

Clean and neat appearance of public contact
personnel.

Employees who deal with customers in a
caring fashion

Explaining the service itself

Having the customer's best interest at heart

Explaining how much the service will cost

Employees who understand the needs of

Hospital employees should get adequate
support from their employers to do their
jobs well
Hospital employees should be expected to
give patients personal attention
It is realistic to expect hospitals to have
their patients' best interests at heart
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Cronin Jr and Taylor, 1994 and
Fogarty, Catts, and Forlin, 2000
They should have up to date equipment and
technology
Their physical facilities should be visually
appealing
Their employees should be well dressed and
appear neat
The appearance of the physical facilities of
these institutions should be in keeping with
the type of services provided
When these institutions promise to do
something by a certain time, they should do
so
When customers have problems, these
institutions should be sympathetic and
reassuring
They should provide their services at the
time they promise to do so
These institutions should be dependable
They should keep their records accurately
They shouldn't be expected to tell their
customers exactly when services will be
performed
It is not realistic for customers to expect
prompt service from employees of these
institutions
Their employees don't always have to be
willing to help customers
It is okay if they are too busy to respond to
customer requests promptly
Customer should be able to trust employees
of these institutions
Customers should be able to feel safe in
their transactions with these institutions'
employees
Their employees should get adequate
support from these institutions to do their
jobs well
Their employees should be polite

Parasuraman, Zeithaml, & Berry,
1985

Parasuraman, Zeithaml, & Berry,
1994

Babakus and Mangold, 1992

Cronin Jr and Taylor, 1994 and
Fogarty, Catts, and Forlin, 2000

their customers
Explaining the tradeoffs between service
and cost

Convenient business hours

Assuring the consumer that a problem will
be handled.

Modern equipment

Company name

Visually appealing facilities

Company reputation

Employees who have a neat, professional
appearance

Personal characteristics of the contact
personnel

Visually appealing materials associated
with the service

These institutions should not be expected to
give customers individual attention
Employees of these institutions cannot be
expected to give customers personal
attention
It is unrealistic to expect employees to
know what the needs of their customers are
It is unrealistic to expect these institutions
to have their customers' best interests at
heart
They shouldn't be expected to have
operating hours convenient to all their
customers

The degree of hard sell involved in
interactions with the customer.
Physical safety (Will I get mugged at the
automatic teller machine?)
Financial security (Does the company know
where my stock certificate is?)
Confidentiality (Are my dealings with the
company private?).
Learning the customer's specific
requirements
Providing individualized attention
Recognizing the regular customer.
Physical facilities
Appearance of personnel
Tools or equipment used to provide the
service
Physical representations of the service, such
as a plastic credit card or a bank statement
Other customers in the service facility.
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Brahmbhatt, Baser, and Joshi, 2011

Chahal and Kumari, 2012

It is convenient to reach to this Hospital

Expertise staff

Up-to-date equipment and facilities

Hospital room charges

The waiting rooms, clinical and diagnostic test rooms, preoperative and post-operative (or patient/resident ward)
rooms, intensive care units, wards, bathrooms and toilets
were adequate, comfortable and clean

Doctor explain medical treatment

Appealing physical environment and good signs,
symbols and artifacts.

Cost of treatment

Accurate diagnosis

Well-dressed and neat employees and physicians

Doctors’ charges

The beds, pillows and mattresses were comfortable and
clean
The wards are well furnished, decorated, well ventilated and
clean all the time
Employees of excellent hospitals will have neat appearing
This hospital has visually appealing Materials associated
with the service (promotional brochures, service tracking
documents, invoices etc.)
Wards, beds, operation theatres, intensive/post-operative
care units and resident rooms are adequately available for
patients in this hospital
Ambulance services are made available to patients with
minimal costs in this `hospital
Diagnostic facilities like CT scans, MRI scans, X-rays and
ultrasound; telemedicine, patient information and billing,
operation theatres, labs, etc. are adequately and effectively
available
The waiting rooms, clinical and diagnostic test rooms, preoperative and post-operative (or patient/resident ward)
rooms, intensive care units, wards, bathrooms and toilets
were adequate, comfortable and clean
Amenities such as continuous electricity and water supply,
housekeeping and sanitation facilities, comfortable
conditions such as temperature, ventilation, noise and odor
are available

Kazemi, Ehsani, Abdi, and Bighami, 2013

Ghosh, 2015

Efficient nursing staff

Appealing consumable elements used in cure and serve
to patients
Doing the promised service on time

Physical facilities

Interesting to solve your problems

Nurses’ skills

Neat and clean corridors

Doing everything right at the first time

Reputation of the hospital

Clean and functional bathroom and toilet

Fulfilling the promised service at promised time

Experience of other patients

Fresh and clean bedding

Keeping accurate records and documents

Cleanliness inside the hospital

Airy wards

Calling the hospital employees when it is necessary

Cleanliness outside the hospital

Relief from stress

Receiving prompt service from employees

Doctor’s referral

Availability of required drugs in the pharmacy

Easing of negative mood

Hospital employees are Willing to help

Hospital’s referral to another
hospital

Availability of the desired blood group in the blood bank in
the hospital

Elimination of pain

Hospital employees have enough time to respond to my
request promptly

Location of the hospital

The meals are offers food which is suitable to the patients

Personalized attention

Trustful of Hospital employees’ behavior

How quickly to reach the
hospital

The ergonomics (layout) of this hospital is conducive for
physically challenged, elderly & emergency patients

Social interaction

Feel safe in transaction with Hospital employees

My family prefers the hospital
in
a
particular
location
(availability of support from
relatives residing in that

Efficient technical staff
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Quality of treatment
Doctors’ skills

Brahmbhatt, Baser, and Joshi, 2011

Chahal and Kumari, 2012

Kazemi, Ehsani, Abdi, and Bighami, 2013

Ghosh, 2015
location)

This hospital provides for proper safety and comfort
measures (e.g.: handrails in aisles, rooms and bathrooms,
ramps suitably designed for wheelchairs and stretchers,
elevators and spacious corridors)

Comfort zone with physician interaction

Hospital employees are polite

This hospital will insist on error free records.

Nursing interaction

Hospital employees are knowledgeable enough to
answer my questions

This hospital performs the service right the first time

Quick serving patients

Individual attention to patients

Post medical treatment

Have convenient hours in hospital department

Personal care of patient

Understanding the patients’ specific needs

Good medical advice

provide services in according to the interests of you

Trust

Pay attention to all patients equally irrespective of their
social status

Psychological satisfaction

I am very satisfied with my hospital

Getting money’s worth

My hospital satisfy my needs

Patients feel safe in getting treated by the doctors of this
hospital
This hospital provides all the required information and
instructions regarding admission, treatment, and discharge
clearly to patients and attendants
The patient's attendants are kept informed about the patient's
condition
The allergy or reaction to drugs is taken care of in this
hospital
Employees of this hospital tell patients exactly when
services will be performed
Patients feel safe in getting treated by the doctors of this
hospital
Employees in this hospital are never too busy to respond to
customer‘s requests
When patient has a problem, this hospital will show a
sincere interest in solving them
Employees in this hospital are curious to know & solve my
problems
Employees in this hospital are not rude in conveying the
rules of the hospital (i.e. asking attendants of patients to
maintain peace)
Employees in this hospital understand my requirement and
gives individualized attention

Quality services at reasonable price
High quality low price
Latest technology

My hospital is as good or better in comparison of the
other hospitals
My complaints or problems are addressed in a fair
manner
My hospital is very reliable
I like the people at my hospital
My hospital gives me the service I expect

This hospital has their patient's best interests at heart

My hospital provides excellent service

This hospital gives patients individual attention

Overall, my experience with my hospital is positive

Employees of this hospital have knowledge to answer
patients' questions
Medical staff of this hospital is consistently courteous with
people
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Safety of the patients against
fire
Safety during the stay in
hospital
Types of clinical services
offered
Availability of doctors with
multiple specialties
Severity of illness requiring
complex treatment (technicalintensive condition)

Brahmbhatt, Baser, and Joshi, 2011

Chahal and Kumari, 2012

Kazemi, Ehsani, Abdi, and Bighami, 2013

Ghosh, 2015

The hospital provides for an inquiry-cum- complaint
counter at a prominent place
Extent to which the time spent waiting for diagnostic tests
and treatment, at the pharmacy, scan centers, blood banks
and laboratories was reasonable
Frequency in delays or cancellation of scheduled surgeries
due to reasons such as non-availability of operation theatres
or surgeons, or lack of preparation of patients for surgery
A proper system of appointment is well-established
Overall process (e.g. admission, stay and discharge;
procurement of drugs and hospital equipment; allocation of
operation theatres and beds) are kept short and simple in this
hospital
The hospital provides for significant loyalty rewards
through membership cards
This hospital has consulting hours convenient to all their
patients
Overall, I am satisfied with the service quality of this
hospital

Naik, Anand, & Bashir (2015)

Brown & Swartz, 1989

(Chahal & Kumari, 2012)

(Alhassan, et al., 2015)

Information prior to arrival for medical care

Physician interactions

Expertise staff

Greeting on arrival to the hospital

Doctor interested

Doctor explains medical treatment

Promptness of appointment

Doctor available/emergency

Accurate diagnosis

Explanation of procedures

Professionalism

Efficient technical staff

Individual attention given

Reasonable fees

Efficient nursing staff

Dispensing medicines at the right time

Professional competence

Physical facilities

Latest technologies

Neat and clean corridors

Avenues for complaint in health facility
Satisfaction with place/desk for lodging
complaints
Process of lodging complaint at the health
facility
Compassion and supportiveness of health
personnel
Respectfulness
of
doctors/medical
assistants/nurses
Equal treatment for insured and uninsured
patients
Adequacy of consulting rooms and medical
equipment

Diagnostics

Clean and functional bathroom and toilet

The way in which staff made you feel confident
in them
The extent staff prepared you for dealing with
post-operative pain
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Access to all prescribed drugs from the facility

Naik, Anand, & Bashir (2015)
Assistance in planning your departure and
instructions for aftercare
Response to questions

Brown & Swartz, 1989

(Chahal & Kumari, 2012)

Staff interactions

Fresh and clean bedding

Brochures available

Airy wards

Nursing attention and responsiveness to needs

Relief from stress

Explanation of procedures, tests and treatments
Explanations of nurse call system
Explanation of your clinical condition
Recommendations/investigations/treatment
Ability to provide personal choice for selection
of food
Appearance of food/received food selected off
menu
Level of privacy/in room entertainment
Temperature control/level of noise
Bathroom facilities/cleanliness/decor
Overall rating of quality of care
Overall rating of medical care in tertiary care
hospital

Easing of negative mood
Elimination of pain
Personalized attention
Social interaction
Comfort zone with physician interaction
Nursing interaction
Quick serving patients
Post medical treatment
Personal care of patient
Good medical advice
Trust
Psychological satisfaction
Getting money’s worth
Quality services at reasonable price
High quality low price
Latest technology
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(Alhassan, et al., 2015)
Satisfaction with health services provided by
health staff
Information provided by the health facility
Sufficiency
of
good
Doctors./Medical
assistants/Nurses
Overall waiting time at the health facility

Appendix C - Data collection instrument – Questionnaires
Section A (If In-patient)
Date of interview

DD

/

MM

/

YYYY

Time interview started

HH

:

MM

Time interview ended

Respondent’s Name:....................................... Respondent’s Tel. No:. __________________(optional)
(optional)

HH

MM
:

:

Interviewer’s
Name................................................................

I am conducting a survey to understand why and how you chose to be admitted in this particular hospital. Similar questionnaire will also be
completed by doctors, hospital administrators and insurance company care managers. This is a study of one of the Doctoral students at
USIU-A. You have a right not to participate and this will not affect your care in any way. You may choose to give your contact details or fill
in the form anonymously. The final report of the survey will be shared with the hospital so as to help them improve on how to serve you
even better. Please take about 10 minutes to complete this questionnaire. This form has two parts. The first part rates the care you
expected to receive as a patients (what is important to you) and the second part rates the care that you actually received. In both parts, you
will rate on a scale between 1 and 5 for numbers 1 - 31. Select only one response in each section for Numbers 32. At the end of every
section, you may add additional comments. Questions 34 and 35 have only one section and thus only one choice each.
P1: Ward Admitted
P2: Gender
P3: Source of Admission
☐Accident and Emergency (A&E)
☐ Clinic ☐ Referral from insurance ☐
☐Private
☐General
☐ Male
☐Female
Other _________

P4.Age band in years (Patient)
☐ 0 to 5

6 to 14

P5.Age band of respondent if different
15 to 24

0 to 5years

6 to 14 years

15 to 24yrs

25 to 35
65years and above

25 to 35 years

to 45yrs

Self

Family Member

� Employer/Employee

Friend

Other________________

years
years

P7: No. of past hospitalization in this hospital
None
times

P6. Relationship with the Patient:

3 to 4 times

and above
more than 5 times

P8: Mode of Payment:
� Insurance/Corporate
Both

P10: Length in hospital

P9: Mode of referral
Self-referral

Referral by doctor

Referral by family and friends

0 to 3 days

Referral by MIP
Emergency Admission
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10 to 14 days

4 to 6 days

6 to 10 days
More than 14 days

Section B (If Administrator)
I am conducting a survey to understand why and how patients choose to come to this particular hospital. Similar questionnaire will also be completed by
patients, doctors and insurance company administrator. This is a study by one of the Doctoral students at USIU-A. You may choose to give your contact
details or fill in the form anonymously. The final report of the survey will be shared with the hospital so as to help improve on how to serve you even better.
Please take about 10 minutes to complete this questionnaire. The first part rates the care you would wish delivered to your patients (what is important to
you) and the second part rates the care your patients actually receive. In both parts, you will rate on a scale between 1 and 5 for numbers 1 - 31. Select
only one response in each section for Numbers 32. At the end of every section, you may add additional comments. Questions 34 and 35 have only one
section and thus only one choice each.
All data will be de-identified immediately on data entry and thus confidentiality and anonymity will be maintained
D D
Date of interview.

M M
/

Y Y Y Y
/

H H
Time interview started

M M

H H

:

Time interview ended

Respondent’s Position…...............................Respondent’s Tel. No (optional) ……..........................................

A1: Hospital Name

A2: Total bed numbers

☐ Less than 50
☐ 100 up to 150
A4. Do you have formal quality structure
__________________

Yes

M M
:

Interviewer’s Name................................................................

A3: Hospital statistics
☐ 50 up to 100
☐ 150 up to 200 ☐ Greater than 200

What is your average bed occupancy (2015)? _______ (%)
(Sum of daily inpatient census from Jan 1st to Dec 31st 2015÷ 365)
Average Length Of Stay of patients (2015) _______ (in two decimal points)
(Sum of daily inpatient census from Jan 1st to Dec 31st 2015÷ Total number of
admissions from Jan 1st to Dec 31st in 2015)
Do you have the following services?
Accident and emergency/ Casualty

No

If Yes, who is responsible for quality in your hospital

Department
Committee
Individual: What is their position title _________________

Critical care units

A5. Do you have a formal strategy office

Out-patient clinics

Yes
No
If Yes, who is responsible for strategy related matters in your hospital
Department
Committee
Individual: What is their position title _________________
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Section C if Doctor
D D
Date of interview

M M
/

Y Y Y Y

H H

/

Time interview started

:

M M
.

H H
Time interview ended

Respondent’s Name (optional)........................... Respondent’s Tel. No (optional) .........................................

:

M M
:

Interviewer’s Name............................................

Good Morning/Afternoon Dr. … My name is ………..……… I am conducting a survey to understand why and how you choose to come to
refer your patients to this particular hospital. Similar questionnaire will also be completed by patients, hospital administrators and insurance
company administrator. This is a study by one of the Doctoral students at USIU-A. You may choose to give your contact details or fill in the
form anonymously.
D1: Gender

Male
Female

D2: Doctor Age band

D9: Specialty of doctor

25 up to 35yrs

D4: Source of Admission of your patients: MUST ADD UP TO
100%
Accident and Emergency (A&E) (approx. %_______)

years

Consulting/ Private Clinic (approx. %_______)

years

___________________

Referral from insurance/corporates (approx. %_______)
Other _______________ (approx. %_______)

D5. Ward Admitting

Private (approx. %____)
General (approx. %___)

D6. Total Years in practice (post-qualification)

D7: Top 5 hospital where you admit most of your patients
(in order from most) - MUST ADD UP TO 100%
Name of hospital______________ (approx. %____)
Name of hospital______________ (approx. %____)
Name of hospital______________ (approx. %____
Name of hospital______________ (approx. %____)
Name of hospital______________ (approx. %____)

< 5 years
years

Various other hospitals (rest)

D8. Approx. number of patient hospitalization/month
None
4 to 15
15 to 30

30

(approx. %____)

D9: Type of patients by mode of Payment: MUST ADD UP TO 100%
� Insurance/Corporate (approx. %____)
Self (approx. %_______)

232

Section D (If Medical Insurance Provider)
D D
Date of interview

M M
/

Y Y Y Y

H H

/

Time interview started:

M M
:

H H
Time interview ended

M M
:

Name of organization ................................................ ............
Interviewer’s Name................................................................
Respondent’s Name (optional)......................... .Respondent’s Tel. No (optional) ......................

I am conducting a survey to understand why and how your clients and you choose particular hospitals. Similar questionnaire will also be
completed by patients, doctors and the hospital administrator. This is a study of one of the Doctoral students at USIU-A. You may choose to give
your contact details (for purposes of validation) or fill in the form anonymously. The final report of the survey will be shared with the hospital and
insurance companies that request the report so as to help them improve. Please take about 10 minutes to complete this questionnaire. This form
has two parts. The first part rates the care you would wish delivered to your patients (what is important to you) and the second part rates the care
your patients actually receive. In both parts you will rate on a scale between 1 and 5 for numbers 1-31. Select only one response in each section for
Numbers 32. At the end of every section, you may add additional comments. Questions 34 and 35 have only one section and thus only one choice
each.
C1: Years since health care
cover business started

C2: Number of lives
covered (health)

C3: Estimated Market share - %
(by number of lives covered)

C4: Source of Admission of your patient in this hospital:
MUST ADD UP TO 100%
Accident and Emergency (A&E) (approx. %_______)
Consulting/ Private Clinic (approx. %_______)

________

________

_______________________

Insurance/corporates run clinics (approx. %_______)
Other _______________ (approx. %_______)

C5. Ward Admitting

� Private ward (approx. %____)
� General ward (approx. %___)

C6. Approx. number. of
patient
hospitalization/mnth
<30
30 to 60
60 to 90
90 to 120
more than 120

C7. Name of hospital

_________________
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C8: Top 5 hospital where most of your patients are
admitted (in order from most) - MUST ADD UP TO 100%
Name of hospital______________ (approx. %____)
Name of hospital______________ (approx. %____)
Name of hospital______________ (approx. %____)
Name of hospital______________ (approx. %____)
Name of hospital______________ (approx. %____)
Rest
(approx. %____)

For all
The care you would expect delivered to you/your clients

INTER-PERSONAL

1.
2.
3.
4.
5.
6.
7.

Very
important
to have at
the highest
level
possible(5)

Important
but not
necessary
at the
highest
level (4)

Ambivalent
or neutral

Not
Important
but nice to
have

(3)

(2)

Completely
not
important
and should
be omitted
(1)

The care you/your clients actually receive
Unable
to answer

Exceeded
expectation
and
delighted
me/clients
(5)

Exceeded
expectation
but room for
improvement

Within
expectation

Below
expectation
somehow
good

(4)

(3)

(2)

Completely
below
expectation
and
disappointing
(1)

Unable to
answer

Doctors listen to
clients/ me
Doctor’s
courtesy
Doctor’s spend
enough time
with client/me
Nurses are
courteous
Nurses are
efficient
Doctors’ and
nurses are
professional
Additional comments related to this section
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
______________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
________________________________________________
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_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_____________________________________________

The care you would expect delivered to you/your clients
ENVIROMENT OF
CARE AND
HOSPITALITY
SERVICES

8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.

Very
important
to have at
the highest
level
possible(5)

Important
but not
necessary
at the
highest
level (4)

Ambivalent
or neutral

Not
Important
but nice to
have

(3)

(2)

Completely
not
important
and should
be omitted
(1)

The care you/your clients actually receive
Unable
to answer

Exceeded
expectation
and
delighted
me/clients
(5)

Exceeded
expectation
but room for
improvement

Within
expectation

(4)

(3)

Below
expectation
but
somehow
good

Completely
below
expectation
and
disappointing
(1)

Unable to
answer

(2)

Food and
catering
Non-clinical
staff smartly
and clean
Privacy during
care period
Linen is clean
and adequate
Cleanliness and
functioning of
the washrooms
Physical facility
is adequate
Stay was quiet
and pleasant
Room
temperature
Room
cleanliness
Parking for
patients and
visitors
Security during
patients stay
Additional comments related to this section
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
_________________________________________________
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_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_______________________________________________________

The care you would expect delivered to you/your clients
ADMINISTRATIVE
PROCESS

20.
21.
22.

Very
important
to have at
the highest
level
possible(5)

Important
but not
necessary
at the
highest
level (4))

Ambivalent
or neutral

Not
Important
but nice to
have

(3)

(2)

Completely
not
important
and should
be omitted
(1)

The care you/your clients actually receive
Unable
to
answer

Exceeded
expectation
and
delighted
me/clients
(5)

Exceeded
expectation
but room for
improvement

Within
expectation

(4)

(3)

Additional comments related to this section
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
________________________________________________________

ACCESS

26.
27.

Unable to
answer

Discharge
process
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_____________________________________________________________

The care you would expect delivered to you/your clients

25.

Completely
below
expectation
and
disappointing
(1)

Admission
process
Billing process

23.

24.

Below
expectation
but
somehow
good
(2)

Important
but not
necessary
at the
highest
level (4)

Ambivalent
or neutral

Not
Important
but nice to
have

(3)

(2)

Completely
not
important
and should
be omitted
(1)

The care you/your clients actually receive
Unable
to
answer

Exceeded
expectation
and
delighted
me/clients
(5)

Exceeded
expectation
but room for
improvement

Within
expectation

(4)

(3)

Below
expectation
but
somehow
good
(2)

Completely
below
expectation
and
disappointing
(1)

Unable to
answer

Physically
easily accessible
Signage within
hospital
Affordability of
services
Additional comments related to this section
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
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_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________

The care you would expect delivered to you/your clients
Very
important
to have at
the highest
level
possible(5)

CLINICAL
OUTCOMES

28.

Important
but not
necessary
at the
highest
level (4)

Ambivalent
or neutral

(3)

Not
Important
but nice to
have
(2)

Completely
not
important
and should
be omitted
(1)

The care you/your clients actually receive
Unable
to answer

Exceeded
expectation
and
delighted
me/clients
(5)

Exceeded
expectation
but room for
improvement

Within
expectation

(4)

(3)

Additional comments related to this section
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
________________________________________________
________________________________________________________________

good
(2)

Unable to
answer

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_____________________________________________________

The care you would expect delivered to you/your clients
Mandatory
to have
Equipment

(5)

31.

but
somehow

Completely
below
expectation
and
disappointing
(1)

Clinical
outcomes

29.

30.

Below
expectation

Medical
diagnostic
equipment

Important
but not
necessary
at the
highest
level (4)

Ambivalent
or neutral

Not
Important
but nice to
have

(3)

(2)

Completely
not
important
and should
be omitted
(1)

The care you/ your clients actually receive
Unable
to
answer

Exceeded
expectation
and
delighted
me/clients
(5)

Exceeded
expectation
but room for
improvement

Within
expectation

(4)

(3)

Below
expectation
but
somehow
good
(2)

Completely
below
expectation
and
disappointing
(1)

Unable to
answer

and

Additional comments related to this section
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
__________________________________________________
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_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
________________________________________________________________

32.

What do you think is the future strategy and/or direction the hospital should pursue?

What do you feel is the current hospital strategy?

HOSPITAL STRATEGY
(For Q 32, select only one option that you consider the most important and relevant)
Customer intimacy - Focus on and meet/exceed needs of patients both clinical and nonclinically
Product leadership – Focus to deliver the most accurate and modern care by acquisition of
the latest machines and most qualified personnel
Price leadership - focus on lowering the cost of care through high level of operational
efficiency and transfer the cost benefit to patients in terms of pricing

33.

Additional comments related to this section
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
_______________________________________________________

Most definitely

Future intent
(5)

34.
35.
36.

HOSPITAL STRATEGY
(For Q 32, select only one option that you consider the most important and relevant)
Customer intimacy - Focus on and meet/exceed needs of patients both
clinical and non-clinically
Product leadership – Focus to deliver the most accurate and modern care
by acquisition of the latest machines and most qualified personnel
Price leadership - focus on lowering the cost of care through high level of
operational efficiency and transfer the cost benefit to patients in terms of
pricing
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
____________________________________________________

Likely but I will
first consider
other options
(4)

Ambivalent /
neutral

Not likely

Definitely not

(3)

(2)

(1)

Unable to
answer

Would you recommend the hospital to family and friends
Would you wish to be admitted/ re-admitted, as a first option, to this
hospital should you fall ill in the future?
Additional comments related to this section
_____________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________
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