Chapter One
Introduction
1.1 Background to the Study

Healthcare service providers across the world are usually concerned about providing
services that satisfy their patients. This is so because the tenets of healthce&i&?&ces
delivery emphasize quality services and also, the healthcare ind .rg\ become
competitive with several healthcare facilities competing for patients. The main strategy

. "
for healthcare facilities to attract more patients and gain the t@ public is therefore

\

to provide satisfactory services to the patients. In theQ@em approach to healthcare
service delivery, the patient is seen as a custorru@@ént whose opinions regarding the
services delivered matter. As a result, the at@sn of researchers and practitioners in the
healthcare sector, whether they operate Qﬂf: developed or developing world, has shifted

to understanding the perception o@ents’ satisfaction with healthcare services.

Patient satisfaction is des&ggi as the point where the healthcare services’ expectations
of the patient ar o the level of services delivered by the hospital. It is also
described as tQ subjective judgment and attitude of patients towards the healthcare
services p ed by hospitals and health professionals'. However, the concept of
pd@gsatisfaction is regarded as an evolving phenomenon that requires better
clarification>.  While there is general agreement among researchers that patient

satisfaction is a multidimensional concept, experts have failed to agree on the exact

dimensions of patient satisfaction.



This has led to divergence in the metrics used to measure patients’ satisfaction with
healthcare. Scholars have rightly observed that it is important to have accurate and
generally accepted metrics to measure patients’ satisfaction with the care they receive in
hospitals and other healthcare facilities using a valid and reliable instrument®. This is
important because measuring patient satisfaction with the use of different metrics(a&)uld

yield different results which would make it difficult to accurately predict fa @}riving

patients’ satisfaction®, ‘%\

Understanding patients’ level of satisfaction is very impo@?his will help to
understand how healthcare services can be improved %&\at factors can lead to
satisfaction in the healthcare facility. This is the @ to help hospital managements
respond to specific patient needs and devise s Qes to improve overall efficiency. In
line with this, various attempts have beé)&e y scholars in the field of healthcare to
come up with universally accepte@rics to measure patient satisfaction. The most
recent theoretical frameworl&{e}ggned for this purpose is the consonance theory of
patients’ satisfaction.? T eory posits that patient satisfaction with health care can only

be achieved thro@?us nance between patient care expectations and individualized

healthcare. 6\‘

Patj @‘e expectation is the level of services a particular patient hopes to enjoy during
the cafe period. The magnitude of this expectation is a function of the personal standard
of each patient borne out of their individual demographics and their environment. It
encompasses three sub-metrics such as technical care, interactive/support care, and
information care. Technical care refers to the professional medical information services

rendered by health information management professionals in the hospital. Patients expect
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health information management professionals to be knowledgeable about all aspect of
information management; retrieving needed information as quickly as possible and
making sure information is provided in a reassuring, professional manner. Researchers
opined that perception of the quality of technical care depends on the personal factors of
the patients, such as education and income level, temperament, and nature of ailment
among others.> This means two different patients may express varyi '{baels of
satisfaction with health information services based on their person nds. The

other aspect of patient care expectation is interaction and suppqﬁ.,&'\

AS

Interaction and support care means the rapport betweeq'jsh% patient and the health

empathy. They expect health information man nd other hospital staff to treat them

information managers. Patients are expected to bq@ated with respect, dignity, and
N
courteously and not dismiss their compl{int‘s%i significant. Interaction and support care

can be linked to the customer servi health information managers. It relates to how

comforting, understanding, aﬁéesuring they h are perceived to be by the patients and

their families. Q% "

This is important Q@%e patients are often in a vulnerable emotional state which means
that they t act in their usual rational manner but they would still expect to be
un t@ and accommodated due to their health condition. The rating of the patients
about’the quality of interaction and support from health information management is a
factor in satisfaction. Professionals have opined the ability of health information
managers to create a harmonious relationship with patients goes a long way in ensuring
patients’ cooperation and increase the likelihood of achieving the mutual goal of patients’

satisfaction®. This is also true of information care.
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Information care is the measures of how forthcoming are health information managers
about information relating to the patient’s treatment. Patients are often anxious to
understand what is going on in their body, the treatment they are receiving and the
prognosis for their condition. If there is a test conducted, they want to have the result as

soon as possible. While they may not be able to translate the results, they exp@&the

patient expect the health information managers to be open about ev%?ﬁ&g

their medical and other records. Information care also relatgs&m ability of health

professional to translate and inform them of the implications of the results.% tshell,
1

elating to

information managers to pay attention to every detail oﬁ@ patients’ complaint. It
involves asking follow-up questions to understand wlf@ne patient actually needs. The

patient care expectation which comprises of teé@l care, interaction and support care

as well as information care is then Juxtacs@mst the quality of care provided by the

hospital. h
>

Individualized healthcare reé&g‘he health information services provision that arises
from proper understandi ‘the patient’s requirement. It speaks to tailor-made services
designed to meet @e?pe tation of the patients as much as possible. It is comprised of
three mai c@\derations namely; patients’ clinical situation; patient’s personal live
situatioQan patient’s degree of control over care. Individualized care by health
infortgation managers is borne out of the understanding that each patient is different and
thus there is a need to provide information services in a manner that take cognizance of
the patient’s beliefs, values, expectations, need and desire. It is also borne out of the
recognition that each patient has different health condition and come from different

background.



As a result, individualized care takes into account the unique nature of each patient. For
instance, the communication approach for a teenage cancer patient should be different
from that of an aged cancer patient. In addition, some patients, probably due to their
education or cultural background may need additional information regarding their
treatment and overall health condition than others. In this type of situation, cgalth
information managers have to personalize their interaction with patients and t 'r{families.
In a situation where this is done, patient satisfaction is expectedn%} aranteed.
However, there are still many cases of patients expressing dissat@ie,n with the quality
of services they receive from all type of health facﬂﬂa&%}ms thus requires the
examination of other factors that may affect patient’s s@factlon These factors include

waiting time and continuity of care.

Waiting time in healthcare basically me@&gth of time that a hospital patient has to
wait before they are attended to b% Ith information managers and other healthcare
professionals in hospital. It iS\alsoTeferred to as the length of time between the moment a
patient arrives at the ho %and the time such patient is seen by a health professional.
Waiting time app@rsJQb relative as its calculation is different based on the extent or
type of service required’. The descriptions provided so far cover those
outpatl %o came into the hospital to complain about various ailment or those with

medl emergencies who need urgent lifesaving medical attention such as accident or

attack victims.

Depending on the type of services being sought, different definitions are given to waiting
time: such as time from arriving in a healthcare facility to the time the patient can see a

doctor, time from seeing a doctor to the time treatment is received, time from being
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enrolled on hospital waiting list to treatment, among others. Thus there are different
measurements of waiting times according to whether treatment is offered immediately or
a patient is put on waiting list. There are other categories of patients who needs major
surgeries and organ transplant. These categories of patients have to follow certain
procedures and often have to wait for longer periods whether in the hospital or,at home.
For these categories of patients, waiting time is described as the moment whe \patient
is enrolled for the procedure and the moment the service is receivedﬁ%}iﬁme have
also been related to the time it takes to get to the health faqﬂ@?\his is an issue in
developing countries or in remote areas where people hav&%}avel long distances in
order to access healthcare services. Researchers have ‘Eh@ore argued for the inclusion of

distance traveled as part of the waiting time. Waiting time is taken in this study to mean

the time lapse between the moment a pt’:@'es at the hospital and the time they are

attended to. h

Waiting time affects patient &s;etion in the sense that a long waiting period leads to
patient frustration and djs$atisfaction. On the other hand, a short waiting time means that
patients are atten@r mptly, their pains and worries are taken care of. Experts have
realized th§E @ ts may get tired of waiting after a certain period. A maximum of thirty
(30) mi@te was set as the globally accepted waiting time for a patient once they reach
the pital’. Health professionals in around the world there use this to determine
whether they have a long waiting time or a short one. For instance, the waiting time in
Saudi Arabia was reported to be about 37 minutes. On the other hand, patients in
Nigerian hospitals often have to wait for an average of 137 minutes before they can

access healthcare services!?. This shows that Nigeria has one of the longest waiting time
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in the world. Like other countries, the waiting time is a byproduct of various issues
affecting the health sector. Waiting time has been recognized as a major factor in patient
satisfaction, so healthcare managers have often make efforts to find a way to reduce it

through proper scheduling. One of the strategies that have been applied to manage

waiting time is the queuing theory. . (b‘

N

The Queuing theory is a model used to manage waiting time in outp %ﬁ clinical
situations. The model recognizes that waiting is the most difficult th‘l%}io under any
circumstance, particularly when it is to access healthcare sewic@e"theory is made up
of four sub constructs namely; arrival patterns, service p%& capacity of the hospital
and queue discipline.!! Patient arrival pattern focu q?@g manner in which they arrive in
the hospital. This arrival pattern has three feat ge number of patients arriving at the

same time, the interval between each {nfj)‘bﬁ behavior of patients on arrival in the
hospital. (b'iél

Patients could arrive individWr in group. In some hospitals, one patient arrives and
they are already attend@}‘t’)\efore another one arrives while in others, many patients
arrive at the samngS The second aspect is also concerned with the time gap between
the arriv Qh patient or group of patients. Scholars observed that patients’ arrival
pat @)ften random. So while it can be forecasted, it is difficult to accurately predict
the ndmber that will arrive at a given period or when exactly another batch will arrive.
The arrival pattern also covers the behavior on arrival. Some patients may decide not to

queue; some may get tired of the queue and leave while some may try to find a shorter

queue or one that is moving faster than the current one. All of these affect the waiting



time and the attitude of patients towards it. The arrival pattern directly affects the service

pattern.

Service pattern in the queuing theory is the manner in which the patients are attended to
in the hospital and the process they have to go through to obtain the services they need.
Service pattern basically has to do with the number of health information h@gers
attending to patients and the number of service points each patients has tq g Sgh. For
instance, the service point in a typical hospital may include, registratio al sign check,
nurses bay, doctor consultation etc. Both the number of ‘server? é@asewice points are
interwoven. For instance, when there is enough staff at the%’gg%ds office attending to the

patients, enough nurses taking vital signs and enﬁﬁoctom to which several patients

can be routed at once, the queue may move fa;%% the waiting time reduces. How this

affects the individual patient however d@nj}}b

the queue discipline.

Queue discipline is the rule follo@y health information managers in attending to
people on the queue. The Wopular queue discipline is the first come, first serve
model. There is also th@{i?y model in which patients are attended to from the queue
independent of their %ml times. Health information managers can decide to attend to
patients bas the severity or nature of their ailment. This operates in two forms; the
pre and non-preemptive approach. In the preemptive case, patients, such as
womeh in labour, accidents victims or those at the critical condition can be given priority
and allowed to go to the head of the queue and attended to immediately. In the non-
preemptive case, elderly patients can be allowed to move to the head of the queue but

they cannot be attended to until the first patient they met on the queue is done even if

such patient is not high priority.



There are different queuing systems to satisfy whichever approach is adopted by the
hospital. There is the single server, single queue; single queue, multiple server and
multiple queue, multiple server models of queue discipline. Whichever queuing approach
is adopted have impact the waiting time, consequently on patients’ satisfaction with
healthcare. However, apart from waiting time, continuity of care is another factor tk&can

affect patients’ satisfaction. Q'}\

Health services experts use the term "continuity of care" to character‘u%ﬁtient-provider
relationships that are linked and coordinated across time and w@%ﬁom the viewpoint
of patients and their families, continuity of care is when & healthcare professional

isQ

demonstrate knowledge of the patients’ healtl&@previous treatment and shows
m

willingness to continue with the established tr‘e%t routine. The concept of continuity

of care has three dimensions namely; iniorm';}d

relational continuity. Each dimens@iows the minor variations in what continuity of

continuity, management continuity, and

care entails under each type c‘f@%care situations. For instance, in pediatric healthcare,
continuity of care mean 9 child is seen by a particular doctor over a long period of
time. This is rela'@&o inuity. In this sense, continuity of care is frequently stated in
terms of cit contract of loyalty on the part of the patient and therapeutic
responsibility on the part of the healthcare provider'?. It denotes a longitudinal

rela@ship between patients and healthcare providers!?,

However, because healthcare service delivery is often a team effort and patients’
treatment often requires the inputs of different units in an hospital or even different
hospital in different geographical location, continuity of care has been expanded beyond a

patient sticking to one doctor or nurses. This is why the three dimensions of continuity of
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care have become more significant. The first dimension of continuity of care is
information continuity. It involves the use of previous health records of the patients to
ensure that they continue to receive appropriate treatment even when the doctors or
nurses change or when they move from one department in the hospital to another.
Information continuity is essential for healthcare professionals in order for them te, have
sufficient knowledge and information about a patient to best apply their p@%ssional

competence and the confidence that their care inputs will be recogni@d rsued by

other providers. . L)
X

Information continuity is made possible by effective heéy' formation management
system. Proper record management practice and e§®'we information sharing process
enhance information continuity in hospitalslﬁf ontribute to patients’ satisfaction.

Patients information such as lab re@t)si‘\\f)

conditions etc. should be accessibl levant units in the hospital so that patients will

réscription, treatment history, existing

not be asked the same set (&gﬁions after each change of shift or when accessing
services from various afhits “of the hospital. information continuity also applies to
discharged patie@ eed continuous treatment at home or need some period for
recuperation, ation continuity allow their families or home care nurses to know
how tﬁ%with the patient to ensure that they are properly healed. Information
contihuity is very essential to another dimension of continuity which is management

continuity.

Management continuity refers to consistent and coherent approach to the management of
a health condition that is responsive to the changing needs of patients. It means that the

course of treatment is not necessarily altered when a new set of healthcare professionals
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take over a patient. Indeed, the concept of continuity of care arose because of the fact that
patients may have to be attended to by different health professionals. Continuity of care
therefore focus on providing the patient with a coherent, connected, and consistent
medical care that leads to the most desired outcome. Management continuity is often

essential in the treatment of patients with chronic ailments such as HIV, diabetes or

cancer. . %&\

Such patients need long- term care and may have to receive care from‘%«.\s expert over
a long period of time. Management continuity therefore ensures@&@althcare providers
share among themselves, the treatment plans or care protc%&c\;or each patients in order
to provide a sense of predictability and assurance 'n,:@vourse of treatment for both the
patient and the healthcare professional. Man gt continuity can also expand from
information sharing among doctors ale.jl}o}t professional to include other service
providers. For instance, in mental care, doctors often facilitate access to a broad
range of services aiming at iﬁ&ug the mental health of their patients. These services
providers are guided to, “with the patients in a way consistent with their existing

treatment plans tolensure that all the varied approaches work together to the benefit of the

patient. H eé\,‘management continuity also encompasses flexibility and adaptation of

care. Q
M&men‘[ continuity provides a bird-eye view of the treatment regime as well as the
patient’s characteristics. This enable the healthcare provider to identify when changes
need to be made or the treatment needs to be adapted to match emerging changes in the
patient. Flexibility in adapting care to changes in an individual’s needs and circumstances

is an important aspect of management continuity. Some scholar has however pointed out
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that management continuity is more of care coordination than continuity of care'*. No
matter the perspective, management coordination is focused on consistent and timely
coordination of health care service delivery. When care is long term, both consistency
and flexibility are critical for management continuity. Aspect where consistency rather

than flexibility is essential is relational continuity. (b‘

Relational continuity is the dimension of continuity of care that covers %Q}unuous
treatment relationship between a patient and a set of health profe@s or a single
hospital. Relational continuity enables healthcare providers t% ect the past to the
present in order to chart a course for future treatment. I%q;%e of patients who need
relational continuity are pregnant women and infant 1mp0rtant that these categories
of patient have stability in their treatment. Tha ﬁy it is essential for pregnant women
to register for ante-natal treatment in a@ﬁ hospital so that the same set of health
professionals who have come to de great understanding of the unborn fetus and the
mother. Relational continuitﬂ&o applicable to people under home care and people

who have appointed a fanfity physician.

In line with this, Qayonal continuity of care is also described as longitudinal continuity
as it enc %s a long-term relationship between patients and healthcare professional.

t@hat patients stick to one healthcare professional or one health facility. Thus
relational continuity builds on the relationship between patients and health professionals
to create a sense of predictability and coherence. Relational continuity interventions
usually refer to the strength of interpersonal relationships including the level of

communication, comfort, trust and belief between patients and healthcare providersi».
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Both waiting time and continuity of care have been examined in studies across the world
for their impact on patients’ satisfaction in various healthcare setting with different
results'>,1017. However, researchers have usually examined each variable separately
which means that there is no antecedent to determine the combined influence of waiting
time and continuity of care on the level of satisfaction of patients, especially in Nigeria.

This study therefore seek to examine the influence of waiting time and contis@mf care
on patients’ satisfaction in general hospitals in Plateau state ‘%\
%'»

1.2 Statement of the Problem . ¥\\’

Patients’ satisfaction is paramount in healthcare delixem@&t can be influenced by the
amount of waiting time and the level of continui @re experienced by the patients.
Hospital patients are like the customers V\./he\ tronize the hospital to access healthcare
for various health conditions. The e@n of any hospital is determined by how
satisfied the patients are with its s s. However, patients in Nigerian hospitals often
express their lack of satisfacwvith various healthcare services they receive from the
hospitals. When patien‘@n.z)t satisfied, they may lose trust in the hospital and health
professionals wor@g)%ere and seek to meet their healthcare needs in other hospitals or
resort to.S dication. This is dangerous for public health and may result in
un @y health emergencies or even untimely death. On the other hand, satisfied
patients are more likely to respond positively to treatment, adhere to the instruction of
their doctors, remain loyal to the hospital, and even refer others to obtain treatment at the
hospital. As a result, scholars have shown interest in understanding factors that affect

patient satisfaction in various healthcare settings.
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Some of the factors that have been examined as affecting patients’ satisfaction include,
quality of service!®, gender, and waiting time!®. However, researchers have not examined
the combination of waiting time and continuity of care as predictors of patients’
satisfaction in general hospitals. In as much as patient satisfaction stem from patients’
expectation of service, the expectation of service across geographical areas 1‘?8‘ be
different. As there is a dearth of studies focusing on patients’ satisfactior: a c@%spital

%ating the

patients in Plateau state, this study aims to fill the information gap h@&s

influence of waiting time and continuity of care on patie.nc,Q%'sﬁ;lction in general

1.3 Aim and Objective of the Study: ®

hospitals in Plateau state

The aim of the study is investigate the inﬂui\ of Waiting-Time and Continuity of Care
on Patient Satisfaction in General Hosp@;\ﬁi Plateau State. The objectives of the study

are:

1. Identifying the leve (}m}ients’ Satisfaction with services in General Hospitals in
.\
Plateau State. Q
il. Assessiq{‘iaverage Waiting Time in General Hospitals in Plateau State.
iii. E%]qg the extent of Continuity of Care in General Hospitals in Plateau State.
v ermining the influence of Waiting Time on Patient Satisfaction in General
Hospitals in Plateau State.
v. Ascertaining the influence of Continuity of Care on Patient Satisfaction in

General Hospitals in Plateau State.
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vi.  Determining the combined influence of Waiting Time and Continuity of Care on

Patient Satisfaction in General Hospitals in Plateau State.
1.4 Research Questions

This research question guided the study:
1. What is the level of patient’s Satisfaction with services in General Hospitals 'fq{b;eau

tate? . Q)
S N2

2. What is the average Waiting Time in General Hospitals in Plateau State?

[ ﬂ
3. What is the extent of Continuity of Care in General Hospita@%eau State?

1.5  Hypotheses ¢ \QQ)

The following hypotheses were tested at 0.5 lev®igniﬁcance:—

Hol There will be no significant inﬂ@‘\}f aiting Time on Patient Satisfaction in
General Hospitals in Plateau Q&é@

Ho2 There will be no signific Q1Ifﬂuence of Continuity of Care on Patient Satisfaction
in General Hospié@gateau State.

Ho3 There wilkbe o significant combined influence of Waiting Time and Continuity of

Ca{%atient Satisfaction in General Hospitals in Plateau State.

l.legniﬁcance of the Study

The findings of the current study are expected to make significant contributions to the
practice and theory of health information management in Nigeria and also benefits

members of the society.
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The study would contribute to practice by providing hospital management in Plateau state
with empirical evidence on factors affecting patient’s satisfaction and also proffer useful
strategies to eliminate long waiting times and improve continuity of care in hospitals in
Plateau state. The study would provide policy makers with the latest information capable

of guiding their strategic decisions on how to improve healthcare services deli@ in

Plateau state. '&\

The study finding would also be of benefit to members of the society fw%kuld properly
identify factors that affect patients’ satisfaction in Pl& “State and make
recommendations which when implemented will lead Q’j&g delivery of improved

healthcare services to the general public. The s%@@uld definitely benefit when all
t

those who need healthcare can access it promg d when people are able to maintain

healthy living due to improved healthcal‘e d&é

Ultimately, the study would contribﬂ& research in the field of health care management.

It would fill an inforrnatioM created by the dearth of information on patients’
satisfaction among Pl 4§‘[2‘[e hospital users, in addition, the integration of various
theories and mod@}h‘[o the study will add to the validity of these model and further
support thei @Vance to the Nigerian context. The adapted models would be available

for @uent researchers who are interested in similar subjects.
1.7 Scope of the Study

The study examined the influence of Waiting Time and Continuity of Care on Patient’s
Satisfaction in General Hospitals in Plateau State. There is one dependent variable and

two independent variables. The dependent variable is patients’ satisfaction which is
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measured by constructs such as; patient care expectations and individualize patient care.
The first independent variable is waiting time and it was measured with constructs from
the queuing theory such as arrival patterns, service pattern, capacity of the hospital, and
queue discipline. The second independent variable is continuity of care which was
measured by three constructs namely; informational continuity, management cpnﬁi&nty,
and relational continuity. The participants were patients from General Hospit@ateau
state. The hospitals are Mangu; BarkinLadi; Langtang; Shendam, a«%%k in. These

Hospitals cater for large population of patient ranging from infgrg&ld,ults.

1.8 Limitation of the study &
(1) The scope of the study might be a limitatior%@stricted to only out patients in

public hospitals.

(i1) Also, the researcher employed the i’r' source of data approach in this study.

Hence, the outcome of the study would s from the usual drawbacks of primary data.

(ii1) Finally, the study focused iting time and continuity of care as influence on
patient’s satisfaction in GenMospitals in Plateau State, Jos. This is insufficient in

explaining the phenomenenas'there are other variables that affect them.

1.9 Operatio@gﬁon of Terms

Patient S 's@txon: This is the point where the healthcare services expectations of

patient@ Plateau state is equal to the level of services delivered by General hospitals in

Plate; State .

Patient Care Expectations: This is the quality of healthcare service deliver expected by

patients from General Hospital in Plateau state
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Individualize Patient Care: This is the services designed by healthcare professionals in
Plateau state based on the understanding of patients’ needs targeted at achieving the best

health outcome for the patients.

Waiting Time: This is the amount of tine (in minutes, hours etc) that a patient has to be

on the queue before being able to access healthcare services from General H}@ﬂ in

Plateau state . \QO

Arrival Patterns: This refers to how many patients arrive at Gene‘%H pital in Plateau

[ ﬂ
state at a particular moment, the interval between each arrivaéé@t e behavior of each

&

Service Pattern: This refers to the number of stﬂ@ ding to patients on their arrivalat

patient on arrival

General Hospital in Plateau state who ar: Wﬁ\iQ on the line.

Capacity of the Hospital: This refers'tQ the number of staff, waiting area at each service

>

unit, bed spaces and the size@ral Hospitals in Plateau State

Queue Discipline: This s to the method used by General Hospital in Plateau State to

attend to patients @nge aiting on the line.

Continui re: Refers to how health information managers in General Hospital in
Pla Gtate ensure seamless healthcare services through effective collection,
management and dissemination of health information allowing for consistent, coherent

and continuous treatment of patients across time and venues.
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Informational Continuity: This is the use of information such as patients’ health records
by General Hospitals in Plateau State to render relevant and effective healthcare services

for the patients

Management Continuity: This refers to consistent and coherent approach to the
management of a health records by health information managers in General Hos in
Plateau State so that the treatment received from different healthcare p;ro‘@%ﬂs and

N

different units of the hospital complement one another and works rd achieving

patients’ satisfaction. @o}

Relational Continuity: This is a situation where patient&%}&ﬂe to stay with a particular
General Hospital in Plateau State for their heal% ds over a period of time due to
h

effectiveness management of health records‘&ea th information managers in General

Hospital in Plateau State. < \)

19



Endnotes

''H, Biresaw H, Mulugeta A, Endalamaw N. N, Yesuf, & Y. Alemu Patient Satisfaction
Towards Health Care Services Provided in Ethiopian Health Institutions: A Systematic
Review and Meta-Analysis.Health Services Insights. 2021 Aug;14:11786329211040689.

2F., Manzoor, L., Wei, A., Hussain, M. Asif, & S.I.A., Shah, Patient Satisfaction with
Health Care Services; An Application of Physician’s Behavior as a A@d@/or.
International Journal of Environmental Research and Public Heal (18),

2019. .3318. .
30.0, Deji-Dada S. A, Dada. J. D, Ogunlusi& O. A. Solomon Patierﬁ%’}s action with

Emergency Care Services in a University Teaching Hospital in South-West, Nigeria.
African Journal of Emergency Medicine. 1;11(2): 2021, 3214 "

“H, Mulugeta F, Wagnew G, Dessie H, Biresaw& T. D. %voldPatient Satisfaction
with Nursing Care in Ethiopia: A Systematic R.e% nd Meta-Analysis. BMC
Nursing.;18(1): 2019, 1-2. \

> E, Batbaatar J, Dorjdagva A, Luvsannyam M. @Vino & P. Amenta Determinants of
Patient Satisfaction: A Systematic Review. Pexspectives in Public Health.; 137(2): 2017,
89-101. ‘\\,

® A F F, Olowe & O. Odeyemi Assessient of Patient Satisfaction with Nursing Care in
Selected Wards of the Lagos Uni Teaching Hospital (LUTH). Biomed J Sci &

Tech Res 17(1). 2019, 0029%
"D. S, Ogaji, & M. M.Mezie-Okoye Waiting Time and Patient Satisfaction: Survey of
Patients Seeking Care, General Outpatient Clinic of the University of Port
Harcourt T eachin@@ ["Port Harcourt Med J 11:1 2017;48-55

8 K. Appiah, "l%‘z t Satisfaction with Waiting Time at the Out Patient Department
(OPD), H. @1 Iy Hospital, Techiman."Phd Diss., University of Ghana., 2019.

R Outpatient Waiting Time in South Korea Using Queuing Theory and
Probuapilistic Metamodels. Int. J. Environ. Res. Public Health 19, 2022, 2073.
Https://Do1.0rg/10.3390/ Ijerph19042073

o H. L; y K.Choi.,K.A.-Min., E. Bae., & J. Lee. Physician-Customized Strategies for
r

107, A. Omang, A. O. Ndep, D. A. Offiong, F. T.,& K. N. Out OnyejosePatient Waiting
Time: A Public Health Perspective International Journal of Innovative Science and
Research Technology, 5,(1), 2020

T, Aung, & L.L., Naing, Comparative Study on Different Queuing Models to Reduce
Waiting Time in Brahmaso Clinic. Int. J. Sci. Res. Publ., 9(6), 2019. P.P90104.

20



2E. Choi, & LH., Lee, Relational Continuity of Care in Community Pharmacy: A
Systematic Review. Health & Social Care in The Community, 30(1), 2022.Pp. E39-E50.

BR., Baker, G.K., Freeman, Haggerty, J.L., Bankart, M.J. & Nockels, K.H., Primary
Medical Care Continuity and Patient Mortality: A Systematic Review. British Journal of
General Practice, 70(698), 2020. p.E600-E611.

14C.C. Chen, & S.H., Cheng, Care Continuity and Care Coordination: A Preliminary
Examination of their Effects on Hospitalization. Medical Care Research and iew,
78(5), 2021. p.475-489 Q}

ST, Kijima., A. Matsushita., K. Akai.,, T. Hamano.,S. Takahashi., K/ ara., Y.
Fujiwara., M. Sato., T. Nabika., K. Sundquist., J. Sunduquist., ibashi & S.
Kumalura. Patient Satisfaction and Loyalty in Japanese Primary Care: A Cross-
Sectional Study.BMC Health Services Research, 21(1), 2021 ‘P@{3

8E., Lautamatti, M., Sumanen, R. Raivio, & K. J. ]\2;&@ Continuity of Care is
Associated with Satisfaction with Local Health Care S«& es. BMC Family Practice,

21(1), 2020, Pp.1-11. ; 'Q\

7 E. O. Ndibuagu, B.I. Omotowo, & O.H. ime, Patients Satisfaction with Waiting
Time and Attitude of Health Workers in_th eral Outpatient Department of a State
Teaching Hospital, Enugu State, Nigerfia. International Journal of Tropical Disease

and Health, 41(8), 2020. Pp.1-10. »a

& A. S. Olaoluwa. Patients”Satisfaction with Quality of Care in General Hospitals in

¥M., Umoke., P. C. L. Umoki&@imo., C. A. Nwalieji., R. N. Onwe., N. E. Ifeanyi.,
Ebonyi State, Nigeria, l&g ERVQUAL Theory. Sage Open Medicine, 8, 2020,

.\

2050312120945129.
D. M., Geberu, g&B;ks, T. Gebremedhin, & T. H. Mekonnen, Factors of Patient
d

Satisfaction in Outpatient Departments of Private Wing and Regular Services in
Public Hospit Addis Ababa, Ethiopia: A Comparative Cross-Sectional Study. BMC
Health ices Research, 19(1), 2019. 1-13.

QQ

21



Chapter Two

Literature Review

This chapter reviews the existing literature related to all the variables in this study such as

patients’ satisfaction, continuity of care, and waiting time as well the relatiq@ips

between these variables. The chapter is discussed under the following subhe %'g%

2.1

2.1.1

2.2

2.2.1
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2.1 Conceptual Review

2.1.1 Concept of Patients’ Satisfaction with Healthcare Services

Satisfaction is multifaceted concept that can represent different things depending on the
context in which it is used. The concept of satisfaction is not limited to th@i of

healthcare as it is also being discussed and researched in other fields s%%onomics,

law, psychology, administration, management, and politics among, others. What can be
'\

deduced from the available literature is that the concept of saé%l}fi is very subjective
and value-laden because it is dependent on predetermin@ards. These standards can
include anything from expectations to deeply %&ks and views. The term is very
subjective, which helps explain why the‘re\\ﬁ%% so many different ways to measure

satisfaction in different contexts. 1\(

Scholars have conceded that the@c‘l "satisfaction" can be semantically ambiguous in
English, since it can mea c%é;cellent" and "good enough" depending on the context.
A scholar observ @%though everyone knows what satisfaction entails, it definitely
does not mean ﬁi&same thing to everyone"'. This has however, not deterred experts from
making attemipts to define the concept of satisfaction. The question, "What is
sa@lon?" has been answered in a variety of ways. The Longman Dictionary of
Contemporary English defined satisfaction as a state of being content, something that
pleases; the fulfillment of a need or desire; the condition of being fully persuaded.
According Oxford Advanced Learner's Dictionary, "satisfaction" is defined as "the

positive emotion one experiences after accomplishing a goal or seeing a desired outcome
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materialize. Satisfaction is also defined as an emotional response or affection” for a thing

or situation.

Both the need satisfaction and the desire satisfaction theories make use of the concept of
satisfaction. Satisfaction with one's needs and wants is distinct from general happiness
with one's life (i.e., needs and desires). One's level of life satisfaction can only bf{@ged
on an individual basis. But there are ways to speak more objectively about &istence
of things like the satisfaction of wants (such as the purchase of%zl\r) and, more
importantly, needs (such as the availability of food and sheltc% etheless, there is a
relationship between these two senses of the word "satis@:&cﬁ?ﬁ' The extent to which
one's needs are met has been linked to life satisfa ti@eeds are one kind of desire, but

desires more generally encompass a wide vauiety=0f preferences, wants, or conscious
° \
goals that are, on some accounts, eithe‘ ne’c‘cﬁ a

from its significance in consumer@ce and public service analysis, the concept of

for or conducive to happiness. Aside

expectation fulfillment also h&;ﬂ roots in the theory of wants?.

The best way to undera@s;}isfaction from the definitions that have been provided so
far is to proceed Qghgebasis that it is an emotion triggered by a particular expectation
being m satisfaction is internal, it is contingent on certain expectations being
me action is naturally tied to a particular concept or process. For instance, there is
custorer satisfaction, employee satisfaction, client satisfaction and others which derived
from people being satisfied with other people has contributed to meeting their various

needs. Which shows that satisfaction is derivable from the interaction between producers

and consumers, providers and receivers, those who make offers and those who are
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expected to accept the offers etc. The basic needs that theorist has identified include,

shelter, food, clothing and health among others.

In line with this, a scholar defined consumer satisfaction, as a judgement of pleasurable
level of consumption related fulfillment including levels of under-fulfillment or over-
fulfillment®. This means that consumers are satisfied when the products th ve
purchased meet the description provided by the vendors, perform as adverti d solve
the problem or need for which it is purchased. Indeed, solving the pr@or which the
purchase is made is the topmost determinant of satisfaction'gé\\l‘é%% been found that
consumers make purchase based on the expectation that th%(@%uct or services will meet
certain needs or solve certain problems they may, b, : Aing. As a result, no matter the

® the problem for which a particular

quality of the product or service, if it does nc;%

consumer purchases it, that consumer w" !1 n‘c%e atisfied even if others are satisfied.

This definition emphasises the su@e nature of the satisfaction judgement made in
regards to one's level of fulﬁw Having one's needs met is an example of satisfaction®.
Satisfaction results fro %sgn needs or requirements being met. Despite the fact that
various fields of styQave different perspectives on what constitutes happiness, there is
a consengus @satisfaction can be defined as the point at which one's expectations or
desj @erge from their actual experience. An individual can judge how satisfied they
are with what they have received in comparison to their expectations, which can be either

an emotional or a cognitive experience>.

Indeed, scholar identified three features of satisfaction as emotional or cognitive response

which is directed towards the quality and quantity of products, services experience and
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the precise moment that the reaction takes place such as; after consumption, after choice,
based on accumulated experience, etc®. The import of this is that satisfaction can only be
expressed after the interaction with or knowledge of a product or service. It is also
important that the client/consumer have a long-term experience with the product, service,
or provided. This is even more appropriate for healthcare where patients can-better

determine their level of satisfaction after their overall experience with the heal@}cility.

The study of satisfaction is relatively new to the healthcare sector as‘ﬂ%‘was already a
well-established body of knowledge in the social sciences® K{K’ ed to the topic of
satisfaction research. Social scientists, especially manager@gﬁ:holars, conducted more

than 500 studies on the topic of satisfaction for va io@wups in the 70s. The concept of
rb

customer satisfaction has been central to % ng for more than three decades.
d

Customer satisfaction has been used {n 5§1

evaluation by employee satisfactio% pital evaluation by patient satisfaction, and site

variety of contexts, including office

evaluation by visitor satisfac(&&ie interest in satisfaction can also be seen in the two-

factor theory by Herzb fid Maslow’s Hierarchy of Needs model which seeks to

evaluate how an i@a can attain satisfaction.

The conc tisfaction has also taken root in the health sector. The focus on patient
sati was borne out of the need to achieve an accurate measurement of the quality
of healthcare delivery. One method of gauging the efficacy of a hospital's care is
surveying patients on their experience with the healthcare personnel who cared for them.
Patient satisfaction with healthcare services is a major concept in the healthcare industry.
However, despite the widespread use of the term ‘patient satisfaction’ research and the

ample availability of study instruments on patient satisfaction, very few studies published
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had addressed the definition of the concept of patient satisfaction. Ambiguity in concept
meaning makes it difficult to make judgment on the empirical value of study instruments.
Clarification of the concept of patient satisfaction, therefore, serves as the pre-requisite
for the effective measurement patient satisfaction and the development of relevant
strategies to maintain patient satisfaction®. This has prompted several attemgs by

scholars to come up with a conceptualization patients’ satisfaction that will b@eptable

to all. ,%\qo

A scholar adopted both classical and evolutionary approack& o) examine patient

A

satisfaction. This approach yielded eight characteristics ?'jdcb}wning factors of patient

satisfaction. Some of the features of patient satiﬁa?%@ examined include art of care,

technical quality of care, access, cost of c§ sical environment, availability of

providers, continuity of treatment, an@

original study did not go into detail abowt any of the dimensions, it is easy to deduce that

utcome for the patient’. Although the

patients’ satisfaction is not liﬁ(t\egeo whether the hospital can cure them of their ailment
but it also covers how fé was achieved, in what manner, and what cost, and with
what kind of met@li e with this, other scholars have worked with these dimensions

and expan d@ﬂ in their studies.

A (@ worked on client health behavior theory to investigate the factors that
contribute to patient satisfaction with nursing treatment. The scholar outlined factors
contributing to patients’ satisfaction to include affective support, health information,
choice control, and professional abilities. This study emphasized the attitudes of
healthcare workers toward the patient in their care, the level of information provided by

the healthcare provider regarding the ailment, the treatment and the likely outcome, and
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well as the involvement of the patient in the treatment. It also includes the level of
professionalism and competency demonstrated by all the personnel in any given health
facility. The fact that patient satisfaction is contingent upon a combination of factors is
also supported by another scholar who offered a feminist interpretation of patient
satisfaction by calling for an in-depth investigation of the concept in the social context to
address the uniqueness of individual patients and allow a deeper comprehe '\( of the
notion. Rather than investigating a checklist of criteria and constmcﬁ%g\iﬁion as a
binary concept'®. No prior research, however, had investigated g&t’ﬁaﬁsfaction in the
broader context of healthcare delivery with many of the sté)%%cusing on satisfaction

S

with nursing services. \
S

While the importance of nursing to healthcar Qot be denied, scholars have argued
that patients’ satisfaction should be app@@ om a holistic point of view because the
health sector as a whole relies heav@ input from a wide range of other fields, such as
medicine and the health sci&@%m addition, a typical patient usually interacts with
several hospital perso which includes doctors, nurses, pharmacists, laboratory
scientists, janitor@e , and others. In line with this, patient satisfaction should be
seen as th )@ to which the health facility and its personnel meet the expectation of

the at'@t. t is not only the hospital factors that contribute to patients’ satisfaction,

scholars also advocate patient-related issues.

As studies on patient satisfaction progresses, the focus of researchers started to shift away
from a narrow focus on physical components of health by including not only structural
and functional aspects of health, but also mental (emotional and intellectual), social, role,

and general perspectives of the patient on health status. Different perspectives, such as
28



those of the population, the individual, the organizational structure, the treatment process,
and the final outcome, have been used to define and evaluate healthcare quality.
Healthcare quality, according to the United States Institute of Medicine, is defined largely
in technical terms as the extent to which the public and, more specifically, patients
benefit from the health services delivered in light of current knowledge!'. The framework

developed by another group of scholars has been used to strengthen and '@'&}Ve the

quality of treatment given to patients'?. ‘%\

The central theme of the new approach is that healthier commu@a'ﬁd populations are
possible when high-quality healthcare is affordable for all ers of the community. In
addition to the cost of care and other consideration i;f%}sadded that the perception of the
quality of services provided by a healthcare pg& is determined by the standards that
their patients and clients have for them. @ic)%el of care patients receives either validates
or disproves their initial views of a %@r”. The aggregate of the factors that can be the
cause of patient satisfaction @égatisfaction) patient expectations can be grouped into
appropriateness, desirabi doceptability, and, most importantly, the received versus the
expected servicesi It h en speculated by experts that measuring a patient's satisfaction
may be t%@atient satisfaction surveys are to reliably measure the patient's reaction
to the 66 hey received, a valid and trustworthy instrument is required. Different
methods of measuring patient satisfaction may produce varying results (level of
satisfaction). The current concept analysis concluded that the definition of patient
satisfaction is stable across research. Provider attitude, technical competence,

accessibility, and efficacy were found to be the determinants of patient satisfaction in

healthcare settings.
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The attitude of healthcare workers is seen as the foremost determinant of patient
satisfaction. The influence of how healthcare workers relate with patients was determined
to be a uniformly discussed dimension within the body of literature considered for this
concept analysis. When patients found their doctors to be polite, friendly, kind, and
approachable, they were more likely to be satisfied®. Patient satisfaction was alsoogund
to be influenced by respect, responsiveness, and personalized attention®. In &; recent
studies, researchers found that clinicians' attention to patients' ,@% family
members was a significant factor in patients' overall happiness ssence, the friendly
attitude of healthcare workers can influence the perception o@ty of service and boost
patient satisfaction while an uncaring or seemin Qhos‘[ile attitude can lead to
dissatisfaction even when patients are cured oﬁ@ illness that brought them to the
hospital. The attitude of health practiti .e%a‘%o determines the level of say that the
patient has in his/her care. It also affeéts the amount of information available to patients

>

and their families in the cours% atment.

Healthcare professiona ith the right attitude to patients will allow participatory
decision-making in th § of a patient. this means that the patients are allowed to make
input into e@(‘se of treatment and make suggestions that might help in the course of
treatme@ rticipatory decision-making relies heavily on accurate health information;
res@t shows that patient satisfaction is impacted by physicians' ability to communicate
with and involve patients in their care across specialties'3. When healthcare providers are
open to discussing treatment alternatives with their patients and value their input, patients

report higher levels of satisfaction. Patient engagement in therapy is also affected by the

provider's demeanour. In addition to being open and inclusive, expertise also healthcare
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professionals demonstrate competency and professionalism, or what is called technical

proficiency.

The technical competency of medical staff meant that they were up to par in terms of
both their technical abilities and their commitment to ethical practice. Patient satisfaction
in the hospital environment was again illustrated by technical expertise and prote\éﬁonal
knowledge in the present analysis, as it had been in earlier studies. Patient Q%f&:tion is
based on many factors, but researchers highlighted the importance of%ﬂrs and nurses
who are up to the task, as well as timely and accurate diagnosis&@r@atment”. A study
found that the expertise of physical therapists was a signiﬁ@éctor in the high levels of
patient satisfaction that were commonly observed @ﬁhls field. Professionalism may
however not lead to satisfaction without the acc Qity of care.

In the context of healthcare, accessibilitoy)%:llly refers to factors such as the proximity
of facilities, the availability of nece equipment, the ease of scheduling appointments,
and the consistency of accesswknt satisfaction was found to be directly correlated with
the cleanliness, accessil@eald safety of the facility!>. The availability of medical care
is influenced b{\‘rQrg%an just physical barriers; systemic issues also play a role. It has
been establi @that patient satisfaction decreases in direct proportion to the amount of
tim waiting for an appointment or a procedure during that appointment. Further,
recent studies have demonstrated that offering patients extended consultation times with

their healthcare practitioners may improve their overall satisfaction'é.

Satisfaction is also measured by the efficacy of the methods employed by the hospital or

medical personnel. It measures the perception of patients regarding the actual treatment

31



they receive for their specific health conditions. When treatments were thought to be
effective, patients were more likely to be pleased with their care. Researchers view
efficacy as how the patient has to stay in the hospital compared to the severity of the
ailment. Hospital stay length is a factor that may influence a patient's overall satisfaction
with healthcare. The condition in which the patients had to stay in the hospital, the
maintenance of the pain, or any inconvenience arising from hospital stay an &allment
are also significant factors in patient satisfaction. Furthermore, patie@ sider the
antecedents of the present health facility and the ones they haye onized previously in

determining whether they are satisfied with the current sew&o}%\

Since patient satisfaction is still a relatively n%@ in the healthcare setting, it is

important to recognize the myriad of individual and’contextual factors that can affect its
occurrence. According to the examinati@ nt concepts, the factors of perception in
connection to expectation, patient ’%graphics and personality, and market rivalry are

all seen as necessary conditi(&f)g)patients’ satisfaction. The first product of antecedent

is expectations. So satis f is also driven by how the patient’s impressions stack up
against their expe@ﬁ%. atient satisfaction, as stated emerges from the convergence of

three factors; @Nexperiences; future expectations; and perceived requirements'’. Patient
satisfac'@n , in this context, the extent to which an individual's subjective judgment of
their\¢Ognitive and emotional reactions matches their expectations of optimal health

care!s.

Many studies agreed with this interpretation of the relationship between cognitive
evaluation and emotional reaction'®. According to another scholar, the degree to which a

patient is satisfied with their care depends greatly on his or her expectations regarding the
32



final clinical result?®

. Experience with healthcare in the past was the most important
factor in setting expectations. It was proposed that there is a negative correlation between
expectations and outcomes. This can be explained by the way that the higher the

expectation, the lower the chance of being satisfied with the outcomes. The reverse is

also true as patients with low expectations may be easily satisfied with he;alqbcl:are

delivery. . Q'}\

What makes some patients have low expectations while others hav‘e%h expectations
can be attributed to factors such as socioeconomic backgrounds h\tk’ ersonal traits. It has
been widely established that patients' demographic Varia%s, nd personality traits are
antecedents of patient satisfaction in the healthcar c@l. Each individual embodies a
dynamic combination of their genetic make-u ginging, experiences, and influences
from others, as well as their emotion@’)}éu , personality traits, and innate drives.
Together and separately, these el@s affect the patient's beliefs, perceptions, and
assessments of their health. 5&65 include a trend toward higher patient satisfaction
among older patients co ed to younger ones?. Female patients were found to be more
satisfied than mal@ the physiotherapy they got, according to two studies that looked
at patient ti%:\lon in outpatient physiotherapy settings®?>. In the modern era, a new

factor J@a o come into consideration as a driver of patient satisfaction and that is the

co@tiveness of the healthcare sector.

As patients increasingly take on the role of client and consumer, the healthcare industry is

often viewed as a highly competitive marketplace where service providers offer various

223

incentives to attract ‘customers’~”. The healthcare market has been more open in recent

years in response to rising demand from institutions and the general public and the
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widespread adoption of online methods of disseminating information. Patients are now in
a better position to make educated decisions about healthcare providers if hospitals
routinely used patient satisfaction surveys as a benchmarking tool. They went on to say
that increased competition between healthcare insurers would force insurers to insist on
high standards for the care they paid for. In this kind of competitive economy, pl;ioEiging
customer service and delivering exceptional care to patients has become i@b«asingly
important®*, Hospitals, are facing rising competition and shifting custe%}m%des, all of
which make for a challenging and unpredictable operating enyi@mt. Patients' wants
and needs fulfillment has become a crucial business tactic &:&%}ing it in the healthcare

S

industry!. \

-
Many studies had already discussed several @'nes related to patient satisfaction.
There was a correlation between p 1e.nt)¥\5t' faction and better utilization of the
healthcare system and health outco@l’aﬁents who reported feeling satisfied with their
care were more likely to«&he clinic again if they experienced any health
complications?>. Patient o report feeling content with their care are more likely to

N

continue with the ribed course of treatment and return for subsequent

appointme s@tien‘[ satisfaction has been shown to increase adherence to treatment
plans. %i;‘%l patients have been reported to take more responsibility for their health,
leading’ to shorter hospital stays because they quickly respond to treatment. In addition,
patients who are satisfied with the care they receive frequently refer that doctor or
hospital to their friends and acquaintance. This referral activity is a sign of satisfied
patients. Patient satisfaction also has unintended repercussions outside of health, such as

a lower propensity to switch providers and a reduction in malpractice litigation. Patient
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contentment has also been linked to increased retention rates within the healthcare system

and, more crucially, better user health?”- 28,

Evidence has shown that all areas of healthcare, from medicine and nursing to physical
and occupational therapy, contain some common elements that contribute to patient
satisfaction. Two dimensions can be extracted from the four identified \ ors

contributing to patient satisfaction. Accessibility and effectiveness fall und urview

of the systemic dimension, whereas provider attitude and technical co‘\%nce fall under

the purview of the human dimension. . @’3

Examining the human side of healthcare may lead.o&ﬁvestigate the connection
between job satisfaction and actions. No doubt es far beyond the goals of the
present investigation. However, given that.r 1 t&ps are not always one-way, it stands
to reason to wonder whether or not h@re practitioners' actions are influenced by
patients' levels of pleasure. By combifting this concept analysis with Maslow's talk about

needs being met, it is assumed his claim that needs are met at different points along a

continuum cannot be dé@z‘)

With all the m{‘gs)of metrics that have been introduced to measure the concept of
satisfactiﬁ%@ealthcare, it is often difficult to find two studies that have adopted the
u%& ic to measure patient satisfaction which often makes it difficult to compare
results and form a coherent opinion about patient satisfaction. As a consequence, scholars
have called for a theoretical framework to provide a solid foundation for the study of
patient satisfaction as a measure of the quality of service in the health sector. The most

popular theory was based on the most popular definition of patient satisfaction which
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described satisfaction as the extent to which healthcare service received aligns with the
patient’s expectation of what healthcare services should involve or how it should be
delivered. Its components were also taken from all the metrics that have been introduced

by scholars as discussed already in this study.

A previous study has already identified two key aspects of patient satisfa as
consisting of human and systemic aspects. The human aspects involve the &ality of
the patient, their background, socio-economic status, health status, aﬁﬂ%\er factors that
distinguish each patient. The systemic factor includes the howi\i{%&tﬁp, the facility, its

operational standards, and others related exclusively to theé&al beyond the control of

Q

the patient. The healthcare personnel, though huﬁe;@an be grouped with the system
et1

because their actions and decisions are thec% y within the bounds allowed and

approved by the hospital®’. before the(de\%'b

difficulty in making these distinctio@

Due to their complexity, eacwtric for measuring satisfaction often falls into varying

ent of the theory, scholars often face

positions in the hierar .\importance. Health information and responsiveness, for
example, may be%ged to be core safety requirements of patients, while friendliness
could be_re %i to as a need for love; respect and patient participation in decision-
maki uld be envisioned as needs for esteem. This could explain why some scholars
have ‘attempted to use Maslow’s theory to measure patients’ satisfaction. However,
scholars argued that the hierarchy of needs described human needs as an end in itself. As
a result, it has been suggested that patient satisfaction with the healthcare system, should

be seen as a process rather than an outcome. This will rectify the inherent limitation in the

majority of patient satisfaction instruments that appeared to measure patients' perception
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of certain pre-designed parameters at certain points in time. The correct way, as
recommended by scholars is to move from measuring patients' experiences as allowed by

most of the current research instruments to a measurement of satisfaction.

There is a general warning among scholars in recent times that most of the studies
conducted on patient satisfaction as a window into the habits of healthcare proxﬁ@nd
their clients should be interpreted cautiously by practitioners. The predic}ingu&le of the
results is believed to be methodologically weak because most ‘%} satisfaction
instruments can only give cross-sectional data on criteria,'a\‘@saaicipants in most
retrospective studies were self-*!. Future research should p:?;@e attention to addressing
issues of validity, reliability, and bias. According }sent study, there is a high degree
ES

of congruence between different areas o ‘% ne about the characteristics that
c

contribute to patient happiness. Althougel)%\

the factors that predict patient sat1sf(ab' vary considerably from field to field*?.

re is thought of as a wide environment,

This is why the consonance M of patient satisfaction is considered most appropriate
as it is based on two ma@wtmcts patients’ care expectations and individualized care.
The care expecta@ 1s measured by technical care, interaction or support care, and
information Q Individualized care examined the factors that are peculiar to each
pati @:h as patients’ clinical situation, personal life situation, and decision control
over Care. As can be seen, patients’ care expectations rest on the service pattern in
hospitals while individualized care focuses on how that service was adapted to each

patient.
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2.1.2 The Concept of Waiting Time in Hospitals

The concept of waiting time was derived from the service industry, particularly by
marketers selling various consumer goods. Scholars in the field of marketing studies
have focused on how to eliminate or reduce the lag between the time a customer demand
a product or service and the actual time they receive the service®>. The attentiok%gl to
waiting time in the business world was in other to optimize sales and gn &Gstomer
retention through customer satisfaction: Indeed a scholar in the field ‘o‘%}agement was
the first to outline a conceptual framework to identify waitin)&%’ ‘s one of the key

factors affecting customer satisfaction®*. This model was Q‘)&?@ accepted because of its

Q

strong face validity. The model on waiting time'@@osed of eight constructs and it
es':

was referred to as "the psychology of waiting li This model has been tested to good

effect by several scholars in the field of @ nt and beyond?> 3637,

The eight assumptions of waitin as outlined by scholars include the following;
when people have to wait Wt doing anything, the waiting time feels longer than
when they are occupie@v?aiting before the process starts often feels longer than in-
process waitin%.\‘ dition, it is theorized that anxious people usually perceive the
waiting ti Q)e longer, uncertain waits seem longer than certain waits; unexplained
wali longer than explained waits. Also, when the queue management seems unfair,
the wditing seems longer than when it is seen to be fair; the more valuable the service, the

longer people are willing to wait, and waiting alone usually feels longer than waiting in

group,
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To account for changes in the service sector and the fact that other factors may influence
customers' impressions of wait times, researchers have broadened the assumptions
guiding waiting time in service organizations, including hospitals. Some researchers have
proposed that sick people have an exaggerated sense of how long they have to wait in line
compared to healthy people. Also, it seems that first-time or infrequent patients have to
wait longer than regular patients do. The length of the line and the numb %eople
waiting behind a given individual may also affect how long they fe@@@ to wait.
How quickly people in a queue move, and how interested ;hg&eﬁin the distraction
. A
activity*®. »&%
o
There are four dimensions to waiting time, acc r@ the literature on the service
industry. These dimensions are objective, subjective, mental, and affective dimensions.
S

The actual amount of time a customer [esg\}ﬁ

of the wait time's objective nature. {,@bj ective dimension is the most accurate aspect of

before being served is a good indicator

the waiting time. When a pa(ﬁ{[ga): to wait for hours instead of the suggested 15 or 30-
minute wait period, in t spitals before being admitted to, it is easily judged as a long
waiting time. Th@ti e dimension can therefore be quantified and independently

evaluated. é\ﬁot so for the subjective dimension.

Th @ner’s impression of their own wait time, which is affected by both cognitive
biases and external cues, is the subjective part of waiting time. Some patients are aware
of what is obtainable in other hospitals or other countries and thus able to determine when
the wait is becoming longer than usual. These patients are more likely to complain of
long waiting. On the other hand, there may be some patients who are used to long waiting

times and have come to accept it as the norm. these two categories of patients would
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judge waiting time differently. It will also have different effects on their level of
satisfaction with healthcare. Multiple wait-time perception studies support this. The
mental component of waiting is the customer's perception of the waiting time in terms of
how short or long they find it to be. Emotional reactions to waiting, such as boredom,
stress, aggravation, and happiness, make up the affective dimension. . (b‘
The concept of waiting time has also been found relevant in the healthcare Q%g}nce it
has been regarded as a service that is often run to achieve both finan \nd other non-
monetary gains such as a healthy public and a productive workf\a{’%)ﬂq the modern era,
mapping the process of care is a significant step in the dir@fﬁgﬁ? of the present emphasis
on increasing quality outpatient service delivery, s@y in public health facilities®.
Efficiency and effectiveness are now seen as key ‘mgredients in the health sector which

means that patients, who are now regar@u omers or clients, should be attended to

as quickly and effectively as possible\This is why healthcare facilities are now concerned
about waiting time. \)Q)

As it is in other sectors,@% hardly any ambiguity in the conceptualization of waiting
time. Waiting tinQiijocused on the patients although it should probably have been
directed at ‘@ors’ to encompass relatives and others who accompany patients to
recei %atment in hospitals. According to the WHO, "The time it takes for a patient to
go from entering an outpatient clinic to leaving the OutPatient Department" is the
accepted definition of the waiting time in the health sector®’. At the most granular level,
waiting time for a patient has been described as the entire amount of time it takes from

the time they check in until they leave the hospital after having been examined and

having their medical history and symptoms investigated by various medical personnel.
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Waiting time is also defined as the time taken from a patient's arrival at the clinic until
the moment they leave having met their purpose of coming to the health facility*'. In
other words, waiting time is the period that the patient must wait before receiving the
service expected from the health facility. While waiting time is usually measured in

minutes, researchers also introduced another dimension to the conceptualization,, (b‘

'&t of the

health facility’s adequacy relative to the customer's expectations“z.‘% suggests that

Scholars claimed that waiting time is best understood as an objective agse

what constitutes a long waiting time differs in each context\‘@s'ény establishment
attending to a large number of people, there is often the cé%or patients to wait for a

while before they are attended to. Waiting is an ﬁ;;@e part of receiving medical care,

and it occurs at every stage: patient registratk% lar doctor's visit, emergency room
cs,

treatment, laboratory/diagnostic tests, p(oce%}(

tests. One of the most annoying avoidable things about the healthcare system

and receiving the results of numerous

globally is waiting times. Inﬁing%ealthcare systems, patient waiting times for elective
care are seen as a major A Since they slow down the flow of patients*. A study found
that even for non@%n y services, excessive waiting times reduced the likelihood of

receiving e@(ﬁptly across Australia's public health systems**,

Th @amount of time a patient waited in this trial was calculated by adding the
waiting times of each section together. In hospitals, patients often have to wait for long
periods before they receive care from medical staff. Health outcomes are thought to be
severely impacted by delays in diagnosis and treatment and there may also be
unanticipated financial consequences for individuals and the public health system *5 46,

Waiting time is an important health service aspect for establishing a positive patient
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experience following an encounter with outpatient services since it is a major factor
impacting the experience and happiness of patients in various healthcare delivery settings.
10 Patients' future healthcare utilization, compliance with current management,
continuity of care, and the overall efficacy of health interventions are all influenced by

their post-contact experience, so making sure they have a good one is crucial'!>'2,

However, the "optimal" waiting and consultation time is not yet clearly gst % Asa
result, it is critical to establish limits on both durations beyond whichﬁ%}e meaningful
changes in patients' happiness may be made. Decisions in healt\k@g?ntail questions of
life and death and should be afforded a special position c@?\%d to other social issues,
thus it's important to clear up any confusion about :@,Ashould make the call on when
waiting times have become unacceptable. As a result, there needs to be a unified front
from frontline healthcare workers and@i}ihent to policymakers and the judicial

system when it comes to determini long patients must wait to receive treatment.

Q

Two main issues are controversidl about waiting time; what is the ideal or benchmark
waiting time and, wher ﬁ%ﬂ“‘[o start calculating waiting time? A scholar submitted that
the maximum wa@'g time should not exceed 15 minutes despite admitting that many
individu @ wait excessively long to obtain the attention they need at emergency

depaxd @
\)

30 mihutes of waiting as patients are more likely to get frustrated beyond this point. The

ts. In another study, it was suggested that a patient must not endure more than

thirty-minute rule was also endorsed by the French Institute of Medicine which
recommended that at least 90% of patients should be seen within 30 minutes of their

planned appointment time. The fifteen-minute waiting time limit had no backers and even
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the thirty-minute window has been criticized as impossible for even hospitals in advanced

countries’.

Scholars have described the 30-minute waiting time target as difficult to achieve,
especially for overcrowded public hospitals and there's evidence to support this claim
because the ability of patients to move freely around a healthcare facility is kK% as
"patient flow," and it is one indicator of the quality of care offered to _pa%&Paﬁent
flow is the extent to which a healthcare system meets the needs of pat@a timely and
effective manner as they progress through different treatment® @3@’. Research shows
that in most poor nations, hospital patients wait anywhere@ two to four hours in the

outpatient section before even seeing a doctor. v@;@ported that the waiting time in

Saudi Arabia is 37 minutes, in Malaysia, it ng 1 of 104.1 minutes of waiting time,
w hile in Nigeria, it is an average of 173(mir‘1§s.

Wait times for outpatient care i&rian hospitals have been examined in several
studies. Long wait times weMnd in studies conducted in different parts of Nigeria,
including Abuja, Ibada@gpoto, and Benin, highlighting the need for measures to
improve patient va)Qnanagement and the quality of outpatient care. Patient wait times
are signific @ correlated with access, utilization, and retention of health services.
Despi e@is, waiting is often the norm in healthcare facilities. The concept of a "waiting
list" has indeed become standard practice in hospitals and other medical facilities.
Nonetheless, all of these are still regarded as having a problem of patient overcrowding,

particularly public hospitals®°.
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The issue of growing waiting times is not unique to developing or poor countries as
revealed in a study that surveyed hospitals in five countries. It was found that patients in
Canada, the United Kingdom, and the United States waited an average of two hours or
more for treatment’!. The majority of patient's time at a Hong Kong public hospital
reportedly spent 82% of their time in health facilities in the waiting room>2. Mgaqig}ile
hospital patients in Britain are supposed to wait no more than 30 mlnutes as @&d in the
Patient's Charter, but the reality on the ground is that they wait far 1 QQ‘[hat This
is especially true for patients accessing governments’ subsidjz althcare facilities™?.

Long waiting time has led to the institutionalization of the wa@ list.

A waiting list is a list of people who need to be&\n@t to the hospital, but who had to

wait, mostly in their own homes because there are“no beds available right now. These
people will be invited to the hospital w@) s become available because other patients
have been discharged or because t@s a known demand for their services. Another
type of waiting list also ex1§1§\}6utpatlents In hospitals, outpatients who need to be
seen for evaluation or t ént but who are not experiencing an emergency are placed
on a waiting list.Q@at is utilized to move patients through the correct evaluation,

selection@ﬂission processes, preventing any from being overlooked or sent to the

wrong f the hospital. Insight about the utilization and necessity of healthcare

facilitiés can be gleaned from such an analysis®*.

Patients on waiting lists come from a wide variety of categories and represent a wide
range of treatment progress. The waiting lists could be subdivided into a small number of
smaller lists to make clinical and administrative management easier. In addition, they

facilitate the routine review and evaluation of admitted patients, and they make it easier
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for hospital and clinical administrators to obtain management information and statistical
data>. The genuine picture of bed requests is known, and the medical staff committee is

notified of the need for admissions in each department.

Multiple metrics have been used to examine patients' happiness with various facets of the
waiting room experience. Subjective estimates of waiting time have been ana by
researchers>®. Furthermore, the researcher contrasted the effect of wai;in%%ﬂ% to the
effect of disconfirmation as a measure of satisfaction. The researche@‘@ interested in
quantifying mental processes on a personal, emotional, and inteb{i’ al'level. In addition

to cognitive and affective assessments, another researcheqﬁ)&p%ed at 25 subjective and

objective factors affecting patients’ perception of a@qime.

The correlation between waiting time and.pauﬁ satisfaction is significant, according to
all research. A lot of studies had looke®w customers felt about their wait times to
determine how much waiting time ly affected their satisfaction. On the other hand,
research that compared rep}@) wait times to real ones found that estimates were
dependent on objectiva@sares of time*’. A group of scholars discovered that the

N

greatest disparity Qtyeen patient expectation and perception was the clinic waiting time,
demonstnt@ significance of understanding this discrepancy.

T of time a patient has to wait before receiving care can be a proxy for how
happy they are with the service they receive, how efficient their managers are, and how
fairly they are treated. It's also used as a yardstick of sorts to evaluate how well a given
hospital division and its staff are doing in terms of providing quality care. Triaging

patients into urgent, non-urgent, and routine categories by healthcare providers based on
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the severity of illness and other factors that determine the priority of access to specialist
care and, consequently, the length of time the patient must wait to see that specialist has
become increasingly necessary as healthcare spending and service provision have

increased.>®

While many hospitals seem unable to find a quick and permanent solution to the‘i@s of
waiting time, it is an issue that has been linked to negative health outc g}nd low
patient satisfaction. Patient satisfaction drops as a result of long wai \s or medical
care, and patients may even leave the hospital without bein)&%%srﬁhed by a doctor.
Patients' discontent, discomfort, and suffering can be exac@ by this, and it can even
endanger their lives. Healthcare outcomes may be q@y impacted if patients have to
wait longer to obtain treatment due to bottlen é the system. According to a recent
study conducted at a Ugandan pul{éj})ﬁ tal’s outpatient departments, patient
satisfaction with waiting time is s@cantly correlated with patient satisfaction with
outpatient services as a whol@at this implies is that, once patients are made to wait
for a long period of tim “would have already formed a negative perception that even
a high-quality sen@:&)y ealth practitioners may not be able to dispel. Indeed, when
patients ha t@ t three hours for a consultation that lasts for five or ten minutes, it is

likel t@c ase their level of satisfaction.

Numetous studies have focused on decreasing outpatient waiting times because both wait
and treatment durations are typically seen as measures of service quality®®,®!. However,
despite the importance placed on measuring how long patients wait and examining any
empirical correlations with patient waiting time for outpatient care, little research has

been conducted in these areas.
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Overcrowding in the waiting area is both a nuisance to patients and a nuisance to hospital
staff when waiting times are excessively long. Scholars report that patient satisfaction
drops significantly when waiting times are long. Patients often reported feeling
overwhelmed by the number of people at the outpatient clinics of Malaysian public
hospitals, demonstrating that this is not an exceptional occurrence. Waiting tine is
common in various hospitals around the world. What is also common is.that @'S&hospital
with the longest waiting time are public hospitals where the services%\e 1ally free.

The majority of low-income citizens who cannot afford other K ita]s flock to public
hospitals. @
Wait times in clinics can be further extended by le d intricate work processes and

excessive duplication of testing. For instance, % f the common practices in hospitals
that have been identified as contributin@

doctors, a large number of pat1e(1¥§mvmg at the same time, ineffective record-

ts” waiting time include; late arrival of

management practice that m 1fﬁcult to quickly retrieve patients’ files, and doctors
who spend longer time lecessary in consultation with patients®®. Also, shortage of
doctors and nurs@gc of efficient diagnostic facilities, a large number of patients
shortage }@ al beds and administrative services Consultant practices of patient
"recycl'@" ave been linked to inefficiencies in outpatient clinics by reducing the
capa to see new patients. Numerous countries, including the United Kingdom,
Belgium, Malaysia, the United States, China, and others, have conducted research on the
prevalence of long wait times in public healthcare facilities. It is possible to draw the
following conclusions from a review of the literature on the topic of healthcare waiting

times: Poor work attitude of employees; erratic patient sequencing; understaffing;
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insufficient management and support; Inadequate facilities, along with improper facility

design.

There's a tremendous gap between public and private healthcare, with private hospitals
charging ten times as much as public ones. The elements influencing patient attendance at
public hospitals are due to waiting times. Overcrowding in many public hos is
worsened by the fact that they mostly serve people with lower incomes an &mment
employees. Many governments and health authorities across the wo \p asizes the
importance of ensuring that everyone has an equal opportuni@r@ach their optimal
health status. In order to ensure access to healthcare, many é@%men‘[s around the world
often offer significantly subsidized public health r@tems as part of a program that
prioritizes those with lower incomes. That's why majority of people who use public

L ]
hospitals as their primary care providers(are% ower socioeconomic groups®:.

In some cases, patients' frustration&\ excessive wait times has manifested itself in
outbursts of verbal anger dirwt nurses or clinic receptionists. Research conducted in
Malaysian public hospi %and a strong association between patient satisfaction with
their wait time anQ}pir overall experience as an outpatient. While studies have shown a
correlati en wait times and patient satisfaction, another scholar argued that
waiti es have an effect similar to that of a price on external customers. This means
that consumers are made aware of the monetary and time costs associated with various
actions, and respond accordingly. Therefore, even in situations where there is monopoly
control over customers, such as in a hospital emergency room, there may be alterations in
behaviour, such as long delays forcing patients to seek an outpatient facility or private

practitioner. Long wait times have been linked to a variety of causes. The healthcare
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industry is hampered by a system that is overburdened with patients, understaffed, and

equipped with antiquated technology®*.

Given the impact of waiting time on healthcare delivery, especially its contribution to
patients’ satisfaction or dissatisfaction, scholars in the medical profession have been
exploring several strategies that can be used in reducing waiting time or,* @ast,
mitigating its effect on patients’ satisfaction. As the concern for waiti me was
developed from the business sector, it is also logical that health pracf%\rs would look
at various initiatives and strategies that have been proposed by@galers from various
other fields in other to find a solution to the issue of long \%@ periods. Some scholars

have suggested that hospitals should start with the a®

The development of standardized systems fof\monitoring and reporting wait times is
recommended. These scholars have re@n}énded that hospitals should keep accurate
records of how long each patien to wait, how many patients are waiting at a
particular period, and how rer the patients considered their waiting time to be too
long. This is expected 4ng)?rn the hospital whether there is a ‘waiting time crisis’ and
severe or mild it @athematical modelling, survey research, patient flow analysis, and
computer,si @ion modelling are some of the suggestions that have been made as a way
to @ne the length of waiting time in hospitals and other service entities. While the
use of'technology and scientific methods are desirable, each hospital has to conceptualise

and measure its patients’ waiting time according to its peculiarities.

Hospitals are enjoined to develop a consistent technique for defining "time on"; that is

when a patient should be regarded as waiting. Or, in a clearer terms, when should the
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hospital accept that a patient has joined the queue? Some scholars have suggested that
waiting time for some patients starts from the moment they leave their homes to go to the
hospital. for example, if this is considered, patients who visited the hospital from remote
places such as villages and satellite towns may be given priority in service considering
that they had already spent hours in transit before getting to the hospitals. While this
seems logical, it is not always practical and such not widely used. Another cc@ﬁeration
or clarification that must be made is that does the waiting time stz%h& e patient
arrivesat the hospital or from when they get in contact with ;hg\ﬁﬁ'hospital personnel
such as record managers who put them on the list of patienté) Qc&reated for the day. The

creation of the waiting list is seen as an effective tool fa@anaging waiting time®.

S

The waiting list should consist of pertinent i ogtion such as time of arrival, health
condition, age, and other relevant info@‘&' eful to the hospital management. This
list should then be continuously tored to ensure that patients are adequately
prioritized and that those w nQ'fonger need to be on lists are removed. Time spent
waiting for the treatme afly kind, from referral to specialist to treatment, should be
monitored closely, It should also be feasible to identify and quantify the following the
total amou @w spent waiting between when the patient arrived or is referred to the
hospita@n when the examination begins. The evaluation should also look at the
dura of the consultation, beginning at the time the consultation begins and ending
when the consultation is over (the consultation may take several appointments and
investigations). The evaluation should also include the sum of time spent waiting from

the conclusion of the examination to the beginning of treatment. Having all these
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information is expected to be of immense help to hospitals in determining the level of

waiting time, its causes and how to tackle it®®.

No patients would relish having to wait too long for treatment, but this issue can be
greatly mitigated with effective management. However, scholars have observed that
waiting time may not be eliminated with a stroke of the pen. As a result, hospital uld
also develop strategies to ensure that they manage all four dimensions of wai '&time SO
that patients’ satisfaction is not adversely affected. This approach‘%\adopted by a
Cleveland Clinic when it discovered that long wait times wd?*\’ '\primary cause of
patients' dissatisfaction. The hospital found that patients ca%@more about open lines of
communication between doctors and their patients I@ponse, the hospital mandated all
hospital personnel, irrespective of rank or oc‘(%a ion to engage with patients in casual

conversation while they waited for treat@nj&[‘h

patients are been attended to. Th@nagement of the hospital was working on the

was expected to create the illusion that

assumption that patients wouﬁﬂé"he interaction with the hospital personnel as part of

service delivery. @'\

Patient wait time@}ospitals are commonly cited as a reason for the growing demand
for more @1‘[ healthcare delivery in Nigeria. Long wait times to see a doctor are
co in Nigeria, as they are in many impoverished nations. This is a common
occurrence in healthcare systems that do not require patients to schedule appointments in

advance and where medical professionals are scarce.

Sometimes a patient's expectation before or during contact with care providers is linked

to that patient's experience with healthcare services. This way, patients may be more
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content after receiving their outpatient treatments quickly’. Patient happiness is often
examined via the lens of the "value expectancy,""fulfillment," or "discrepancy" models,
all of which point to the role of expectation in addition to the possibility that it is a
reflection of the patients' experiences 8 Understandably, issues at either the patient or the

health care level might have an impact on both patient happiness and experience, (b‘

A majority of Nigeria's general outpatient clinics do not offer time-specific tments.
Therefore, people seeking outpatient care get to the hospital or clin‘@ﬂ and early,
with the vast majority arriving around the same time. These caﬂ\&k’%ﬁ/als often have to
wait for the doctor's office to open before requesting an ap%@ent. Because doctors are

often being swamped with patients, lengthier vwa'@@g or patients are an unintended

side effect of delayed consultation start times:>

Several studies have attempted to c@r refute Master’s hypothesis regarding
customer satisfaction with waitin% in the service industry. These studies have taken
a variety of approaches, inclquamining the relationship between shifts in customers'
perceptions of waiting titae Rd overall satisfaction, examining the various components
of Master’s hypot signd analyzing the discrepancy between expected and experienced
wait times. @althcare, where quick response is essential for happy patients and their
famili Qesearchers found that time was the most important factor. The length of time a

patient has to waited before being seen is widely acknowledged as a significant

contributor to their overall experience.

One of the strategies that have been applied to manage waiting time is the queuing theory.

However, in term of concrete efforts to reduce waiting times, scholars have
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recommended the queue theory. Some academics, have proposed utilizing computer
simulation as an operational research method to optimize clinic waiting times. A
quantitative approach to waiting time has been echoed by researchers who proposed a
queuing model to decrease ER wait times by dividing patients into four groups based on
their level of urgency®’. The use of computer simulation for queue manag,enzg in

outpatient departments of public hospitals was proposed by researchers in Ho ng .

The Queuing theory is a model used to manage waiting time in‘%&ien‘[ clinical
situations. The model recognizes that waiting is the most diffm@iﬁé to do under any

circumstance, particularly when it is to access healthcare s@ig%s. The theory is made up

D

of four sub-constructs namely; arrival patterns, s%g;@;tterns, the cap ity of the hospital,
u

and queue discipline.®® Patient arrival pattern f the manner in which they arrive in

the hospital. This arrival pattern has thrge &r ; the number of patients arriving at the

same time, the interval between ea&b@rival, and behavior of patients on arrival in the

hospital. \)Q)

Patients could arrive in ﬁsa?ly orin a group. In some hospitals, one patient arrives and
they are already Qe,rﬂ%d to before another one arrives while in others, many patients
arrive at the %e time. The second aspect is also concerned with the time gap between
the i@ of each patient or group of patients. Scholars observed that patients’ arrival
patterni is often random. So while it can be forecasted, it is difficult to accurately predict
the number that will arrive at a given period or when exactly another batch will arrive.
The arrival pattern also covers the behavior on arrival. Some patients may decide no tot
be willing to queue; some may get tired of the queue and leave while some may try to

find a short queue or one that is moving faster than their current one. All of these affect
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the waiting time and the attitude of patients towards it. The arrival pattern directly affects

the service pattern.

Service pattern in the queuing theory is the manner in which the patients are attended to
in the hospital and the process they have to go through to obtain the services they need.
Service pattern has to do with the number of health personnel attending to paﬁ@nd

N

the number of service points each patient has to go through. For insta,nc%g service
s bay,

D

point in a typical hospital may include, registration, vital sign check, doctor
consultation, etc. Both the number of ‘servers’ and the sewicepé@sa'r\a interwoven. For
instance, when there is enough staff at the registry atte@é’ to the patients, enough
nurses taking vital signs, and enough doctors to h@several patients can be routed at

once, the queue may move faster and the waitimg“time reduces. How this affects the
individual patient however depends on t§e c&e iscipline.

Queue discipline is the rule follow@ the hospital in attending to people in the queue.
The most popular queue discw is the first come, first serve model. There is also the
priority model in whi %jgnts are attended to from the queue independent of their
arrival times. HOSQ%‘S can decide to attend to patients based on the severity or nature of
their ailmen %is operates in two forms; the preemptive and non-preemptive approach.
In mptive case, patients, such as women in labour, accident victims or those at
critical conditions can be given priority and allowed to go to the head of the queue and be
attended to immediately. In the non- preemptive case, elderly patients can be allowed to
move to the head of the queue but they cannot be attended to until the first patient they

met in the queue is done even if such patient is not high priority.
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There are different queuing systems to satisfy whichever approach is by the hospital.

There is the single server, single queue; single queue, multiple server and multiple queues,

and multiple server models of queue discipline. Whichever queueing approach is adopted

has impacted the waiting time consequently on patients’ satisfaction with healthcare.

However, apart from waiting time, continuity of care is another factor that Qa\n(gfect
S

N7

2.1.3 Concept of Continuity of Care in Hospitals ‘%\

N

Health services researchers often use the term "continuity. @e" to refer to the

patients’ satisfaction.

relationships between patients and doctors that are cprﬁ@ and coordinated over the
course of time and in different care environments: @rm "continuity of care" refers to
the degree to which a single patient mainteii@sistent contact with the same healthcare
provider over time. In this sense, the ca@%der may be a hospital or a single general
practitioner. A renowned medical s also defined continuity of care as the number of
times a patient visits a givenMr within a given time frame. It is commonly regarded
as a central value of p %Qre in primary care medicine, and it is typically defined as
an ongoing relatigsyip between a patient and a single physician outside of a specific
incident 9@

Thi s that continuity of care is the practice of patients staying with one doctor or
the same set of healthcare providers over a long period of time. They go to this for any
type of ailment and listen to them for medical advice. This is seen as the best way to
promote "more effective dialogue, steadfast trust, and unwavering accountability"”’. A

patient's ongoing relationship with a provider, medical clinic, primary care physician, or
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other healthcare organization is the foundation of continuity of care. Having a single
point of contact for all of a person's healthcare needs may improve health outcomes for
those who stick with the same primary care physician over time. This metric takes into
account both the average and median ambulatory visits made to each family doctor by
employing a weighted index. .
O

The number of providers treating a patient and the proportion of care proyi '%\y each
provider must be documented, so-called Continuity of Care ﬁ%}s (COCI) is
constructed for this purpose. Scores can be anywhere from\\i’ﬂé?t'l\y greater than 0
(indicating multiple providers were consulted) to a maxim@vcf)l. (all visits made to the
same provider). This indicator is particularly impo a@studies because it tracks patient
contact with healthcare professionals outside o aﬁpital or clinic setting. Depending on

the goals and scale of the study, Contin@éc e can be assessed for a single doctor, a
group of doctors, a primary care phz@m, or a clinic’!.

To scholars who view continu Qfé care as the fidelity of patients to a set of healthcare
providers, two conditio@s? be satisfied for the concept of "continuity" to be viable a
provider(s) must Ve%;clusive access to a patient, and this attention is maintained over
time. Thig 1 g:rstandable because “when a patient keeps going back to the same doctor,
tha r can gradually refine and implement a treatment strategy tailored to the
patient's needs. This possibility is lost when a patient sees multiple doctors, increasing the
difficulty of implementing a holistic treatment strategy that addresses multiple problems ".
In order to estimate the reliability of home health care services, researchers use a formula

originally designed to model the dispersion of patient-provider contact across multiple

settings. In comparison to other quantitative indicators of continuity of care, this measure
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is superior because it considers the total number of interactions, the number of

interactions with each provider, and the total number of providers’'.

For each patient, the Continuity of Care Index (COCI) details how many different doctors
have treated them and what percentage of their overall care has come from each doctor.
The index is customized for each patient by dividing the sum of all doctor visit, the
number of visits to any given doctor. This index takes into account the aver '&mber of
ambulatory visits per doctor as well as the variation in those visits. V%: for the index
are between +1 (many visits to different doctors) and -1 (no \ﬂi@);ﬁdoctor) (all visits
made to the same physician)®®. Available studies have als%&agested that continuity of
care should not be limited to the use of a single %@Sﬁ provider by the patient but the

level of coordination that exists in ensure that the ent receives the diverse care needed

to achieve the desired outcome. In pati@, here is a concept which described this

process. It is referred to as transitio?ﬁéﬂre.

When a patient changes from care setting or provider to another, this is known as a
transition of care (TO %}1? defined as such by the Centers for Medicare & Medicaid
Services (CMS 72QFjere are many reasons why this may happen. The transition of care
may occ @within the same hospital such as when a patient is moved out intensive
car @ general ward with its own set of medical personnel. The patients may also be
discharged to continue their convalescence at home under the care of nurses and other
medical practitioners. It may also happen that the patient moves to another hospital to
secure better treatment or moved out of a particular location. These reasons are numerous
but the most important concern of continuity of care is that the most effective course of

treatment is maintained across various practitioners who have to deal with the patient.
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The reality of care is that a patient is likely to be seen by different practitioners in the
course of diagnoses and treatment. The patient therefore, moves from one practitioner to
another until his/her problem is solved. Because healthcare service delivery is often a
team effort and patients’ treatment often require the inputs of different units in a hospital
or even different hospitals in different geographical location, continuity of care,ha(sbb‘een
expanded beyond a patient sticking to one doctor or nurses. This is w @ three
dimensions of continuity of care have become more significant. The%}dl ension of
continuity of care is information continuity. It involves the use, o@v'ﬁpus health records
of the patients to ensure that they continue to receive appro&:%%}eatment even when the
doctors or nurses change or when they move from.(a@department in the hospital to
another. Information continuity is essential for healthcare professionals in order for them
to have sufficient knowledge and in . \{% about a patient to best apply their

professional competence and the con@nce that their care inputs will be recognized and

pursued by other providers. \)Q)(b

Information continuity i$“made possible by effective health information management
system. Scholars @Qp rted that, for effective transition of care, medical professionals,
patients, a @ﬂy members all need to work together to make a smooth transition.
Oftenti@s, atients' records do not follow them from one care facility to another. Many
do@ and nurses don't know what happens to their patients when they move from one
care facility to another unless they work in a closed health system. Since many facilities
and institutions are not linked to one another, information is shared slowly and
inaccurately. Unfortunately, around 60% of all medication errors occur during transition

73,74

of care’>"*. This is because poor communication occurs during TOC which is often the
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cause of about half of all hospital-related medication errors and one in five adverse drug

events’>.

Proper record management practice and effective information sharing process enhance
information continuity in hospitals and contribute to patients’ satisfaction. Patients
information such as lab results, prescription, treatment history, existing condﬁi@etc.
should be accessible to relevant units in the hospital so that patients will no Sked the
same set of questions after each change of shift or when accessing se‘%s from various
units of the hospital. information continuity also applies to disc 'batients who need
continuous treatment at home or need some period %cuperation. Information
continuity allow their families or home care nurse @v how to deal with the patient
to ensure that they are properly healed. Information~eontinuity is very essential to another

dimension of continuity which is manageme'hg ofitinuity.

Management continuity refers to cq@ént and coherent approach to the management of
a health condition that is resNe to the changing needs of patients. It means that the
course of treatment is n@ygssarily altered when a new set of healthcare professionals
take over a patien nQeed, the concept of continuity of care arose because of the fact that
patients ma e to be attended to by different health professionals. Continuity of care
the @focus on providing the patient with a coherent, connected, and consistent
medical care that leads to the most desired outcome. Management continuity is often

essential in the treatment of patients with chronic ailments such as HIV, diabetes or

cancer.
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Such patients need prolonged care and may have to receive care from various expert over
a long period of time. Management continuity therefore ensures that healthcare providers
share among themselves, the treatment plans or care protocols for each patients in order
to provide a sense of predictability and assurance for in the course of treatment for both
the patient and the healthcare professional. Management continuity can also exgan@btfrom
information sharing among doctors and health professional to include o@service
providers. For instance, in mental health care, doctors often facilita }XS o a broad
range of services aiming at improving the mental health of thqig@&en)ts. These services
providers are guided to deal with the patients in a way @%}ent with their existing

treatment plans to ensure that all the varied approacheé@k together to the benefit of the

patient. However, management continuity also e passes flexibility and adaptation of

care. Q.j\\a

Management continuity provides a ’@eye view of the treatment regime as well as the
patient’s characteristics. Thi&%fe the healthcare provider to identify when changes
need to be made or the 1ent needs to be adapted to match emerging changes in the
patient. Flexibilit@p ng care to changes in an individual’s needs and circumstances
is an impo ect of management continuity. Some scholar has however pointed out
that mﬁge ent continuity is more of care coordination than continuity of care’®. No
me@the perspective, management coordination is focused on consistent and timely
coordination of health care service delivery. When care is long term, both consistency
and flexibility are critical for management continuity. Aspect where consistency rather

than flexibility is essential is relational continuity.
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Relational continuity is the dimension of continuity of care that covers the continuous
treatment relationship between a patient and a set of health professionals or a single
hospital. Relational continuity enables healthcare providers to connect the past to the
present in order to chart a course for future treatment. Example of patients who need
relational continuity are pregnant women and infants. It is important that these qat?gries
of patient have stability in their treatment. That is why it is essential for pre %w\omen
to register for ante-natal treatment in a particular hospital so that th@%%s of health

professionals who have come to develop great understanding of nborn fetus and the

mother. Relational continuity is also applicable to people Q]:Q%\ home care and people

In line with this, relational continuity of care is alSe“described as longitudinal continuity

who have appointed a family physician.

as it encompasses a long-term relations@%f en patients and healthcare professional.
It means that patients stick to ?.é'énealthcare professional or one health facility.
Thusrelational continuity 'dsQ%)n the relationship between patients and health
professionals to create nSe of predictability and coherence. Relational continuity

interventions usu llyge to the strength of interpersonal relationships including the

level of )\{cation, comfort, trust and belief between patients and healthcare
89

providf@

Sc&s also distinguishes relational continuity, which is the continuity of relationships
between providers, from information continuity which represents the continuity of shared
information between providers and "management continuity", that is continuity of
oversight and direction aimed at achieving a consistent approach across providers.

Though interpersonal continuity which means developing a reciprocal trusting connection
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with a single doctor or healthcare team, is essential for true relational continuity,
longitudinal continuity, that is, continuously visiting the same doctor, is commonly
employed as an alternative. In the modern setting, it is more feasible to provide small

practice teams that try to assure continuity by employing more than one clinician at a

time”’. . (b‘

Although not all patients seek relational continuity, studies demonstrate, t Q')&{\highly
appreciated by some subsets of patients and may improve results. De@us, the rate of
relational continuity has been reducing even in the western wds@&u'é to a shortage of
primary care physicians, a greater volume of work, greate%&%’%lexity, and policies that
value convenience above reliability’®°. Primary ¢ re@works, e-consultations, and task-
shifting to free up health professionals’ time are onby some of the new forms of primary

care that have been pushed by the N ongyTerm Plan in order to address the workload

HS
challenge®?. (b'iél

The consistency of relationships’ will be impacted by all of these factors. Finding
solutions to preserve tl@e?its that patients connect with relational continuity within
the context of th@gent healthcare system requires first identifying the benefits that
patients i @' relational continuity. An initial step in this direction is to identify the
fac @t influence primary care patient satisfaction. Provider behaviour (such as
technical care, interpersonal care, and patient-centeredness), care organization and

delivery (such as access and continuity), and patient outcomes are all ways in which these

qualities have been articulated®’.
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Studies have been conducted to determine which features are most preferred by patients.
Although results have been inconsistent, some studies have demonstrated that patients
value the qualities of GP behaviour more than organizational aspects. Patients'
perceptions of their primary care physicians' (PCPs') qualities and actions, as aided by
continuity of care, have been the subject of few qualitative studies. An analysis ef this

kind can do two important things: pinpoint the ways in which relational cont'@ (orits
1Q

lack) may impact the patient experience, and investigate how such @ pacts can
be ameliorated within a new continuity model. . \%'\

2.2 Theoretical Framework QQ')&%\

Theoretical review is an important aspect of empiri \search. It allows researchers to

examine related theories that elaborate onthe topic at hand, leading to a deeper
knowledge of the study at hand and rc@li;\\g an argument for the current investigation.
While empirical review helps the rcher clearly identify, describe, and clarify the
study variables, the theoretié&)view helps justify the current study and provide the
framework to test hypog‘@;z?nd approach the study. The theories adopted in the current

study are the consenance theory, queuing theory and continuity of care model. Together,

they provi @ﬂetrics for measuring the study variables.

Z.QQe Consonance Theory

The Consonance Theory of Patient Satisfaction by Bernardo Oliber in 2017. The theory
was produced inductively from a thorough analysis of the existing literature on the topic

of patient satisfaction with nursing care. The theory posits that patient satisfaction is
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determined by factors such as; patients’ care expectation, individualized care,
institutional quality of care, and patients’ health outcome (figure 2.1)%'. According to the
central assumption of this theory, the quality of care provided by a certain institution and
the health outcomes experienced by its patients are directly correlated with the level to
which patients are satisfied with the treatment they have received from theircgalth
information managers. In this model, both the patient and the health i ation
managers are seen as partners working together toward a commow%kxft patient's
happiness. This theory, offers a realistic framework for analyzi dyimproving health

information management in the interest of patient satlsfact10n®

Patient's Care Expectation is the level of t 1nterpers0na1/support1ve and
informational care he or she anticipates receiv Q expectation of each patient is often
based on his or her unique health care r quf%f‘%ts ideal care conception, and prior care
experiences. It means that people@ higher care expectation are more difficult to
satisfy than patients with lowﬁéé expectation irrespective of the quality of care. While
patients have care expectdtion; health information managers also have their own standard

or procedures rel@ atients’ information management. This is called individual

care in th‘%@mnce theory.

Indjvi @zed care is based on the health information manager's evaluation of each
personl's unique requirements and preferences. There are three parts to construct: the
clinical situation, or how the patient responds to the clinical aspects of their care; the
personal life situation, or the patient's history and any personal issues they may have; and
the patient's ability and willingness to exercise decisional control over their care. These

facets of individualized treatment will differ from patient to patient; therefore it is
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important to collect data and use it to ensure that each person feels that their unique needs

are being met.

Quality of care in institutions is the effectiveness of health information managers and
infrastructure in providing the needed health information management services to patients
and health professionals. It measures that service provision ability of health inf ion
managers. There are many different components, such as informqticQg;&ﬂection,
organization, management, dissemination and patient interaction. For 1 \e, the quality
of information management in a tertiary health institution @gﬂer than what is
obtainable in primary health centers. As a result, a patie@c}Po visit a primary health
centre for a condition that should be handled b§%\w health institution may not be

satisfied with the care received. A simple way.¢o determine satisfaction is health related

outcome may or may not be what the pa‘lent)\gxp cted.

The level of services provided by i\é&information managers has the greatest impact on
patients' opinions of the ho%i@l> as a whole. Health information managers providers
typically define quality@? from a technical standpoint; however, newer literature has
stressed the im o@egof the patient's perspective when evaluating quality of service. In
addition, se researchers have indicated that patients' experiences are increasingly
val %a valid measure of the quality of health services. Hospitalization experiences
have 24 significant impact on patients' perceptions of the quality of treatment they get.
Patients' perceptions of the quality of the care they receive from health information

managers and others in the hospital have been found to be a useful indication of care

outcomes.
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Evaluations of health care quality also reflect a multifaceted brew of requirements,
anticipated outcomes, and actual experiences. A patient who is happy with the care they
have received from a healthcare provider is more likely to remain loyal to that provider,
return to that healthcare provider when necessary, and refer that healthcare provider to
others. A patient who isnot getting what they need from their treatment stops it ,eaEl&and
searches elsewhere. When a patient leaves a healthcare instituti.on @%e of

dissatisfaction, the facility must replace them at their own expense. ‘%\

Health-related outcomes are the results, both positive and negz?@o? the nurse-patient

contact, with the patient's level of satisfaction wit ﬁ\%\? actual experience of

S

individualized nursing care having a significant %@ the outcome.Hospitals benefit
it

when their patients have a positive experience calth care because those patients are
more likely to follow doctors' orders anq re‘(§ﬂ endations. A dissatisfied patient, on the

other hand, is less likely to comply eir healthcare providers.

Patient satisfaction is a predict both the patient's health-related results and the quality
of care provided by th@si?ution, and it is the result of a concordance between the
patient's expectat@of care and the actual treatment received from the healthcare
provider, Ithcare provider's focus is on the patient's health and is achieved through
theiki @ction, which takes place in every culture and every healthcare system around
the globe.The nurse-patient interaction is crucial to achieving positive care outcomes
because it directly impacts patient satisfaction. When a nurse interacts with a patient, she
should work to strengthen the link between them. This will increase the patient's sense of

well-being.
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Figure 2.2: Consonance Theory Model®! Q'@ '

2.2.2 Queuing Theory . ‘%
D

The queuing theory was developed anish scholar named Agner Krarup Erlang

around 1920%. His extensive tud%%b‘f wait time in automated telephone services and his
proposals for more efficie ng;t orks were widely adopted by telephone companies. The
queuing theory in s@ e dynamics of lines and what causes them to work or not
work as intended. [tis the goal of queueing theory to analyze every aspect of waiting in
line, fro@garrival process to the service process to the number of servers to the
nu@ system spaces to the number of consumers, who can be anything from people

to data packets to cars. The queueing theory has constructs such as; arrival patterns,

service pattern, the capacity of the hospital and queue discipline.

Patients’ arrival pattern. The arrival process is mostly random and unpredictable in most

queueing scenarios, making it important to understand the probability distribution
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characterizing the intervals between patients' arrivals (inter arrival times). The Poisson
process is a typical arrival process. Whether or not patients can arrive all at once (batch or
bulk arrivals) is equally important information to have, as is the probability distribution
characterizing the batch size. The way the pattern shifts over time is also important. An
arrival pattern is stationary if it does not evolve over time. That is if a similar n,uneﬁr of
patients keep arriving at different intervals. A non stationary system is one t '%oes not
behave predictably over time. A hospital, for instance, would hav%@ationaw

arrival pattern if its patients tended to come in at a higher rate_ during the early hour than

at other times of the day. Several of the models of arriéa@em rely on an arrival
Q>

Further, understanding a patient's initial impressiow’ of the system is essential. Patients

process that remains constant throughout time®>.

have the option of waiting in the queue @1\‘}5 each the front of the line or leaving the
system if the wait time exceeds theik tolerance. A customer is said to have baulked if,
upon arrival, they opt not to@e queue. It's possible that a patient will join the line,
only to abandon it later, Of frustration. It is alleged that the patient reneged in this
situation. Patient@u gle" for position by hopping from one waiting line to another
if there a than one. All three of these scenarios involve patient who are
impatie@y aiting in lines.

Se& pattern. This can be either single or batch services. It is common to picture a
single patient being attended to by a single server, but in reality, there are many scenarios
in which multiple patients may be attended to simultaneously by a single server. The
number of patients in line for service may also affect how long each individual must wait.

If the server sees the queue growing, they may work quicker, or they may become
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irritated and provide lower-quality work. State-dependent service occurs when the level
of service provided is contingent on the current queue length. Both arrivals and services
might be time-fixed or dynamic. For instance, as knowledge is learned via experience,
services may improve in effectiveness. The time dependence is distinct from state
reliance. The first is tied to the system's age (independent of its condition), while the
\m has

second is proportional to the system's user base (regardless of how long th

been in operation). It seems to reason that a queueing system may b%kt\e stationary

nor independent of its current state. . \%'\

System capacity. There may be a hard cap on the number @%}HS that can wait in line
at any given time in some setups; when that num e@&ached, new patients are turned
away until more room is made available. That's what we call "finite queueing," when the
number of people waiting to enter the Qs.t;e;}*l fixed. Customers in a line where there
isn't enough place to wait may fi mpelled to leave if they arrive at the queue's

maximum capacity. For insté@nen the bed space available in the ward is full, or the

waiting area has reached.ifs~gapacity, the hospital may decide to turn some patients away.

Queue Disciplin(d;bcribes how those people are prioritized for service. First-come,
first-served 1 Qule (FCFS)that is often adhered to in hospitals. On the other hand, there
are@ variety of other systems to consider. A random selection for service (RSS)
draws’patients at random from the queue regardless of their order in the queue; processor
sharing (PS) allows the server to process all customers (or jobs) simultaneously but at a

slower rate on each job based on the number in the system; and so on.
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Prioritizing the needs of some clients over those of the lowest priority is a central tenet of
these methodologies. We can break priority discipline into two broad categories:
preemptive and non-preemptive. The non-preemptive scenario is when one customer has
a higher priority than another, yet the latter must be served before the former can be
served, regardless of the priority difference. In the proactive scenario, a customer(\&i}h a
higher priority is allowed to enter the service immediately upon ar.riva @&in if a
customer with a lower priority is already in service. Once the higher p@ omer has
been attended to, service to the lower priority customer will ges,&{p this preemptive

situation, the server can continue the service from the po&n}%\ere he stopped. He can
Queueing theory has many practical uses in rrigl ifferent industries. The results can be
r

utilized to enhance data network and @

service and warehouse order shippi@euing theory is a subfield of operations research

also start from the beginning.

design, as well as speed up customer

that can provide insight into«é*o design more effective and economical corporate

workflows. |
o

N
Qﬁg
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Figure 2.3: Queuing Model®? Q
2.2.3 The Continuity Model ‘\4@

The continuity model was developed y@ Bahr and Marianne Weiss in 2017 as part

of a Phd dissertation. It holds ontinuity of care has three dimensions namely

relational continuity, manzin}) continuity and informational continuity (figure 2.4) 8
'\

Care continuity i@%d

with clinicians Jgver time and across settings. When patients and doctors maintain open

hen patients actively participate in their treatment plans

lines of @L\nicaﬁon, they are better able to share relevant data in a timely manner.
M@Q\g a steady rhythm between patients and healthcare providers is crucial for
effective two-way dialogue (informational continuity) and teamwork (management
continuity). This two-way communication is mediated by health information managers
who keeps the doctor abreast of the latest about the patients and the patient abreast of

information regarding what the hospital expect from them.
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An integral part of the provider-patient dynamic, patient participation is crucial to
effective two-way dialogue and teamwork. By including the patient and family, health
information managers can ensure a smooth and successful transfer from the hospital to
home. Lack of patient and/or family participation, even in the face of the provider's
consistency, might stymie the development of a high-quality patient-provider re],at sh1p.
Within the context of a relationship with a patient, relational contlnulty . The
needs of the patient must serve as the primary focus of this therapeuti 5Qship. The
reciprocal knowing that develops between patients, familie AaRd'\nurses is a key
component of continuity of care. The process of patients ank%nlclans getting to know

one another is not always encouraged or prioritized m{% clinical setting since it needs

time, availability, sustained contact, and continuﬁ’b
ey

Relational
Continuity

+ Ongoing Patient-Provider
relationship

+ Consistency of personnel

Continuity of care

Reid R, Haggerty J,
MecKendry R. (2002)

Informational
Continuity

Management /
Coordination
Continuity

« Transfer of information

Definitions - Consistency of care

+ Accumulated

knowledge of patient + Flexibility

Figure 2.4: The Continuity of Care Model3*
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2.3.1 Waiting Time and Patients Satisfaction in Hospitals

While scholars have argued that waiting is inevitable in any situation where the available
patients are beyond the carrying capacity, patients do not always agree. The study on
waiting time has always found a correlation between waiting time and patients
satisfaction. There is evidence to suggest that waiting time can have a negative m;@,; on
patient satisfaction. A number of studies have found that longer waiti %es are
associated with lower levels of satisfaction, both for patients who ﬁ%hiting to see a
healthcare provider and for those who are waiting for a test or pr{&%sr'é to be completed.
For example, a study found that longer waiting times were ?')so,cc‘?ated with lower levels of
satisfaction among patients in the emergency dep @nother study published in the
Journal of Advanced Nursing found that patients Who experienced longer waiting times

in outpatient clinics were less satisfied @c e they received®.

It is important to note that theré@ other factors that can also influence patient
satisfaction, such as the quaM care, the demeanor of healthcare providers, and the
patient's overall health(™sta ? However, waiting time can be a significant factor,
especially when iQs'perceived as being excessive or unreasonable. To improve patient
satisfacti 't%ay be helpful for healthcare organizations to focus on reducing waiting
tim, @improving the patient experience. This could involve implementing strategies
such ds streamlining processes, increasing staffing levels, or investing in technology to

help manage patient flow®®.

Another researcher from the United States of America also examined the influence of

waiting time on patient satisfactions. The study was a survey research. Data was gathered
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from a sample of 11,352 survey responses given by patients over the course of 1 year in
all 44 ambulatory clinics within a large academic medical centre using surveys about
patient satisfaction with provider care. Results were tabulated and stratified based on
provider ratings and wait time experiences using a conventional statistical methodology,

and then statistical modelling approaches were used to evaluate the data. . (b‘

\

The study found that, though it is well known that longer wait times ha %}egative
correlation with clinical provider patient satisfaction scores, the results ?gthat every
aspect of the patient experience, particularly trust in the® @&re provider and
perceived quality of care, had a negative correlation with %&; wait times. This means

that waiting time can lead to negative perce@ﬁl aspect of care. The study
as

concluded that the amount of time a patient ait for a provider's attention has a
significant impact on their experience@% wait times not only have a negative
influence on metrics likely to refer @mverall satisfaction with the experience, but they

also have an impact on how patientS perceive the information, directions, and overall care

offered by doctors and o dregivers®’.

The most signiﬁc@%eator of overall patient satisfaction with hospital services and the
general qua t& healthcare services has been identified as patient satisfaction with
nursi e. This led researchers in Ethiopia to examined what percentage of patients are
satisfred with nursing treatment on a nationwide basis. The study adopted a systematic
review and meta-analysis to determine how satisfied Ethiopian patients were with their
nursing care and the factors that contributed to that satisfaction. Meta-analysis was

performed using the random-effects technique, and STATA version 14 for Windows was
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used for all statistical analyses. 15 studies with 6091 patients met the inclusion criteria

and were included in the meta-analysis out of 1166 records that were reviewed.

The estimated overall percentage of patients in Ethiopia who were satisfied with their
nursing treatment was 55.15 percent (95% CI (47.35, 62.95)). There was a higher
likelihood that patients would be satisfied with nursing care compared® @elr
counterparts if they had one nurse in charge (OR: 1.08, 95% CI: 0.45-2.6 %'%7 7%),

had no prior hospitalizations (OR: 1.37, 95% CI: 0.82-2.31, 12: 91. 3%$d n an urban
area (OR: 1.07, 95% CI: 0.70-1.65, 12: 62.2%. The study fou@ﬁwaumg time was
among the various reasons why almost one in two patien%@hiopia were dissatisfied

with the nursing care they received. 88 ®

Still in the Americas, researchers from. aﬁ%America also assessed the correlation
between patient waiting and consultati@es and satisfaction in Peruvian outpatient
clinics. This was done through a of secondary data from a cross-section of the
2015 Nationwide Survey oMer Satisfaction of Health Services, a representative
national survey of Pem)@{n%ulatory care facilities .All data was gathered using a post-
visit survey glve(Qcypatlents at the ambulatory care centers of choice. The study has
13,360 participants. In terms of the most important metrics, the response rate ranged from

99. t to one hundred percent.

The study found that there was a negative correlation between waiting time (per 10
minutes) and patient satisfaction (a OR: 0.98, 95% CI: 0.97-0.99), with the a OR being
lowest for those who waited less than 90 minutes (a OR: 0.92, 95% CI: 0.89-0.96).b

Patient satisfaction was also shown to be proportional to the length of time spent in
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consultation (per 10 minutes) (a OR: 1.59, 95% CI: 1.26-2.01).Those who reported a
consultation lasting less than 15 minutes had a higher a OR (a OR: 2.31, 95% CI: 1.66-
3.21).The study concluded that, overall patient satisfaction in Peruvian ambulatory care
facilities was strongly correlated with wait time and consultation time, especially during
the first 90 minutes of waiting and the first 15 minutes of consultation time*’. (b‘

Another group of Emirati researchers also examined the impact of waj#i 's}ne on
patients’ satisfaction in the United Arab Emirates. The goal of this ‘s%is to examine

the relationship between patient wait times and several 1@& of satisfaction,

including overall satisfaction with the provider, as well st?l?ents' impressions of the

Q

quality of their care and the physicians' compet%& study was a longitudinal study
C

conducted over the course of one year. Data w ected from 11,352patients at tertiary
health institution regarding their exper@r.lcj?g\w' h their providers. Results were collated
and stratified according to provide@gs and wait times, and then statistical modeling
was used to draw conclusioﬁ\géhough it is known that longer wait times correlate
negatively with clinical ider scores of patient satisfaction, the results showed that

every aspect of the patient €xperience, including trust in the care provider and satisfaction

with the ca ed, also correlated negatively with longer wait times®.

In @instance, researchers conducted a study in Ethiopia with an aim of establishing
determinants of patient satisfaction with outpatient health services at public and private
hospitals in Addis Ababa, Ethiopia. The study incorporated use of a cross-sectional
design to collect data from a stratified random sample of clinics in four regions of
Ethiopia. The study examined how patient satisfaction was influenced by type of provider,

cost of services, perception of service quality and access to services. The cross-sectional
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study used data that was collected using a time-motion study of patient services paired
with 665 patient exit interviews in a stratified random sample of antiretroviral therapy

clinics in 21 hospitals and 40 health centers in 2012.

The data collected in the study were analyzed using f-tests and multivariate logistic
regression to identify determinants of patient satisfaction. The findings of t}{bmdy
indicated that majority of the patients were satisfied or somewhat satis ith the
services received, but patients who received services from nurses and‘(w%. officers were
significantly more likely to report satisfaction than those whd\{&%ﬁi'\)ed services from
doctors. Investments in the health facility were associated Q‘)&bc‘gigher satisfaction, while

increasing service costs to patients were associa‘%@bwer satisfaction. Easy access to

services was also associated with improved p‘g atisfaction. The study showed high

levels of patient satisfaction with tasl@g&\ﬂ

studies which support the inclusion k shifting as a mechanism for scaling-up health

The evidence shows acceptability of

services to achieve universa@ coverage, particularly for underserved areas facing

severe health worker sh S) as a service quality improvement measure®.

Another group o{rgsgearchers conducted a study with an aim of investigating the
relationshi @een patient treatment satisfaction and adherence to antidepressants, and
the f@ patient beliefs toward medication in patient treatment satisfaction. The study
employed a facility-based study design in which systematic sampling was used to select a
total of 403 patients attending Al Amal Psychiatric Hospital in Riyadh, Saudi Arabia. The
study assessed how the outcome variable which was patient satisfaction was associated
with unavailability of doctors and nurses, their negative attitudes and behaviors, lack of

drugs, long travelling distances and the waiting times for treatment are major hindrances
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to the utilization of services and a cause of decreasing customer satisfaction in public
hospitals. Patient outcomes of care are affected by rapport and interpersonal quality of
practicing health professionals. Medication adherence was assessed using the eight-item
Morisky Medication Adherence Scale, and treatment satisfaction was assessed using the

Treatment Satisfaction Questionnaire for Medication. . (b‘

Correlation and Chi-square analysis was used to show existence of assogia'@%'}etween
variables and predict the outcome of the relationship respectively. \ults indicated
that adherence to antidepressants was associated with treatmé@gt'i’sfaction with the

S

antidepressants, with a direct positive correlation. Resu%’@the study showed high
treatment satisfaction scores among patients w'th@g’or depressive disorder, which
correlated with adherence and patient belief: gt the necessity of treatment. This
finding revealed that understanding of t@;}%atient beliefs, and preferences can help

caregivers and other stakeholders to@ove patient satisfaction®!.

In Nigeria, researchers alsow(d)that waiting time has some influence on patients’
satisfaction healthcare @eﬁdelivery. Researchers found it necessary to pay special
attention to the ac al?ne spent by patients at the various service points during their visit
to the hogpi order to improve efficiency in patient flow and the happiness of patients
atte 'l@)utpatient clinics. This led some researchers to survey patients at the General
Outpatient Clinic at the University of Port Harcourt Teaching Hospital regarding their

experience waiting for care, their degree of satisfaction with that wait, and the correlation

between waiting time and satisfaction.
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The study population include patients over the age of 18 who visited the clinic. The study
sample was using the random sampling technique. The main instrument used for data
collection were a record sheet and a patient satisfaction questionnaire. The results showed
that majority of patients were women (58.6%), over half were married (65.3%), and over
three quarters visited the clinic on a consistent basis (72.6%). On average, patienté;&)ent
83 minutes getting to the hospital and another 274 minutes finishing u.p t %&usiness
while there in search of general practice services. The average tim@%g%i a doctor's
office was 19 minutes, while patients waited an average, Q&J sand 50 minutes,

respectively, for radiology and laboratory services. Q»}%\

Patients were much more content with their ex@ waiting for appointments with
ith the length of time it took to gain

doctors (93%) and nurses (83%) than they w‘e%e
AT

access to imaging and laboratory tests (4 Z“N,

adverse correlation between patien{b faction and the length of time they spent at the

e study found a statistically significant

service stations. The researc\ﬁ@%‘hcluded that patients' unpleasant experiences may be
exacerbated by the len wait times they encounter while attempting to get routine
outpatient care at thegiv rsity hospital. To better manage patient flow, provide timely
access to h l@vices, and enhance the general outpatient encounter, service providers
need to@p ment system redesign, establish patient appointment scheduling, and other

inte tions’.

In another study conducted in Nigeria, researchers also explored the link between waiting
time and patients’ satisfaction. The study adopted a a descriptive cross-sectional research
method utilizing a predetermined questionnaire for the purpose of data collection. It was

found that some patients left the health facility before being seen by a doctor due to long
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wait times for appointments, difficulty finding patient records, a lack of diagnostic
equipment, a lack of hospital beds, and administrative red tape. This resulted in a
worsening of the patient's condition and a sense of patient dissatisfaction, which in turn
led to a loss of revenue for the hospital as patients did not follow their doctors' orders and
did not refer their friends and family. Patients' unhappiness and lack of faith 4n the
healthcare system is on the rise due to the lengthy wait times they must ¢ @efore

being seen by a doctor or receiving their medication. The general o@ epartment
desperately needs more medical personnel®?. . \%'\

Patient satisfaction is a critical indicator of health care qual@@tient satisfaction and the
quality of hospital care available remain key c al@@s despite ongoing attempts to
enhance health-care services in Nigeria. This led a‘group of researchers to set out to learn
more about what patients at Nigeria's @)& adamasi Babangida Specialist Hospital
think about the variables that contri ’%ﬁo extended wait times and their overall level of
satisfaction with the service ﬁqgeceive there. The study adopted was a mixed-method
research approach. Nin v® outpatients were given a questionnaire, and eight people
took part in a f@u discussion (FGD). NVivo 10 was utilized to examine the
qualitative @Patien‘[s were reported to be 75.8% satisfied with their hospital
experie@ erall. Patients' satisfaction with their doctors was significantly correlated
with ‘oth their appointment status and the frequency and nature of their doctor's visits,
but negatively correlated with their employment and educational position. Patient
satisfaction with the hospital's cleanliness, the doctor's competence, and the doctor-
patient interaction was high, according to FGD data. Patient wait times, the hospital's tiny

size, the improper processing of patient files by nurse assistants, and the thoroughness of
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the physicians all received negative feedback. Most people were unhappy with how long
they had to wait for an appointment, the study found. That is to say, longer consultations
resulted in more satisfied patients. Reducing patients' wait times to see a doctor will

greatly boost their satisfaction with the service®.

Waiting time was also mentioned as a major factor in patients’ dissatisfaction withrante-
natal services in a Nigerian hospital. This was reported in a research cond g;&o learn
how satisfied pregnant women are with the antenatal care servf%b fered at the
University of Calabar Teaching Hospital (UCTH) in Calabar, Gré@&{\%r State, and what
factors contribute to that satisfaction. Two hundred pregnz@men who were receiving
care at the UCTH ANC participated in a de r@@ cross-sectional study. Client
satisfaction was measured using the CSQ8 qu ti@aire, and participants were using a
systematic random selection techniqu{)&%te (Chi-square test) and multivariate
(binary logistic regression) analyse ’%ve used to examine the data. Overall, this study
found a satisfaction rate of%issatisfaction was primarily due to the following
factors: long wait timeg@"{o’) and high prices (40%) for services; unwelcoming clinic
environments (3 @Qo rly matched doctors (19%) and uncaring doctors (13%).
Patients' 'o@éitive experiences at the medical centre were the only significant
predict@o current satisfaction (p0.05). Pregnant women in UCTH reported a high

de@of satisfaction with ANC services, but it is important to address issues like wait

times, costs, and a lack of clean restrooms and other infrastructure®.

Similarly, another set of researchers examined the level of patients satisfaction and
residents' impressions of service quality in Lagos State through a community-based

survey. The researchers used a mix of quantitative and qualitative techniques to perform a
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descriptive cross-sectional study across four LGAs in Lagos State. Multi-stage sampling
was used to choose the respondents. A pre-tested questionnaire was administered by an
interviewer, and a focus group discussion guide with 10 topics was used to compile the
data. The findings showed that the average age of the 2,000 participants was between 27
to 47 years. Ninety-eight percent of the respondents said they were satisfied, with the
cleanliness of the medical facilities, and 96% said they were satisfied wi.th ggsﬁity of
care they received. About two-thirds of those polled found the wait ti \h cceptable,
and two-thirds also found that most medications were readily gw@q 87% felt that the
care they received was of good quality, and 95% were pla&&w\ith the assistance they
had received. Quality of care was significantly asso.'m@ with satisfaction among the
patients (r=0.145, p0.001). Confidence in healthncare professionals was also found to

influence h patient satisfaction (p0.00 .® sense of good service quality. Client

satisfaction and the impression of h%quality service are directly tied to the level of

attention paid to these aspects@)%

Q%'\
2.3.2 Continuity Q()are and Patients Satisfaction in Hospitals
Continuir%gre is an important aspect of patient care in hospitals that refers to the
co and coordinated care that patients receive from their healthcare providers over
time. This includes ensuring that patients receive appropriate care from a team of
healthcare providers who are aware of their medical history, current health status, and

treatment goals. Patient satisfaction is another important aspect of care in hospitals, as it

reflects the overall quality of care that patients receive. Factors that can affect patient
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satisfaction include the quality of communication with healthcare providers, the
availability of necessary resources and services, and the overall hospital environment.
Studies have shown that continuity of care is associated with higher patient satisfaction,
as it can lead to better communication, more trust in the healthcare team, and a greater

sense of control over one's health. . (b‘

Hospitals that prioritize continuity of care can improve patient ,sati '%on by
establishing clear protocols for coordinating care among different h‘e%are providers,
using electronic medical records to ensure that all providers \l@access to relevant
information, and involving patients in decision-making %ﬂ}%heir care. For instance,
researchers from Canada examined the role of con ir@ care on patients satisfactions.

The research evaluated adult patients' happine mental health services (MHS) they
%

received in healthcare networks with r@tj\}!

well as to pinpoint factors linkegé'%tpatient satisfaction. 325 patients with mental

linary staff and a variety of MHS, as

disorders (MDs) from 4 Québic)@ealth service networks were included in this cross-
sectional study. Nine s rdized tools and participant medical records were used to
collect data. An ,Cmdjgns Behavioral Model-based three-factor conceptual framework
was used Xgrate sociodemographic, clinical, needs-related, service use, social
suppor@n quality-of-life (QOL) variables. The model used was an adjusted multiple

lineatyegression one.

The average score across all patients was 4.11 (minimum: 2.0; maximum: 5.0). the study
found that patient satisfaction was positively correlated with continuity of care, having a
case manager, and receiving assistance from services, whereas being hospitalized was

adversely correlated. The number of needs was one of the characteristics that negatively
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impacted satisfaction. Patients who received good continuity of care and well-managed,
regular services in relation to their requirements showed higher levels of satisfaction,
according to the findings. Patients with significant unmet needs or those who were
hospitalized had higher levels of dissatisfaction, which emphasizes the significance of

taking these specific factors into account in order to enhance MHS delivery and @g'ient

recovery?S. Q'}\

The importance of continuity of care was also emphasized in a reseﬁ%hat focuses on
one aspect of continuity of care: consistency in nursing personi;\& d its connection to
three patient outcomes. These outcomes are: a reduction J'Q'j’gc}%italization, reduction in

the need for emergency treatment, and improvin@\in patients' ability to perform

activities of daily living. Data from a large pﬁ n of people receiving home health

care (N559,854) suggests that patients @5\}5

between their admission and disch@rom home health care are less likely to require

more continuity in their nursing staff

hospitalization or emergencyﬂregﬁd more likely to show improvement in their ability to

perform activities of dailyhvifig.

Patients' age, gQiy, race/ethnicity, living situation, length of stay, diagnosis,
comorbidi Qisured as the number of diagnoses in addition to the primary diagnosis),
the r of activities of daily living for which they require assistance, their estimated
life eXpectancy and their overall prognosis are all taken into account in the regression
equations. Patient outcomes were compared across the three levels of home health care
continuity with odds ratios estimating the likelihood of these outcomes being achieved

after controlling for a variety of demographic and clinical characteristics. In this study,
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we examine the differences between patients who had high, medium, and poor continuity

of home health care.

The study found an association between higher levels of continuity of treatment and
better health outcomes for patients. For instance, compared to patients with a higher
degree of continuity, those with a lower level are 1.4 times more likely to be hos ised

'&e health

care, patients with low continuity of care are (80%) less likely th@e with good

and 1.3 times more likely to attend the emergency room. At discharge fro

continuity of care to have increased functioning in activities ofdé@&v'i\ng”.

Continuity of care was also found necessary in the }}e@ce to old people as it is
common for older persons who are dealing with Q}ironic diseases to be readmitted
to the hospital after being released. The. @ocused in a study which assessed the
efficiency of various dimensions of c@i;}ity of care (i.e., informational continuity,
management continuity, and relati continuity) in decreasing both short- and long-
term readmission to the hospital following discharge among older persons with chronic
conditions. The study a %?1 meta-analysis research method with information gathered
from various datangs such as CINAHL, EMBASE, PubMed, and Medline,. A Mantel-
Haenszel_ra Ql-effects model was used to pool and integrate data on a subset of

out

The data was divided up according to when patients were readmitted. One month after
discharge, fewer patients in the experimental group (12.9%) were readmitted than in the
control group (16.0%). Patients in the experimental group had a decreased readmission

rate from 1 to 3 months (21.9%) compared to patients in the control group (29.8%). This
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beneficial effect was more pronounced, according to a subgroup study, when
interventions targeted all aspects of continuity. This study concluded that older persons
with chronic conditions are less likely to be readmitted to the hospital for a short period
of time when continuity of care initiatives are put into place®®. It is safe to conclude that
older patients and their families will be satisfied if continuity of care can keep,th?&out

of hospital and able to live normal lives. '&\

Continuity of care is not only important to older patients; it was als‘%nd relevant in
prevent mortality in all patients. Researchers reported that contiﬁ\(%%o'f’ care ensures that
patients are more satisfied, more likely to follow doctors’ %rs, have shorter hospital

stays, and spend less money on healthcare overall. @Qtudy is a systematic review of

research published in scholarly databases suchyas DLINE, Embase, and the Web of
Science. Q.j\\‘

The analysis of various research ﬁ@ showed that increases in continuity of care were
associated with statistically sMcant decreases in mortality in 18 (81.8%) high-quality
studies. This included %y? of death from any cause. All three of the others found no
correlation, while%gourth found conflicting results. According to the results, patients
who receiv @ater physician continuity have a reduced risk of death. Patients of
difi thnic backgrounds appear to benefit from having regular general practitioners
as well as specialists. The study found relational continuity to be the most effective in
ensure satisfactory patients outcomes despite the availability of various technology to

support informational and managerial continuity®°.
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The study conducted by researchers in the United States of America (USA) found that
patients who said they saw the same doctor or nurse every time had a mean adjusted
humanistic score of 17.3 (95%), compared to 15.6 for those who saw a variety of doctors.
When comparing patients who regularly saw the same physician to those who saw
different doctors, the average adjusted organizational score was 16.3 points higher for the
former group. Both the raw and adjusted humanistic and organizational r @&)f the
SOSQ were related to demographic and socioeconomic characteristi \ th status,
health insurance status, clinic location, and service utilizatign&&ﬁsfaction levels are
significantly greater when patients feel they have had servics&%t\sistent throughout time.
This shows that patients' satisfaction with their physic;ib@and the healthcare system as a

whole may increase if continuity of care is enhanced'y’.

A similar study evaluated patients' @@on with nurse-led clinics, patients'
perceptions of received inforrnaté.&' and the relationships between continuity of
treatment and satisfaction with information. The study was a longitudinal study which
focused on patient sati idh among those who attended a nurse-led clinic at the
Department of @ at Karolinska Hospital over a six-year period. A structured
questionnai e@used to collect data from the patients. The results showed that over
time, p@n " satisfaction with nurse-led clinics remained stable. Over 90% of patients
regarded the nurses' interpersonal skills and care at the clinic as "excellent," the waiting
time as "appropriate,” and the appointment length as "adequate." Over 90% of
respondents believed it was vital to meet with the same nurse, and 62% said they did so,

while 51% said they were assigned a nurse navigator. More than 75% of patients assessed

the information at their most recent nurse-led clinic visit as "totally adequate."

87



Nonetheless, 48% wished for additional knowledge "during the current disease." There
were no statistically significant relationships between "information satisfaction" and
continuity of care. The researchers concluded that level of patient satisfaction with nurse-
led clinics remained rather stable throughout time, with the exception of continuity of
care and information, both of which require improvement. The diversity of inforggion

requirements may necessitate a person-centered approach!’!, Q'}\
2.3.3 Waiting Time, Continuity of Care, and Patients Satisfaction?%}pitals

Both waiting time and continuity of care have been found%&\b%t?ence the level of
satisfaction expressed by patients. This is shown in a §tw$9&gned to examine trends in
patient satisfaction with primary health care and it @}ﬁbility and continuity over a 14-
year period in Finland and to determine wye@,ome of the fundamental goals had been
attained through reforms and improve@} Over the course of fourteen years, nine
questionnaire surveys were admini to patients attending the 65 health centers within
the Tampere University Hos\p'@?s catchment area. Out of a sample size of 333,648

patients, 147,394 answe@l?e annual response rate ranged from 53% to 37%.

From 1998 to Oiﬂlvgtient satisfaction in Finnish health centers declined by about 9
percentag%gs. The decline was particularly pronounced among those older than 64
ye ents reported a decline of 20 percentage points in the accessibility of services.
Additionally, respondents indicated that continuity of care had deteriorated. Despite
significant modifications to the Finnish healthcare system, patients appear dissatisfied.
Our findings urge both the Finnish government and general practitioners to enhance the

accessibility and continuity of primary health care services'®2.
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In a related study, researchers in the US examined how continuity of care and other
variables that include waiting time contribute to patient satisfaction in the country. The
study adopted a cross-sectional research method. The focus was on seven medical centres
offering primary care clinics. The population of the study included Twenty-one thousand
six hundred and eighty-nine patients who filled out the Seattle Outpatient Satisfaction
Questionnaire as part of the Ambulatory Care Quality Improvement Pr?jec @'@Q). It
was found that patients who consulted the same doctor or nurse ev \! ey visited
the hospital were more satisfied than those who saw a ya{&qf doctors. When
comparing patients who regularly saw the same physiciaq)m&%}mse who saw different

doctors, the average adjusted organizational score we;s@fi points higher for the former

Nk

In the same vein, researchers in Mala@@d into both the positive and negative
elements of waiting time on hospit?.g'%ients. Patient satisfaction with the length of time
they had to wait was found‘@@the most important factor in determining the final
satisfaction with all as of the health service. Interestingly, despite the long wait
(average 85 min tes)Qi st patients reported being content with the time they spent
waiting for h@bnsultaﬁonm,. This was thought to be connected to the type of people
who us@ysia's public hospitals: low-income workers who could not afford to pay
fo@ate treatment but were instead getting it for free. The import of this study is time
there can be moderating factors that determine how waiting time affect patient’s

satisfaction.

Aware of the fact that impact of waiting time on patients’ satisfaction is connected to

their perception of what is acceptable waiting time, researchers have resorted to using
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perceived waiting time or expected waiting duration. Researchers also measured how
satisfied people were with waiting time by asking them questions about their thoughts
and feelings throughout their wait. Here, the analysis was performed three times, once
with the dependent variable being the patients' moods while waiting, once with their level

of satisfaction with the waiting period, and once with both. . (b‘

Based on the collected data, it was found that there is a statistically signifi &Z.OOO)
positive correlation (=.172) between the perceived waiting tim m arrival to
registration and satisfaction with waiting time overall. Fu{@g@re, there was a
statistically positive relationship (r=.159, P=.000) betwee@q%eived waiting time from
registration to consultation and satisfaction it@p waiting time, as well as a
statistically positive relationship (r=.148, P=.000) between perceived waiting time at the
pharmacy and satisfaction with the wai@% verall'®, This study shows that patients
expects different length of waiting om different unit of the hospital and when they
are kept waiting longer thanﬁéﬁry in a section where they expect prompt service, it

may affect their overall satisfaCtion with the hospital.

Studies to determine the influence of waiting time on patients’ satisfaction with health
services we %o conducted in Africa. In Uganda, researchers conducted a study with an
ai @ntlfying factors associated with patients’ satisfaction among patients attending
outpatient clinics in a tertiary health facility in Uganda. The study adopted a cross-
sectional exit survey of the population of the study consisting of patients and health
workers in the hospital. the study population was drawn from seven outpatient clinics at
Mulago hospital in Uganda. Quota sampling was used to select 347 patients for the

administration of the research instrument. Regression analysis was used to determine how
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the independent variables predicted patient satisfaction. Results of the study indicated
that overall the clients' general satisfaction was below average. Patient satisfaction was
lower among those who face a considerably long waiting time (>2 h). The study also
revealed that the perception technical competence of health workers, accessibility,

convenience and availability of services especially prescribed drugs were the.stqﬂﬁgest

predictor of general satisfaction!®. 6

%\%
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2.4 Conceptual Model
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The conceptual model outlined the relationships between all the study variables. The
dependent variable is patients satisfaction which was measured by constructs from the
consonance theory of patients’ satisfaction®*. The constructs are; patient care expectations
and individualize patient care. The patient care expectation is the level or quality of
services a patient expected to receive from the hospital while the 1nd1v1dua11z¢d tient
care is the extent to which the hospital and its personnel have been able t t thelr
services to meet the specific needs of the patient to achieve the most % outcome.
When the expected services meets the individualized serv1ce§&else is consonance.

However, this consonance may not be achieved due to ce@actors such as waiting

time and continuity of care.

Waiting time in this study is measured by the @mcts from the queuing theory. The
constructs are; arrival patterns, servi @ capacity of the hospital, and queue
discipline®. The period a patient ha@alt can be determined by the arrival patter of the
other patients. If all patients ﬁ&%t once, then, some have to wait but if they arrive in
trickles, the first to arriv "have been attended to before the next one. In this case, the
hospital may n Qﬁe expectation of the patients or able to give them the
personaliz 1@ ent that will make them satisfied. There is also other service patter.
The ho@a where only one staff in attending to all patients and where there are many
ste@ process the incoming will experience less chaos. The capacity of the hospital is
also a factor. In the period of COVID 19 many hospitals became overwhelmed because

more patients than they can handle are now coming to the hospital. the fourth construct

that can affect patient satisfaction is queue discipline.
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Queue discipline refers to how patients behave on the queue. Some patients may stay on
the queue until their turn while others may decide to leave the queue and the hospital
while some may use a proxy or attempt to jump the queue. When many people leave the
queue without being served. It helps the others because the queue may move faster. The
opposite is the case when people jump the queue or simply appear out of,nQﬁl‘lere

claiming to be on the queue. The second independent variable is continuity of Q'S%r\

The continuity of care is measured by constructs found in ‘ﬁ%\ure 7. 1t has
informational continuity, management continuity and relationé\&%?anuity. All of the
dimension of continuity ensure that there is a consistency é@ treatment of a patient in
term of drug administration, medical procure an pJQMeI among other. It means that
even if the patients moves away from a given hespital, he/she should still be able to
access the same quality and form of car@% en receiving from the original hospital.

all of these combined together to @ cause patient satisfaction of lead to patient to

become dissatisfied \)Q)

2.5 Summary of I@pe Review

The review of i egu)e has shown that patients satisfaction has become a critical issue in
the healﬂ%Qector. Both public and private hospitals are now concerned with
safi %1 of their patients as their funding and recognition is based on positive
perception of their services among the patients. This has led to a lot of studies on the
factions affecting patients satisfaction across the world. These studies have also been
conducted in Nigerian with researchers examining various factors associated with

patients satisfaction.
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One of the key factors that has been examined by researchers globally is service quality
in hospitals. Researchers have examined various dimensions of service quality using
different theories and models and the consensus is that service quality affect customer
satisfaction. However, it was also found that there are other factors relating to service
quality that affects patients satisfaction. These include attitude of staff, quali,ty(%f‘the

equipment, hospital environment and others. Among these others that @e been

examined are waiting time and continuity of care. ‘%\QO

Waiting time has been explored globally as a factor in patients s{@&g&ion. In Nigeria, it
was found that waiting time is above the global average a@%ents often get frustrated
waiting to receive treatment in Nigerian hospitals. @Ver, it was also reported that
perception of waiting time is affected by ed ﬁal level, social status, exposure to

other services and personality trait of th< paﬁfs. This calls for more information on how

waiting time actually affect patient action. Another factor that has been atributed to

patients’ satisfaction is continﬁéf care.

. N . . .
Continuity of care has @xammed by foreign researchers and it was found to be one
of the factors a@g patients satisfaction. However, not much has been done by
Nigerian res ers on the role of continuity of care on the satisfaction of patients. Most

im @y, no study has combined the independent variables; continuity of care and

waiting time to study patient satisfaction. This study is therefore designed to fill that gap.
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Chapter Three
Methodology

This chapter outlined the research method on which the present study was built. It
presented the research design and outlined the study population, the sample as well as
how the study sample was obtained. It also described the research instrumer}.@ the

mode of administration as well as the method employed in analyzing the rgi% data.

3.1 Research Design E

. "
The descriptive survey research design was adopted for th@ This method was
preferred for the flexibility it provides researchers to Q@r data through appropriate
instruments such as questionnaires in order l@'%}re attitudes, opinions, and the
dynamics of a particular phenomenon. The d&&ftive research method is also considered
useful when conducting research v&{m}; aim of identifying key features, trends,
correlations, and categories. Q)(b

3.2 Population of the Study
.\

The population @%tudy consists of 402 hospital patients in publicly funded
Hospitals unde?‘&h‘e lateau State Hospital’s Management Board. In total, there are five
general hospitals under the board. The hospitals represent all the regions of the state. The
h%re;

General hospital, Shendam, General hospital, Langtang, General hospital, Pankshin,
General hospital, Mangu and General hospital, Barkin Ladi. The population of each

hospital according to average clinic attendance of each hospital. Based on the sampling
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technique, the population was divided into stratas being facilities from the three geo-

political zones as follows:

Table 3.2.1 Population of Clinic Attendance of General Hospitals in Southern

zone, Plateau State .
9 \(b‘

A
SN Name of Hospital Clinic Attendance Total QO 7
GDPD ANC ‘é\
1 General Hospital, Shendam 112 21 4%3\3
2 General Hospital, Langtang 90 14 %)\\J 04
Total(A 237
@ &

>

Table 3.2.2  Population of Clinic Attendanc@eneral Hospitals in Central zone,

Plateau State Cj\\‘
A\

SN  Name of Hospital (&) Clinic Attendance Total
;() GDPD  ANC

1 General Hospital, Pﬁ]}\m 48 12 60

2 General Hospit 10 56
Total(B) < ) 116

Table 3.2 ‘%Populatlon of Clinic Attendance of General Hospitals in Northern

QQeau State

SN  Name of Hospital Clinic Attendance Total
GDPD ANC
1 General Hospital, Barkin Ladi 43 6 49
Total(C) 49
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Hence total population = A+B+C
=237+116+49=402

33 Sample Size and Sampling Technique

A sample size of 200 patients was drawn from the five general hospitals included in the study using
stratified sampling technique as follows:

The sample was determined using the Taro Yamane formula. : &b‘
"+ 01 ‘%\QO
Where: n represents the sample size. . ‘\%q

N represents the population under study. %
&

e represents margin error

>
For the current study: Q

B N
= NI
=——=200 CJQ@.\

The sampl s'@ each stratum

Q® —

Sample size for Southern Zone

=—x =118

Sample size for Central Zone

108



Table 3.4The Sample Size of Each Stratum Which Its Zones Can Be Seen in the

Table Below . Qi&\(b‘

SN General Hospitals Stratum Size ;\ 'Qﬂ@um Sample Size

1  General Hospitals in Southern Zone Plateau State 237 ‘%.’ 7118
2 General Hospitals in Central Zone Plateau State 116 %‘\\‘ 58

&>

3 General Hospitals in Northern Zone . @ 24

Source: Field Work, 2023 QQ

The table above showed that 118 resporée:l\\(‘;%re drawn from the General Hospitals in
the Southern Zone Plateau State. 58 %Pi ents were selected from the Central Zone of
Plateau State while 24 responden@fc selected from the Northern Zone.

The next stage of the sarr%ng rocedure was determining the number of respondents
c

from each facility in@

was adopted. \
Q

zone as a stratum. To achieve this, the following formula

Gene;al Hospital, Shendam. == x 118 = 66
. 104

General Hospital ,Langtang = X 118 =52

General Hospital ,Pankshin ':% x 58 = 30

General Hospital, Mangu . :15T66 x 58 = 28
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General Hospital, Barkin Ladi. =52 x 24 = 24

Therefore, the following table was obtained

Table 3.5 Proportion of Sample Population from Each Facility

SN Name of Facility Clinic Attendance Sample Size
1 General Hospital,Shendam 133 6@

2 General Hospital, Langtang 104 ‘ \%)

3 General Hospital,Pankshin 60 ‘% 30

: \4%'»
4 General Hospital, Mangu 56 &%'\ 28

5 General Hospital, B/Ladi . &Q)

Population and Sample Total Q 2 200

Figure 3.1: Diagrammatic descriptls' n@npling procedure

o
STAGE 1 \)5
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3.6 Description of Research Instrument

The instrument used in the study was a standardized scale based on existing literature.
Structured questionnaire was used to gather data from the respondents because it analyses
the structured questions and responses easily to achieve the study objective. The study
adopted the Likert scale design which allowed the researcher in listing optioh&%bere
respondents choose from. The instrument was made up of three sections. ains the
demographic information of respondents which is self-develope@ bio-data of
respondents was measured through four (4) factors such as Nam@&pital, gender, age
and educational level. Qb)&%

Section B: Patient Satisfaction. The items in thi @ were adapted from a related
study. It is divided into two sections; patient Qpectations and individualized care.
The items in the sections are scored O@%O. t Likert-type scale with the following
response options: 1 4=Very High, (%High, 2= Low, and 1=Very Low. Examples of
statements includes: “Health‘ﬁéﬁonals were clear and complete in explanations about
tests, treatments and w o expect; “Health professionals keep my family informed
about my health c@n needs”

Section C: V&@l\tg Time. The items in this section were adapted from a related study.
The sec@lﬁeasures the time it takes patients to get to the hospital as well as the time it
takes\o access services at each service point in the hospital. The items in the sections are
measured in continuous time intervals of 5-10 minutes, 11- 20 minutes,  21-30 minutes,

31 + minutes, etc. Examples of statements include: “Registration with the records

department”. “Waiting time before nursing service;
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Section D: this section was adapted from the Patient Continuity of Care Questionnaire
(PCCQ) scale was measured through three indicators namely; Informational continuity,
(IC), interpersonal continuity (IC), and management continuity (MC). This is used to
measure the continuity of care among the patients. The items of the PCCQ are scored on
a 4-point Likert-type scale with the following response options: 1 (very high), 2, (high), 3
(low) and 4 (very low). Examples of statements includes: “These care p.rovic@'j%nsfer

information very well to each other”. ‘%\QO

3.7 Validity of the Research Instrument . \%'\

AN

The questionnaire for this study was adapted from an esta@?é% scale. However, it was
also be checked for content validity by the su@ other experts in the field of
m

Health Information Management. Correction were incorporated into the final

questionnaire before it is administered o@ﬁ respondents.

The reliability of the instruw was tested through a pilot study using thirty (30).

3.8 Reliability of the Instrument

Patients from OLAH 415;1\ in Jos, Plateau State which was not a part of the study.
Data obtained wanbj ected to Cronbach’s alpha reliability test to establish the internal

consiste items. The results showed the following cronbach alpha value; Patient

saWn 0.79); Waiting time scale (0.78) Continuity of Care Scale (0.82).

3.9 Method of Data Collection

A letter of introduction were obtained from the Department of information Management,
Lead City University which were used to gain permission to conduct the survey from the

hospitals. Questionnaire were administered physically with the aid of two (2) research
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assistants who were trained by the researcher. The whole data collection exercise covers a
combined period of five weeks.

3.10 Method of Data Analysis

The data collected from questionnaires was analyzed using the IBM SPSS Statistics
Software. The demographic data and the research questions were analyze ing
descriptive statistics (simple frequencies and percentages as well as means tandard
deviations) while the research, hypotheses one and two analyzed usﬁl%ear regression
and hypothesis three was analyzed using multiple regressmn- Was tested at 0.05

level of significance. Q‘}%
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Chapter Four
Results and Discussion of Findings
This chapter presented the results of data collected in the course of the research. The
researcher administered the study questionnaire to patients from five General Hospitals in
Plateau State. Out of the 200 questionnaire administered, 189 was completed and
returned, while 11 was not returned. This represents 94.5% and 5..5% @&m\ rate
respectively which was considered adequate for analysis and subse alization.
The decision rule for the descriptive analysis was as follows; 1..%4%4,‘# very low, 1.50
— 2.49= low, 2.50 — 3.49 = high, 3.50-4.00= very high. Aés){‘%\ehypotheses was tested

S
4.1 Demographic Analysis

0.05 level of significance.

Table 4.1: Demographic Analysis (\ @
R\J

Frequency Percent

Hospitals GH Shee@c)' 49 25.9
Liggtang 30 15.9

G kinLadi 38 20.1

Gkg Pankshin 45 23.8

Mangu 27 14.3

Q) Total 189 100.0

Sex C) Male 76 40.2
\ Female 113 59.8

Q) Total 189 100.0

Age Below 20 35 18.5
Q 20-25 41 21.7

26-30 37 19.6

Q 31-35 28 14.8
36-40 16 8.5

41-45 10 53

46 and Above 22 11.6

Total 189 100.0

Education BSC 72 38.1
Masters 10 5.3

Mphil 8 42

PhD 3 1.6

Others 96 50.8
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Total 189 100.0

Source: Researcher’s Fieldwork 2023

Table 4.1 outlineed the demographics distribution of the respondents. The first item is the
distribution of the respondents according to the location/name of the General Hospital
they usually attend. The table showed that 49 (25.9%) of the respondents attended
General Hospital, Shendam . This is followed by 45 (23.8%) who attende@ebn‘eral
Hospital, Pankshin, 38 (20.1%) attended General Hospital, Barkin .d’gy (15.9%)

'\
while 113 (59.8%)

attend ed General Hospital,Langtang while 27 (14.3 %) attended; General Hospital in
Mangu. In term of gender, 76 (40.2%) of the respondents w: ;%k

of them were Female indicating that majority of the res&i\ts were female. In the same
vein, the age distribution of the respondent sho@ t respondents below 20 years of
age (35) constitutes 18.5% of the total resp%d‘tkgts. Also, 41 (21.7%) of the respondent
are aged between 20-25; those withirth range of 26-30 (37) constitute 19.6%; those
in the 31-35 years age bracket (2%%11stitute 14.8% of the total respondents while those
in the 36-40 years age range X(16) made up 8.5%;. In the same vein 5.3% of the
respondents are in h@;ears age bracket while 22 of the respondents are aged 46
and above mergjthat they constitute 11.6% of the total respondents. These age
categorie%&cts a good blend of old and young citizens.

Tographic information included the educational attainment of the respondents.
The data presented in the Table 4.1 showed that respondents with a BSC degree (72)
constituted 38.1% of the total respondents; those with Masters (10) constituted 5.3%;

Mphil holders (8) constituted 4.2%; PhD holders (3) were the least as they constituted

116



1.6% while those with lower ‘others’ academic qualification (96) are the highest as they

constituted 50.8% of the total respondents.

4.2 Research Questions

4.2.1: What is the level of patients’ satisfaction with services in general hospitals in

Plateau state? ) %
&

%'\%
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Table 4.2 Patients’ Satisfaction with Services in General Hospitals in Plateau State

Patient Care Expectations Very High Low Very Mean
High Low
Health professionals were: (%) (%) (%) (%)
clear in explanations about tests I need 56 113 18 (9.5%) 2 (1.1%) 3.18
to do (29.6 %) (59.8%)
clear in explanations about the type of 63 102 22 (11.6 % (b(l.l%) 3.20
treatments I am getting (33.3 %) (54.0%) Q)
complete in explanations about my 46 110 2 .l% 8 (4.2%) 3.03
health 58.29
ca 43%) O8O
Regularly explaining how to prepare 52(27.5%) 112+ &p(ll.l%) 4 (2.1%) 3.12
for tests and operations (59 @)
willing to answer all of my questions 56 (29.6%) ﬁbj& 22 (11.6%) 4 (2.1%) 3.14
\ 6.6%)
communicating properly with my 54(28.,6 108 24 (12.7%) 3 (1.6%) 3.13
family (57.1%)
Weighted Mean . 6 3.13
; -
o~ Very High Low Very Mean
Individualized Patient Care (b‘ High Low
Health professionals \)Q)
Kept my family infor d.\about my 69 (36.5%) 102 15 (7.9%) 3 3.25
health condition nee (54.0%) (1.6%)
were ready to at@sﬁQle'r schedules to 51 (27.0%) 97 37 (19.6%) 4 3.03
my needs \ (51.3%) (2.1%)
were fri nd kind to me during 44 107 29 (15.3%) 9 2.98
treatment (23.3 %) (56.6%) (4.8%)
ofﬂn cking on me to keep track of 52 (27.5%) 100 30 (15.9%) 7 3.04
how DPwas doing (52.9%) (3.7%)
willing to be flexible in meeting my 57 (30.2%) 100 24 (12.7%) 8 3.09
health needs (52.9%) (4.2%)
Weighted Mean 3.08
Grand Mean 3.11

Source: Researcher’s Fieldwork 2023
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Decision rule 1.00 — 1.49= very low, 1.50 — 2.49= low, 2.50 — 3.49 = high, 3.50-4.00=

very high.

Table 4.2 presented the responses to the items measuring patients’ satisfaction with
services in General Hospitals in Plateau State. Patient’s satisfaction was measured under
two dimensions; patient care expectations and individualized patient care. F@the
responses to the items under the dimension of patient care expectations, 5 '&6 %) of
the respondents strongly agreed that healthcare professional were ¢ explanations
about necessary tests. In addition 113 (59.8%) of the respondent@\%&i to the statement;
18 (9.5%) however disagreed while 2 (1.1%) strongly dis@hp%with the statement. The

item also had a mean score of 3.18. Also, 63 (33. @trongly agreed that healthcare
he

professional were clear in explanations about e of treatments they were getting;
102 (54.0%) agreed to this while 22 (1 Q;)gb}‘b he respondents disagreed and 2 (1.1%)
strongly disagreed respectfully. T ment that healthcare professional wereclear in
explanations about the type @nents patients were getting had a mean score of 3.2
which means it was hj ‘Accepted. Furthermore, 46 (24.3%) strongly agreed that
healthcare profes@ge e clear in explanations about their health; 110 (58.2%) agreed
to this whi Q 3.2%) of the respondents disagreed and 8 (4.2%) strongly disagreed
respect@y. In addition, the statement that healthcare professional were clear in
explapations about their health had a mean score of 3.03. Another statement under the
dimension of patient care expectation was that healthcare professional regularly explains
how patient can prepare for tests and operations. Among the respondent, 52(27.5%)
strongly agreed to the statement while 112 (59.3%) agreed. However, 21 (11.1%) of the

respondents disagreed and 4 (2.1%) strongly disagreed. In summary, the statement had a
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mean score of 3.12 which also signified a high acceptance. The responses also showed
that56 (29.6%) strongly agreed that healthcare professional were willing to answer all of
their questions; 107 (56.6%) of the respondents agreed to this while 22 (11.6%) disagreed
and 4 (2.1%) strongly disagreed respectively. In summary the item regarding the
willingness of healthcare professionals to answer all patients’ questions was 3.14, The
final item was that healthcare professionals are communicating properly wi@etients’
families to which 54(28.6%) of the respondents strongly agreed and l@r 0) agreed.
However, 24 (12.7%) of the respondents disagreed while 3 (1..6‘@Gngly disagreed. In
summary, the mean score for the item on the item thatql}%}care professionals are
communicating properly with patients’ families was 3 .@vhich was consistent with the
other items. Overall, the weighted mean of theﬁb@nsion of the dimensions was 3.18

which mean that the respondents’ cares ﬁ;&:&% a high degree by the Hospitals.

The second dimension of patient s@etion is individualized patient care focusing on
the perception of the responds\tsgegarding the care they receive. The responses showed
that 69 (36.5%) strongly, ed that health professionals kept their family informed about
their health cond@n needs while 102 (54.0%) of the respondents agreed. On the
other hand; 1@ 9%) disagreed while 3 (1.6%) strongly disagreed with the item. In
summagy, the item had a mean score of 3.25 which showed that it was highly accepted.
Si@y, 51 (27.0%) strongly agreed that health professionals were always ready to
adjust their schedules to suit patient needs. 97 (51.3%) of the respondents agreed with
this while 37 (19.6%) disagreed and 4 (2.1%) strongly disagreed. In summary, the item
on the willingness of health professionals to adjust their schedules to suit patient needs

was 3.03 indicating a high level of acceptance. Furthermore, 44 (23.3 %) of the
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respondents strongly agreed that health professionals were friendly and kind to them
during treatment; 107 (56.6%) of the respondents agreed while 29 (15.3%) disagreed and
9 (4.8%) strongly disagreed. In summary, the item on the friendliness of health
professionals towards patients was 2.98 which also indicated a high acceptance. In
addition, 52 (27.5%) of the respondents strongly agreed that health professionalﬁbo‘ften
check on them and keep track of how they are doing; 100 (52.9%) agreec{ to 1@%1&30
(15.9%) disagreed and 7(3.7%)strongly disagreed with the item. In s%’}éﬁe item on
the health professionals keeping track of their patients was 3.04 which also indicated high
acceptance. The last item on the willingness of health p&%\lonals to be flexible in
meeting patients health needs. The results showed ﬁmg 7 (30.2%) of the respondents
strongly agreed to this while 100 (52.9%) of the@eed. On the other hand, 24 (12.7%)
disagreed while 8 (4.2%) of the respo ) Kﬁtr ngly disagreed. In summary, the item

had a mean score of 3.09 indicating a ftigh acceptance.

Overall, the aggregate meaﬁ@ the items on patients’ satisfaction was 3.18 which,
according to decision ifidicated that the level of patient satisfaction among the
respondents was @Qi ever, the level of patient care expectation was lower than
individuali c@ ; this implies that the speculation and general opinion of low patient

satisfaction was true.

Q
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4.2.2: What is the average Waiting Time in General Hospitals in Plateau State?

Table 4.3: Average Waiting Time in General Hospitals in Plateau State?

Items Minutes Mean
5-10 11-20  21-30 31+
Movement to hospital 47 70 28 44 2.63
(24.9%) (37.0%) (14.8%) (23 3%)
Registration with the records 88 64 22 @‘
department (46.6%) (33.9%) (11.6%) (7 9% &
Waiting time before nursing service 59 74 30 2 88
(31.2%) (39.2%) (15.9%) 0
Waiting time before doctor consult 42 73 38 3 2.64
(22.2%) (38.6%) (20 €19.0%)
Consulting time with the doctor 60 70 \ 24 2.88
(31.7%) (37.0%) %A) (12.7%)
Waiting time for laboratory service 41 59 43 2.52
(21 7%) (31 (24.3%) (22.8%)
Waiting time for radiological service &% 46 48 2.39
(14 3%) %) (24.3%) (25.4%)
Time spent buying drugs from the 36 16 2.95

0%) (19 6%) (21.2%) (43.4%)

hospital dispensary (41 8%) (19.0%) (8.5%)
Effective time spent in the hospital 40 82 2.08
E 2.68

Aggregate Mean

Source: Field Survey (2023
Decision rule 1.00 — 1.49= low, 1.50 — 2.49= low, 2.50 — 3.49 = high, 3.50-4.00=

very high. Q

Table 4.3 pre data on the Waiting Time that face the respondents on their visits to
General Hospitals in Plateau State. The section had nine items with the first being on the
dUQL of patients’ movement to hospital. The responses showed that it took 24.9% of
the respondents 5-10 minutes from their homes to the hospital. Also for 37.0% of the
respondents, it took 11-20 minutes, 14.8% took 21-30 minutes while 23.3% of the
respondents spent 31 or more minutes; the mean value for the time it takes patient from
home is 2.63. The section also asked question about how long it take for Registration
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with the records department. About 46.6% of the respondents reported that it took 5-10
minutes, for 33.9% of them, the time to complete registration is between 11-20 minutes.
In addition, 11.6% of the respondents often spend between 21-30 minutes in the
registration department while 7.9% of the respondent often spent about 31+ minutes. In
summary. The mean score value for this statement was 3.19 indicating that the timespent

in the records department was very long. Q;&\

The waiting times for various services in the hospital were analyze‘%mderstand the
patient experience and service efficiency. Regarding the wait ime before nursing
service, the data showed that 31.2% of the occurrences t @10 minutes, 39.2% took
11-20 minutes, 15.9% took 21-30 minutes, and 13 ‘VT% 31+ minutes. The mean value
for this category was 2.88, indicating the avera aiting time. For the waiting time

before a doctor consultation, the data réve&'t at 22.2% of the occurrences took 5-10

minutes, 38.6% took 11-20 minut .1% took 21-30 minutes, and 19.0% took 31+

minutes. The mean value for@egory was 2.64.

When analyzing the co 2 time with the doctor, the findings showed that 31.7% of
the occurrences t@go minutes, 37.0% took 11-20 minutes, 18.5% took 21-30 minutes,
and 12.7% t 1+ minutes. The mean value for this category was 2.88. Concerning the
wa@ :y]e for laboratory service, the data indicated that 21.7% of the occurrences took
5-10 minutes, 31.2% took 11-20 minutes, 24.3% took 21-30 minutes, and 22.8% took

31+ minutes. The mean value for this category was 2.52.

For the waiting time for radiological service, the analysis revealed that 14.3% of the

occurrences took 5-10 minutes, 36.0% took 11-20 minutes, 24.3% took 21-30 minutes,
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and 25.4% took 31+ minutes. The mean value for this category was 2.39. Lastly, the
time spent buying drugs from the hospital dispensary showed that 30.7% of the
occurrences took 5-10 minutes, and 41.8% took 11-20 minutes. These findings provided
valuable insights into the waiting times experienced by patients for different services in

the Hospital. The mean score of 2.68 showed a moderately high waiting timg i]%l‘lese

hospitals. Qb)&\

The findings showed that there was a difference between the@%}e global wait
time of thirty minutes and what was obtainable in the study areé@gr'é the average wait
time was above thirty minutes. &

4.2.3: What is the extent of Continuity of Care % ral Hospitals in Plateau State?

Table 4.4: Extent of Continuity of Care in G Hospitals in Plateau State

Informational Continuity ery High Low Very
High Low

The hospital always provides informa‘t&hw
about follow-up appointments\;() 46 105 33 5 (2.6%) 3.02
(24.3%)  (55.6%) (17.5%)

.\
about treatment after di@i@ 45 109 30 5(2.6%) 3.08
(23.8%)  (57.7%) (15.9%)

Plan for follow, reatment or arranged 33 89 55 12 (6.3%) 2.76
home car¢ needed (17.5%) (47.1%) (29.1%)

T%@egular information from all 48 94 36 11(5.8%) 2.95
healthcare staff (25.4%)  (49.7%) (19.0%)
Weighted Mean 2.95
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Management Continuity

The care providers:
transfer information very well to each

other

work together very well to take care of

me

Provide well connected services anytime

I visit the hospital

always know very well from each other

what they do
Weighted Mean

Interpersonal Continuity
The care providers:
Understood my expectations

always knew about the situation and

medical condition

linked me with other healthcare staff

before discharge

always provide satisfactory emotiona

support

provide me opportunities to ask q

and talk

Aggregate Mean

N
S

ns

48 107
(254%)  (56.6%)
60 103
(31.7%)  (54.5%)
52 111
(27.5%)  (58.7%)
45 103
(23.8%)  (54.5%)
10 C:J\

45
(23 8%) .

@ )
4

(25% (60.3%)
115
i

(60.8%)

115
(24.3%)  (60.8%)
48 116
(254%)  (61.4%)

29 5 (2.6%)
(15.3%)

23 3 (1.6%)
(12.2%)

23 3 (1.6%)
(12.2%)

36

(19.0%) @}
¥

5(2.6%)
(18.5%)

20 6 (3.3%)
(10.6%)

31 3
(16.4%)  (1.6%)
25 3 (1.6%)
(13.2%)

22 3 (1.6%)
(11.6%)

3.07

3.16

3.13

2.99

3.08

3.01

3.11

3.02

3.08

3.11

3.06
3.03

Source: Field Su

Decision rule 1 m 49= very low, 1.50 — 2.49= low, 2.50 — 3.49 = high, 3.50-4.00=

very high. \Q
ey
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Table 4.4 presented the result of the responses on the extent of continuity of care in
General Hospitals in Plateau State. Continuity of care was measured with three
dimensions namely, informational, management and relational continuity. The responses
showed that 24.3% of respondents strongly agreed that the hospitals always provided
information about follow-up appointments, 55.6% agreed, 17.5% disagreed, and«2.6%
strongly disagreed. On average, the responses one extent of information abOL@HOW-up
appointments had a mean of 3.02. Results also indicated that 23. \Sgpondents
strongly agreed that hospital always provided information about ;Qa«%ﬂqnt after discharge,
57.7% agreed, 15.9% disagreed, and 2.6% strongly Qd)%%ed. On average, the
respondents indicated that hospital always provided. A@-mation about treatment after
discharge had a mean of 3.08. Furthermore, 17.5%)of the respondents strongly agreed

when needed, 47.1% agreed to this e

that there is regular information on plaq.a)@w-up treatment or arranged home care
9.1% disagreed, and 6.3% strongly disagreed.
On average, the respondents% ed that there was regular information on plan for
follow-up treatment or amanged home care when needed had a mean of 2.76. Still on
informational cm@)u@%A% of the respondents strongly agreed that they got regular
information fi 1l healthcare staff, 49.0% agreed, 19.0% disagreed, and 5.8% of the
responde%rongly disagreed. On average, the respondents indicated that they got
re@%ormation from all healthcare staff had a mean of 2.95. Overall, the weighted
mean for informational continuity was 2.95. This indicated a high level of informational
continuity of care.
The second dimension of continuity examined was management continuity. Results also

indicated that 25.4% of respondents strongly agreed that their care providers transfer
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information very well to each other, 56.6% agreed, 15.3% disagreed, and 2.6% strongly
disagreed. On average, responses had a mean of 2.93. also, 31.7% of respondents
strongly agreed that their care givers work together very well to take care of them, 54.5%
agreed, 12.2% disagreed, while 1.6% of the respondents strongly disagreed. On average,
the responses had a mean of 3.16. Furthermore, 27.5% of respondents strongly @ér'eed
that their cares provide well connected services anytime they visited the.hosl@&;\glﬁ%
agreed, 46.9% disagreed, and 8.6% strongly disagreed. On averagey%’ikp ses had a
mean of 3.13. Results also indicated that 23.8 % of the respoqdp&s&songly agreed that
their caregivers always knew very well from each other v&{%‘\ey do, 54.5% agreed to
this while, 19.0% disagreed, and 2.6% strongly disagr.e@on average, the responses had
a mean of 2.99. Overall, the weighted mean scoré\for management continuity dimension
was 3.09. ,@

On the dimension of relational tinuity, results also indicated that 23.8% of
respondents strongly agreed that %r caregivers understood expectations, 55.0% agreed,
18.5% disagreed, and 2.6‘@rqngly disagreed. On average responses had a mean of 3.01.
Also 25.9% of re@@ strongly agreed that health professionals always knew about
their situation edical condition, 60.3% agreed, 10.6% disagreed, and 3.3% strongly
disagree&% responses had a mean score of 3.11. In the same vein 21.2% of the
res@gts strongly agreed that health professionals linked me with other healthcare
staff before discharge, 60.8% agreed, 16.4% disagree, and 1.6% strongly disagreed. The
responses had a mean score of 3.13. The responses also showed that 24.3% of the
respondents strongly agreed that health professionals always provide satisfactory
emotional support, 60.8% agreed, 13.2% disagreed, and 1.6% strongly disagreed. The
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responses had a mean score of 3.08. The respondents also strongly agreed (25.4 %) that
health professionals provided them with opportunities to ask questions and talk, 61.4%
agreed, 11.6% disagreed, and 1.6% strongly disagreed. The responses had a mean score
of 3.11. On average, the weighted mean for the dimension of relational continuity was
3.06 which indicated a high level of relational continuity according to the decisign Etl?
The overall aggregate mean of all the dimensions was 3.03 which indicated @1 level
of continuity of care in the hospitals studied. However, informatio%h?@y of care
rated low among the three dimensions. 4%
N\

4.3 Presentation of Hypotheses »@

Hol There will be no significant influence of W, 6@[‘ ime on Patient Satisfaction in

General Hospitals in Plateau State.

Table 4.5 a-c: Influence of Waltlng Q}i Patient Satisfaction in General

Hospitals in Plateau State. Q)(b'
Model Summary A _\)
Y .
Model R @1 Square Adjusted R Std. Error of the
ﬁ Q Square Estimate
1 k\'\#&a 117 112 4.17784
a. Predictors: (Constant), Wait_Time
AN O;Aa
Model Sum of df Mean F Sig.
Squares Square
1 Regression 431.185 1 431.185 24.704 .000b
Residual 3263.958 187 17.454
Total 3695.143 188

a. Dependent Variable: Satisfaction
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b. Predictors: (Constant), Wait_Time

Coefficients?
Model Unstandardized Standardized t Sig.
Coefficients Coefficients
B Std. Error Beta
(Constant) 27.867 1.308 21.303 .000
Wait_Time 262 .053 342 .4%0 .000
a. De dent Variable: Patient Satisfacti \‘0'
. pendent Variable: Patient Satisfaction
Table 4.5 a-c presented the results of linear regression analysis on the-mtlience of

Waiting Time on Patient Satisfaction in General Hospitals in Plateau™State. R: The
correlation coefficient (R) indicated a positive but weak relati(m@%e?ween the Waiting
Time and Patient Satisfaction in General Hospitals in quzég%tate. The coefficient of

determination (R Square) suggested that appr@ 1.7% of the variance in the
a

Patient Satisfaction in General Hospitals in PL% tate can be explained by the waiting
time. In the same vein, the adjusted R @0

variables and adjusts the R Squars&%ordingly. Here, it suggested that approximately

k into account the number of predictor

11.2% of the variance in the @e variable can be explained by the waiting time after

considering the model's foxity.

Furthermore, the gﬂrsis of variance (Table 4.5¢) showed that the regression model was

statistica@ﬁcant (p < .001) in explaining the variance in patient satisfaction. It

indi hat waiting time contributed significantly to explaining the variation in patient

satisfaction. This can be seen in the F value (24.704) and the p-value was (.000).

Ultimately, the analysis of the coefficient table also revealed that waiting time had a
significant influence on Patient Satisfaction in General Hospitals in Plateau State. The

coefficient estimate of 27.867 indicated that for each unit increase in waiting time, patient
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satisfaction is expected to increase by 27.867. The coefficient was highly significant, as
indicated by the t-value of 21.303 and the p-value of .000. This suggested a positive
relationship between waiting time and patient satisfaction in General Hospitals in Plateau
State. Overall, the results indicated that waiting time was an important factor in
explaining the variability in patient satisfaction in  General Hospitals in teau

State. .Consequently the null hypothesis that there will be no significant E’@ce of

Waiting Time on Patient Satisfaction in General Hospitals in Plateau \v rejected

Ho2 There will be no Significant Influence of Continuity of 4%31;21tient Satisfaction

in General Hospital in Plateau State. QQ;&%

Table 4.6: Influence of Continuity of Care on @atisfaction in General

Hospitals in Plateau State.

Model Summary %C.)@

Model R ‘l@ére Adjusted R Std. Error of the
) Square Estimate
1 54080 292 2388 3.74114

~QN°

a. Predictors: (Constant), Continuity

,%Q\
ANOVA®

N Sum of df Mean F Sig.
Squares Square

1 Regression 1077.871 1 1077.871  77.012 .000b
Residual 2617.272 187 13.996
Total 3695.143 188

a. Dependent Variable: Satisfaction

b. Predictors: (Constant), Continuity
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Coefficients?

Model Unstandardized Standardized t Sig.
Coefficients Coefficients
B Std. Error Beta
(Constant) 16.823 1.998 8422 .000
Continuity of Care 441 .050 .540 .000

A8 6
o)

Dependent Variable: Patient Satisfaction ; \QO

Table 4.6(a-c) presented the results of linear regression anglx&)n’ the influence of
Continuity of Care on Patient Satisfaction in General Ho&%} in Plateau State. The
model demonstrated a significant relationship betwe Ahe variables. The correlation
coefficient (R) was 0.540, indicating a moderat@ive influence of Continuity of Care
on Patient Satisfaction in General .s%qls in Plateau State. The coefficient of
determination (R Square) was 0.292:@icated that approximately 29.2% of the variance
in the patient satisfaction candbe e&ned by the continuity of care.

In the same vein, Table ,.ghe analysis of variance (ANOVA) indicated a significant
overall model fit. e@%ssion model accounted for a significant amount of variance in
the depend nt%g'able. The regression sum of squares was 1077.871, with 1 degree of
freedom,‘%ﬁng in a mean square of 1077.871. The F-statistic was 77.012, indicating a
sig@ant relationship between the variables. The p-value was 0.000, confirming the
significance of the model.

In addition, the regression coefficients (Table 4.6c) showed that coefficient for the
continuity of care was 0.441. this indicated that for each unit increase in continuity of
care was, patient satisfaction is expected to increase by 0.441. The coefficient was highly
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significant, as indicated by the t-value of 8.776 and the p-value of .000. This suggested a
positive influence of Continuity of Care on Patient Satisfaction in General Hospitals in
Plateau State.
Overall, the results suggested that the continuity of care had a significant positive
influence on the satisfaction of the participants. The model provided valuablg ikagg'ghts
into the relationship between continuity and patient satisfaction, laining
approximately 29.2% of the variance in satisfaction scores. Co@}ﬁ the null
hypothesis that there will be no significant influence of Con.tiq&of Care on Patient
Satisfaction in General Hospitals in Plateau State, was rejecqt;&&\

S
Ho3  There will be no significant combined influe }Waiting Time and Continuity
of Care on Patient Satisfaction in General H\ itals in Plateau State.
ait

Table 4.7a-c: Combined Influence %\S’

ing Time and Continuity of Care on

Patient Satisfaction in Geng‘%&'itals in Plateau State.

Model Summary (A "

Model Q)QY, R Square  Adjusted R Std. Error of the
. Square Estimate
1 (NN 5472 299 292 3.73139

~O

a. Predictors: (Constant), Waiting Time, Continuity of Care

ANOVA?
Model Sum of df Mean F Sig.
Squares Square
1 Regression 1105.415 2 552.708  39.697 .000b
Residual 2589.728 186 13.923
Total 3695.143 188
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a. Dependent Variable: Satisfaction

b. Predictors: (Constant), Waiting Time, Continuity of Care

Coefficients®
Model Unstandardized Standardized t Sig.
Coefficients Coefficients
B Std. Beta
Error
(Constant) 16.561 2.001 N% .000
Continuity of care 401 .058 491 .959 .000
Waiting Time 076 054 ,@QO 1407 .16l
Dependent Variable: Patient Satisfaction ‘\%“

Table 4.7a-c: presents the results of combined influence of ‘&%ng Time and Continuity
of Care on Patient Satisfaction in General Hospitals %N%au State. The model summary
demonstrated a significant relationship between variables. The analysis showed a
correlation coefficient (R) of 0.547, in@%ﬂ oderate positive influence of Waiting
Time and Continuity of Care on Patie’%Satisfaction in General Hospitals in Plateau State.
Also, the R Square values (@ndicate that approximately 29.9% of the variance in

the patient satisfaction am%lg\ the respondents can be explained by waiting time and

continuity of care( I Q ér

Table 4.7b @nted the analysis of variance (ANOVA) which indicated a significant

ove l@d 1 fit. The regression model accounted for a significant amount of variance in
the endent variable. The F-statistic was 39.697, indicated a significant relationship
between the variables. The p-value was 0.000, which also confirms the significance of the

model.
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Furthermore, the regression coefficients (table 4.7c) showed that the coefficient for the
Continuity of Care was 0.401, indicated a positive relationship. However, the coefficient
for Waiting Time was 0.076, suggested a smaller positive effect. The t-statistics for
Continuity of care and Waiting Time were 8.276 and 1.407, with corresponding p-values
of 0.000 and 0.161. This means that, while continuity of care had a signiﬁcaq&&ioint

influence on patient satisfaction, waiting time (p > 0.05) does not have a mgg@nt joint

influence on patient satisfaction ‘@

Notwithstanding, the results suggested that both continuity of‘q@%d waiting time had
significant combined effects on patient satisfaction. The n@ﬂ explained approximately
29.9% of the variance in patient satisfaction scar ntmulty of Care had a larger
positive effect on satisfaction, while the effe Q’Valtmg Time was smaller and not
statistically significant. Consequently, tQ)}ﬂ\hypothesw which states that there will be
no combined influence of Waiting '[@’and Continuity of Care on Patient Satisfaction in

General Hospitals in Plateau Stateywas rejected.

4.4 Discussion of Fin@
%9

The study set investigate the role of Waiting Time and Continuity of Care on
Patient S%ction in General Hospitals in Plateau State of Nigeria. To achieve the
re@ im, research questions were raised and hypotheses were formulated. The first
research question was on the level of satisfaction among the respondents. The study
found that the level of satisfaction among the patient was high with patients expressing

high level of satisfaction with the two precursor. However, the respondents rated patient

care expectation lower than individualized care. This findings were in line with other
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studies in Nigeria which have pointed to the fact that majority of patients were not
satisfied with health care delivery in Nigeria. However, scholars have observed that

contradictory on patient satisfaction often arise due to several factors.

With all the myriads of metrics that have been introduced to measure the concept of
satisfaction in healthcare, it is often difficult to find two studies that have adb& the
same metric to measure patient satisfaction which often makes it difﬁ.cubo ompare
results and form a coherent opinion about patient satisfaction. As a con \nce, scholars
have called for a theoretical framework to provide a solid fouk@)o'ﬁ for the study of
patient satisfaction as a measure of the quality of service @%health sector. The most
popular theory was based on the most popular ﬁ.%ﬁvn of patient satisfaction which
described satisfaction as the extent to which healtheare service received aligns with the
patient’s expectation of what healthca{s)gs\’g

delivered. Its components were als?ﬁi%n from all the metrics that have been introduced

by scholars as discussed alreé&gi}qt‘?lis study.

s should involve or how it should be

A previous study has@gc’fy identified two key aspects of patient satisfaction as
consisting of huergth systemic aspects. The human aspects involve the personality of
the patie @background, socio-economic status, health status, and other factors that
disti 1@1 each patient. The systemic factor includes the hospital setup, the facility, its
operational standards, and others related exclusively to the hospital beyond the control of
the patient. The healthcare personnel, though human, can be grouped with the system
because their actions and decisions are theoretically within the bounds allowed and

approved by the hospital'. Before the development of the theory, scholars often faced

difficulties in making these distinctions.
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The second research question focused on waiting among the respondents. The study
found a longer waiting time than the global average. While wait-time has become a
global issue, studies have shown that patient often face varying waiting time especially in
public hospitals. Wait times for outpatient care in Nigerian hospitals have been examined
in several studies. Long wait times were found in studies conducted in different s of
Nigeria, including Abuja, Ibadan, Sokoto, and Benin, highlighting the need @sures
to improve patient flow management and the quality of outpatient car %ait times
are significantly correlated with access, utilization, and retentien, of health services.
Despite this, waiting is often the norm in healthcare facilitie&cﬂ\we concept of a "waiting

list" has indeed become a standard practice in hos.@ and other medical facilities.

Nonetheless, all of these are still regarded as he@a problem of patient overcrowding,

particularly public hospitals?. Q.j\\a

The issue of growing waiting tim @not unique to developing or poor countries as
revealed in a study that suweﬁ@spitals in five countries. It was found that patients in
Canada, the United Ki Jand the United States waited an average of two hours or
more for treatme@ ajority of patient's wait time at a Hong Kong public hospital
reportedly @2% of their time in health facilities in the waiting room*. Meanwhile,
hospitalpatients in Britain are supposed to wait not more than 30 minutes, as stated in the
Patient’s Charter, but the reality on ground is that they wait far longer than that. This is
especially true for patients accessing governments’ subsidized healthcare facilities’.
These studies have shown that patient often face longer wait-time in public health

institutions.

136



The third research question is on the level of continuity of care available to patient
throughout the public hospital system in Plateau State. The study found that the level of
continuity of care in the studied hospital with patients rating the hospitals high. However,
amongs the dimensions, informational continuity of care was rated low by the
respondents. This finding was in line with what has been reported in literature. Health
professionals have reported that around 60% of all medication errors o during
transition of care®,”. This has been attributed to poor communication%&%en occurs
during transfer of care which is often the cause of about I.lal& all hospital-related
medication errors and one in five adverse drug effects?®. Q;&%\

o\

In addition, it is suggested that only of a few patiét,@ﬁlally enjoy relational continuity
m

of care. Though relational continuity which s developing a reciprocal trusting
connection with a single doctor or k@:t}é‘r team, is essential for true relational
continuity, longitudinal continuity@t is, continuously visiting the same doctor, is
commonly employed as an“alterfiative. In the modern setting, it is more feasible to

provide small practice t; than try to assure continuity by employing more than one

clinician at a tin@m rate of relational continuity has been reducing even in the

western w lc@ to a shortage of primary care physicians, a greater volume of work,
m

greater@ lexity, and policies that value convenience above reliability'?,!!. Primary
ca@works, e-consultations, and task-shifting to free up health professionals’ time are
only some of the new forms of primary care that have been pushed by the NHS Long

Term Plan in order to address the workload challenge?.

The findings of this study was however justified in the sense that the hospital are public-

owned which means that they are more affordable than other alternatives. From this
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perspective, it can be understood if the patient continues to patronize the hospitals. In the
same vein, being government-owned hospitals, the health professional attrition is often
kept to the minimum. This could be the reason behind high level of informational,
management and relational continuity encountered in the study. The influence of this on

patient satisfaction was explored in the hypotheses tested in the study. . (b‘

N

The first hypothesis examined on the influence of Waiting Time on Patient %%ﬁaction in
General Hospitals in Plateau State. The study found that waiting t@ a weak but
significant influence on patient satisfaction. This finding was @f{ént with available
literature on the subject. For example, a study found tt@kc)\?ger waiting times were

associated with lower levels of satisfaction amo@ in the emergency department.

Another study also found that patients w}%; erienced longer waiting times in
a

outpatient clinics were less satisfied wi@

out that, while there are other facto ’%t can also influence patient satisfaction, such as

they received'?. Experts have pointed

the quality of care, the deme&rgf healthcare providers, and the patient's overall health
status, waiting time can significant factor. This is universally true especially when it

is perceived as be@jge ive or unreasonable'’.

Indeed, studi Qonducted in both developed and developing countries have shown that
waiti e can affect patient satisfaction. This was shown by a researcher from the
United States of America who examined the influence of waiting time on patient
satisfactions. The study found longer wait times not only have a negative influence on
metrics likely to refer and overall satisfaction with the experience, but they also have an
impact on how patients perceived the information, directions, and overall care offered by

doctors and other caregivers'®. In another study, researchers found that waiting time was
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among the various reasons why almost one in two patients in Ethiopia were dissatisfied

with the nursing care they received!>.

Similar findings were reported by a group of Emirati researchers who examined the
impact of waiting time on patients’ satisfaction in the United Arab Emirates. The study
found that longer wait times correlate negatively with clinical provider scores b@jent
satisfaction!®, Another group of researchers conducted a study wit %')&aim of
investigating the relationship between patient treatment satisfactio@ adherence to
antidepressants, and the role of patient beliefs toward medic@yppatient treatment
satisfaction. Results of the study showed high treatmeq) isfaction scores among
patients with major depressive disorder, which co : Ad with adherence and patient

N

beliefs about the necessity of treatment. This revealed that understanding of the

role of patient beliefs, and preference‘ cef&fe caregivers and other stakeholders to

improve patient satisfaction!”. (b'iél

In Nigeria, researchers alsowd that waiting time has some influence on patients’
: : ) N . ) :

satisfaction with healtk@serwce delivery. Researchers found it necessary to pay

special attention thy actual time spent by patients at the various service points during

their visit to ospital in order to improve efficiency in patient flow and the happiness

of e@ attending outpatient clinics'®.

In another study conducted in Nigeria, researchers also explored the link between waiting
time and patients’ satisfaction. It was found that some patients left the health facility
before being seen by a doctor due to long wait times for appointments, difficulties in

locating patient records, a lack of diagnostic equipment, a lack of hospital beds, and
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administrative red tape. This resulted in worsening of the patient's condition and a sense
of patient dissatisfaction, which in turn led to a loss of revenue for the hospital as patients
did not follow their doctors' orders and did not refer their friends and families. Patients'
dissatisfaction and lack of faith in the healthcare system is on the rise due to the lengthy
wait times they must endure before being seen by a doctor or receiving their medi@&tion.

The general outpatient department desperately needs more medical personnelliz'}\

The second hypothesis focused on the influence of Continuity 6%}6 on Patient
Satisfaction in General Hospitals in Plateau State. The study fou@gpcontinuity of care
has a moderately significant influence on patient satisfact@aong the study subjects.

1Py A

This finding is supported by a significant numb@ studies from around the world.

A study conducted in Canada found that patients ‘who received good continuity of care
and well-managed, regular services in r@ﬁ‘g\o heir requirements showed higher levels
of satisfaction, according to the ﬁ%@ Patients with significant unmet needs or those
who were hospitalized had«éer levels of dissatisfaction, which emphasises the
significance of taking @'ﬁpeciﬁc factors into account in order to enhance MHS
delivery and patient r 20,

Another stu )\Iolducted in Nigeria emphasized how continuity of care contributed to
pati %is action and dissatisfaction by reporting an association between higher levels
of comtinuity of treatment and better health outcomes for patients. For instance, compared
to patients with a higher degree of continuity, those with a lower level are 1.4 times more
likely to be hospitalized and 1.3 times more likely to attend the emergency room. At
discharge from home health care, patients with low continuity of care are (80%) less

likely than those with good continuity of care to have increased functioning in activities
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of daily living?!. In the same vein, researchers from the USA reported that increases in

continuity of care were associated with statistically significant decreases in mortality in

18 (81.8%) high-quality studies. This included 16 cases of death from any cause. All

three of the others found no correlation, while the fourth found conflicting results.

According to the results, patients who receive greater physician continuity have a r?g‘ced
N

risk of death. Patients of different ethnic backgrounds appear to benefit E having

regular general practitioners as well as specialists. The study found Nﬁa ontinuity
to be the most effective in ensure satisfactory patients’ outcome&pi,te the availability

of various technology to support informational and manage&@inuity”.

The third hypothesis focused on the combined in e@ Waiting Time and Continuity
of Care on Patient Satisfaction in General I%g; s in Plateau State. The study found
0

that both continuity of care and waitin@

among the respondents. However bvas found that continuity of care is the most

3

significant out of the two Va%. his means that, having to choose between continuity

bined to influence patient satisfaction

of care and waiting tim iént would prefer to have continuity of care even if it means

they have to w@e to see health professionals for treatment. This finding is

supported @us findings that have been reported by previous researchers.

Studi @nducted in Finland have shown that patient satisfaction in Finnish health
centerS declined by about 9 percentage points. The decline was particularly pronounced
among those older than 64 years. Patients reported a decline of 20 percentage points in
the accessibility of services which is epitomized by long waiting times. Additionally,
respondents indicated that continuity of care had deteriorated. Despite significant

modifications to the Finnish healthcare system, patients appear dissatisfied®*. In the same
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vein, researchers in Malaysia examined the positive and negative elements of waiting
time on hospital patients. Patient satisfaction with the length of time they had to wait was
found to be the most important factor in determining the final satisfaction with all aspect
of the health service. Interestingly, despite the long wait (average 85 minutes), most

patients reported being content with the time they spent waiting for their consultati?gj.

In Uganda, researchers found that overall, the clients' general satisfaqtioQg:i&!\below

average. Patient satisfaction was lower among those who face a \iderably long

waiting time (>2 h). The study also revealed that the perceptio%%su'éal competence of

health workers, accessibility, convenience and availa% of services especially

prescribed drugs were the strongest predictor of g n@isfaction”. The same finding
N

is reported by Nigerian authors who indicated % ntinuity of care, prompt service and
al

°
conducive hospital environment are sigr@cj‘\}f

>

tors in patient satisfaction.
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Chapter Five
Conclusion

This chapter consists of the summary, conclusion recommendation and contribution to

knowledge of the study.
5.1 Summary of Findings Q'}\(b‘
The findings of the study were summarized as follows; ,%\QO

i.  The study found a high level of patients’ satisfaction @g} the respondents.
However, the expected level of care is often 10we$%>the individualized care
received. This suggests an issue with patient s%%tion in the hospitals.

ii.  The waiting time in the participating hospitals' was generally high as patients have
to wait longer than the global av@@re they can access care.

iii.  There was a high level of '@;inuity of care in the hospitals with all three
dimensions of contimﬂ&&are rated high. However, the information continuity
of care was the 10\!5% among all the dimensions.

iv.  The study(foug aasigniﬁcance influence of waiting time on patient satisfaction

am ng@&respondents.
v. &‘%‘[ of hypothesis also indicated a significant influence of continuity of care
nd patient satisfaction in the studied hospitals.
vi. It was also found that there was a significant combined influence of waiting time
and continuity of care on patient satisfaction in the studied hospitals. However, it
was also found that waiting time was not significant as a predictor of patient

satisfaction when combined with continuity of care
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5.2 Conclusion

Healthcare is now a service and the hallmark of any service is customer satisfaction. In
line with this, health professionals and health institutions are paying attention to factors
relating to the satisfaction of their patients who are now expected to be treated as clients
on whose patronage the continued existence of the hospitals depends on. This*t ore
calls for a concerted effort to ensure patient satisfaction. This study has sho% t, while
there are still major issues affecting healthcare service delivery in @ia there is an
awareness about the needs to ensure that patients are satisfied \i@i@wces rendered. It
is obvious that issues such as waiting time cannot dls%&ﬁ overnight due to high
demand for health care in the face of limited r s% and facilities. However, it is
obvious that when health professionals focu % actors that can be helped such as

continuity of care, it can make up for @5&&

dissatisfaction being felt by patients

@‘b

ciencies thereby ameliorating the level

5.3 Recommendations

In line with the fi dl@ls study, the following recommendations were considered
relevant;

1. There &@n urgent need for General Hospitals in Plateau State to work on

improving patient satisfaction by prioritizing staff training and development,

Qwelfare improvement and technology deployment to meet or manage patients care
expectation.

2. General hospitals in Plateau State should employ more personnel in order to open

up multiple service points. In the alternative, waiting room and hospital
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environment should be made more comfortable and attractive to ensure that the
patients do not get frustrated while waiting to be served.

3. Communication system should be improved to ease information sharing within
service units and other facilities in terms of referrals.

4. With the awareness that waiting time interfere with patient satisfacti.on(-gl‘ all
aspect of healthcare, waiting time should be seen as a direct .thre%ﬁealth
outcomes and be dealt with accordingly. ‘%\%

5. In view of the role of continuity of care on patient satisfaetion in hospitals,
management should ensure strict supervision QKSO\mentorship to ensure
consistency in service delivery and best practic.er

6. It is important for general hospitals in Plateau state to strengthen the available

organisational structure which Eéjp@m%ted a significant level of continuity of

care. (b’ié'

5.4 Contribution to Knowle Q)

The study has made 001@”21, empirical and, theoretical contribution to knowledge. It
has also contr'\bi Qo the theory and practice of Health Information Management.
Concept %ﬁ: study has developed a conceptual model that brings together various
vari Q;uch as waiting time, continuity of care and, patient satisfaction. The model
outlined theory-based metrics that can be used to measure these variables, something that
has not been properly done by previous researchers. In addition, the study is the first to

examine the combination of waiting time and continuity of care as factors in patient

satisfaction.
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Theoretically, the study has adapted and validated three different theories and model for
the study. These theories and model are the continuity of care model, the consonance
theory and the queueing theory. These theories and model have been successfully adapted

and validated in this study to make it easier for future researcher to apply them in the
study of hospital patients. . (b‘

Empirically, the study has collected primary data and analyses responses, fr 'Kﬁents in
five general hospitals in Plateau state. This data is unique in that it ha‘s%}een collected
previously. The data analysis which established the relationsh@v&:en waiting time,
continuity of care and patient satisfaction has confirmed t@ variables actually affect

patient satisfaction among patients in Plateau State ®

5.5 Suggested Areas for Further Researc}%

As this study has focused on the i ugpé of waiting time and continuity of care on

patient satisfaction in general hospitals in Plateau State, other study can explore other
areas such as; \)
.\

Influence of demo @mtors on the perception of waiting time among hospital

patients in Platﬁ)%state.

Compa&tivsanalysis of patient satisfaction with healthcare delivery in private and public

ho@s in the North Central region of Nigeria.

Role of effective health information management in reducing waiting time in tertiary

health institutions in Plateau State.
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Appendix

Questionnaire

Lead City University Ibadan
Faculty of Communication and Information Science
Department of Information Management

&
Dear Respondent, %QO

I am a postgraduate student of the above-named institution. I*aﬁ\ Bntly conducting a

research work on “influence of waiting time and co%@ of care on patients’
[ ]

Q

satisfaction in Jos, Plateau State”. I therefore %@pm support in completing this
pph

instrument. Please note that any information s d by you in this questionnaire shall

be treated with utmost confidentiality ar@vj&ﬁe sed for academic research only.

Thank you for your anticipated C(@ation.

Researcher %o\
Section A: De@hic Information

Instruction: Select the appropriate option below.

Nam;of Hospital ..o

Gender: Male (), Female ( )

Age: below 20 ( ), 20 —25yrs ( ),26 —30yrs (), 31 —35yrs ( ), 36 —40yrs ( ),
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41-45yrs (), 46 and above ()

Highest Educational Level: Bachelor’s degree () Master’s degree () , M.Phil, () PhD.

¢ )

Section B: What is the level of patients’ satisfaction with services in . g%(:ral

hospitals in Plateau state? Q’)&\

Instruction: Using the four-point Likert scale provided below. ase tick the
appropriate choice that indicates your opinion in the respective bo\&* o

S/N Patient Care Expectations Very %‘g‘h‘ Low Very
Hi &y Low
: &
Health professionals were: \\

A
1. | clear in explanations about tests I need tondo
)

2. | clear in explanations about the % of
treatments | am getting |

3. | complete in explanations abo rﬁ? health
O\

4. | Regularly explainin I@Ro prepare for
tests and operations %

5. | willing to answer4all of my questions
O\

6. communéqi)@\&of)erly with my family

and doct
X

Ini’v@\‘lized Patient Care

Health wf&ﬁonals:

Q’k’ept my family informed about my health
conditions and needs

8. | were ready to adjust their schedules to my
needs

9. | were friendly and kind to me during
treatment

10.| often checking on me and keeping track of
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how I was doing

11.| willing to be flexible in meeting my health
needs

Section C; What is the average waiting time in general hospitals in Plateau state?

Instruction: Using the four-point Likert scale provided below. Please'{k the

appropriate choice that indicates your opinion in the respective box . é)
Y

S/N | Items Minutes A
5-10 | 11220°\[21-30 |31+

1. | Movement to hospital % -

o
Registration with the records department | Q‘)

Waiting time before nursing service 4\\& >

A

nal ol B

Waiting time before doctor consult

X
Consulting time with the doctor()\\‘ ‘
A

g

Waiting time for laboratory s@pe

O\
Waiting time for radio@g@gﬂewice
)

Sl e B B

Time spent buying rugyfrom the
hospital dispens

9. | Effective Pm t in the hospital

6\\)
N
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Section D; What is the extent of continuity of care in general hospitals in Plateau

state?

Instruction: Using the four-point Likert scale provided below. Please tick the
appropriate choice that indicates your opinion in the respective box

S/N Informational Continuity Very Low | Very
High | High Low
The hospital always provides information:
1. | about follow-up appointments .
A
2 about treatment after discharge Q;&\
3. | Plan for follow-up arranged home care when needed .
p armang RANYY
4 from all healthcare staff Y
PANE

Management Continuity :AKX
Yy

The care providers:

transfer information very well to each other _ QQJ’

6. work to
gether very well to take care (f x&e&
7. Provide well connected services anytim&Jisit the
hospital o« X
8. | always know very well from e@h}@féﬂwhat they do
Interpersonal Continuity N"
The care providers: N~
9. | Understood expectW‘
10. | always knew abowut tl%eysituation and medical
condition ™\
11. | Linked £ @\éth'er healthcare staff before
dischar )
12. al{vae@[aide satisfactory emotional support
13.

@H'e me opportunities to ask questions and talk

-
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>

SNk P

Bio-data

Personal Data

Full Name: Chundung Dung JOSHUA
Address: Behind COCIN Rahol-Kanang

Email: joshuachundung@gmail.com
Date and Place of Birth: 18/9/1970
Nationality: Nigerian

Name and Address of Next of Kin: Kaneng Joshua Dajok

Add. Same as above

A.

B.

a.
Ro

@ Organisation:

B. Educational Background
Educational Institutions attended with dates and Quali
i Primary Education: LGED Primary school D

1976-1982

1. Secondary Education: Government T

N

1982- %?de 1)
iii. Higher Educational Institutions: TH Zaria

Q>

a. Organisation:
Role:

B. Working Experience {tl)@bs
Date: '@'\

W k@Experience with Dates
‘%@ nisation:

Role:

Date:

Awards and Fellowships:

Signature

¢
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2003-2005

fieations:
%'\

1S

D)

Qi&\%

s College Foron

Date



The University Compliance Certificate

This is to certify that this thesis by Chundung Dung JOSHUA with Matriculation
Number LCU/PG/002408 in the Department of Information Management, Lead City

University, Ibadan, is in FULL compliance with the approved university format and

style. . (b,
&
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