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Abstract
Objectives: to assess the level of satisfaction by
patients regarding the physical facilitiesof the wards
and the courtesy of staff members, To elicit the
information providedto patients by the staff of the
ward regarding follow up care.

Methodology: a descriptive study was conducted on
patients with diabetes mellitus, bronchial asthma
and ischaemic heart disease (tracer conditions), in
selected medical wards of the Nationél Hospital of
Sri Lanka. An interviewer administered
questionnaire and visual analogue scales were used
for collection ofinformation. Principal investigator
trained in the use of studyinstrumen:s and 6 pre-
intern medical graduates collected data.

Results: A total of 162 patients were studied. A
majority of patients have not received information
about the duration of follow up treatment, One
hundredand five (68.8%) had not informed about
the need for home care. The majority of patients
were satisfied with the courtesy ofall categories of
staff. They wereleast satisfied with the cleanliness
of the toilets, followed by the quility of food
provided.

Introduction

Quality of patient care is of growing concer
nationallyas well as internationally. The need to pay
moreattention to ensuring andassessing the quality
ofpatient care in hospitals also well documented
(1,2,3). Excellence of care, ethical considerations,
cost saving measures and meeting patient needs and
expectations have been highlighted, However,
health managers are often hesitant in confronting
quality issues due to the misconception that
assessmentof quality is a complicated affair, that
may uncover complex problems that would be
costly or impossible to solve.
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The professional opposition to quality of care
measurement mayalso be due to the fact that such
ssessmentis often been misapplied and used to

affix blame andpunish those responsible.
The commitment to improve quality of care at
national level is reflected in the National Health
Policy of Sri Lanka which has focused on quality of
health care as a priority area (4). It also highlights
the need to improve the efficacy and cost
effectiveness ofthe service while endeavouring to
ensurea reasonable quality of care.

  

Hospitals form an important and integral component
of any national health system and the largest share
of national health expenditure is spent on hospitals
regardless of the health status or the income of the
country (5). Thus assurance of effective and
efficient care acceptable to the consumerwithin this,
hospital setting is very important.

  

In an assessment of the quality of medicalservices
three aspects have to be considered. They are,
inputs (money human resources and equipment), the
process (whether the patients are appropriately
treated with courtesy and dignity) and outcome
(whether the hospital stay was beneficial to the
patient). The concept of quality has also been
expanded to include customer responsiveness. Thus
quality is also determined by the individual
receiving the product ofservice (6). However, the
way that quality is assessed by patients and
physicians markedly differ from one another,
Patients may evaluate quality in terms of availability
ofservice facilities, arrangement of appointments,
convenience of admissions and discharge
procedures etc, Other important aspects are attention
paid to early relief of symptoms, friendly
communication, and appreciation of the dignity of
patients,

It is important to consider all these aspects in a
comprehensive evaluation, However, it is not
feasible in an evaluation to examineall this issues
all and all illnesses for which careis sought. In such
circumstances, selected illnesses can be used as
tracer conditions (7). It has been found that the
review of certain activities related to uacer
conditions can throw light on the functioning of an
entire health care system (8). The use of tracer
conditions also offers a special opportunity to
identity frequent and importantproblemsof patient
care management(9).

 

 

This method has beenused earlier in Sri Lanka to
evaluate the service of Primary Health Care
personnel and to assess the training received by
them, This study has revealed the feasibility of using
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a selected number of tracers to evaluate a
programmeoflarge magnitude, (10).

Severallimited studies have been carried out in Sri
Lanka to assess patient satisfaction in hospital care
(11,12). However, comprehensive studies that
assessed the quality of in- patient care are scarce,
This study was designed to describe and assess the
information provided by patients regarding the level
of patient satisfaction on physical facilities of the
wards and courtesy of staff members and follow-up
care,

  

Methodology
The study was carried out in the National Hospital
of Sri Lanka. There are 12 medical wards and 01
casualty medical ward in the medical section of the
National Hospital. Patients with a diagnosis of
bronchial asthma, diabetes mellitus or ischemic
heart disease (which were the tracer conditions used
in the study), were interviewed on discharge from
the ward using an interviewer administered
questionnaire. Other relevant information was
extracted from the patient's bed head ticket (BHT)
and the diagnosis card, using a checklist.

‘The study population included the patients with
selected tracer conditions admitted to the general
medical wards during the months of July, August
and September 1997. The average number of
patients, discharged from the medicine wards, with
each tracer condition was 2500,for a period ofthree
months. The calculated sample size at 95%
confidence level was 182, Thefinal sample was
limited to 162 patients due to resource and other
practical constraints.

Datacollection instruments

Information was collected using an interviewer-
administered questionnaire

Information comprised basic socio-demographic
characteristics, quality of instructions given on
discharge by different categories of staff, the
opinion of the patients regarding the courtesy of
staff members, sanitary condition of the ward, and
quality of food and bed linen provided. Inquiries
were also made about theillness (tracer condition)
for whichthey came to be warded in the hospital,

A visual analogue scale was used to assess the
degree of understanding of the follow-up
instructions, The contained a scale cf 10 points
ranging from 0 to 10 with 0 as no understanding and
10 as understandingvery well
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A second visual analogue scale was used to assess
theopinion ofthe patients regarding the courtesy of
medical specialists, other medicalofficers, nurses,
attendants and labourers. This visual scale ranged
from -10 to +10 with -10 as worst level, 0 as
neutral and +10 as the best level, The same scale
was used also to assess the opinion of the patents
regarding cleanliness of the ward,bedlinen,toilets
and food

Six pre-intern medical graduates and the principal
investigator participated in data collection. All six
medical graduates had previously participated in
similar research and hence had some experience in
interviewing patients. For this study they were
trained further to interview patients and to use the
visual analogue scale, by the principal investigator.

 

Interviewers visited the selected wards and reviewed
the bed head tickets of the discharged patients with
the help of a houseofficer and staff nurses. Those
with tracer conditions were identified. They were
interviewed before the visiting hours open to
relationsofthe patients.

Results

A total of 162 patients with one or more of the
selected tracer conditions were studied, There were
54 (33.3%) patients with bronchial asthma, 51
(31.5%) with diabetes mellitus and 57 (35.2%)with
ischaemic heart disease. There were 48 (29.6%)
female patients and 144 (70.4%)male patients.

It was seen that a major proportion of the
instructions at the time ofdischarge were given by
the houseofficer. The majority (69.7%) of patients
had been informed that they need to make followup
visits. A majority of patients (67.9%) have not
receivedinformation about the durationof follow up
treatment. Forty six (28.5%)patients had not been
told about the need for hometreatment (Table 1).
Onehundred and five (68.8%) patients had not been
informed aboutthe need for home care other than
taking medicines,

Table1. Distributionofthe type of information

and the personnel who provided information to

the patients at the time ofdischarge. N=162

“Type of information Special HO Nurse None
ist

Need for home 19 wo say %
treatment UL) 649 28.5)

)
Place to obtain drugs 6(3.7) SI 2 83

GIs (36) 612)
)

Duration of followup 3.9) 48106) 10.
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Treatment (26 79) Los 1486) 1593) 27067) 37228)
) tl 129(79.6) 141 87.0) 1241705) 103(63.6)

Need forhomecare 22), $2_— 39) 108 No 1062) 16) 106) 241.2),
24 (ea) pinion

) Total 162 162 162 162
Need for follow up 13180) 91-985) 49 (100.0) (100.0) (1000) (100.0)
visits (56.2 303) Mean 10 7h 64 54

) sD. 24 27 33 41
 

Ofthose who admitted to receiving information,the
degree of understanding of differeat types of
information was measured using a visual analogue
scale ranging from 1 to 10. Theresults of this are
shown in table 2. the best understood information
was the fact that the patient needed home care
(mean = 7.1 SD 2.5), Understanding ofall other
information was poor especially the need for follow
up visits.

Table 2. Distribution of the type ofinformation and
the extent to which information was comprehensive
to the patients

Type of Points in the visual analogue seale

 

information “1-4-6 7. Total Mean SD
0

Necdforhome 1246-57115 25
treatment
Place wobiain 799 8 2613
drugs
Durationof 2d 6 28 LT
follow up
tweatment
Nawreofhome 37 6 27 1S

Necdforfollow 112 1s 2007
up 3
Other 5 2.0

 

To assess the opinion of the patients about the
courtesy shown by each category of health
personnel, a visual analogue scale was used ranging
from -10 to +10. as indicated in table 3. The
majority ofpatients appeared to be satisfied with the
level of courtesy of all categories of health
personnel as shown by mean scores ranging from
5.4 for labourers and attendants to 7.1 for doctors
other than specialists. Of all categories of staff,
medical officers were perceived as the most
courteous (Table 3)

 

Table3 Distribution ofthe courtesy of different

categories ofstaff in the ward

Points inae Category of star
fl9‘ale Specialist Other Nurse Minor

s ‘MOs staf?
es 00 —~318)——«S«RO
Sw-l 2112) 01H) 7443)

743) 202) 425) 7143)
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Patients were least satisfied with the cleanliness of
the toilets as shown by the smallest mean which is
2.9. Quality of food was the other concern as shown
by a mean score of 3.4. They wererelatively more
satisfied withthe otherfacilities (Table4).

Table 4 Distributionofthelevel ofsatisfaction

s available in the ward

 

aboutthe physical facil

 

   

   
in Focllites

the visual
‘analogue Quality Cleanline Cle

Seale, offood ss of ssof
toilets __ward

“w6 aa) 1503) 3(L)
*Sto-1 849) 19017) 5D
0 966 607) 423) 425)
1s 60370) 67G414) 63389) 40(242)
610 $3327) 54333) 8653.1) 951585)
Noopinion 20(123) 1106) 106) 7443)
Toul 162 162 162 162

(100.0) (100.0) (4000) 400.00
Mean 34 29 32 31
sD a7 9 33 33

Discussion
As overall assessment ofthe quality ofpatient care
in a hospital is complex and notfeasible within a
limited time frame,selected tracer conditions were
used. Patients with a wider range of diseases are
admitted to the medical wards of the National
Hospital of Sri Lanka. The reasonsfor selecting
bronchial asthma, diabetes mellitus and ischaemic
heart disease were many. These three diseases are
common conditions that need frequent admission to
the hospital. All three are non-communicable
diseases with an increasing prevalence in Sri Lanka,
Quality of patient care is especially important in
these three conditions as theyare long-term illnesses
in which the quality of care given is likely to
influence the outcome and occurrence of
complications. As education of patients is a duty of
hospital staff, knowledge ofpatients about their
disease can be considered an important indicator of,
this aspect of care.

 

Thepatients wereinterviewedondischarge because
they would be more comfortable at that time to
comment on the quality of services either than when
they were still the ward. Reluctance to make
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adverse comments on the services is minimized to

an extent by interviewing them after discharge.

A medical ward is staffed by one specialist, an
average of about five medical officers, nurses,
attendants and labourers. Many of these staff
members are trained to educate patients in a
multitude of ways. Nevertheless, education of
patients is an aspect that had notable deficiencies in
the medical wards studied. As education of patients
is an essential part of the long-term management of
the illnesses under study, improving this aspect of
care needs greater attention.

The amount ofinformation given by the health care
workers to the patients on discharge was
unsatisfactory. Patients’ opinion on the degree of
courtesyof each category ofstaff was favourable. It
is suggested that medical and nursing staff devote
more time to educate the patients about their
illnesses.

The quality of education should be improved by
training the ward staff on communication techniques
and requirements for educatingpatients, With better
patient care the quality of life of patients can be
improved which in tum will reduce the burden on
thehealth services.
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