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ABSTRACT 

 

The study titled “An assessment of patient satisfaction regarding health reforms introduced by 

KP government”. A total of 384 sampled respondents (admitted patients Male/Female) who 

visited the OPD for surgical and medical treatment were selected through random sampling 

technique from the three public teaching hospitals namely, Khyber Teaching Hospital, 

Hayatabad Medical Complex, and Lady Reading Hospital in district Peshawar, Khyber 

Pakhtunkhwa. A conceptual framework consisted of eight independent variables namely, 

provision of free medicines, availability of services, access to medical services, staff presence, 

corruption, gender discrimination, space availability, monitoring and rules and regulation 

violation and a dependent variable i-e patient satisfaction was tabulated and analyzed through 

X
2
 test statistics. In addition, a reliability test was carried out on the entire variables and 

explored a Cronbach Alpha of (0.86). Furthermore, exploratory factor analysis was also carried 

out to check the validity and stability of measurement tool and found an adequacy score of 

0.932 which was above the recommended threshold value of .7. This value also augmented the 

confirmative factor threshold level. The study further explored that all age groups (up to 25 and 

above 65) who received treatment in public teaching hospitals, 76% belonged to joint family 

set up. It was also disclosed that majority of the respondents were illiterate (57.8%) with 75% 

from rural background and almost half of the population had monthly family income below 

Rs15,000/. In bi-variate analysis, both dependent and independent variables were indexed, and 

a significant association was found between patient ‘s satisfaction & provision of free 

medicines, presence of staff, gender discrimination and rules and regulation violation. In 

addition to the above, the study further explored that patients’ satisfaction was found in 

significant association with people kept in dark about medicinal availability in hospitals. 



 

Critical patients are served with unhygienic beds in emergency wards; frequent utilization of 

rough and dirty bed sheets; defective infra structure and substandard policies leading to poor 

health care system; women having less access to medical services including provision of free 

medicines; and minimal time is spent on proper investigation of diseases by doctors. During 

multi-variate analysis, the study further intimated that rules regulations and patient ‘s 

satisfaction was found in significant association with nuclear family, while controlling family 

type. Furthermore, while controlling age group, gender discrimination with reference to patient 

‘s satisfaction was found significant 

The study concluded that all out efforts were made to nab corruption through a strong 

vigilance-based monitoring system; however, prevalence of poor policies had eroded the 

smooth transmission of services to the needy segments as policies were framed without taking 

inputs from local representatives. The qualitative study further concluded the inferences that 

most of the facilities existed in urban hospitals. Lack of these facilities in rural areas work as a 

catalyst in pushing the rural people to cities for getting treatment. In order to reduce the burden 

on tertiary hospitals, tehsil or district level hospitals need to be upgraded with equipment and 

trained personnel. Rules & regulation must be uniform for all the sampled hospitals. Lastly, 

regular assessment & evaluation should be made possible by the third party for maximum result 

yielding. 
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 I. INTRODUCTION 

 

Various scholars and organizations defined health from various dimensions.  The 

World Health Organization declared health as a functional unit that maintains one ‘s 

social and personal resources along with the physical and mental abilities of human 

beings. Such capabilities must contain physical, intellectual, and social interactionism 

with the local environment. The WHO (2010) maintained that health does not mean only 

physical soundness and absence of disease and injury rather being social to either gender 

(Nadir, 2003). 

Similarly, Jacobson and Mathur (2010) believed in the declaration of human 

rights resources under the preamble of the 1948 declaration that good health is the 

fundamental right of human beings with sufficient life facilities. A healthy being can 

produce a healthy society, and therefore, a state must provide this fundamental right to 

everyone, with livelihood, clothing, shelter, and medical care. Furthermore, a sound 

health and a sound mind can ensure to carry on aims of life, minimize grievances and 

resist the troublesome situations. Sound physique and mind prolong life tenure on both 

local and international levels. 

Good health is the primary and most crucial element amongst the needs of human 

beings which makes things imbalanced pertaining to functional analysis. A healthy 

gender performs a number of activities, closely in affirmative to the social and physical 

well-being. Contrary to this, a sick and distorted physique drives away the individual and   

society from all sorts of developments due to dysfunctionalism. A healthy physique has 

nothing to contribute but mold the social and physical affairs of life (Jalal, 2009). 

However, physical and mental deterioration are the parts of every society as it is either 

social or natural phenomena with structural abnormalities, either to man or the 

environment. Doctors study a physical disorder through signs or symptoms as they enjoy 

strong background knowledge of the issue at hand. However, being social and 

psychological some diseases fall within the preamble of hierarchical domains, treated 

through hospitalization, counseling or social integration drives to make them a 

sustainable resource (FICHP & Ottawa, 2000; Fisherman, 1997). 

Two pillars of the health care system exist, i.e., public and private sectors, being 

run and owned by government or private actors subsequently. The former entails a state-

run cover in financial matters by providing free medicines and services, while private 
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hospitals are paid for these facilities by the patients. However, the majority of the facilities 

exist in public sector hospitals. (Fisherman, 1997). Private health care is more expensive 

and requires huge amounts to avail treatment as compared to public sector hospitals 

although it lacks appropriate facilities and conditions in some cases in Pakistan. 

Furthermore, lack of interest in discharging duties on the part of staff makes the situation 

more appealing directly affecting the poor masses. It is essential to mention that in both; 

developed and developing countries, doctors spare a time of 57 seconds for diagnosis and 

37 seconds for prescribing in public sector hospitals while most of them prefer performing 

duties in the private sector to garb more wages under the system with inefficiency and 

poor governance. This dysfunction negates the efficient combination of human and 

financial resources (Akashi et al., 2003; Ehsani et al., 2006; Landman et al., 2001; 

Verdonk, 2006). 

    Improvisation in governance with the aim of accountability for health 

professionals based on efficiency is essential to avoid the recurrence of flawed events. 

So, the purpose of improvement in various sectors was to ensure transparency, eliminate 

corruption and check negligence to make the system functional. Such structural and 

functional alterations could also mitigate patient’s attendant miseries (Sania, 2011; 

William, 1992). 

Numerous health problems are being confronted in the healthcare system of 

Pakistan both by patients and doctors. It could be easily understood from the doctor- 

patient ratio that one doctor is supposed to serve almost 1300 patients. Moreover, better 

economic packages for doctors in the private sector have made the public sector 

ineffective due to the shortage of experienced and specialist doctors. This imbalance has 

made the health care system of Pakistan dysfunctional. Such a scenario has put the overall 

health system under tremendous pressure and has allowed several NGOs to play their role 

parallel to the public sector health system in health deliverance. The rural segments are 

the worst neglected in terms of access to quality health care system in Pakistan despite 

health as one of the fundamental rights of human in the constitution of Pakistan. However, 

cases of refusal of access to basic rights to hundreds & thousands of people are due to 

poverty and non-existence of proper health care system (Eriksen, 1998; Krym, 2009; 

Lomas, 1998; MPHSA,2006; Saeed, 2010; Sania, 2011). Furthermore, the non-

availability of paramedical staff has further eroded the chances of access to this vital 

service of humanity. The Poor sterilization of equipment has further led to an 
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intensification of diseases along with improper disposal of waste, which is being 

presumed to be the federal government ‘s responsibility involving the provincial 

government to negotiate. This centralized tendency has led to the formation of policies 

without involvement of the provincial chapter, resulting in over targeting in 

characteristics and plans of action. Moreover, a communication gap between doctors & 

Paramedical staff, misuse of the existing stock of medicine and its inaccessibility to the 

needy patients has further aggravated the situation (Acker, 1998; Deogonka, 2004; Sheikh 

& Juanita, 2004). 

 National Scenario 

The benefits of investing in health are significant and not limited to improving the 

health of the population: there can be significant economic returns and social benefits. 

However, health systems worldwide still fall short of providing accessible, good-quality, 

comprehensive and integrated care with apparent reference to Pakistan. As the global 

health community is setting ambitious goals of universal health coverage and health 

equity in line with the 2030 Agenda for Sustainable Development, there is an increasing 

interest in access to and utilization of primary health care in low- and middle-income 

countries like Pakistan, which has been portraying a dismal picture since long 

(Lancent,2013) 

     In its 68-year history, Pakistan has experienced one approved National Health 

Policy passed through Parliament (1990), two National Health Policies announced and 

approved by the ministerial Cabinet (1997, 2001) and one draft policy of 2010 enter to 

this development. 

     The Pakistan Health Care sector lacked a strategic policy direction. PHC 

planning has usually followed a project mode, shaped by the project documents of 

different vertical programs, government-funded primary care projects, and donor-funded 

primary care projects. Key government initiated PHC projects included the Population 

Welfare Programme, Rural Health Centre Scheme, School Health Services Programme, 

Expanded Programme on Immunization and Lady Health Worker Programme.  These 

programs have successfully been transitioned from the project mode of development 

budgets to sustained financing in the recurrent budget. Donors have been important 

instigators and funders of PHC projects, and key initiatives have included the Social 

Action Programme (1990s), Family Health Project (1990s), HIV/AIDS project (2003), 

Pakistan Initiative for Mothers and Newborns (2004), Maternal, Neonatal and Child 
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Health Programme (2008-ongoing), and Nutrition Project (2015-ongoing). However, 

these initiatives have struggled for government ownership and continuity beyond project 

life. Taking into consideration the aforementioned efforts, a health policy was designed 

and implemented in the year 2001. The basic objectives/goals included are. 

• The first key area covered the execution of promotive and protective health 

programs to reduce communicable diseases such as TB, Malaria, Hepatitis-B, HIV/AIDS, 

and childhood diseases. 

• The second key area aimed to address the shortages/failures in the primary and 

secondary health care services, and the policy documents recognized insufficiencies such 

as poor state of equipment, shortage and absenteeism of medical staff at the local level. 

• The third key area addressed the professional and managerial shortcomings in 

the district health system. The NHP 2001 identified some deficiencies like lack of 

adequate knowledge and skills among district health officers and the unavailability of 

doctors, specialists, and other paramedical staff in district or Tehsil level hospitals. To 

overcome these deficiencies, the NHA proposed improving supervisory practices through 

decentralization and appointing doctors and paramedics to fill in the vacant positions. 

• The fourth key area aimed at promoting gender equity in the health sector such 

as improving women’s access to primary health care facilities, provision of safe 

motherhood facilities and emergency obstetric care facilities in the hospitals. 

• The fifth key area addressed to bridge the nutrition gap in the target population, 

especially children and women. 

• The sixth key area covered to reduce rural-urban disparity in the public health 

sector. Urban areas have advanced medical facilities and well-trained professionals as 

compared to rural areas. 

• The seventh key area directed to recover the performance of private sectors 

because the quality care differs on a regional basis (rural- urban) and (facility-facility) 

such as hospital, laboratory and physician. 

In Pakistan, the 18th Constitutional amendment was passed on 20th April 2010 to 

diminish the likelihood of an authoritarian or overly centralized government. The Health 

sector became a provincial matter thereby dissolving the Ministry of Health resultantly. 

When Pakistan Tehreek-e-Insaaf (PTI)-led coalition assumed power in Khyber 

Pakhtunkhwa in 2013, the province had just started descending from its climax of 

militancy and law and order and was poised to offset the effect of the 2010 floods. 
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KPK Scenario 

The PTI soon after assuming power in the province, embarked upon its agenda, 

focused on culture of good governance. It undertook some substantial health reforms like 

decentralization, health care financing and the use of information communication 

technology (ICT) on patient’s satisfaction in public hospitals of KPK. These reforms 

aimed to solve the problems encountered in health care systems and improve healthcare 

system. The most vibrant objective of PTI was to provide the best health facilities to the 

people of Pakistan. The Reforms Implementation Cell (RIC) of KPK established a 

working group on health to introduce and implement health policies. New health policy 

entitled the major steps like providing autonomy to hospitals, the establishment of KPK 

Medical Transplantation Regulatory Authority, implementation of Essential Service Act, 

introduction of Tibb and Homeopathic treatment in hospitals, incentives for Lady Health 

Workers, medical aid to injured person in Emergency, Protection of breast-feeding and 

child Nutrition, KPK Health Care Commission, KPK Blood Transfusion Safety 

Authority, Fight against Tuberculosis, The KPK faculty of Paramedical and Allied Health 

Sciences and establishment of Food Safety Authority. 

 

 1.1 Justification of the Study 

Pakistan’s current population is 196,822,105 (UNO, 2017) which is equivalent to 2.62% 

of the total world population. The median age in Pakistan is 22.7 years. Around 50 million 

people have mental disorder in Pakistan. Doctor to patient ratio is one doctor for 1000 

patients. Health expenditure in Pakistan is 2.6 % of the GDP (2014). Physician density is 

0.8 per 1000 population (2014). Hospital bed density is 0.6 beds per 1000 population 

(2012). There are 127,859 doctors and 12, 804 health facilities to cater to over 220 million 

people. Pakistan, as a developing country, is being swung in a pendulum of development 

in structural and functional terms. Most of the institutions have been enriched with 

capacity to accommodate and ruled through some new forms of regulation to cater to 

human needs in light of modernization and surge in panacea. Health is one of them, which 

has been under constant and consistent transformation through policy enactment and its 

subsequent implementation. The central government is playing its role in designing major 

policy frames; however, provinces are also entrusted to carry out certain policy 

dimensions to cover structural and functional perspectives. KPK, located at the crossroad 

to Afghanistan, has accommodated almost 20 million Afghan refugees besides catering 
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to the needs and requirements of its local populace. The total population of KPK stands 

at 27.3 million with 53 significant hospitals out of which 10 hospitals provide facility, 

teaching and research, followed by the remaining 43 hospitals which cover the general 

health requirements in surgery and medicines. Collectively 999 specialists, 7986 medical 

house officers, 15000 LHVS, 14552 paramedics and 3049 nurses render their services to 

shoulder this gigantic task of human life. The surge in human populace and development 

in research and some new kind of discoveries has also put these institutions under 

tremendous pressure to address the growing needs and demands in this vital aspect of 

human life. Relevant provincial governments of Pakistan have introduced vital reforms 

to cater to the growing complexities in health and its related areas. The KPK government 

has revolutionized society through the slogan of change to discuss different social taboos, 

which have hampered the transitional process of societal development. It included 

eradicating the menace of corruption and upholding the virtue of merit. Under the 

umbrella of change, health has also been declared one of the areas which needs reform 

and soon after coming into power, the KP government while negotiating with various 

stakeholders, introduced some of the vibrant reforms to cover the needs of all the 

stakeholders. The universe of the study was district Peshawar. Three leading hospitals 

namely: Khyber Teaching Hospital, Lady Reading Hospital and Hayatabad Medical 

Complex were chosen for this research endeavor. All those patients who visited OPD of 

these hospitals had a rural background. The study depicted that most of the patients i.e., 

75% were from the adjacent areas of 5km radius of the city. This area is characterized by 

rural dwelling, lack sound residential parameters, rather an urban sprawl, devoid of 

township characteristics. Most of the respondents had agricultural professions, directly 

involved in farm management. It was also depicted through a face-to-face discussion that 

most of them were illiterate with low-income level. This study attempts to divulge the 

people’s (patients) perception regarding the provision of services on sustainable grounds. 

The study proceeded while addressing the following research questions in order to 

achieve the subsequent objectives. 

 

1.2 Research Questions 

 

1. Whether a vibrant health policy covering all the needs and requirements 

pertaining to basic amenities in this vital field of human life was inconsistent? 
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2. Whether the health policy introduced by the KP government corresponds to the 

professional demands of all the stakeholders? 
 

3. Whether the existing/ incumbent policy introduced by the KP government is 

replicable in terms of getting wide ranged results? 
 

4. Does a consistent correlation exist in bridging the administrative and professional 

gaps in the existing health policy attending to the earlier procedures? 

 

1.3 Research Objectives 

 

The study proceeded with the following objectives: 

 

1. To assess the demographic profile of the respondents. 
 

2. To explore the structural and functional dynamics pertaining to space, 

provision of services, monitoring and gender-based discrimination. 
 

3. To measure the relationship between structural and functional dynamics and 

public perceptions about health policy. 
 

4. To assess the patient satisfaction about the newly introduced health policy. 
 

5. To suggest appropriate policy recommendations in light of the study. 
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II. LITERATURE REVIEW 

 

Health, being an indispensable factor of human existence, has occupied 

overwhelmingly pedagogues ‘minds and intellect. Their meditation superbly associated 

with health ‘s complexities; as being the natural crave of men for stout physique and 

sound intellect, which in turn brings domination and prolongs existence in association 

with other merits to this mortal creature. Men are not, always, dissatisfied with what they 

have, strive for more and better or even hunt for best. Hankering for cream of the crop, 

long for acquisition and being a spearhead to the other counterparts, enforced them to 

debunk every corner of the universe. Such burning aspirations and wills engendered roots 

of knowledge and research; thus, ultimately, passing through ages, consistent propagation 

of research studies preoccupied itself. Hence, this study too, focuses on the health 

regularities and irregularities in Pakistan generally and Khyber Pakhtunkhwa particularly. 

Therefore, the foremost studies, having closer association and resemblance with the 

health care system are reviewed briefly. 

 

2.1 Health 

 

The World Health Organization (WHO, 2010) has defined health as; a state of 

complete physical, mental, and social well-being, and not merely the absence of diseases 

or injury (Nadir, 2003:09). Thus, it puts together that lack of potential and sick health 

integrates ones specified targets (World Bank, 2012). Furthermore, health is a pre-

requisite of adequate functional fitness, social ability, personal resource, and mental 

capacity of an individual. Hence, an ill and distressed person pre-occupies and curtails 

our progress and creativity (Jalal, 2009). While on the other hand, every society 

compounds disease which deviates the state from its regular function. Consequently, 

signs and symptoms of an abnormal system are evident of a weak state (FICHP & Ottawa, 

2000). 

2.1.1. Sociology and Health 

 

Sociology associate’s health and society in respect of health and illness, 

predominantly unfolds social elements, such as morbidity and mortality ratio and 

similarly observed in antithesis. Its further prevails it veins to perceive the reasons of 
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affliction, its precautions, preventions and modes involves the ill ‘s compliance and non-

compliance (Conrad, 2008; White, 2002). Similarly, the ―sick role theory of ―Talcott 

Persons establishes relation among the society, environment and health care system. 

―Talcott persons‖ ties myriad factors with one lace. Social distribution and contribution 

are indispensable for physical and mental well-being. According to Talcott theory social 

regulation and social control has prominent role in the health and illness of an individual. 

Consequently, sociology is deeply associated with health, health care and health care 

system and its regulations (Stacey, 1988). 

 

2.1.2. Health as the Basic Right of Human Beings 

 

Enjoyment of the physical and mental health to the fullest is fundamental right of 

human beings, articulated initially in 1948 by the constitution of World Health 

Organization in its article #12 at International Covenant on Economic, Social and Cultural 

Rights, adopted immediately by 150 states (Human Rights, WHO 1948). Countries must 

ensure availability of non-discriminative physical, economic, and informational 

accessibility; cultural and ethical acceptability; quality of health care (WHO, 2012) 

certifying economic access to health care (Normand, Rayan, & Thomas, 2009) effective 

financial protection, and effective mechanisms. Otherwise, an in-effective mechanism 

enroots enormous economic, psychosocial, and medical consequences, such as out-of-

pocket expenditure, psychological stress, aggravated poverty, constrained household, 

forgoing of patients to vital treatment because of unaffordability (Garg & Karan, 2005; 

Liu, Rao, & Hsiao,2003; Wagner, Graves, Reiss et al., 2011; & Wang, Zhang, Hsiao, 

2006). 

 

2.2. Patients’ Satisfaction; A reliant Scale for Quality Measure 

 

Patients ‘satisfaction is a reliable yardstick to measure health care service and 

quality; and it is a reliant indicator of health-related behaviors (GREGORY, 1983). This 

trend has served as the subject of several reviews published from 1970 till now (Lebow, 

1974; Locker & Dunt, 1978; Rivkin & Bush, 1974; Stamps, 1978; Swan & Carroll, 1980; 

Ware, Davies-Avery, & Stewart, 1978). The satisfaction of health care users depends 

largely on quality of service, behavior and intention (Kui-Son & Choi et al., April 2002). 
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Consequently, in 2010 Patients Protection and Affordable Care Act was passed to 

grant incentives to improve the value of health care delivery. As Physicians ‘practices 

aim to provide health care services which are both clinically effective and patient 

centered; thus, it becomes pertinent to understand the association between the patient ‘s 

experience and the quality of health care services provided to them. This ideology 

engendered the custom of surveys as a tool to quantify the consumer’s experience while 

results of these surveys are playing an eminent role to determine health care expenses 

provided that the patient’s experience is being used as a surrogate marker for quality and 

value of health care delivery (Farley et al., 2014). 

Thus, patient’s satisfaction is an essential measuring tool for the services at 

healthcare industry. Patient’s experience is measured through surveys. ―The first 

national, standardized, public survey regarding the patient’s satisfaction and hospital care 

was conducted and reported by the Hospital Consumer Assessment of Health Care 

Providers and System (HCAHPS) in 2006. The aforementioned survey was funded by 

the centers for Medicaid & Medicare Services and the Agency for Healthcare Research 

and Quality and recognized by the National Quality forum (Centers for Medicare and 

Medical Services, 2013) in which patients ‘perception during their hospital visit was 

scrutinized through 32-item data collection tool. This methodology was increasingly used 

in the U.S. Such surveys conducted under the 2010 Act of Patient Protection and 

Affordable Care played a significant role to determine reimbursement at hospital and 

emergency department (ED) (Government Printing Office, 2010). 

However, the association between patient’s level of satisfaction with quality of 

medical care was not successfully determined in the past research; (Schoenfelder, 2012; 

Solberg, Asche, Fontaine et al., 2011). Change et al. (2006) has indicated no association 

between patients ‘experiences and the quality of clinical care among the aged patients in 

two different health care organizations. Lyu et al. (2013) supported these arguments that 

―satisfaction level of patient is independent of quality care, surgical process and safety 

culture of employees. While another study questioned patients’ satisfaction as a quality 

indicator (Gandhi, Francis, & Puopol et al., 2002). Hutchison et al. added that inverse 

association between quality of care and patient satisfaction persists while compiling 

patients ‘satisfaction reports from family practice clinics, walk-in clinics, and local 
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emergency departments in Ontario and Canada and thus revealed slightest satisfaction 

scores in practical settings whereas higher quality of care scores was obtained as assessed 

by standardized measures. Another study held by Fenton et al. has described that patients 

‘satisfaction level is highly associated with decreased emergency department utilization 

of inpatients admissions; and increased health care, prescription drug costs and thus, 

overall increased mortality ratio. But countless research asserted a positive relation 

between patient’s satisfaction level and their agreement to prescribed medication and care 

(Krym, Retezar, & Scott, 2009; Saeed, & Hajra, 2010). In a nutshell, countless research 

studies have affirmed that patients ‘satisfaction is an eminent scale to evaluate health care 

quality (Israr, 2016). 

 

2.2.1. Patients’ Satisfaction level in Pakistan 

 

Kalaja et al. (2016) while using a ―SERVQUAL‖ model analysis method asserted that 

patients were satisfied in all respects. However, the average values of the gaps were found 

relatively low because of the low expectation of the patients regarding the service quality 

patients had and have, and thus, service quality can be supposed to be lowest as having 

enough gaps with modernity. Naz et al. (2012) revealed that patients in public hospitals 

in Pakistan experience multiple complications in health care sectors regarding the 

facilities and cure. These problems need proper attention, infrastructure and technology 

provision with sufficient check and balance to minimize health care complications in 

public hospitals. Pakistan’s Health care system is based on public and private hospitals. 

Sania (2011), has asserted that although public hospitals in Pakistan have stronger 

infrastructure, still, private hospitals are given preference. This assertion was further 

supported by Krym, (2009), that a huge proportion of public in developing states 

including Pakistan particularly in rustic areas have been denied access to standard health 

care services which are merely allowed to privileged and urbanized public. In spite of the 

fact that health is the fundamental right of human being, millions of ill-health and feeble 

are deprived of this basic human right all across the world (MPHSA,2006) and all over 

the country (Pakistan) poor masses are confronting complications to obtain proper health 

care facilities at tertiary health care level (Saeed & Hajra, 2010). 
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Abida (2016) added that reasonable satisfaction was found amongst the admitted 

patients in Holy Family Hospital (Rawalpindi) except free of cost provision of medicine 

and hygiene. Minoti Baruah et al., Guwhati, India May (2016) reported that patient was 

tremendously satisfied in BBCI Hospital (India) with doctors ‘behaviors but dissatisfied 

with cleanliness of toilets and the wards. Rajan Madhok et al. (25 March 2019) has 

revealed that Pakistanis in England at Middleborough hospital were found 

overwhelmingly satisfied with Health care facilities provided to them. Hafeez et al. (May 

2014) added that like other developing states, prescription and dispensing practices are 

not satisfactory in public health facilities of Pakistan which need appropriate measures to 

improve system. Patient experiences and their expectations with health care services were 

found to be an imperative determinant of patient satisfaction in Pakistan. Age, gender, 

literacy and high social class are few characteristics influencing patient’s level of 

satisfaction. While, lack of privacy, autonomy, involvement in decision making, poor 

communication, and sanitation/hygiene leads to bad patient experience hence, decreased 

satisfaction. This review highlighted the complex and interrelated determinants of patient 

satisfaction with health care system in Pakistan (Maliha et al., 2012). 

 

2.2.2. Patients’ satisfaction level in KP Hospital 

 

Pakistan is still unable to rank itself in the contest of quality health care services provision 

as the health care system in Pakistan is facing marvelous challenges of inequities and 

inadequacy both in terms of delivery and access of quality services. This study focused 

on the quality of healthcare in Peshawar, Pakistan while bringing 10 hospitals under 

consideration both from public sector and private sectors. The consequences revealed that 

private sector hospitals have low quality gaps as compared to public sectors. However, 

altogether both sectors need improvement to meet the standard health care provision 

(Aqsa, 2016). Similarly, Khattak et al. (2012) selected 200 patients from private and 

public health care sectors, 100 from each sector, to evaluate patients ‘satisfaction level 

and found that patients ‘satisfaction level at private sector dominated public sectors in 

KP, Pakistan. In addition to this, Ahmad et al. (2013), observed staff behaviors and lack 

of facilities for patients in public hospitals in the southern regions of KP. The 

consequences revealed that lack of facilities and staffs ‘interest are principal reasons for 
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patient ‘s dissatisfaction in public hospitals. Israr et al. (2016), conducted a study in a 

community center (CHC) District Mardan to peruse patients ‘satisfaction level. The 

results of the study revealed that all the respondents were highly satisfied with the medical 

care provided to them at the CHC and appreciated the contribution and significance of 

the centers which are playing marvelous role in the neighborhood of the poor and low-

income people. Sareer Khan et al evaluated the sensitivity of patients regarding the 

hygienic condition of the hospitals and revealed that over-all cleanliness was satisfactory 

in Hayat Medical complex, KMC and Lady-Reading Hospital Peshawar and patients were 

highly satisfied. Saba Savul et al (8-04-2018) asserted that feminine gender was found 

overwhelmingly satisfied with doctors ‘behaviors and nursing staff attitudes along with 

quality of medicines and basic health care facilities at CHC level including water, 

bathrooms and hygiene system. Patients had mixed satisfaction levels with various 

aspects of antenatal services, post-natal care, immunization services as well as the 

location of CHC (58.7%), availability of prescribed medicines (67.1%) and affordability 

of laboratory tests at the centre (63.3%). Major areas of discontent were health education 

regarding breastfeeding and immunization, the average waiting time to see a doctor, the 

waiting area, and family planning services.  

 Pakistan has historically had bad health sector consequences relative to different 

international states in South Asia and East Asia. In Khyber Pakhtunkhwa, many 

weaknesses and challenges have been recognized in the cutting-edge Health Sector 

Strategy (HSS), consisting of negative get entry to and utilization of health services, low 

pleasant and effectiveness of care, restrained managerial ability and susceptible 

accountability at all levels, systematic underfunding of the public fitness system, 

inefficient and inequitable useful resource allocation, low economic protection, and 

fragmented and discontinued reform initiatives. 

 Khyber Pakhtunkhwa undertook more than a few initiatives towards typical 

fitness coverage. 

The following are simply some of these initiatives: 

Sehat Sahulat Program: The Government of Khyber Pakhtunkhwa launched a social 

health safety initiative referred to as the Sehat Sahulat Program in December 2015. The 

current attain of the application stands at 51% of the populace of the province and is 
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currently being scaled up to 69%. The three-phased software is enrolling households 

based on proxy capability trying out (PMT) at a PMT rating of 16.7 in the first phase, 

24.5 in the second, and 32.5 in the third.18 The cutting-edge gain package deal presents 

limited tertiary cowl and a hundred percent insurance for maternity care, most cancers in 

the OPD, and all illnesses requiring hospitalization in secondary care hospitals. However, 

with competing programs in place—especially vertical packages on diabetes, hepatitis, 

cancer, and HIV/AIDS—there is a confusion in the scope of programs, which will in all 

likelihood end result in inefficient utilization of resources. 

 Documents and reviews printed countless governance-related challenges in the 

Khyber Pakhtunkhwa fitness sector. Key governance and accountability troubles 

recognized in the HSS 2010–2017 consist of (i) insufficient emphasis on stewardship 

functions, (ii) lack of results-based decision-making, (iii) lack of clear financing and 

transport strategies, (iv) terrible fitness facility management, (v) susceptible capability to 

supply on new roles or functions, and (vi) insufficient economic accountability and 

interior controls. ADB surveyed fitness services to shed extra mild on these issues. This 

part summarizes the findings from the survey and the archives and literature (Asian 

Development Bank, 2019). 

In a nutshell, Sofia Xesfingi et al. (2016) concluded that there is a strong positive 

association between patient’s satisfaction and public health expenditures, number of 

physicians and nurses, and age of the patient, while a negative evidence was found for 

private health spending and number of hospital beds. 

 

2.3. Corruption 

 

Corruption is one of the most historical, eminent, everlasting, and unavoidable 

social evils. In broad sense corruption is the misuse of authority to convert the things for 

personal interests or in other words to neglect the common mass and specify the benefits 

to some specific group or individual (Doig & Riley, 1998). Corruption is an evil which 

not only affects a specific person but deteriorate the whole system, society, nations and 

even international economic system. When corruption raises to a certain level (macro 

level), it hinders in the way of organizational progress, affects the governments and states, 

deteriorates the resources allocation, retrogrades the policies and complicates the service 
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delivery (Tanzi, 1995). It cannot be wrapped in a single definition while having a strong 

influence over the society. Therefore, the elements of corruption have been tremendously 

enrooted and enhanced in various disguises. Corruption has embodied itself in various 

shapes such as companies and industries dominance, supported by the political and 

economic actors on the basis of their own interest, mutual understanding and share 

political and economic interests. In this way grounds are prepared for corruption to thrive. 

Thus, they are free enough to use political as well economic strategies to achieve 

their malicious designs due to the unique dimensional capacity of health care system. 

This sector is not only providing them the monetary resources of corruption, but 

pedagogical corruption also flourishes here (Schonhofer, 2004). Distorted facts are 

enfolded in research and presentations which provide misleading grounds of knowledge 

and pedagogy. According to a survey, 23 countries are pointed out to be highly involved 

in corruption including Pakistan which stand at 4
th

 position among the top10 most corrupt 

countries (Dabalen & Wane, 2008). 

 

2.3.1. Corruption in health care system 

 

Corruption is multi-dimensional and multi-layered dilemma encompassing a 

small, ranked actor such as doctors and nurses where they strive for ―informal payments‖ 

to high ranked actors such as ministerial or administrators’ level who drain off money or 

utilize other resources by pulling it away from the needy and deserving (Transparency 

International, 2006). Thus, people have to face low quality health services because of 

corruption and collusion. Globally, $7.35 trillion yearly are spent on health, much of that 

come from out-of-pocket, insurance and public funding; however, lack of transparency 

makes it prone to corruption (Gee & Button, 2015) and amongst these $455 billion of the 

total is engulfed by the corruption (Vain, 2002). In such an influential script, public funds 

are easily predisposed to corruption even to those who are supposed to be the most trusted 

ones. Thus, 45% of global masses including Organizations for Economic Co-operation 

viewed health care system as overwhelmingly corrupt (OECD, 2017). 

Various surveys have indicated health sector of most of the countries as corrupt 

(Transparency International, 2006). In line with these, appraisals held on across thirty-

three countries while evaluating public attitudes on democracy and governance evidently 

https://www.nap.edu/read/25152/chapter/8#chapter07_pz249-1
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revealed a moribund trend in the predominance of corruption in Africa including some 

other countries in the world (Kankeu, 2018). Similarly, the state of Tanzania 

acknowledged corruption as one of the majors impedes in provision of health care 

services (URT and Ministry of Health and Social Welfare, 2011). 

The State of Uganda affirmed such circumstances and malpractices (Bourchard et 

al., 2012). Mendel (2017) further added that access to medical commodities and health 

care services is difficult due to corruption in Ukraine (Mendel, 2017). In addition to this 

corruption have negative impact on public health and resultantly, 16% of patients die due 

to various forms of corruption in health care system (Hanf et al., 2011). 

 

2.3.2. Modern Health Care System & Corruption 

 

Modern health system has further worsened the condition of health care system 

where costly therapies and medication are introduced for the sake of individual gains. 

Public experts are not indulged in policy constitution with excuse that they are lacking 

experience in this particular area of health (Dabalen & Wane, 2008). The notable thing is 

that public perceptions are strongly discouraged at the time of health policy composition 

and health. 

Professionals strongly resist their participation for the constitution of policy, 

although, they proclaim to deny illegitimate offers and benefits from drug companies. 

But it is a fact that the insured and entitled patients are also compelled to pay for their 

treatment by one way or the other. Moon light procedure is adopted by the doctors which 

is an unorthodox form of corruption, an exempted form of illegitimacy of corruption 

where public office is used for personnel interest (Lewis, 2006). 

2.3.3. Impacts of Corruption on Insured Patients 

 

Mostly People have health insurance in developed countries but still those 

countries are not free of corruption despite their utmost precautions. Illegitimate 

therapies, unnecessary prescriptions and unnecessary laboratory tests are made 

compulsory for personnel monetary gains. It all happens due to lack of monitoring 

system, weak mechanism, insufficient check and balance, improper evaluation, lack of 

transparency, political interference, and professional incapability (Krause, 2010). 

 

https://www.nap.edu/read/25152/chapter/8#chapter07_pz248-3
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Pakistan also falls amongst the developing states facing corruption dilemma. 

According to a survey, 68% people reported high level corruption in public health care 

sector as compared to the private health care. 

Apart from this, 17.8% patients reported to be pressurized for using unfair means 

of getting admission in hospitals. The Collected data indicated high level of corruption 

of blood banks staff, pharmacy staff, and laboratory staff. Approximately, 70% public 

accepted the payment as a bribe to the paramedical staff and 20% proclaimed payment of 

bribe to the doctors (Ahmed & Ahmed,2012). 

The inappropriate law enforcement, improper accountability and negligence of 

public complaints have further entangled the matter of corruption and unfair distribution 

of health care facilities. For the resolution of corruption evils and prevention of such 

harmful practices, proper monitoring, transparent rules and improved health governance 

are imperative. While constituting health policy, the owners of big farms and stakeholders 

‘involvement are essential so that they could be convinced for fair competition instead of 

malpractices (Brinkerhoff & Bossert, 2008). Lobbying groups with collaboration of 

political and health professional, non-state actors partake actively to decompose the 

health care systems (Lewis, 2006). 

Most of the sufferers rejected the first and preliminary stage healthcare amenities 

when they have been disenchanted from the best which been presented to them. Because 

it appears that solely 33 percent the rural populace is in get admission to of 5 km as 

examine with urban. The distinction of get right of entry to is additionally current amongst 

the provinces as being excellent in Punjab and worst in the Sindh. At giant extent in 

Pakistan the use of public healthcare is very low and doesn’t appears to be expanded with 

implementation with social motion program. So, it has been concluded that public fitness 

care gadget is whole absent through the coverage makers and challenge authorities 

(Hussain, 2013).  

Corruption in health care system might have various faces such as fiscal, 

intellectual, and ethical. Pre-Studies have indicated that people reported dysfunctions 

such as doctors ‘absence, drug stockouts, prolonged waiting time, and bribery etc 

(Kankeu & Ventelou, 2016; Mokhatari & Ashtari, 2012). In addition, absenteeism, 
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informal payments, fraud, mismanagement of resources and theft of supplies is a common 

practice in public health care sectors (Kankeu, 2018). 

 

2.4. Provision of free medicine 

 

Availability of life saving medicine is imperative all across the world and a well-

functioning health care system needs availability of affordable, appropriate and standard 

quality of essential medicine as evident from past experiences which could save 10 

million lives both in Africa and Asia (Zarocostas, 2007). However, it is a challenging 

factor especially in low- and middle-income countries (WHO, 2004). In this connection, 

although the data can be found in fragmented form, LMICs has reported that essential 

medicine availability is only 35% in public sectors (Cameron, Ewen, Ross-Degnan, Ball, 

& Laing, 2009). In line with this, WHO has affirmed 68% people have no access to 

essential drugs in India (WHO, 2004) and this enigma enforces public for out-of-pocket 

expenses for life saving drugs (Oberoi & Oberoi, 2014). Nearly 90% public has to 

purchase medicine through out-of-pockets payments in the developing countries (World 

Health Organization, 2004) including India where 80percent of public has to buy through 

OOP ‘s (MOHFW, 2004-2005). 

Access to free of cost essential medicines is a critical component of universal 

health coverage. A key intervention in Government of India (GOI) was the National 

Health Assurance Mission (NHAM) introduced in 2014 (MOHFW, 2014). Ensuring 

availability of free essential medicines significantly reduces the burden on private OOP 

expenditures. Moreover, it provides financial risk protection to population, most 

vulnerable to pay catastrophic health expenditures (HLEG, 2011). Every Indian state 

follows an independent mechanism of procurement of medicines. Various drug 

procurement models have been implemented in states like Tamil Nadu, Kerala and 

Rajasthan towards achieving the goals of universal health coverage. This has resulted in 

lower price and better availability of medicines through efficient supply chain 

management (Singh, Tatambhotla, Kalvakuntla, & Chokshi, 2013; & TNMSC). Tamil 

Nadu follows a mixed procurement system (80 % centralized and 20 % decentralized) 

whereas in Kerala it is completely centralized, for acquiring medicines. Moreover, the 

procurement systems in both the states are completely autonomous with minimal 



19 

 

interference of state government. The governance structures created in the two states 

(Punjab and Haryana) are also very similar to the models followed in Kerala and Tamil 

Nadu. This has also led to similar processes being followed for inviting the suppliers, 

pricing, selection of essential medicines, setting up of distribution channels etc. (Singh, 

Tatambhotla, Kalvakuntla, & Chokshi, 2013). Other State Governments in India are 

planning to replicate such models to provide essential medicines free of cost at all public 

health facilities. 

Every state in the face of organizational and the structural function of the fitness 

offerings provision, face growing pressures on its primary public assets to listen on the 

issues of health sector issues, sickness and simple provision of health amenities to its 

people. Developed international locations try to supply and control the simple services in 

public hospitals in massive extent. Developing international locations additionally 

undertake new techniques to grant primary fitness amenities in the structure of superior 

equipment, certified workforce and medicinal drug to fulfill their masses. As such the 

neighborhood has various response in the direction of these primary health services 

offerings provision in public hospitals (Iqbal & Nawaz, 2017).  

For the stunning health offerings delivery, the establishments of existing training 

machine are absolutely ill-equipped and backward in making ready health offerings 

providers. There is no such mechanism and plans for the special training cadres in the 

health sectors which might also induct course. Most of the team of workers is unaware 

about its description in the time period of field, for which comparison of overall 

performance has to be done. The administration function is being stuffed by way of the 

seniority instead than specialized area management, which may also require lower back 

forth second of the extraordinary workforce on the administration and clinical role 

(Abdullah et al., 2014).  

According to Khan at el. (2018), public hospitals are working in aggressive 

surroundings with non-public hospitals for the provision of fundamental health related 

service.  Various techniques concerning fitness care troubles have been made to overcome 

some of the predominant area’s compulsory for public hospitals. Main areas like 

infrastructure, applicable medication, group of workers conduct and different equipment, 

are the simple want areas for a hobby’s patient. Lack of these services compels sufferers 
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to go to the non-public hospitals and exhibit distrust on government. Patient pleasure 

related to conduct and availability of health team of workers is embedded in the success 

of their expectation and perception their primary fitness needs. Patients’ response can 

affect the entire quality, to improve authority’s provider provision in public hospitals.  

2.4.1. Provision of free Medicine; Pakistan public Sector 

 

Muhammad Akram et al. (2007), measured the frequency of government expenses 

on health in Pakistan at provincial level including rural and urban areas while applying 

BIA methodology. Akram evaluated in-depth the trends of access to health facilities and 

spending on health care in Pakistan including discrimination in the utilization of health 

care resources and service provision by the government. The consequences revealed that 

rural areas are the most deprived and disadvantaged regions regarding the provision of 

health care facilities. Thus, expenditures in rural areas are over all regressive, whereas 

only preventive measures are progressive in Pakistan’s health care sectors. Public health 

expenditure is pro-rich in Pakistan. 

However, shortages and non-availability of fundamental drugs is a prevailing 

enigma in Pakistan public health sectors. This reason enforces public to contact private 

sectors instead of public health sector. There is no transparency and public have to receive 

the prescription according to physician will from his mentioned pharmacy. A small 

proportion of public has approach and access to health insurance and costly medicine. So, 

it is evident that most of the medicine cost is out of pocket for the population who are 

graphed below the poverty level (Drug Control Organization Booklet). 

At the other end, Chief Minister has ordered health sector to ensure the provision 

of free of cost medicines in public health sectors (Pakistan’s Today, 25
th

 December 

2018). In line with this, KP Public Health sector has spent over one billion on the 

provision of free treatment to the public under the Sehat Insaf Card Program, commenced 

in Jan 2017, which will cover 150 million deserving people all across the province 

(Ashfaq, 2017). 

Governments strive to fill the hole between the required or enough services and 

the want of established masses. But it is hard that establishment grant all the services at 

once. Infrastructures and present-day gear are obligatory in remedy of superior diseases. 

Most of the admitted sufferers continue to be for lengthy time, at some stage in which 
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they want ideal care, for this motive the team of workers conduct performs a vital function 

in sickness recovery. Most of the sufferers can't have enough money medicative stuffs, 

so they have a tendency toward public hospitals, however they face the lack of non-

availability or insufficiency in giant context (Athar & Sherin, 2014).  

2.4.2. Access to the Medicine 

 

Medical charges and high costs affect financially weak masses, compel them to 

pay out of pockets payments, and irritate them even for their life saving drugs. Medicinal 

cost affects patients ‘management behavior, and intensifies disease by using substandard 

medicines, dose mutation, poor treatment. Communication gap adds fuel to the fire, as 

paramedics and professional’s attitudes and insufficient information programs multiply 

patients’ complications and recline their access to free of cost medicines (Schafheutle et 

al., 2002). Patenting ration in backward states can be set at naught and thus stand inverse 

to assertion of WHO proclamation. All these mistaken premises might cause in epidemic 

mortality and threaten fair distribution of health care facilities (Attaran, 2004). Wealthier 

states pay more for medicinal chemical purchase thus deprives economically weak states 

of standard drugs purchase, affecting health care provision facilities (Hanlon et al., 2012). 

Distant health care services obtrude to approach health care facilities and transport cost 

additionally entangles the complication (Srivasta et al.,2015 & Watt, 2002). Relationship 

between income and forgone are directly proportional to health, thus, the cost barriers not 

only hinder in access to health care, but it also affects the psyche of the patients (Carrion 

et al., 2008). Due to the prevailing mismanagement & miss-governance; frugalities in 

drug supply and equipment non-availability, spoilage of drugs, and misuse of facilities as 

well as communication gap deny public of health care facilities (Acker, 1998:206). 

Pharmaceuticals entice professionals for corruption which in turn intrudes in the system 

(Shaikh & Juanita, 2004:1). Some of the employees ‘gangs’ pinch precious equipment 

and supply to druggist in the market. 

 

2.4.3. Availability of services 

 

Provision of standard health facilities is a significant element in health care access. 

The term ―Access enfolds myriad requisite elements such as spanning availability, 

accessibility, affordability, acceptability, and  removing discrepancies in health care 
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services (Hausmann-Muela, & Muela Ribera et al., 2003).In other words, access means 

to ensure public access to health facilities and to remove hurdles including fiscal, social 

and physicals impediments (Ma, 2008). However, in-efficacy, insufficiency and 

inefficiency at primary level dissatisfy public and push them to tertiary heath care sectors; 

thus, affecting the quality of services(Shaikh, 2004).The unaffordable treatment enforces 

public hospital that lacks standard facilities, treatment, and bulks with other 

complications (Landman et al, 2001). Additionally, negligence of paramedics further 

complicate and impact public access to health facilities (Verdonk, 2006:6). Patients’ 

attendants are kept in degradable conditions, face enormous troubles, have to confront 

pathetic situations, and have to come around myriad complications during their stay with 

the diseased (William, 1992:34). Patients have reported their dis-satisfaction with health 

care facilities both in developed and developing states around the world including 

Pakistan, Lomas (1998:8). Patients have to confront deprivation, discrimination, and 

substandard treatment; and events like these mostly take place in rural areas (Krym, 

2009:11). 

 

2.4.4. Availability of Services 

 

Despite the importance of access to health facilities, healthcare system lacks 

doctors and nurses’ presence. Furthermore, bias in between the potential and non-

potential citizens; unfair distribution of health facilities, rural and urban discrimination, 

distinction among the poor and rich are common practices. Consequently, the poor mass 

has to come across countless complications including chronic ails, mortality, morbidity 

and a huge ratio of other ailments (Mace, 1998) and such obligations drag them into 

financial humility and affect their households as well. Government’s focus on technology 

and indifference towards health care provision further multiplied the complications of 

public. Although numerous bodies are actively involved to offer health care services, but 

a gigantic gap of deficiencies engulfs 30% of public right regarding their access to health 

facilities. In addition to this, inefficiency, defective infrastructure, and gender 

discrimination adds fuel to the fire (Sheikh, 2010). Licensing, registration, regulations 

and appropriate monitoring are indispensable elements for improvisation of health care 

system (Buse et al., 2005). Access of public without discrimination of race, caste, creed 
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and gender warranties public prosperity and is the major goal of health policy (Shaw et 

al., 2004). Worst condition of BHU and RHC enforces public to approach tertiary health 

centers, thus, needs authentic infrastructure to over-rule the compliant (Khan,2007). 

Additionally, Poor transport system, insufficient means, unawareness, communication 

gap, and cultural gap further complicate public approach to health care facilities (Khan, 

2007). 

     Health sector in Pakistan has been struggling for many years. Health delivery system 

is run by state and non-state authorities. People living in urban areas have an easy access 

to best healthcare facilities whereas, in rural areas, accessibility to proper medical 

services is difficult. People either live far away from the clinics/hospitals or they don ‘t 

have any such institutes in their areas (Madiha, 2017). 

In Pakistan, more than 70 million of the population is living below the poverty 

line. These people don ‘t have any access to basic facilities including food and water. In 

addition to that, if they get sick, they don ‘t has proper healthcare facilities. In the history 

of Pakistan, health has never been a top priority especially for the people living in rural 

areas. 

       Middle and upper-income class families are able to get treatment from best 

hospitals as they can pay from their pockets. On the other hand, for the underprivileged 

community, there are local hospitals, but the number of patients outweigh the doctors 

available to treat them. Also, the number of beds is too less in these hospitals. Due to this, 

a large number of people have to sit on the floors which is repeatedly reported by media 

many times (Madiha, 2017). 

There are a number of NGOs working in the healthcare sector. Majority of them 

are providing free medicines that can heal the pain of patients who are suffering from flu, 

cough or other mild diseases. But for those suffering from serious diseases and need 

proper treatment, there is no care provided to them. The government hospitals are not 

enough to cater the needs of thousands of suffering people. If they need surgical 

treatment, they have to rely on local hospitals that put them on a long waiting list.  

Sadly, Pakistan has very undefined aims and objectives regarding its Health 

Policy. Recently, Pakistan signed Sustainable Development Goals (STGs) in the UN 

where Goal 
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3: Good Health and wellbeing, has a target to end communicable diseases, achieve 

universal Health coverage and provide access to safe and effective medicines and 

vaccines by 2030. This is an unrealistic target which cannot be achieved even if it is 

enforced as an extreme priority politically and provided unlimited finances.  

 

2.5. Gender discrimination 

 

Health disparity is termed as to provide health facilities on the basis of 

discrepancies to various people i.e., gender, caste or rank (White Health,1990). The 

presence of health bias points toward the lack of health equity in many parts of the world. 

Whereas equity refers to the application of health services to each and every individual 

without any distinction of caste and creed or rank to retain their complete health potential 

and no one could be deprived of his/her potential (Whitehead,1990). Or in other words, 

provision of health facilities on the basis of socio-economic hierarchy is known as 

―health disparity (Braveman, 2006). 

The United Nations Millennium Development goals (MDGs) Para 3 and 5 

emphasize on women empowerment and health and UN Millennium Declaration persists 

on equality of Gender. In line with this, Goal Number 5 purely insists on women maternal 

health and equality. Apart from this, MGDs has indicated the overwhelming low progress 

in area of education, gender inequality in health, education and employment in Pakistan 

(Pakistan Economic Survey, 2013-2014). Apart from this, a vast majority is living in rural 

areas of Pakistan; deprived of essential facilities and such circumstances add to the 

indifferent attitude towards women health issues (Fikree & Pasha, 2004). Furthermore, 

one of the reasons of high mortality ratio of women is getting treatment from midwives 

who are thoroughly ignorant to health matter and lack professional knowledge. Pro-

Pakistan journal (2018) adds that the essential element keeping back Pakistan to meet the 

global goals and targets is the worst condition of female health; education and social 

development specified under Sustainable Development Goals (SDGs). 

Economic survey held in 2013-2014, indicates serious deficiencies in the policy 

of women’s access to health care services in Pakistan where mater death ratio is 

260/100000 live birth (Madiha, 2017). According to World Health Organization antenatal 

care coverage is 61 % and skilled personnel services are only within access to 39% 
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women, whereas 10000 women are served by only 6 nurses (WHO, 2014). 

Comprehensive Emergency Obstetrics and Neonatal Care Units are only available in 275 

hospitals/facilities all across the state whereas intensive and Basic Care Units are 

available in 550 hospitals (Pakistan Economic Survey, 2013-2014). 

Apart from these, multiple factors provoke gender gaps and biases such as socio-

cultural trends, economic condition, administrative style and pre-historical mentality 

(Mumtaz, Salway, Waseem, & Umer, 2003). In addition to this, male-female interaction 

and free mobility of women are cultural barriers which restrict women’s access to health 

care services; particularly unmarried women are highly banned to interact with outer 

world and thus, they live on the mercy of males that causes delay in access to health care 

facilities (Shaikh & Hatcher, 2005). Another barrier for women is distant health care 

facilities where they need to accompany somebody which hinders their timely access to 

any health care facility (Bossert & Mitchell, 2011). 

Although, gender equality has been established in many areas such as labor, 

education and job opportunities yet there is an evident bias in the provision of health 

facilities between male and female in many societies. Such disparities come from the fact 

that ideologies are set out and practiced and resultantly, women have to put up with 

mistreatment and abuse which make them more susceptible to death and disease (WHO, 

2009). Apart from this, women are restrained of such activities which can improve their 

health through their own economic resources. 

2.5.1. Disparities against Female 

 

Legal codes and social norms perceive perplexities in the women career and 

health. It enhances women subjugation and harassment. Thus, these sorts of codes and 

cultural norms dispose of women for health sufferings and restrict their economic 

resources that can support them for health care at the time of need. For example, Women 

residing in male dominated area   have meager access to employment and education 

(World Health Organization, 2009). Consequently, the life expectancy ratio of females 

become lower due to improper nutrition and lack of preventive immunization against 

communicable and non-communicable diseases (Martya, 1990; Vlassoff, 2007). 
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Male gender outwits female at birth ratio i.e., with ratio of 100 and 105 

respectively (Martya,1990). Apart from this, scientifically women have far stronger 

immunity system as compared to male. If a feminine gender is treated at par to the male 

gender than they would live far longer than masculine gender (Dennerstein et al., 1977). 

It means that women are more defiant to illness and having least disposition to genetic 

situation (Huang & Audrey, 2013). Although scientific research and medical evidence 

favor women long lives still its survival ratio is far lower in developing states (Sen & 

Amartya, 1990). According to the World Development Report 2012, one and a half 

million women got expired with a huge ratio from India and China (World Bank, 2002). 

 

2.6. Access of Women to Health Care Facilities 

 

Women are more likely deprived of access to the suitable healthcare resources 

even for very minor and formal diseases such as malaria and pregnancy periods. This type 

of female deprivation of the resources exposes them to high mortality ratio 

WHO/UNICEF (2003). Such disparities occur due to cultural, traditional, and patriarchal 

norms that isolate and dispose women to higher mortality ratio (World Health 

Organization, 2009). Women’s empowerment and status are ultimately associated with 

women’s health especially, maternal diseases and components (Gill & Stewart, 2011). 

Family planning is thought to be the responsibility of women keeping aside the fact that 

in most of the societies and traditions, male possess the authority to decide spermicide 

use and family Planning (Schuler, Rottach & Mukiri, 2011). Similarly, males have the 

authority to provide access to health services (Hou, & Ma, 2011; Rottach, Hardee, Jolivet, 

& Kiesel, 2012). Removing impediments, disposing of bias and establishing equity in 

access to health care calls for multiple health care programs, implication and activation 

of determined policies to fulfill needs of men and women (Rottach, 2013). 

 

2.6.1. Rules Regulations and Monitoring 

 

Health system is expected to serve the population needs in an effective, efficient 

and equitable manner. The factors determining the health behaviors may be seen in 

various contexts like physical, socio-economic, cultural and political. Therefore, the 

utilization of a health care system, public or private, formal or informal, may depend on 
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socio-demographic factors, social structures, level of education, cultural beliefs and 

practices, gender discrimination, status of women, economic and political systems, 

environmental conditions, and the disease pattern and health care system itself. Policy 

makers need to understand the drivers of health seeking behavior of the population in an 

increasingly pluralistic health care system. Also, a more concerted effort is required for 

designing behavioral health promotion campaigns through inter-sectorial collaboration 

focusing more on disadvantaged segments of the population. The paper reviews health 

care providers, national policies emphasizing health services, health care systems, role of 

pharmacist in health care, health and economics, current budgeting policies and the 

importance of non-government organizations in health care system of Pakistan 

(Shumaila, 2016). 

 Three consecutive Governments in Pakistan have failed to compile and determine 

health care policy, accepted by Dr. Baseer Khan Achakzai while saying that they have 

been utilizing 2002 health policy since then. Although an attempt has been made to 

constitute health care policy in 2009; however, it did not approve due to anonymous 

reasons. He stated that a national Health Policy should be devised in order to ascertain 

coordination between federal and provincial governments to achieve health targets 

(Hamid, 2018). Despite the fact that medical care and standard living is basic human right 

according to the Universal Declaration of Human Rights by the UN general assembly, 

(UDHR) yet high cost, poor access to health resources, and inadequate quality are the 

major threats and impedes to deliver free and affordable health services to the people. To 

ensure quality health care services and affordable treatment, USA has recently constituted 

an act known as ―Patient Protection and Affordable Care Act or ―Obamacare Act 

(United State Senate, 2014) however, execution of such acts need sufficient resources 

(World Health Organization, 2014). 

    Thus, Pakistan being a sixth populous state of the world comprises 190 million 

population out of which ,64% inhabit in rural areas (Pakistan Bureau, 2014). Whereas 

health sector was administered federally before the 18
th

 amendment while after the 18
th

 

amendment it was brought under the supervision of provincial government which 

established sufficient opportunities to constitute public friendly policies to achieve the 

targets of equitable health care services. However, such policies are challenged by 
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governance, finances, service delivery, human resources, lack of modern technology and 

a huge burden of medicinal requirements. Besides these, Pakistan Health sector is divided 

as the constitution of policy, laws, health issues, drug control, planning and 

implementation of health programs are provincial responsibilities, whereas monitoring 

and regulatory functions come under the federal government’s responsibilities. However, 

Pakistan being a research reproductive nation did very well in recent eras in the arena of 

health and education (Mazhar, 2012-2013; Rahman, Mubbashar, Gater, & Goldberg, 

1998). 

Despite of utmost efforts to achieve health related goals, Pakistan has spent lesser 

than the expected targets in the field of health care system (Bhutta, Soofi, Cousens, 

Mohammad, Memon, & Ali et al., 2011). An overview indicated a constant dip in health 

care expenditures (Pakistan Bureau of Statistics Division, 2009-2010). Apart from this, 

Pakistan has poor regulatory system and lacks proper structure (Ministry of Finance, 

2012-2013; Shaikh, 2011) such as confronting unqualified doctors, nurses, paramedics, 

drug sellers, pharmacists, and technicians etc. In addition to this, although, primary health 

care system is widely distributed yet a vast majority of private tertiary health care units 

are established within the urban areas only. Furthermore, most of health care units are 

non-functional because of non-availability of staff or other facilities. The existing public 

and private health units are insufficient to provide quality health services equally to a 

rapidly growing population (Shaikh, 2011). 

In Pakistan only 2.6% of the total budget is provided to health whereas 2/3 of the 

national health expenditure is out of pocket (WHO, 2014). Health care finance of 

Government goes to preventive, curative and infrastructural part whereas NGOs provide 

finance only to curative part of the health. However, due to lack of proper planning and 

mal modes of practice funds are not released on time and thus, not utilized properly. The 

community is not involved in planning and monitoring services which results poor 

distribution of finance. Besides this, health care professionals do not pay heed to 

community’s interest of investing in health care system. Above all, private sector 

altogether is business driven and focuses on their personal interests. In a nutshell, Pakistan 

health care system needs proper infrastructure, regular funding, and proper monitoring of 

health care resources (Health Sector Reform, 2014). 
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Corruption is one of the major challenges in Pakistan’s Health care system, while 

lack of staff and their dedication and commitment cannot be ignored. Malpractices, 

absenteeism, unethical behaviour are common element in health care system. 
 

      Thus, poor planning and lack of proper monitoring leads to inordinate allocation   of 

resources. In addition to this, bureaucratic and political intervention and influences also 

affect the smooth function of health care system on grass root level (Health Sector 

Reform, 2014). 

 

2.6.2. Space Availability 

 

Pakistan has a multi-tiered Healthcare Delivery System with well-developed 

public and private sectors. The private sector accommodates nearly 70% of Pakistan's 

health needs and employs a range of medical professionals from trained medical staffs to 

traditional healers. The public sector provides access to funded basic and specialized 

healthcare. Currently, Pakistan's health infrastructure claims 5,654 Basic Health Units 

(BHUs), 675 Rural Health Centers (RHCs) and 5,695 government run dispensaries 

(GRDs) providing basic preventive health services across the country. Moreover, 1,167 

hospitals provide specialized healthcare. While only 30% of the population utilizes the 

services of Public Health Care due to lack of female staff poor service quality and 

inconvenient PHC locations. The public healthcare sector has manifold problems with 

inefficiency, absence of resources, poor infrastructures and gender insensitivities (Sheikh, 

Rabbani, Safi, & Dawar, 2010). Most of the BHUs, RHCs and GRDs provide only 

outpatient services. On average, there is 1 doctor available for 1,063 patients, and 1 

hospital bed for 1,613 persons. These numbers fall short of the WHO recommended norm 

of 5 beds/1,000 population and 1 physician/1,000 population. Pakistan needs to increase 

both health services and human resource to provide adequate healthcare to its large patient 

pool (Punjab Gender Parity Report, 2018). 
 

Service delivery is a basis of health systems. Inpatient bed density is a key pointer 

of the access and capacity of secondary healthcare provision. WHO defines Hospital Beds 

as "number of in-patient beds per 10,000 population" and includes both elective and 

emergency in-patient beds as well as maternity beds? The global average of hospital bed 
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density is estimated to be 30 beds/10,000 population (Niaz, 2004). From 2016 to 2017, 

the number of beds in P&SHD and SH&MED institutes increased 60%, i.e., from 43,826 

to 70,341. The hospital bed density of Punjab in 2017 was 6.4 beds/10,000 population 

(Punjab Gender Parity Report, 2018). 

      Rural zones are ill serviced in standings of medical employees, because those who 

study medicine choose to practice in towns as it is more profitable. The medical education 

and practice system does not have in-built requirements that specify time-bound practice 

in underserviced areas, nor are there any incentives for doctors to practice in remote 

and/or rural areas. There are fewer hospitals for the whole inhabitants, so amenities are 

over-burdened, and the quality of health facilities suffer greatly. In 2006, the ratio was 

over fifteen hundred people to a hospital bed. Hospital waste management falls far below 

any satisfactory standards of public health and hygiene; incinerators are rare, and reuse 

of syringes is common (SDPI, 2008). 
 

In Pakistan, more than 70 million of the population is breathing under the poverty 

line. These people have limited or no access to basic facilities including food and water. 

In addition to that, if they get sick, they don ‘t has any proper healthcare facilities. In the 

history of Pakistan, health has not ever been a top priority especially of the people living 

in rural areas. Middle and upper-income class families can get treatment from best 

hospitals as they can spend from their pockets. On the other side, for the disadvantaged 

civic, there are local hospitals, but the number of patients is more than the doctors 

available to treat them. Also, the number of beds is too less in these hospitals. Owing to 

this, many people have to sit on the floors which are also reported repeatedly by media 

(Madiha, 2017). 
 

     According to a survey, Saidu Sharif Public Hospital, Swat has 165doctors, 240 

nurses and 180 paramedical staff members along with 500 bed capacity to cater the needs 

of above 500 walk-in patients (OPD Emergency, Admissions) daily with at least one 

attendant with one patient (Dr Arab, Umar, Tariq, Waseem, Hussain, Sohail, & 

Ihsanullah, 2012). 

      Space availability is a big issue in public sector hospitals. There should be enough 

space for a patient but unfortunately, the wards of public sector hospitals are full. More 

buildings are required in order to accommodate the attendants of patients. The shortage 
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of beds for patients is another problem of public hospitals. According to the international 

standards, the space which is required per patient is not available in our public teaching 

hospitals. Waiting areas of public hospitals are better as compared to private hospitals but 

it needs to be extended and parking areas do not cater seasonal changes. Negative changes 

are also observed in the revised health policy. On one side, for solving the space issues 

they have reduced the beds quantity in each ward but on the other side it has become the 

anxiety problem for patients because of not getting the bed service for the treatment. Due 

to two holidays, the working timings per day has been increased, thus, patients suffer 

more. 
 

In order to deal with the issue of space, the bed management has allowed 

facilitating the patients in any ward for provision of timely treatment. In the past, in order 

to tackle the space shortage problems, Lady Reading hospital had allowed their patients 

to arrange the private beds for themselves in case of emergency. 
 

In public sector hospitals, the patient’s ratio is increasing but the bed capacity of 

the hospitals is still the same as was fifty years ago. Insufficient and improper waiting 

rooms is another downside of public health hospital. Budget is allocated but it is very 

meager to fulfill the demands of health care system. 

2.7. Theoretical Framework 

 

Theoretical framework is a key component to understand any matter, 

complication or obscurity in literary empirical work. It enlightens the hidden aspects of 

the obscurity if any; thus, various theories have significant association with various 

components of the society that need appropriate justification, explorations and definition. 

      Since, this study evaluates public satisfaction level with health and health care 

system as both health and health care system are stoutly inter-connected and are the pillars 

of the society. Therefore, various theories and literary works in association to health and 

health care management/system have been explored, unfolded and previewed to implicate 

it to the in-hand study. Out of the myriad theoretical hardiness, Talcott persons ‘theory 

of ―functionalism and world health organization definition of ―health (WHO, 2006) 

have been examined as aptly associated with the dilemma of the current study. At one 

hand ―WHO health definition encircles numerous aspects of the society while at the 

other hand ―Talcott persons definition of society enfolds myriad constituent elements or 
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components of the society such as norms, customs, traditions and institutions with respect 

to their functions. Talcott person has supposed these elements as organs interacting within 

a human body. 

Similarly, according to the other definition proposed by The World Health 

Organization (WHO, 2010); A healthy person must be functionally fit, having social, 

physical, mental, emotional, and personal ability to deal with his/her environment. In 

other words, health is the state of complete physical, mental, and social well-being, and 

not merely the absence of diseases or injury (Nadir, 2003). 

 

Thus, after the critical observation of the Talcott theory, it is concluded that 

society is sole body of myriad organs; organs refer to numerous functional organizations, 

institutions and associations or in other words; Functionalism is a framework that sees 

society as a complex system whose parts work together to promote solidarity and 

stability. Health care system is one of those functional systems which is deeply connected 

to the sole unit or body. In this study, two most vital components of this organ or unit 

would be studied i.e., the function of this organ (health care system), the function of its 

various veins (sub-units such as order and dis-order of the various public relevant 

facilities, its fair utilization and provision to the public) and the operating forces behind 

this system, through the scale of public satisfaction assessment. The theoretical 

framework is represented hereby through the following self-originated tree model that 

interprets the association among Talcott theory, society, health care organizations and the 

role of sociology in the rectifications or nourishment of societal organs. 

The present research aims at assessing patients’ satisfaction regarding health 

reforms in KP. Health is an important state of human body and lays the foundation of a 

whole society. It is believed that a society is considered stable if its individuals are healthy 

and can contribute positively to the society. Health is a social system with regards to 

society and hospital setting is one of the staples in provision of health care facilities to 

the individuals in a society. This research focuses on the health reforms introduced by KP 

government in order to ensure healthcare facilities to the individuals (patients). The 

Government has designed policies for an efficient health care system patients’ level of 

satisfaction. Multiple reforms including structural and functional were introduced. 

Among structural reforms, the major changes brought by the govt. were MTI Act 2015, 
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establishment of board of governors, Independent Monitoring Unit, IBP, activation of 

healthcare centers whereas functional reforms include availability of services. 

Keeping in view the scenario of present research, structural functional perspective 

holds fair theoretical applicability which sees society comprising different social system 

that work together for bringing stability and order in the society. All the social systems 

have their own structures and functions including description of inputs, outputs, processes 

and roles. Here, health is also considered a vital social system and similar is implied on 

this system which holds its own structure and functions. As far the structure of health is 

concerned, it includes primary, secondary and tertiary healthcare settings, administration, 

doctors, nurses and staff while functions include, health care services given to the patients 

by administrative, medical and paramedical staff, availability of medicines and space. 

Thus, Talcott Parson’s view about health system is applied on this research as he said that 

there are different social systems and health is one of them. For him, health system 

categorizes individuals into two kinds of roles namely, sick role and physician’s role. 

Sick role is abnormal state of body of an individual who has expectation for him/her to 

be treated whereas physician’s role is played by doctors to provide healthcare services to 

those sick individuals. This can lead towards a stable and healthy society. The present 

research is based on the similar idea where patients ‘satisfaction is the ultimate concern 

of KP government by providing and ensuring healthcare services through health care 

reforms. 

          Application of Theory 

This study utilizes system theory to measure the relationship between free 

medicines and patient’s satisfaction with the new health reforms.  The system theory 

perspective holds fair theoretical applicability. According to the theory, society comprises 

various social systems, including influential roles, processes, input, and output 

descriptions. Perspective theory presents a universal model of multiplex systems that 

reflect in an organizations’ hierarchy.  The concerns of quality and safety in a 

compounded system grow as a whole rather than individual components.   

The healthcare structure includes primary, secondary, and tertiary healthcare 

settings, administration, doctors, nurses, and staff. At the same time, functions include 

health care services given to patients by administrative, medical, and paramedical staff, 
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availability of medicines, and space. The health care system being universally effective 

and exposed, is considered a group of connected subsystems retained by an effective and 

balanced feedback mechanism of information and control. Precisely, the health care 

system’s growing characteristics are measured by the restricted safety and quality 

concerns of various components. The safety execution plan is expressed through different 

levels of an organization to maintain the guidelines to required standards. Since turn 

around correspondence inside the framework pecking order from controlled to a regulator 

is needed to invigorate frameworks' conduct towards the acknowledged norm of 

wellbeing and quality. The current exploration depends on a comparable thought where 

patient's fulfillment is a definitive worry of KP government. The said concern can be 

ensured by providing healthcare services, reforms, and assessing patient’s satisfaction 

regarding health reforms in KP. Health is an essential state of human body and this state 

lays the foundation of a whole society. It is believed that a society is considered stable if 

its individuals are healthy and can contribute positively to the society. Health is a social 

system regarding society, and the hospital setting is one of the staples in the provision of 

health care facilities to the individuals in the community. This research focuses on the KP 

government’s health reforms to ensure healthcare facilities. The government designed 

policies to make the hospital system efficient and up to the standard including multiple 

structural and functional reforms. The significant changes brought by the public authority 

were MTI Act 2015, foundation of the leading body of lead representatives, the 

Independent Monitoring Unit, IBP, initiation of medical care habitats, though practical 

changes incorporate the accessibility of administrations. 

2.8. Synthesis of the Review 

 

Health is a complete physical, mental and social state of human capabilities which they 

use for creative activities of life. Enjoyment of physical and mental health to the fullest 

is fundamental right of every human being. Recently, infinite defects and complications 

in health care system such as financial problems, infrastructural defects, insurance 

problems, administrative complications, managerial problems, lack of monitoring, 

improper implication of policies, corruption, gender discrimination, rural and urban 

distinction, communication gaps, paramedics‘ irregularities, health professional 

indifference, senior doctors‘ presence, free of cost provision, pharmaceutical lobbies, 
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political lobbies, lack of resources, improper budget allocation of health, improper 

utilization of resources, are observed. In order to make changes and improvements in the 

health care system, the government in 2013 has introduced a new health policy with 

regards to patient satisfaction. The major factors enhancing patient satisfaction in the 

review disclosed provision of free medicines, presence of staff, availability of services, 

space availability, gender discrimination, corruption and monitoring/rules regulation 

violation in the health care system of KPK. The present study has been designed with the 

sole objective to assess the patient’s satisfaction pertaining to the new health policy 

introduced by KP government. A conceptual framework derived from the review has been 

taken into operationalization for reaching out logical inferences. 
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2.9. Theoretical Model  
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CHAPTER III 

 

RESEARCH METHODOLOGY 
 

The present study titled “An Assessment of Patient Satisfaction regarding Health 

Reforms in KP Pakistan” was conducted in District Peshawar with the sole purpose of 

divulging the patients’ perception regarding reforms introduced by the Khyber 

Pakhtunkhwa government. The study domain had the patient ‘s satisfaction with relation 

to health reforms, provision of free medicines, availability of services, staff presence, and 

access to medical services, corruption, gender discrimination and space availability. A 

comprehensive conceptual framework was designed in order to logically infer and 

incorporate all relevant aspects. 

 

3.1 Study Design 

 

A study design is the blueprint of a research that provides a roadmap for accomplishing 

the whole activity. The research design stretched from quantitative (survey) to qualitative 

(FGDs). In a mixed research design, sequential explanatory was used described by 

compilation and analysis of quantitative data followed by collection and analysis of 

qualitative data. Mixed research design uses qualitative results to support in elucidation 

and deduce the findings of quantitative results (Creswell, 2003). 

 

3.2 Locale of the study 

 

The study area comprised three leading teaching hospitals of Peshawar district namely, 

Lady Reading Hospital, Khyber Teaching Hospital and Hayatabad Medical Complex. 

 

3.3 Sampling Design 

 

The population contained all the admitted patients (male/female) who visited the OPDs 

for medical and surgical treatment. Moreover, a relevant statistical package was carried 

out by considering the nature of the data obtained. 
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A sample is the total representation of the larger whole exhibiting various characteristics 

(Nueman, 2002). In most of the cases, sample size is generally determined owing to 

statistical/ mathematical interpretations of various formulas. With the help of official and 

administrative staff of these hospitals, a preliminary survey was conducted to inquire 

about the patients who visited the OPDs on daily basis and admitted as needed. 

 

From the survey following information regarding population was collected as shown in 

the table: 

Population 

 

Type of Patients LRH KTH HMC Total 
     

ODP/year 1700000 1328481 1087462 4115943 
     

Admitted/year 146000 96640 76693 319333 
     

Sample     

     

Type of Patients LRH KTH HMC Total 
     

ODP/year 159 124 101 384 
     

Admitted/year 176 116 92 384 
     

 

(Sekaran, 2003) 

 

3.4 Methods of Data Collection 

 

The research design and philosophical position of research problem determine the 

ways of data collection. Considering the objectives and mixed research design, two 

different methods of data collection were employed for both quantitative and qualitative 

data. 

 

3.5 Survey Method 

 

Survey is the most widely used method of gathering data in quantitative research. 

Survey method was used for the purpose of data collection from a large number of 

respondents to gain maximum information about diverse topics of interest. 
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3.6 Focus Group Discussion 

 

Focus group discussion is a method of qualitative analysis used for exploring 

diverse opinions of the participants about any issue. To get in-depth information 

regarding the issue in hand, three FGDs were conducted by the researcher in three public 

teaching hospitals in district Peshawar. For the present research, FGD was a 

heterogeneous group comprised eight members. Among them, two were doctors, two 

paramedics, two nurses and two patients. Due to heterogeneity of the group, the group 

could have only one sitting as it was difficult to approach all the participants of the group 

again and again at one point of time. The researcher asked questions one by one from 

each participant while the moderator took the notes. 

 

3.7 Steps in Designing the Interview Schedule 

 

A well thought interview schedule was designed comprising independent 

variables namely: Provision of free medicines, availability of services, staff presence, 

access to medical services, corruption, gender discrimination, monitoring, rules& 

regulation violation, space availability and a dependent variable; patient satisfaction 

(within the preview of research objectives) (See Annexure-1). Prior to final data 

collection, the questionnaire was pretested, and inconsistencies were removed. The 

attributes have been developed while using the Likert scale with the possible option left 

for the respondents to express their choice. 

 

3.7.1 Likert Scale 

 

Likert scale is one of the basic attitudinal scales used in various studies for the 

purpose of measuring the responses on the issue. This was the most relevant tool for 

getting a high degree of reliability outlined by Nachmias and Nachmias (1992). 

Respondents’ response to each statement was recorded accordingly in the categories of 

strongly agree, agree, neutral, disagree and strongly disagree on all independent variables 

including (provision of free medicines, staff presence, availability of services, access to 

medical services, corruption, gender discrimination, space availability) and a dependent 

variable (patients’ satisfaction) of the study. 

 

 

 



40 

 

3.7.2. Indexation 

 

One of the standards in social sciences research is indexation, especially for 

attitude statements. Indexation involves at least two items for measurement of a single 

variable. Thus, index construction combines two or more items in a variable (Nachmias, 

1992). In the present study, dependent variable was indexed for cross tabulation with 

independent variable at bivariate level to determine their association. However, all the 

independent variables were cross tabulated with the dependent variable without indexing. 

This enabled the researcher to obtain an in-depth information about level of significance 

of each attribute related to dependent variable. 

 

3.8 Reliability Analysis 

 

Reliability analysis is a statistical process derived to ascertain that components of 

an index under observation are internally consistent and related to a single concept. It has 

approaches to test the consistency in the order of the questions i-e split half reliability 

analysis along with test- to- test reliability. 

 

3.8.1 Cronbach’s Alpha Test 

 

It is used to ascertain the internal consistency of the elements that constitute the 

index. The alpha coefficient is the necessary condition for goodness of a measure. It is an 

estimate of the average of all split-half reliability coefficients. Alpha measures the extent 

to which the individual comprising the scale hang together. For an alpha analysis, the 

items were coded in same direction and all the possible combinations of split half were 

treated as separate scale for the sake of measuring the reliability. Each of the possible set 

of questions was treated separately and scored accordingly. The average of correlation 

coefficients obtained from all possible split half was taken as estimates of reliability. The 

alpha value ranges from Zero to one. An alpha coefficient value of 0.7 indicates that items 

in the scale are tightly connected and are appropriate for indexation (Nachmias, 1992) 

Value of Cronbach ‘s alpha coefficient lied between 0.7 and 0.9. 

To check the internal consistency and reliability of the factors, Cronbach ‘s Alpha 

(α) was used. It is used to gauge, how well every observed variable in the instrument 

correlates with the sum of other observed variables. Reliability test was performed on the 

entire variables which explored a Cronbach ‘s Alpha of 0.86. However, threshold value 
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of Cronbach ‘s alpha is up to 0.7 recommended by Hair et al., while many other scientists 

recommend a Cronbach ‘s Alpha in social sciences.          

         3.9 Data Analysis 

The collected data were analyzed through univariate, bi-variate and multi-variate 

analysis. For the purpose of qualitative analysis, the raw data (information) collected 

through FGD was analyzed thematically. Firstly, data was transcribed, and then similar 

information was kept under one concept and a theme was generated. Consequently, eight 

themes were generated. 

3.10 Univariate Analysis 

 

The collected data were analyzed through univariate, bi-variate and multi-variate 

analysis. Univariate analysis comprised percentage proportion of background, 

independent and dependent variables along with frequency distribution of the 

respondents. 

3.11 Bi-variate Analysis 

 

Bi-variate analysis was carried out to estimate the relationship between dependent 

and independent variables. Chi-square test was used to check the level of significance of 

associated variables at bi- variate level. 

   3.11.1 Chi- Square Test 

 

The Chi- square test was used to test the relationship between two variables. 

Following statistical technique was adopted to find the value of chi- square test (Taj, 

1978). 
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3.12 Multi- Variate Analysis 
 

At third stage, multi-variate analysis was carried out to determine the spurious 

and non- spurious relationship between dependent and independent variables. Some 

background variables namely: age, income and family type were kept under control while 

the remaining dependent and independent variables were cross tabulated. A spurious and 

non-spurious relation was ascertained through the application of chi-square test. 
 

       Furthermore, to augment the findings acquired through bi-variate and multi-variate 

analysis, factor analysis composed of exploratory and confirmative domains was carried 

out and results are reproduced in Annexure III, IV. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Oij = Observed frequencies in i
th

row and j
th 

column 

   

eij = Expected frequencies regarding i
th

 row and j
th

 column 

R = Number of rows 

C = Number of columns 

Df = (r-1) (c-1) 
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3.13. Conceptual Framework 
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CHAPTER IV 

RESULTS AND DISCUSSIONS 

 

 Analysis of the collected data was performed through univariate, bi-variate, and 

multi-variate analysis. Univariate analysis comprised percentage proportion of 

background variables, independent and dependent variables and frequency distribution of 

the respondents. Bi-variate analysis was carried out to estimate the relationship between 

dependent and independent variables. Chi- square test statistics were used to check the 

level of significant association of variables at bi- variate level. 
 

Findings regarding patient ‘s satisfaction from health reforms introduced by the Khyber 

Pakhtunkhwa government are presented and discussed in this chapter under various 

headings and sub-headings. 

 

4.1 Personal Information of the Respondents 

 

This section deals with respondents ‘gender, age, family type, educational 

qualification, family size, monthly family income, occupational status, and residential 

status. 

4.1.1 Gender of the Respondents 

 

Table 4.1.1 showed gender of the respondents. Gender is the primary ingredient 

in population size and workforce distribution. Any society where gender equity emerges 

based on access to fundamental human rights may go up on the prosperity ladder in the 

shortest period. The data showed that 54.4% respondents were males and, 45.6% were 

females. The data provided information that both genders had a particular level of ailment 

and visited the hospitals with hopes of treatment. It further suggested that both genders 

had faith and conviction in the hospital system regarding treatment. Gender is perceived 

as a standout amongst the essential social determinants of health. Coordinating it into 

policy and planning is not imperative for its moral ramifications, besides, by and large, it 

builds the adequacy of youngster and pre-adult health mediations and service conveyance 

(Cogoy & Tamburlini, 2012). 
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Table 4.1.1   Frequency and percentage distribution of  respondents according to 

  their gender  

     

 Gender  Frequency Percentage 
     

 Male  209 54.4 
     

 Female  175 45.6 
     

 Total  384 100.0 
     

 

4.1.2 Age of the respondents 

 

Age is considered as one of the most vital variables. The frequency distribution 

and percentage proportion of the respondents regarding their age are given in table 4.1.2. 

The data revealed that the majority (33%) of the respondents were up to 25 years of age, 

17% had the age category of 25- 35, while 11% belonged to the age group of 35-45 

years. Twelve percent   respondents were placed in age group 46-55 years, 10 % in 55-

65years and 15% in 65 and above. This information revealed that all segments of society 

based on age category, were frequently visiting the public sector hospitals. All these 

could be attributed to the people/ patients trust in the system. Moreover, it also indicated 

committed deliverance on the part of the staff about services. 

 

Table 4.1.2   Frequency and percentage distribution of respondents according to 

  their age  

     

 Age  Frequency Percentage 
     

 Up to 25  127 33.1 
     

 25.1-35  66 17.2 
     

 35.1-45  43 11.2 
     

 46.1-55  49 12.8 
     

 55.1-65  41 10.7 
     

 above 65  58 15.1 
     

 Total  384 100.0 
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4.1.3 Family Type of the Respondents 

 

Family plays a pivotal role in the upbringing and socialization of its members. 

Moreover, it comes to the rescue of its members in physical and financial crises. It also 

dominates in allocation of role and status to its members within social and religious 

dynamics. The results showed that 75% of the respondents were living in a joint family 

system, followed by 24% who constituted the nuclear family setup. Most of the patients, 

who visited the government hospitals, belonged to rural areas where joint family system 

is more dominant. This information indicates that the joint family system was leading 

in representation pertaining to treatment. Due to the non-availability of nearby health 

services, rural communities regularly go far distances to get health care facilities (De 

Marco & De Marco, 2010). These communities often have limited access to clean 

drinking water, decent housing, safe recreational areas, health care and health services 

(Macintyre, Ellaway & Cummins, 2002), impeding the progress of health prosperity in 

a rural community. Health risk practices are pervasive during pre-adulthood. Regularly, 

by all accounts, an expansion in participation practice is unfavorable to their wellbeing 

and general prosperity (Lohaus, Vierhaus & Ball, 2009). 

 

Table 4.1.3 Frequency and percentage distribution of respondents regarding 

their family type 

 

Statements Frequency Percentage 
   

Nuclear 93 24.2 
   

Joint 291 75.8 
   

Total 384 100.0 
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4.1.4 Educational Qualification of the Respondents 

 

Education as an institution is responsible for human development. This 

development entails the provision of skills and knowledge as per the needs and demands 

of a society. The results explored that majority (57%) of the respondents were illiterate, 

18% had middle-level education, 12% got metric level, 9% were intermediate, 0.3% 

were graduate and only 1% had master level education. The results showed that the 

respondents were illiterate. The reasons could be poverty, unjustified gender-based labor 

and high patriarchal influence in determining the affairs. Education is an essential social 

determinant of wellbeing. For the populace as a whole, education assists in making 

wealthier economies. The advantages of training go far beyond economic ones. 

Education, being a vital factor in human resource development, positively affects social 

commitment dimensions, and helps produce firm, secure and progressive societies. At 

an individual level, knowledge and social abilities are given through education. It 

prepares people to access and utilize information and services to keep up and improve 

their own and their family's health. Enhanced comprehension of connection between 

education and health can recognize where intervention is most proper and successful in 

improving individual and populace health (Higgins, Lavin, & Metcalfe, 2008). 

 

Table 4.1.4   Frequency   and   percentage distribution   of responses   of   their 

educational qualification   

    

Educational qualification  Frequency Percentage 
    

Illiterate  222 57.8 
    

Middle  71 18.5 
    

Metric  49 12.8 
    

Intermediate  37 9.6 
    

Graduation  1 0.3 
    

Master  4 1.0 
    

Total  384 100.0 
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4.1.5 Responses of Respondents about the Number of Family Members 

 

Table 4.1.5 revealed the data about the number of family members in the study 

area. Family size and resource allocation have an intimate relationship which could also 

help evaluate the individual’s living standard in a community. It was found that big 

family size was prevalent in the study area. More than half (53%) reported to have (6-

10) family members followed by 20% who reported 11-15 family members. It is evident 

from this information that most of the respondents who received medical treatment, had 

either a poor background with large family size or belonged to the adjacent rural areas 

of the city, where substandard medical facilities were available. Large family size 

negatively affects mothers' health (Alam, 2012) and household food security (Adebayo, 

2012). The larger a family, the more assets it would require for the appropriate upkeep 

of its individuals. In other words, having a larger family can affect the wellbeing and 

prosperity of both the parents and kids (Ushie, Enang, & Ushie, 2013). 

 

Table 4.1.5 Frequency and percentage distribution of respondents’ family 

members 

 

Family members Frequency Percent 
   

1-5 42 10.9 
   

6-10 204 53.1 
   

11-15 82 21.4 
   

16-20 33 8.6 
   

Above 20 23 6.0 
   

Total 384 100.0 
    

 

4.1.6 Responses about Family Income 

 

Income and social well-being are strongly correlated. Income determines a person’s position 

in a society. Data revealed that the majority (48.7%) of the respondents had less than Rs.15000 

monthly family income; 22.4% of the respondents ‘income ranged from Rs.16000 to 25000. 

Furthermore, 12% of the respondents ‘monthly family income ranged from Rs. 26000 to 

35000. A tiny percentage of the respondents ‘income varied between Rs.36000 and 45000, 

followed by 12% who had 46000 and above monthly family income. It can be concluded that 

big family size (10 to 15 members) (see preceding table) with such subsistence economic 

strength, could not justify a stable and honorable life in a society. The data revealed that such 
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poor economic prospects had put more pressure on the health facilities available to these 

people in the public sector hospitals. For individuals, income is one of the most grounded and 

most reliable indicators of wellbeing and sickness (Braveman et al., 2010; Finch, 2003; House 

et al., 1994; Kanjilal et al., 2006; Kawachi, Kennedy, & Glass, 1999; Kitagawa & Hauser, 

1973; Minkler, Fuller-Thomson, & Guralnik 2006; Pappas et al., 1993; Yen & Bhatia, 2002). 

 

Table 4.1.6 Frequency and percentage distribution of the responses on family 

income 

 

Monthly family income Frequency Percentage 
   

BELOW 15000 187 48.7 
   

16000-25000 86 22.4 
   

26000-35000 46 12.0 
   

36000-45000 19 4.9 
   

ABOVE 46000 46 12.0 
   

Total 384 100.0 
   

 

4.1.7 Responses about Occupational Status of Respondents’ Spouse 

 

The table 4.1.7. details the frequency and percentage distributions regarding the 

occupational status of respondents ‘spouse. The data depicts that majority (79.4%) of 

the respondent’s spouses were laborers. Poverty and illiteracy compelled them to low-

paid jobs. Their low socio- economic status compelled them to visit government 

hospitals to avail free medical services. The results showed that 7.8% of the respondents 

had their own business, and the remaining 12.8% were government employees. 

 

Table 4.1.7 Frequency and percentage distribution regarding occupational 

status of respondents’ spouse 

 

Occupational status Frequency Percentage 

Private job 30 7.8 

Govt job 49 12.8 

Others 305 79.4 

Total 384 100.0 
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4.1.8 Responses about Residential Status of Respondents 

 

Residential area of the people has a significant effect on their approach and 

access to health facilities. Moreover, it could also help discover local tendencies towards 

patterns of living, earning, and spending. The study revealed that the majority had a rural 

background, with agriculture as their principal profession while 25% had some other 

professional attachment. Homogeneity in the work represented lesser or no chances of 

further openings to the locals.  IA vicious circle had trapped the people and restricted 

their work opportunities. to, in addition to earnings and education, rural set up also 

impacted their physical condition. In some rustic communities, water quality, farming 

strategies, forestry and mining complicate the living. Additionally, landscape can 

influence the wellbeing of people by making genuine or perceived segregation (Hartley, 

2004). 

 

Table 4.1.8 Frequency and percentage distribution on responses of residential 

status 

 

Residential status Frequency Percentage 
   

Urban 96 25.0 
   

Rural 288 75.0 
   

Total 384 100.0 
   

 

4.2 Uni-variate analysis description 
 

4.2.1 Responses of the respondents regarding the provision of free medicines 
 

Medicines can play a significant role in the efficient health care system. Access 

to medication can improve the health of the masses. Provision of free medication to all 

the patients without any discrimination is their fundamental right. The results showed that 

48.4% of the respondents disagreed that the human rights act of essential drug provision 

is strictly ensured in Pakistan. This is supported by Wiedenmayer (2004), that people’s 

access to essential medicines is their right to health. In Pakistan, people do not have access 

to good quality and affordable medicines. The majority (63%) of the respondents opined 

that public has access to essential medicines without any predisposition at the primary 

level. The data is contrary to the findings that the provision of essential medicines to the 

masses does not ensure equitable access (Bazargani et al., 2016). 
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The unavailability of proper medicines at primary level is due to insufficient 

funding, improper selection, inappropriate distribution, and illogical use (Mwathi, 2014). 

The data revealed that 59.4% of the respondents agreed that the government 

offered low price medicines to the public in Pakistan whereas 49.7% disagreed with it.  

While 38% argued that the medicines available at hospital are provided and some may be 

barrowed. The findings of Israr, Awan, Jan, Ahmad, and Ahmad, (2016) supported that 

the reason of patient ‘s non-satisfaction with the provision of medicines was non 

availability at the hospital pharmacy. 

According to the findings of Hadley et al. (2007) medicines availability at public 

hospitals is a very challenging task and patients cannot get the required medicines from 

hospitals and ultimately, they purchased the prescribed medicines from outside. 

Mavalankar (2004) further stated that mis- utilization and disorganized 

management of drugs waste the limited resources in government hospitals. 

The study results further unveiled that the majority (71%) of the respondents, 

agreed that costly drugs affect public access to appropriate health care. More than half 

(61.2%) patients agreed that the high cost of standard medicines compels people to use 

substitute substandard medicines. The mediocre community faces difficulties in access to 

essential drugs supported by 48.7% of the respondents. Moreover, 75% of the respondents 

disclosed that mostly the market offers bigotry prices of essential drugs. 

In Pakistan approach of the middle class to lifesaving is nothing but a nightmare. 

The data showed that high majority (84.4 %) of the respondents agreed with the 

statement. The findings disclosed that 58.3% of respondents agreed that lack of accurate 

information about drug utilization hampers patient’s treatment, while 32.8% disagreed. 

Results indicate the fact that medicine companies have a vivid monopoly about regulating 

and controlling drug prices. Moreover, if provided non-spurious drugs by the hospitals, 

ordinary patients can secure a comeback from the illness, or had high chances of exposure 

to false drugs, which may threaten their chances of return to physical normalcy. 

Another problem faced by the community is the lack of control over the sale and 

regulation of drugs. The sale of drugs without prescription, poor drug regulation including 

registration and licensing of pharmacies, sale of banned, unauthentic, and expired drugs, 

overly and unnecessarily prescribed drugs by physicians are the leading factors to high 
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rates of iatrogenic problems. Meanwhile many life-saving and essential drugs are scarcely 

available making the access to these medicines difficult for the masses (Akhtar, 2009). 

Lack of clinical therapeutics units and pharmacology also causes low professional 

competence especially, in the discipline of drugs' clinical application. 

Sale of un-prescribed drugs and self-medication varied from area to area. These 

practices depend on the societal norms, personal traits, pharmacy staff and the country’s 

regulatory policies (Eticha & Mesfin, 2014; Geissler et al., 2000; Hughes, McElnay, & 

Fleming, 2001; Jha, 2013). The study conducted by (Guinovart et al., 2015; Nyazemaet 

et al., 2007) showed that 15.2% of customers acquired un-prescribed medicines from 

pharmacies making a similarity with private pharmacies of Spain and Zimbabwe. It was 

also observed that more than seven medicines per day were sold without prescription by 

each community pharmacy. 

The results also depicted that the majority (63.3%) respondents agreed that 

nonregistered pharmacies lead to substandard medicines. The results showed that the 

majority (70%) of the respondents agreed that non-professional attitude of drug 

companies benefit other stakeholders rather than patients. The data revealed that the 

majority (41%) agreed that revenue generation rather than requisition ensures the 

provision of medicines.  

These results disclosed that the primary focus of pharmaceutical companies is to 

profit rather than supporting patients in economic terms and mobility standard. This 

approach has changed their philosophy of securing humanity. Thus, this shift in the 

marketing phenomena has mostly benefitted the other stakeholders than patients. These 

findings supported Weihenmayer’s results, (2004) that globally, pharmaceuticals focus 

earning and pay little attention to prevent the disease through their medicines. Moreover, 

most of the essential drugs are not supplied and provided to the patients as per the 

prescribed ways of distribution resulting essential commodities in the hands of few. Thus, 

it leads to the exploitation of poor in the shape of unjust distribution and more earnings 

for these pharmaceutical. These phenomena also adversely affect the hospital’s 

procedures of supply and delivery (Akokuwebe & Adekanbi, 2017; Deliversky, 2016; 

Gorter & Bellows, 2008; & Mackey & Liang, 2012). 
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4.2.1 Frequency and percentage distribution of the respondents 

regarding the provision of free medicines 

 
Provision of Free Medicines Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

Human right act of essential 

drug provision is ensured 

strictly in Pakistan  

16 

4.2% 

186 

48.4% 

44 

11.5% 

133 

34.6% 

5 

1.3% 

384 

100.0% 

Public has access to essential 

medicine at primary level 

without discrimination. 

9 

2.35 

12 

31.8% 

5 

1.3% 

242 

63.0% 

6 

1.6% 

384 

100.0% 

Medicines with low prices are 

offered to public in Pakistan. 

23 

6.0% 

123 

32.0% 

4 

1.0% 

228 

59.4% 

6 

1.6% 

384 

100.0% 

Essential medicine is mostly 

provided free of cost in public 

sectors.  

31 

8.1% 

191 

49.7% 

16 

4.2% 

146 

38.0% 

0 

.0% 

384 

100.0% 

High drugs expenses affect 

public access to appropriate 

health care.  

3 

.8% 

38 

9.9% 

5 

1.3% 

273 

71.1% 

65 

16.9% 

384 

100.0% 

Standard drugs prices enforce 

public for substitute and 

standard medicines.  

9 

2.3% 

123 

32.0% 

2 

.5% 

235 

61.2% 

15 

3.9% 

384 

100.0% 

Mediocre community 

confronts impediments to 

access essential drugs.  

2 

.5% 

109 

28.4% 

5 

1.3% 

187 

48.7% 

80 

20.8% 

384 

100.0% 

Market offers bigotry prices 

of essential medicines/drugs.  

0 

.0% 

31 

8.1% 

4 

1.0% 

288 

75.0% 

61 

15.9% 

384 

100.0% 

Access to life-saving drugs is 

a nightmare for lower and 

middle class.  

0 

.0% 

23 

6.0% 

3 

.8% 

324 

84.4% 

34 

8.9% 

384 

100.0% 

Lack of awareness about drug 

utilization hampers proper 

treatment of patients.  

14 

3.6% 

126 

32.8% 

3 

.8% 

224 

58.3% 

17 

4.4% 

384 

100.0% 

Non-registered pharmacies 

encourage the flooding of 

market with substandard 

drugs.  

3 

.8% 

71 

18.5% 

46 

12.0% 

243 

63.3% 

21 

5.5% 

384 

100.0% 

Non-professional attitude of 

drugs companies benefits 

other stakeholders rather than 

patients.  

3 

.8% 

62 

16.1% 

28 

7.3% 

269 

70.1% 

22 

5.7% 

384 

100.0% 

Provision of medicine is 

ensured based on revenue 

1 

.3% 

148 

38.5% 

51 

13.3% 

158 

41.1% 

26 

6.8% 

384 

100.0% 
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generation instead of 

requisition.  

 

 

 4.2.2 Responses of the respondents regarding availability of services 

 

Availability of services and patient satisfaction co-exist in a uniform direction in any developed 

and developing world society. The findings regarding availability of services at public hospital 

is given in table 4.2.2. The results indicated the majority (76.6%) of respondents who agreed 

that public hospitals put their utmost efforts to provide maximum relief to the patients. These 

results could be attributed to the availability of doctors and patient’s access to drugs and other 

basic amenities as disclosed by Sheikh (2005). He asserted that public sector hospitals render 

their all-out efforts to ensure relief to the patients, including vibrant revitalization of prevalent 

policies, at the federal level (Shahbaz et al., 2010). However, Andaleeb, (2000); Mostafa, 

(2005) have reputed the above findings. The data revealed that majority (77%) of the 

respondents agreed that public hospitals are fully equipped with health care facilities,10.7% 

disagreed that public hospitals provide all health care facilities to the patients. These findings 

supported Sheikh’s (2005) conclusion that public sector hospitals play a vibrant role in 

extending services and facilities to the patients. 

However, Irfan and Ijaz (2011) disclosed that public hospitals are not delivering quality 

services to the patients as compared to private hospitals. The reasons can be manifold, i-e., lack 

of funds, over crowdedness, less budget allocation to the health sector, overpopulation as a 

resultant factor of migration and urbanization. These factors are affecting the quality of services 

provided by public hospitals. Moreover, the study further revealed that due to over 

crowdedness, the staff in public hospitals cannot offer individual care to the patients. There is 

a lack of proper feedback mechanism. The hygiene condition in public hospitals is worst; 

equipment’s are not properly sterilized, and staff lacks motivation and commitment towards 

their responsibilities. Well- trained staff increases hospitals' efficiency in a holistic way, as 

reflected in the data that majority (80.2%) of respondents confirmed that in public hospitals, 

well-trained paramedics serve with high degree of reliability. A study by Jabnoun and Chaker 

(2003) also found that public hospitals' patients were more satisfied than patients of private 

hospitals in terms of understanding, trustworthiness, facilities and administrative 

responsiveness. 
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Equipment’s availability and their proper utilization in public hospitals enhance patient’s 

satisfaction. The data revealed that the majority (84%) agreed that public hospitals had an 

abundance of well-sterilized equipment. The data also disclosed (74.7%) respondents who 

agreed that patient satisfaction encompasses countless elements of health care system. Service 

provision or availability of basic amenities to the patients at hospitals is the apparent reason for 

patient satisfaction. 

Iqbal and Ali (2013) found that hygienic conditions and patient’s satisfaction are strongly 

correlated. More is the clean environment; highly positive would be the satisfaction of patients. 

 

Adekanyeet al. (2013); McMullen and Netland, (2013); Schaffer et al.  (2013) studies 

have highlighted that overcrowdness at public hospitals expands the patients’ waiting hours 

which leads to low level of patient ‘s satisfaction. The issue must be properly addressed by the 

concerned authorities to enhance patient ‘s satisfaction. 

The data unveiled that the majority (61.2%) of the respondents agreed that lack of basic 

amenities is the primary cause of patient dissatisfaction over resources, while 35.7% strongly 

agreed. The results showed the majority (68.8%) of respondents agreed that public hospitals 

serve with laboratory and pharmacy facilities. While the majority (85%) of respondents replied 

that public hospitals provide highly reliable results to complete the treatment, and 78% reported 

uniform and efficient mechanisms of treatment and care at the public sector hospitals. This 

information strengthens the earlier arguments that satisfaction and dissatisfaction of patients is 

related to the availability of resources or otherwise. Public hospitals provide free of cost 

treatment to the patients at Outpatient Department (OPD) where patients do not pay any 

consultation fee except buying medicines for themselves in comparison to private health care 

system (Akbari, Rankaduwa, & Kiani,2009). It is cogent that private health care is expensive 

and inaccessible for poor masses. Insurance is the best way to reduce the grievances of low-

income groups and to minimize the financial burden of a household but the most did not have 

health insurance coverage (Patrick, 2017). 

Nawaz et al. (2016) also concluded that people are more satisfied from private healthcare 

systems than public hospitals due to improved service. Public hospitals cannot fulfill the needs 

and requirements of their patients due to a lack of resource availability. In public hospitals, 

patients get free of cost services and timely treatment in case of emergencies as compared to 

private hospitals.  
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The study further explored that patients are aggravated with staff's behavior, and the 

unhealthy and unhygienic condition at public hospitals, which leads to patient ‘s dissatisfaction. 

Furthermore, the results disclosed that 75.5% of respondents were agreed that public 

grievances are addressed and fairly compensated by the authorities. A high majority (85.4%) 

were agreed that patients are examined properly with professional zeal and commitment. The 

data revealed that 88.3% agreed that structural fragmentation to upgrade hospital is essential to 

capture the pace of improvement in services with accommodation to patients. It is concluded 

that hospitals are rendering services in a hectic way. The patients were highly satisfied albeit 

structural and functional transformation was found essential. 

Structural and functional transformations with reviews in health regulatory policies are 

causing a change in patients' attitudes from dissatisfaction to satisfaction. Many factors are 

perceived to be working behind the successful implementation of hospital autonomy laws. Size 

of the hospital, poor or strong infrastructure, ability or inability to coordinate with incentives 

offered in hospitals concerning the private sector and many other. This shows the need for 

adopting those processes, which enables hospital management to make improvements in 

hospital incentive structures. These processes must involve advancement in infrastructure, 

establishment of smaller administrative units in hospitals, and an increase in options for 

institutional practice which are acceptable to all stakeholders. 

In 2002, CEOs were appointed in Punjab hospitals to grant autonomy to hospitals, but 

these appointments were regarded as a major issue. Some felt hospital administrators can 

perform better without increase in additional costs than newly appointed CEOs if they get 

administrative and financial powers (Bilal, 2002). Through pragmatic and participatory 

decision-making, the initiatives of restructuring and reforming must take knowledge of these 

realities. One example of such initiatives without considering the ground realities is KPK, 

where focus was given to institutional private practice making hospital reform measures 

unsuccessful (Daily Times, 2005). 

However, in the present study (88.3%) of respondents were agreed for a structural 

fragmentation in hospitals to improve service delivery to the patients. The aforementioned 

issues must be analyzed from legal, policy, managerial and financial perspectives to rationally 

develop a comprehensive strategy for hospital autonomy. Especially, it is suggested that 

appraisals must include current levels of hospital ‘s autonomy concerning management, 



57 

 

financing, staffing, personnel and budgeting (Picazo, 2002). Based on evidence generated from 

these assessments, an appropriate policy should be developed with legislative support and law 

amendments for compliance and implementation.   

 

4.2.2 Frequency and percentage distribution of respondents regarding 

availability of services 
 

Availability of Services  Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

Public hospitals put their 

utmost effort to provide 

extensive relief to patients.  

1 

.3% 

23 

6.0% 

7 

1.8% 

294 

76.6% 

59 

15.4% 

384 

100.0% 

Public hospitals are fully 

equipped with health care 

facilities.  

4 

1.0% 

41 

10.7% 

3 

.8% 

296 

77.1% 

40 

10.4% 

384 

100.0% 

Well-trained paramedics 

serve patients in public 

hospitals with high degree of 

reliability.  

4 

1.0% 

26 

6.8% 

9 

2.3% 

308 

80.2% 

37 

9.6% 

384 

100.0% 

Public hospitals have an 

abundance of well-sterilized 

equipment.   

6 

1.6% 

36 

9.4% 

12 

3.1% 

322 

83.9% 

8 

2.1% 

384 

100.0% 

Equipment in public health 

sectors is utilized in justified 

manner.  

7 

1.8% 

39 

10.2% 

14 

3.6% 

315 

82.0% 

9 

2.3% 

384 

100.0% 

Public satisfaction 

encompasses countless 

elements of healthcare.  

3 

.8% 

42 

10.9% 

20 

5.2% 

287 

74.7% 

32 

8.3% 

384 

100.0% 

Lack of basic amenities is the 

major cause of patient 

dissatisfaction over 

resources.  

0 

.0% 

10 

2.6% 

2 

.5% 

235 

61.2% 

137 

35.7% 

384 

100.0% 

Public hospitals serve with 

laboratory and pharmacy 

facilities.  

4 

1.0% 

9 

2.3% 

2 

.5% 

264 

68.8% 

105 

27.3% 

384 

100.0% 

Public laboratories provide 

highly reliable results proven 

to complete treatment.  

2 

.5% 

1 

3.9% 

6 

1.6% 

326 

84.9% 

35 

9.1% 

384 

100.0% 

Public hospitals deal with 

uniform and efficient 

mechanism of treatment and 

care.  

4 

1.0% 

29 

7.6% 

6 

1.6% 

299 

77.9% 

46 

12.0% 

384 

100.0% 
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Public grievances are heard 

and fairly compensated by 

authorities within the hospital 

premises.  

6 

1.6% 

59 

15.4% 

5 

1.3% 

290 

75.5% 

24 

6.3% 

384 

100.0% 

Emergencies are handled on 

priority basis with insurance 

of the presence of required 

staff and equipment.  

2 

.5% 

33 

8.6% 

6 

1.6% 

318 

82.8% 

25 

6.5% 

384 

100.0% 

Patients are examined 

properly with professional 

zeal and commitments.  

4 

1.0% 

33 

8.6% 

4 

1.0% 

328 

85.4% 

15 

3.9% 

384 

100.0% 

Structural fragmentation to 

upgrade hospital is essential 

to capture the pace of 

environment in services with 

accommodation to patients.  

0 

.0% 

11 

2.9% 

2 

.5% 

339 

88.3% 

32 

8.3% 

384 

100.0% 

 

 

4.2.3 Responses of the respondents regarding staff presence  

The presence of health professionals in health care settings reciprocates with service extension, 

including care and supply of medicines. The patients get highly satisfied if health professionals 

examine them timely and adequately. Any social institution, which clearly defines roles and 

interconnected nature of duty, often excels in performance. The findings of the study revealed 

that 52. % respondents were agreed that shortage of health professionals destitute and dilute the 

health care system. Shortage of health professionals weakens the health care system and 

ultimately lead to patient dissatisfaction. These findings were in consonance to Aiken in 

Duffield and O ‘Brien-Pallas (2003) who found that staff shortage minimizes the morale of 

remaining staff due to extra burden and stress thus reducing the working efficiency, 

undermining the approach to perform duties and honor professional commitments. The most 

obvious fallout is often emerged in the shape of continuous absenteeism due to which staff 

cannot perform duties with professional obligations and further increase in the rate of 

absenteeism or leaving earlier from required schedule. 

The data further disclosed that the majority (72.4%) respondents agreed that doctors and 

paramedical staff act according to the specified time schedule, along with 68% of the 

respondents who agreed that health care professionals ensure their presence during duty hours. 

It could be detected from this information that policy reforms had contributed to regular 

presence and commitments on the part of professionals towards their specified jobs. These 
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findings were in consonance with Shahabi, Tofighi and Maleki, (2010) which highlighted that 

for the improvisation of the health care system with direct relationship to health professional 

presence albeit people by satisfaction. Hospital administration is working hard for consistent 

presence of the paramedic’s staff to alleviate the grievances of the patients (Rowbridge et al., 

2012). 

It was further depicted in (Table-4.2.2) that doctor’s dual duties in hospitals and clinics 

are mismatched in deliverance responded by 64.8%. Moreover, 61.1% of the respondents 

disagreed that doctor’s private practice deteriorates their performance at hospitals. The data also 

revealed that 68.8% of respondents disagreed that private clinics and personal business leads to 

overwhelming absentees of doctors. In addition, 70.3% of respondents disagreed that private 

clinics attract senior doctors for minimal presence in public hospitals while 70.1% disagreed 

that absentees convince patients to check them in private clinics. This information is enough to 

conclude that increase in doctor’s inclination towards private clinics more beneficial. 

These findings supported Narayan (2013), who concluded that duration of consultation 

time and patient satisfaction is positively correlated. The patients feel comfortable with the time 

spent in diagnosing the illness. Patient dissatisfaction is obvious if not adequately examined.  

Moreover, the results depicted that 56.3% of respondents disagreed that absence of senior 

doctors provoke public tendency to private sectors. The results further revealed that 48.7% of 

respondents agreed that absentees of doctors and nurses ‘are one of the major perplexities in 

public sectors, negatively affecting the institutional performance. It can be concluded from the 

results that introduction of health reforms has positively led to doctors and nurse’s presence in 

the hospital. It is either due to a strict monitoring system or a lucrative economic package. A 

study conducted by Zaman (2004) concluded that at public hospitals doctors leave early for 

private practice and not give the required time in hospital. 

Table 4.2.2 explained that most (81.8%) of respondents agreed that mostly TMOs used 

to deal with all kinds of emergencies. At the same time, 41.4% had no opinion about the 

availability of medical boards to handle critical situations or to deal with any kinds of 

emergency. It could be due to ignorance on the part of patients regarding the professional cadre. 

Moreover, 75.5% of the respondents agreed that doctors provide psycho-social therapy to 

patients as a part of their treatment in medics and surgery. Better communication among health 

professionals and patients is a key component of patient satisfaction as observed from the data 
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where 61.5% of respondents agreed that communication gap and attitude of doctors and nurses 

lead to patient ‘s dissatisfaction. It could be deduced from this information that patients with 

psycho-social treatment had more chances of recovery from illness as it provides trust and faith 

between doctors and patients for each other.  The doctor’s positive response towards patient ‘s 

disease and timely treatment enhances patient ‘s satisfaction. It develops a sense of trust on 

doctor ‘s miscommunication act as a barrier in overall patients ‘expectations and satisfaction 

from health care services (Rimondini & Zimmermann, 2013; Scherger, 2001). 

Gajic et al. (2008) has also concluded that health professional’s 24 hours availability in 

Intensive Care Unit leads to higher patients’ satisfaction as it creates a sense of trust, 

improvement in care and lessen the rate of complaints in public sector hospitals, which is a pre-

requisite to a sound and robust relationship. 

Moreover, Schoenfelder, Klewer, and Kugler, (2011); You et al. (2013) and have further 

endorsed the above findings in light of their conclusion that better communication among health 

professionals and patients is a key component of patient ‘s satisfaction. The doctor ‘s positive 

response towards patient ‘s illness and timely treatment enhances patient ‘s satisfaction and 

develops a sense of trust in doctors. Likewise, timely process and procedure of diagnosis and 

deliverance of required information to patients about their illness, competence of hospital staff 

with related tests and nature of services helps develop patient trust (Andaleeb, 1998; Narayan, 

2013, Siddiqui & Khandaker, 2007). 

However, doctors less attention to patients in public hospitals while focusing on private 

clinics for more earning erodes the level of trust between patients and doctors (Chaudhury & 

Hammer, 2003; Taner & Antony, 2006; Zaman, 2004). 
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4.2.3 Frequency and percentage distribution of respondents regarding staff presence 

 

Presence of Staff Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

Shortage of health 

professionals destitute and 

dilute health care system.  

4 

1.0% 

164 

42.7% 

2 

.5% 

200 

52.1% 

14 

3.6% 

384 

100.0% 

Doctors and paramedical staff 

do act according to the 

specified duty schedule.  

1 

.3% 

15 

3.9% 

5 

1.3% 

278 

72.4% 

85 

22.1% 

384 

100.0% 

Health care professionals 

ensure their presence during 

duty hours.  

3 

.8% 

 

17 

4.4% 

6 

1.6% 

261 

68.0% 

98 

25.3% 

384 

100.0% 

Doctors’ dual duties i.e.  

hospitals and clinic are 

mismatched in deliverance.  

43 

11.2% 

249 

64.8% 

7 

1.8% 

68 

17.7% 

17 

4.4% 

384 

100.0% 

Doctors’ personal clinics and 

private practices deteriorate 

their performance.  

45 

11.7% 

254 

66.1% 

11 

2.9% 

58 

15.1% 

16 

4.2% 

384 

100.0% 

Private clinics and personal 

business lead to 

overwhelming absentees.   

41 

10.7% 

268 

69.8% 

15 

3.9% 

48 

12.5% 

12 

3.1% 

384 

100.0% 

Private clinics attract senior 

doctors for minimal presence 

in public hospitals.  

39 

10.2% 

270 

70.3% 

11 

2.9% 

50 

13.0% 

14 

3.6% 

384 

100.0% 

Mostly doctors seduce public 

to see them in their private 

clinics.  

39 

10.2% 

269 

70.1% 

13 

3.4% 

54 

14.1% 

9 

2.3% 

384 

100.0% 

Communication gap and 

attitudes of paramedics and 

doctors lead to patients’ 

dissatisfaction.  

10 

2.6% 

116 

30.2% 

5 

1.3% 

236 

61.5% 

17 

4.4% 

384 

100.0% 

Absence of senior doctors 

provoke public’s tendency to 

private sectors.  

13 

3.4% 

216 

56.3% 

15 

3.9% 

123 

32.0% 

17 

4.4% 

384 

100.0% 

Absentees of doctors and 

nurses’ are one of the major 

perplexities in public sectors, 

negatively effecting the 

institutional performance.  

10 

2.6% 

160 

41.7% 

5 

1.3% 

187 

48.7% 

22 

5.7% 

384 

100.0% 

Mostly TMO’s extends the 

services to negotiate with all 

kinds of emergencies and 

duties.  

3 

.8% 

26 

6.8% 

12 

3.1% 

314 

81.8% 

29 

7.6% 

384 

100.0% 



62 

 

Doctors provide psychosocial 

therapy to patient as part of 

their treatment in medics and 

surgery.  

6 

1.6% 

57 

14.8% 

18 

4.7% 

290 

75.5% 

13 

3.4% 

384 

100.0% 

Medical boards are called on 

in critical situation to handle 

any emergency.  

22 

5.7% 

99 

25.8% 

159 

41.4% 

100 

26.0% 

4 

1.0% 

384 

100.0% 

 

 

4.2.4 Responses of the respondents regarding corruption 

 

The respondents' responses regarding corruption in the health care system are explained 

in the table 4.2.4. Corruption, a menace, displaying multifaceted ramifications, often 

taken to be economic. However, in the broader capacity, irresponsible attitude of not 

performing duties may fall in the borders of corruption. The data revealed that 47.7% 

respondents agreed that minimal attendance of doctors at public hospitals is tantamount 

to corruption. The data disclosed that health professional’s presence in the hospital is a 

key indicator for measuring patient ‘s satisfaction. It is eminent from this information that 

respondents have a clear vision about corruption and corrupt practices by not confining 

it to material, in appropriation rather than attending it to cleanness of spirit and mind. A 

study by Di Tella and Savedoff (2001) found that corruption in the health system does 

not include the misuse of funds for personal gains but also the nonprofessional attitude 

of health care providers in terms of their presence in hospitals during duty hours. Coming 

late to office and leaving earlier is also paramount to corruption. Corruption also includes 

the burglary of medicines, materials and equipment distribution among others, followed 

by unnecessary tests and long procedures to get access to medical services. However, the 

presence of doctors in public hospitals enhances patient’s satisfaction and decreases 

patient’s ratio in clinics.  This was also approved by the data that 53.1% respondents 

disagreed that clinics are highly occupied due to indifferent attitude of doctors at hospitals 

regarding their presence. The data depicts that 70.3% disagreed that patients are often 

provoked to private clinics to earn more by the doctors. The results showed that 46.4% 

respondents disagreed that mostly medicines are provided on nepotism basis thus 

reducing the chances for needy persons. This information has impacted the health policy. 

This policy is devised to ensure doctors presence, attention to the patients, distribution of 

medicines and other related services to patients by doctors and allied staff without any 
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discrimination. In Pakistan, health problems are rising day by day, and treatment is scarce 

because of poor financial, economic and environmental conditions (Amir, 2017). Due to 

―poor quality and unreliability of state provided medical, and health facilities, public 

avoids using these facilities (Ahmed and Shaikh, 2008).  In a survey conducted on 

Pakistani Government Hospitals, various factors were highlighted which discourage 

people to opt for public hospitals. The factors included careless attitude of hospital 

administration, doctor’s negligence, poor economic conditions and illiteracy (Saeed and 

Ibrahim, 2005). Out of many challenges facing the healthcare system of Pakistan, one 

key challenge is corruption in the health sector. Some other key challenges are population 

growth, and illiteracy. The Transparency International report 2017 ranked Pakistan 

117/180 among countries with 32/100 corruption score (0 means most corrupt and 100 

means highly clean). 
 

The results further highlighted 42.7% who disagreed that expensive medicines are 

squeezed and sold outside thus deprive the patients from their due rights. The results also 

disclosed that the majority (52.6%) thought only low-priced medicines are offered to 

patients at the hospital. Moreover, the data depicts that 38.8% of patients disagreed that 

health ensured and entitled patients are forced to pay for their treatment. Similar findings 

were observed in the study conducted by Dabalenand Wane (2008) that in most countries, 

insured or entitled patients are compelled to pay for their treatment and to access health 

care facilities. In 2014 Haron concluded that in developed countries where people have 

health insurance, the unnecessary medications and diagnostic procedures are prescribed 

by health professionals to get monetary benefits. 

Likewise, table 4.2.4 provided the information that 64.8% of respondents 

disagreed that minimal time is spared for proper investigation of disease at the hospital 

by doctors also outlined by Matsheza, Timilsina, and Arutyunova (2011) that low 

attendance of health care providers at public hospitals could lead to low quality health 

services which further enhance the costs to the health care system. Some healthcare 

providers perceive corruption as a means to supplement their low salaries. For them 

absenteeism does not come under the umbrella of corruption but as a coping strategy for 

maximizing their income. 
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The findings of Table (4.2.4) also disclosed that 65.1% of respondents disagreed 

that favoritism is commonly found in health care system when patients encounter doctors 

at the hospital. It is either lack of information on the part of patients or poor management 

at the hospital. Akinbajo (2012) and Husmann (2011) depicted that health sector is 

exposed to corrupt practices due to lack of accountability of health professionals and 

monitoring and evaluation in the delivery of health care services. 

Corruption was paramount in the Nigerian public hospitals regarding the 

delivery of drugs. The reasons are nonavailability of funds, inadequate record-keeping, 

lack of monitoring and check and balance, and non-accountability of health 

professionals. (Lewis,2006). The results found that 60.9% of respondents agreed that 

doctors receive bribes in the shape of gifts from drug companies. The study by Ahmed 

and Ahmed (2012) indicated that government hospitals are more corrupt compared to 

private ones. His findings concluded that the most corrupt among health care providers 

are the administrative staff of the hospital, laboratory staff and pharmacy staff. Most 

patients agreed that doctors receive bribes to give patients access to medical services. In 

developing countries, unofficial payments are accepted by health care professionals to 

decrease waiting times, obtain medicines, access to better health facilities, and to receive 

quality treatment. Gifts give and take in health care sector has many dimensions. In some 

countries it is considered as usual while in other, it is considered illegal asserted by (Allin 

et al., 2006; Gaal & McKee, 2005; Lewis, 2002; Lewis, 2007; Tatar et al., 2007, Vian et 

al., 2005). 

These results were also augmented by Davoodi and Tiongron (2000) who found 

that to tumble corruption and improve the available resources for the general health of 

the masses, it is necessary that available resources must be effectively utilized.  

Furthermore, the data also revealed that 59.4% of the respondents disagreed that 

10-15-minute wards visits are only made by senior ‘s doctors   to fulfill the minimum 

requirements of a doctor ‘s visit. The results showed that 66.7% respondents had agreed 

that doctors prescribed substandard and costly medicines at the hospital. While 55.5% 

respondents disagreed that patients are advised pre-planned laboratories for tests outside 

hospitals to earn commission. More than half (69.3%) respondents agreed that public is 

mostly kept unaware about the available resources at the hospital, followed by 51.3% 

who agreed that doctor's aim of a government job is to get publicity. However, it could 
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be deduced from these findings that patients were aware about the availability of 

resources and mostly patients were satisfied from distribution of non- spurious drugs and 

doctor’s examination visits.  

 Doctors ‘relationships with pharmaceutical representatives on prescribing 

practices are not something hidden nowadays (Wazana, 2000). Concerns over gift-giving 

and taking ethics exist in doctors ‘and pharmaceutical representatives ‘relationship 

(Blumenthal, 2004; Brennan, Rothman & Blank et al., 2006). Recently some publications 

raised ethical questions over doctors ‘relationships with the pharmaceutical industry 

(Petersen, 2003; Pollock, 2006). 

 

4.2.4 Responses regarding corruption 
 

Statements  Strongly 

disagree 

Disagree  Neutral  Agree  Strongly 

agree 

Total  

Short attendance of 

doctors at public 

hospitals are tantamount 

to corruption. 

4 

1.0% 

169 

44.0% 

10 

2.6% 

183 

47.7% 

18 

4.7% 

384 

100.0% 

Clinics   are   highly   

occupied   due   to 

indifferent attitude of 

doctors at hospital 

regarding their presence. 

8 

2.1% 

204 

53.1% 

4 

1.0% 

157 

40.9% 

11 

2.9% 

384 

100.0% 

Mostly patients are 

provoked too private 

clinics to earn more by 

the doctors. 

17 

4.4% 

270 

70.3% 

17 

4.4% 

72 

18.8% 

8 

2.1% 

 

384 

100.0% 

Mostly   medicines   are   

provided   on nepotism 

basis, thus reducing the 

chances for needy people 

17 

4.4% 

178 

46.4% 

21 

5.5% 

163 

42.4% 

5 

1.3% 

384 

100.0% 

Mostly expensive 

medicine is squeezed 

and sold outside thus, 

depriving the patients 

from their due right.  

6 

1.6% 

164  

42.7% 

39 

10.2% 

156 

40.6% 

 

19 

4.9% 

384 

100.0% 

Only low-priced 

medicine is offered to 

patients at the hospital.  

7 

1.8% 

115 

29.9% 

41 

10.7% 

202 

52.6% 

19 

4.9% 

384 

100.0% 

Health ensured and 

entitled patients are 

33 

8.6% 

149 

38.8% 

120 

31.3% 

73 

19.0% 

9 

2.3% 

384 

100.0% 
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enforced to pay for their 

treatment 

Minimal   time   is   

spared   for   proper 

investigation of disease 

at hospital by doctors.   

12 

3.1% 

249 

64.8% 

32 

8.3% 

84 

21.9% 

7 

1.8% 

384 

100.0% 

Favoritism is commonly 

found in health care 

system when patient 

encounter doctors at 

hospitals.  

8 

2.1% 

250 

65.1% 

 

13 

3.4% 

 

 

 

 

102 

26.6% 

 

 

 

 

11 

2.9% 

384 

100.0% 

Bribes in the form of 

gifts are received by 

doctors from drug 

companies.  

6 

1.6% 

108 

28.1% 

18 

4.7% 

234 

60.9% 

18 

4.7% 

384 

100.0% 

10-15-minute wards 

visits are only made by 

senior doctors to fulfill 

the minimum 

requirement of visits.  

8 

2.1% 

228 

59.4% 

9 

2.3% 

121 

31.5% 

18 

4.7% 

384 

100.0% 

Substandard medicines 

with high prices are 

prescribed by the doctors 

at hospital.  

4 

1.0% 

256 

66.7% 

46 

12.0% 

68 

17.7% 

0 

.0% 

384 

100.0% 

Patients are advised 

preplanned laboratories 

for test outside the 

hospitals to earn 

commission.  

 

5 

1.3% 

213 

55.5% 

58 

15.1% 

97 

25.3% 

11 

2.9% 

384 

100.0% 

Public are mostly kept 

unaware about the 

available resources at the 

hospital.  

3 

.8% 

91 

23.7% 

7 

1.8% 

266 

69.3% 

17 

4.4% 

384 

100.0% 

Mostly   doctors   remain   

intact   with government 

jobs only for their 

publicity to attract more 

patients 

22 

5.7% 

197 

51.3% 

50 

13.0% 

107 

27.9% 

0 

.0% 

384 

100.0% 
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4.2.5 Responses regarding gender discrimination 

 

Pakistan is a highly patriarchal society where healthy cultural norms and women's 

access to health resources are highly contradictive. Women being a substantive 

representative are still lagging behind the man in most walks of life. They often have a 

limited role in household management. Similarly, the meager allocation of health 

facilities to the human population has made women vulnerable due to the secondary 

position in society. Respondent’s viewpoint regarding gender discrimination in the health 

care system is discussed in table 4.1.5. The results illustrated that 58.9% of respondents 

disagreed that patriarchal norms and male gender supremacy in a society hamper women 

access to health facilities. These findings were similar to studies conducted in India 

(Raikes 1992; Rajeswari & Chandrasekaran et al., 2002; Sudha, Nirupa et al., 2003) and 

Vietnam (Johansson & Long et al., 2000) that explained women have low access to 

medical services. They often approach traditional healers for the treatment and the 

reasons could be secrecy, less empowerment, privacy and their limited access to health 

facilities. 

Equal treatment to both genders in a hospital enhances patient ‘s satisfaction and 

develops a sense of trust in health care providers. It is depicted in the data that majority 

(72.1%) of the respondents disagreed that women are given less time in diagnosis as 

compared to males in hospitals. The data further disclosed that 66.7% of respondents 

disagreed that equal treatment in both genders could be attributed to 2013 health policy, 

which is in line with equality before accurate health facilities. However, Evengard et al. 

(2005) found that gender-based discrimination is common in outpatient clinics in Sweden 

where females received less concentrated care than males. 

       In addition, Table 4.2.5 further informed that 67% of the respondents 

disagreed that women are discriminated against access to a doctor in public hospitals. The 

data also showed that no discrimination is reported regarding diagnosis and treatment of 

female patients. In developing nations including Pakistan, women are not aware of their 

fundamental rights, and they are unable to decide about their health as most of the 

decisions are taken by male members due to patriarchy. The data also showed that 56% 

of respondents agreed that women have no autonomy in decision making about their 

health care, and 59.1% of respondents further disclosed that less priority is given to 

female health care due to patriarchy. These findings were in consonance to Holroyd, 

Twinn et al. (2004) and Rizk, El-Zubeir et al. (2005) that in a male dominated society 
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overshadowed by strong religious and socio-cultural norm, a segregated gender role and 

confined women access to appropriate health care facilities often co-exist. In developing 

countries, the specified gender role restricts the social and physical contact between men 

and women. 

The results further elaborated that 67.7% of respondents disagreed that female 

genders are mostly teased by males’ illicit actions in hospital. Equal representation of 

both male and female health professionals in hospitals is necessary in order to reduce the 

patient grievances and increase their satisfaction from the health care services, although 

no such gender-based studies was reported. Few studies conducted by Franks et al. (2003) 

Hall, Palmer et al. (1990); Lurie, Slater et al. (1993), concluded that female health care 

providers are more engaged in providing gender-related health care services and provide 

preventive measures and psychotherapy to the patients of both genders without any 

preference of gender. 

The data further concluded that 66.4% respondents disagreed that low female 

professional representation is the cause of intimidation of females in hospital.  To ensure 

the quality of health care services in public hospitals, presence of female health 

consultants at all levels in the health care system is inevitable. The data also supported it 

as 64.8% of respondents agreed that more female health care providers should be engaged 

at all levels. 

The study findings are in line with the results of Shaikh and Hatcher (2005) who 

concluded that most qualified female doctors are not willing to serve in BHUs, RHUs due 

to which many positions remained vacant. The unavailability of female staff in BHUs and 

RHUs kept these females away from the health facilities and increased their dependency 

on traditional healers and herbal medicines as their family did not allow treatment from 

male health care providers. 

Female respondents were also asked about the overcrowded situation prevailing 

in gynae wards and 48.3% of respondents agreed that the tasks are performed by males 

due to over crowdedness. It could either be due to a greater number of patients or 

unavailability of trained female staff. Moreover, the results indicated that 62% of 

respondents agreed that mostly the gynecology wards present deplorable sights lacking 

essential requirements for surgery and treatment. Respondents were asked about the 

cleanliness and hygienic conditions in gynae wards in response to which 45.8% agreed. 

This table revealed the information that women were treated without any discrimination. 
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They had fair access to hospital resources (both human and physical). However, 

discontent about any complaint was a resultant factor of their ignorance regarding the 

system. 

4.2.5 Frequency and percentage distribution of respondents regarding 

gender discrimination 

 

Statements  Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

Patriarchal norms of all male 

gender supremacy hamper 

women access to health 

facilities.  

8 

2.1% 

226 

58.9% 

40 

10.4% 

100 

26.0% 

10 

2.6% 

384 

100.0% 

Women are given less time in 

diagnosis as compared to 

males in hospitals.  

17 

4.4% 

277 

72.1% 

43 

11.2% 

44 

11.5% 

3 

.8% 

384 

100.0% 

Women have limited access 

to medical services including 

provision of free medicines.  

12 

3.1% 

256 

66.7% 

41 

10.7% 

66 

17.2% 

9 

2.3% 

384 

100.0% 

Women are discriminated in 

access to calling a doctor in 

public hospitals.   

38 

9.9% 

257 

66.9% 

39 

10.2% 

42 

10.9% 

8 

2.1% 

384 

100.0% 

Women have no autonomy in 

decision making about their 

health care.  

11 

2.9% 

110 

28.6% 

24 

6.2% 

215 

56.0% 

24 

6.2% 

384 

100.0% 

Less priority is given to 

female health care in a family 

due to patriarchy.  

12 

3.1% 

109 

28.4% 

23 

6.0% 

227 

59.1% 

13 

3.4% 

384 

100.0% 

Female genders are mostly 

teased for illegitimate actions 

by males in hospitals.  

51 

13.3% 

260 

67.7% 

36 

9.4% 

25 

6.5% 

12 

3.1% 

384 

100.0% 

Low female professional 

representation is the cause of 

intimidation of female in 

hospital.  

48 

12.5% 

255 

66.4% 

33 

8.6% 

40 

10.4% 

8 

2.1% 

384 

100.0% 

Presence of female health 

consultants at all level in 

health care system is 

essential.  

6 

1.6% 

22 

5.7% 

3 

.8% 

249 

64.8% 

104 

27.1% 

384 

100.0% 

Gynae wards are mostly 

overcrowded and tasks are 

performed by males.  

51 

13.3% 

119 

31.0% 

30 

7.8% 

168 

43.8% 

16 

4.2% 

384 

100.0% 

Mostly the gynecology wards 

present deplorable sights 

6 

1.6% 

82 

21.4% 

33 

8.6% 

238 

62.0% 

25 

6.5% 

384 

100.0% 
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lacking essential 

requirements for surgery and 

treatment  

Unhygienic conditions 

prevail in female wards.  

5 

1.3% 

176 

45.8% 

47 

12.2% 

126 

32.8% 

30 

7.8% 

384 

100.0% 

 

 

4.2.6. Frequency and percentage distribution of respondents regarding patient 

satisfaction. 

 

Satisfaction to health amenities in terms of behavioral ramification is broader in 

meaning and limitations. Although it is difficult to summarize and conclude with greater 

comprehension, attempt has been made to highlight the phenomena of satisfaction 

through other attributes with maximum information as shown in table 4.2.8. The 

government of KP, in collaboration with other stake holders has introduced a vibrant 

health policy to cater to the needs of people. Half of the respondents strongly agreed that 

a viable and working health policy was lacking before 2013 health policy introduced by 

the KP government. This information is enough to endorse the government ‘s plans of 

meticulously focusing on better health facilities. It is pertinent to mention that any policy 

about human ‘s development is ineffective if the humans under consideration are not in 

proper physical responses to shoulder any demand based on societal requirements. These 

findings were in line with Burns and Muller (2009); Danis et al. (2011) who focused on 

addressing economic issues and ensuring integration in the health care systems by 

creating efficient governance and executing new policies and programmes by assigning 

leadership roles to the health care professionals. For changes and improvements in the 

health care system, the health experts need to be involved in organizational decisions 

making for smooth functioning.  

It was evident from the data that 35.4% of respondents agreed that the health 

policy 2013 covers all aspects of service and delivery. The results further depicted that 

the majority i.e.,45.3%, agreed that doctors are made responsible in terms of their 

presence. It could be assumed from these findings that besides spending on structural 

reforms, the government had incorporated the attendance issues in the policy. The 

presence of doctors and staff ensures urgent medical aid to needy patients. Baker and 

Axler (2015) have also explained in their study that accountability of health care 

providers is essential in the health care system to ensure transparency and better health 

outcomes. The health care system needs amendments to make the system functional. The 
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efforts have been made by the concerned authorities for the improvisation of health care 

system through increasingly involving patients’ surveys, focus group discussions and 

quality improvement committees (Johnson et al., 2008; Scholle et al., 2010). Likewise, 

majority (48.2%) of respondents strongly agreed that patients are mostly treated without 

any gender and political discrimination.  

The data further revealed that almost half (48.7%) of respondents agreed that 

humanitarian aspects had refinished the staff after introducing the health policy. 

However, 36.7% of respondents strongly agreed that lesser space and more patients are 

paradoxical in executing health policy in better spirit. Similarly, 29.7% of the respondents 

agreed that Health cards have reduced the miseries of masses, especially, the poor 

requiring them to receive free treatment. Monitoring and evaluation at all levels is a key 

component for increasing patient’s satisfaction and. t is supported by 42.2% of the 

respondents. Ouchi (1977) found that monitoring and check and balance in the health care 

system are practical tools for increasing efficiency and producing better health outcomes. 

Monitoring of health care professionals can increase effectiveness of health care system. 

The data findings also disclosed 29.2% of the respondents who disagreed that 

corruption either by doctors or other staff members has been eradicated and 34.6% of the 

respondents agreed that the new health policy introduced by the KP government is 

capable of achieving long term results. 

The study findings were similar to the results of Akokuwebe and Adekanbi 

(2017), who concluded that corruption in the health sector has many dimensions. 

Corruption means not only the misuse of public funds for personal gain but absentees of 

doctors in official timings, coming late and leaving earlier is tantamount to corruption. 

Corruption in the health sector also includes the misuse of office materials for personal 

use and stealing essential drugs, vaccines, medicines and distribution of drugs among 

relatives and friends. The factors responsible for corruption in the health sector are lack 

of proper assessment and monitoring policies along with mismanagement and misuse of 

public funds. 
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Table 4.2.6 Frequency and percentage distribution of the respondents regarding 

 patient satisfaction       

Attributes   Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

A viable and working health 

policy was missing before 2013 

health policy introduced by KP 

government.  

195 

50.8% 

166 

43.2% 

23 

6.0% 

0 

.0% 

0 

.0% 

384 

100.0% 

All aspects of delivery and 

services are covered in health 

policy introduced in 2013.  

89 

23.3% 

136 

35.4% 

10 

2.6% 

128 

33.3% 

21 

5.5% 

384 

100.0% 

Doctors are made responsible in 

terms of their presence.  

138 

35.9% 

174 

45.3% 

29 

7.6% 

21 

5.5% 

22 

5.7% 

384 

100.0% 

Patients are mostly treated 

without any biasness on gender 

and political grounds.  

185 

48.2% 

168 

43.8% 

31 

8.1% 

0 

.0% 

0 

.0% 

384 

100.0% 

Humanitarian aspects have 

refinished into the staff after the 

introduction of the health 

policy.  

117 

30.5% 

187 

48.7% 

7 

1.8% 

73 

19.0% 

0 

.0% 

384 

100.0% 

Lesser space more patients are 

paradoxical in executing health 

policy in better spirit.  

141 

36.7% 

104 

27.1% 

10 

2.6% 

69 

18.0% 

60 

15.6% 

384 

100.0% 

Health cards have reduced the 

miseries of masses, especially 

the poor as it entails them to 

receive free treatment.  

96 

25.0% 

114 

29.7% 

51 

13.3% 

93 

24.2% 

30 

7.8% 

384 

100.0% 

Monitoring and evaluation at 

different cadres have added 

more strength to the policy.  

109 

28.4% 

16 

42.2% 

0 

.0% 

80 

20.8% 

33 

8.6% 

384 

100.0% 

Corruption either in the form of 

doctors and other staff 

performance (presence) and 

provision of medicine is 

completely eradicated.   

34 

8.9% 

90 

23.4% 

73 

19.0% 

112 

29.2% 

75 

19.5% 

384 

100.0% 

Do you think health policy is 

replicable to achieve long term 

results?  

124 

32.3% 

133 

34.6% 

7 

1.8% 

66 

17.2% 

54 

14.1% 

384 

100.0% 
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4.2.7 Responses of the Respondents Regarding Monitoring, Rules & 

Regulations Violations 

 

Table 4.2.7 highlights findings related to violation of rules and regulations. 

Rules pertaining to job efficiency serve towards institutional performance upon its 

implementation. All rules are subject to vigorous and consistent evaluation to 

display real effects and subsequent returns both in monetary and non- monetary 

terms. The results showed that 46.6% of the respondents disagreed that inadequate 

infrastructure and substandard policies lead to a poor health care system in 

hospitals. In Pakistan, many new changes and reforms have occurred in the health 

system to make it functional and enhance patients ‘satisfaction. It is also obvious 

from the data that structural modification is the need though important; however, 

some other aspects of deliverance could be the simplest reason of poor performance. 

For the successful execution of health policies and regulations the need for 

public health agency that contains necessary administrative authority and resources 

is of utmost importance (Gostin, 2008). For the development of infrastructure and 

standardized policies focusing on reducing patients ‘grievances and considering the 

concerns of all the stakeholders: new approach must be introduced. The data further 

revealed that 41.4% of respondents disagreed that mismanagement and mal- 

practices in hospital occur due to low health strategy while 52.1% of respondents 

agreed that in the process of designing and implementing new policies, the ground 

realities are not taken into consideration. It could be deduced from the findings that 

faulty designing of a strategy in either sector of human development is often devoid 

of delivering as per subjects' wishes. 

These findings have enough support from Khan and Van den Heuver (2007) 

who disclosed that ineffective health policy in Pakistan is due to the absence of good 

governance, as good governance is a key to achieve quality care, but unfortunately, 

the case is different in Pakistan. Pakistan has a centralized health care system where 

the federal government is responsible for taking all the major decisions, and the 

provincial governments only implement the health policy. These policies usually 

lack the involvement of individuals, stakeholders, and other community members 

in the execution due to which communication gap usually rises between federal, 

provincial and district level management, resulting in poor outcomes. 
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 The participation of health care professionals in a policy formation, can 

bring positive results in successful implementation. The data depicts that health 

professionals are not involved in policy constitution processes. Kabene et al. (2006), 

stressed the need of human resource professionals at the highest strategic level 

planning is of vital importance for smooth functioning of the system. The results 

further revealed that 47.7% of respondents agreed that public representatives and 

experts are not taken into confidence while designing and implementing health 

policies. It is evident from these results that policies are usually formulated at 

bureaucratic level. Mass representation from grass root level is always overlooked. 

This ignorance had led to the development of a gap, often characterized by 

identification of issue and instant redressal. 

The study results are in line with the findings of Khan (2010), Wajid, Al 

Zarouni, and Al Massoud (2002) who explained that primary reason behind the lack 

of governance is the exclusion of qualified, and experienced personnel in designing 

and implementing health policies and programmes. He further concluded that health 

experts are not working independently, and they have no authority to take any action 

against corruption due to which system malfunctioning resulting extreme 

displeasure and dissatisfaction. 

Proper monitoring and check and balance is essential for effective delivery 

of health care services and ensuring the presence of health care providers at all 

times. However, according to the data 48.2% of the respondents agreed that proper 

monitoring lacks at administrative and professional levels, which hamper the 

efficient working of health services. For improvisation of the health care delivery 

system, proper monitoring and check and balance is considered a vital component 

to keep health professionals accountable. (Monitoring What Matters, 2014). 

Moreover, lack of assessment and monitoring policies in the health care 

sector is the result of corruption in the form of misuse of public funds for personal 

benefits and outstanding performance by health professionals like absenteeism of 

staff and abuse of public facilities (Akokuwebe & Adekanbi, 2017). 

In addition to the above, it was further explained that 55.5% of the 

respondents agreed that practical applications of policies are seldom assessed. 

Moreover, 58.6% of the respondents agreed that strict check and balance is 

maintained in the health care system. According to the data, a marginal majority 
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(51.6%) agreed that the public is kept aware of the policies on patients and hospitals. 

These findings revealed lack of government sector performance and people 

participation while sitting on a single bench to formulate policies and implement 

them in lines to the west. Baker (2011) highlighted that a new trend is emerging in 

Canada and elsewhere focusing on involving patients and public in the formation 

and designing of quality health care services. The aim of engaging them is to ensure 

improvement in the health sector, to enhance self-respect and dignity of patients, to 

reduce patient ‘s grievances, and to provide relief to patients (Guterman et al., 

2011). The result also explained that 48.7% agreed that people are often kept in dark 

about the medicines available in hospitals. Pakistan as a welfare state extends all 

kinds of facilities and provides free medicines to patients visiting hospitals for 

treatment. 

However, as per lacuna in the system of check and balance, the needy 

patients are often denied free medicines. According to Wiedenmayer (2004), easy 

access and medicine availability is a key indicator for measuring patient ‘s 

satisfaction but essential medicines in public hospitals are beyond the reach of poor 

patients. 

It is further evident from the data that a majority (77.6%) agreed that the public 

has instant reciprocal consequences on complainant ‘s submission. The data disclosed 

that more than half (78.6%) of respondents agreed that no penalty is imposed on health 

professional when found guilty. Respondents were asked about the monitoring of 

medicinal availability by the concerned authorities and 47% disagreed that medicine 

prices are monitored regularly by the concerned authorities. One of the significant hurdles 

for the government health care system to react to high priced medicines is the lack of 

precision on actual hospital prices. However, a check on the performance of staff and 

doctors was maintained as disclosed by the data. This is one of the major problems in 

France where medicinal prices vary across different hospitals in the country and the 

government is not able to estimate the actual price of high-priced medicines in hospitals 

(Hawlik & Devalière, 2016). The data also revealed 65% of respondents who disagreed 

that a specific formula for medicines' rates is specified and ensured. Similarly, 59.1% of 

respondents disclosed that quality and quantity of medicine are checked frequently by the 

concerned officials at the hospital. The results further revealed agreement of 43.2% 

respondents that actions of doctors and nurses’ staff are strictly monitored by the hospital 
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administration in terms of punctuality. These findings give some vivid clues towards the 

enactment of check and balance policy to control corruption. These corrupt and ill 

practices like denial of free medicine and punctuality of hospital staff had led to the rise 

of people’s mistrust over health policies. 

 

Table 4.2.7 Frequency and percentage distribution of respondents 

regarding lack of monitoring and rules regulation 

violation 

Statements   Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

Defective infrastructure and 

substandard policies lead to 

poor health care system in 

hospitals.  

5 

1.3% 

179 

46.6% 

54 

14.1% 

135 

35.2% 

11 

2.9% 

384 

100.0% 

Mal-practices and 

mismanagement occur due to 

poor health strategy.  

6 

1.6% 

159 

41.4% 

52 

13.5% 

155 

40.4% 

12 

3.1% 

384 

100.0% 

Policies are set out without 

taking the ground realities 

into consideration.  

3 

.8% 

108 

28.1% 

64 

16.7% 

200 

52.1% 

9 

2.3% 

384 

100.0% 

Health professionals are not 

involved in policy 

constitution process.  

3 

.8% 

139 

36.2% 

59 

15.4% 

171 

44.5% 

12 

3.1% 

384 

100.0% 

Public representatives and 

experts are not taken into 

confidence while designing 

and implementing health 

policies.  

4 

1.0% 

122 

31.8% 

61 

15.9% 

183 

47.7% 

14 

3.6% 

384 

100.0% 

Proper monitoring is lacking 

at administrative and 

professional level.  

4 

1.0% 

127 

33.1% 

50 

13.0% 

185 

48.2% 

18 

4.7% 

384 

100.0% 

Practical applications of 

policies are seldom assessed.  

3 

.8% 

110 

28.6% 

43 

11.2% 

213 

55.5% 

15 

3.9% 

384 

100.0% 

Strict check and balance are 

maintained in health care 

system.  

12 

3.1% 

64 

16.7% 

41 

10.7% 

225 

58.6% 

42 

10.9% 

384 

100.0% 

Public is kept aware of the 

policies pertaining to patients 

and hospitals.  

14 

3.6% 

116 

30.2% 

45 

11.7% 

198 

51.6% 

11 

2.9% 

384 

100.0% 

People are often kept in dark 

about medicinal availability 

in hospital.  

2 

.5% 

121 

31.5% 

16 

4.2% 

187 

48.7% 

58 

15.1% 

384 

100.0% 
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Public have instant reciprocal 

consequences on complaints 

submission.  

2 

.5% 

18 

4.7% 

5 

1.3% 

298 

77.6% 

61 

15.9% 

384 

100.0% 

No penalty is imposed on 

health professional when 

found quilt.  

2 

.5% 

23 

6.0% 

12 

3.1% 

302 

78.6% 

45 

11.7% 

384 

100.0% 

Medicinal prices are 

monitored regularly by the 

concerned authorities.  

13 

3.4% 

180 

46.9% 

25 

6.5% 

145 

37.8% 

21 

5.5% 

384 

100.0% 

Specific formula rates of 

medicines are specified and 

ensured.  

10 

2.6% 

250 

65.1% 

66 

17.2% 

51 

13.3% 

7 

1.8% 

384 

100.0% 

Quality and quantity of 

medicine is checked 

frequently by the concerned 

at hospital.  

10 

2.6% 

227 

59.1% 

57 

14.8% 

82 

21.4% 

8 

2.1% 

384 

100.0% 

Actions of doctors and 

nurses’ staff are strictly 

monitored by the hospital 

administration.  

5 

1.3% 

139 

36.2% 

27 

7.0% 

166 

43.2% 

47 

12.2% 

384 

100.0% 

Punctuality and duty-time is 

strictly kept under 

observation to make system 

smooth functioning.  

6 

1.6% 

133 

34.6% 

27 

7.0% 

169 

44.0% 

49 

12.8% 

384 

100.0% 

 

 

4.2.8 Responses Regarding Access to Medical Services 

 

Table 4.2.8 highlighted the results about patient ‘s access to medical services 

including subsidy to weak, prompt health care facilities, maternity healthcare, health care 

consultancy, and healthcare programs for awareness. An unequal access to the service 

mentioned above often impedes and endangers the stakeholders' efforts. All-out efforts 

are needed to be made before delivering as such lines as compact approach high echoes 

around the success on its own. 

 According to the data collected, it was found that three fourth majority (75.8%) 

of the respondents disagreed about the provision of any subsidy to poor for availing 

healthcare facilities. Denial of any sort of provision to patients either by the government 

or any other agency puts the patients in a vulnerable state. These findings are aligned with 

Agency for Health care Research and Quality (2011) that access to primary health 

facilities is an indispensable part of health system. According to De Voe, Tillotson, 
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Lesko, Wallace and Angier (2011), two factors play a vital role in getting access to 

primary care: one is availability of health care professional and the other is having health 

insurance coverage. It was found that countries where quality health care facilities are 

rendered, there will be fewer health inequalities, improved health status of the masses and 

reduced hospitalization (Freidburg et al., 2010; Kringos et al., 2013; McMurchy, 2009; 

Shi, 2012; & Starfield et al., 2005). 

 Respondents were asked about provision of prompt services to insured citizen 

where 43% showed neutral response while almost a similar quotient (41.9%) disagreed. 

Moreover, a considerable majority (77.9%) of the respondents agreed that secondary and 

tertiary health care facilities are rare for the public. More than half (56.5%) of the 

respondents disagreed with the availability of well-equipped primary health care centers. 

 Respondents’ opinions were sought about the availability of staff in primary 

health care where almost half (48.2%) of the respondents agreed regarding access to 

experienced staff in the primary health care system. However, the study findings were 

contrary to the findings of HRSA, (2013); IHS Inc, (2015) and Petterson et al. (2012) 

who stated the scarcity of health care professionals at primary level. 

 Moreover, in-service training of health care professionals is indispensable for 

assuring quality care and presence of capable personnel in the health care system of a 

country. It is necessary that health professionals be both skillful and trained in order to 

meet a country ‘s present and future demands (World Health Organization, 2003). 

 However, developing countries such as South Africa, Ghana, Zimbabwe and 

Kenya are facing a severe dilemma of lack of trained health professionals. Their trained 

health professionals migrated to developed nations leaving their countries to strive hard 

to develop the existing basic facilities (Kabene et al., 2006). 

 Availability of maternity facilities is also one indicator of access to medical 

services. Half of the respondents (51.0%) agreed that necessary maternity facilities are 

available to the patients at primary health care centers. Besides, respondents were further 

asked about availability of female gynecologists and remarkably a similar frequency of 

respondents (43.5%) agreed about the availability of expert female gynecologist at 

primary health care centers. Moreover, a considerable majority (66%) of the respondents 

agreed with the provision of health care consultancies at primary health care centers. A 

leading majority (59.1%) of the respondents agreed that female health care awareness 

programs are monitored at primary level. Respondents showed different reactions 
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towards various health care services. In this regard, they were inquired about the 

provision of essential lifesaving drugs, and most of the respondents (54.4%) disagreed 

with the statement. Respondents were also asked about the awareness of drug availability, 

where majority (62.8%) of the respondents did not agree with the statement. These 

findings indicated a split response, as unawareness about the availability could be an 

undesirable factor of getting free medicines although its provision has been ensured in 

the health policy. These findings were in unity to Wiedenmayer (2004), who indicated 

that access to essential medicines ensures quality treatment provided by public health 

agencies, but unfortunately, in developing countries, people have easy, equitable and 

reasonable access to required and good quality medicines. Access to drugs is a part of 

treatment and is considered an important strategy for reducing patients' grievances. The 

pharmaceutical industry plays an important role in the access of essential medicines 

because of their appropriate, suitable, and correct information about different medicines. 

This information is important for the health care staff at all levels to make right decisions 

regarding planning, demanding, evaluating and monitoring the role of pharmaceutical 

industry. But the available pharmaceutical information is not valid, accurate, adequate, 

and complete in nature which affects the quality and efficacy of medicines (Luoma, 

2010). In developing countries, patients are facing a short supply of essential medicines 

in public sector hospitals for chronic diseases. Drugs can play a significant role in treating 

degenerative diseases due to population ageing in Brazil (Barreto et al., 2015; Cameron 

et al., 2011; Mendes, 2017). It was further disclosed from the findings that three fourth 

majority (75.8%) of the respondents reported that primary health care centers are mostly 

functional. 

 The table above further revealed results about staff's punctuality at primary 

health care center where more than half (58.3%) agreed that staff was available and 

punctual. These findings displayed achievements in performance-based activities 

outlined by Chaudhury and Hammer‘s (2004) study, which found that the non-availability 

of health professionals in the primary health care centers in Bangladesh. The data revealed 

that such representation, though negligible as 35% of paramedical staff and 42% of 

doctors, were not present in the 60 clinics. However, such proportion stands high, where 

such facilities are meager in shape. 

 There are different factors behind utilization of secondary health care services. 

A reasonable majority (68.8%) of the respondents agreed that the lack of staff and health 
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facilities enforces public tendencies towards secondary health care centers. Moreover, on 

inquiring about the obstacles in assessing health care services, 68.8% of respondents 

reported that transport charges are significant obstacles for poor masses in accessing 

health care centers. This information reinforces the notion of seeking another alternative 

if the first is non-existent or dysfunctional. Access to affordable and quality care varies 

across areas such as rural to urban with inference to obstacles in accessing health care 

units. These are both physical and geographical in nature; moreover, lack of 

transportation facility is a major barrier in approaching to secondary and tertiary health 

care services (Aikten et al., 2013; Balarajan et al., 2011; Peter et al., 2008). 

 Preventive health care programs are also part of health care services at primary 

level. When asked from the respondents, a considerable majority (70.6%) of the 

respondents believed that preventive health care programs are rarely held at the primary 

level. Lastly, the table 4.2.8 describes results regarding allocation of resources where 69% 

of the respondents reported that the allocated resources are inadequate for healthcare at 

all levels. Although health care programmes are in existence, however, they seldom take 

place; thus, bringing a halt to the provision of this vital menace. 

 According to DeVoe, Tillotson, and Wallace (2009), all individuals require an 

enduring and reliable association with the medical specialists to access the primary health 

care system. A medical specialist is a physician or paramedics who provides regular 

medical care to patients and is responsible for diagnosing patients ‘diseases and 

monitoring their health. 
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Table 4.2.8 Frequency and percentage distribution of the 

respondents regarding access to medical services 

 

Access to Medical Services Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

Feeble are provided with 

subsidy on healthcare.  

14 

3.6% 

291 

75.8% 

29 

7.6% 

50 

13.0% 

0 

.0% 

384 

100.0% 

Insured citizen is provided 

with prompt health facilities 

without irritation.  

21 

5.5% 

161 

41.9% 

165 

43.0% 

34 

8.9% 

3 

.8% 

384 

100.0% 

Secondary and tertiary health 

care is rare for public.  

5  

1.3% 

19 

4.9% 

26 

6.8% 

299 

77.9% 

35 

9.1% 

384 

100.0% 

Primary health care centers 

are well-equipped.   

14 

3.6% 

217 

56.5% 

33 

8.6% 

117 

30.5% 

3 

.8% 

384 

100.0% 

Experienced staff serves in 

primary health care system.   

8 

2.1% 

148 

38.5% 

37 

9.6% 

185 

48.2% 

6  

1.6% 

384 

100.0% 

Basic maternity facilities are 

available at primary health 

care centers.  

8 

2.1% 

140 

36.5% 

37 

9.6% 

196 

51.0% 

3 

.8% 

384 

100.0% 

Primary health care centers 

are equipped with expert 

female gynecologist.  

13 

3.4% 

167 

43.5% 

35 

9.1% 

166 

43.2% 

3 

.8% 

384 

100.0% 

Health care consultancies are 

properly provided at primary 

health care centers.  

6 

1.6% 

80 

20.8% 

35 

9.1% 

254 

66.1% 

9 

2.3% 

384 

100.0% 

Female health care awareness 

programs are mentored at 

primary level.  

8 

2.1% 

103 

26.8% 

36 

9.4% 

227 

59.1% 

10 

2.6% 

384 

100.0% 

Essential lifesaving drugs are 

provided at primary level.   

7 

1.8% 

209 

54.4% 

25 

6.5% 

136 

35.4% 

7 

1.8% 

384 

100.0% 

Public has sufficient 

awareness about drug 

availability at primary level.  

12 

3.1% 

241 

62.8% 

30 

7.8% 

99 

25.8% 

2 

.5% 

384 

100.0% 

Primary health care centers 

are mostly functional.  

4 

1.0% 

46 

12.0% 

30 

7.8% 

291 

75.8% 

13 

3.4% 

384 

100.0% 

Staff at primary health care 

center work with punctuality.  

7 

1.8% 

100 

26.0% 

41 

10.7% 

224 

58.3% 

12 

3.1% 

384 

100.0% 

Most of the primary health 

care centers are 

dysfunctional.  

6 

1.6% 

263 

68.5% 

30 

7.8% 

67 

17.4% 

18 

4.7% 

384 

100.0% 

Absence of staff, lack of staff, 

lack of health facilities 

2 

.5% 

19 

4.9% 

8 

2.1% 

264 

68.8% 

91 

23.7% 

384 

100.0% 
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enforces public tendency to 

secondary health care center.  

Transport charges are one of 

the major obstacles for poor 

masses to access health care 

facilities.  

3 

.8% 

61 

15.9% 

6 

1.6% 

273 

71.1% 

41 

10.7% 

384 

100.0% 

Preventive health care 

programs are rare at primary 

level.  

4 

1.0% 

94 

24.5% 

8 

2.1% 

271 

70.6% 

7 

1.8% 

384 

100.0% 

Allocated resources are 

inadequate for health care at 

all.  

3 

.8% 

95 

24.7% 

5 

1.3% 

265 

69.0% 

16 

4.2% 

384 

100.0% 

 

 

 4.2.9 Responses Regarding Space Availability 

Availability of space is a very common enigma in most of developing countries including 

Pakistan. Adequate space for patients and their attendants as a medical and cultural 

perspective has always been controversial. The medical aspect necessitates the needs of 

patients to be met by hospital services. However, it is other way round in the patient’s 

scenario. Such a situation is denting in results, where available is often taken as 

inadequate. Responses regarding space availability are given in table 4.1.8. The data 

revealed that the majority (63.3%) of the respondents agreed that space availability in 

hospital indicates the overall efficiency. The results further depicted that majority 

(72.4%) of the respondents agreed that bed shortage is one of the most serious issues in 

Pakistan’s public hospitals. The findings discovered the severity of problems as the space 

is limited and patient ‘s number is increasing. These findings are in line with the results 

of Kumar and John (2010), that insufficiency of beds in Emergency department has a 

negative effect on the patients and disturbs the care and treatment of patients and risks 

their wellbeing (Royal College of Physicians, 2016). 

The emergency department in all public hospitals also suffers from a shortage of 

bed facility. A leading majority (79%) agreed that patients face a shortage of beds in 

emergency wards. Due to the shortage of beds, serious patients share one as reported 

by63% of respondent. Over crowdedness of patients, coupled with a lack of services and 

facilities are seriously imperiling the prevalent situation at hospital. 

According to Goulding, Adamson and IWatt et al. (2013), patients experienced 

negative consequences from high occupancy rates in public sector hospitals. When the 
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demand for a bed increases then most of the patients are placed in improper wards. This 

situation not only decreases patient ‘s satisfaction from the health care services but also 

put extra burden on the hospital staff. To manage shortage of beds in hospitals, most of 

the patients are shuffled from one ward to another during them stay in hospital which can 

be very painful for critical and aged patients (Patterson, 2012). Occupancy rate further 

puts pressure on a hospital as it increases the rate of acquired infections and is a major 

concern for physicians as these infections affect the safety of patients and further increase 

the occupancy problem (BMA, 2009; Kaier, Mutters & Frank, 2012). 

The results further showed that 43.2% of respondents agreed that critical patients 

are served with blood-stained and unhygienic beds in emergency wards. Furthermore, 

41.7% of respondents disagreed that rough and dirty bed sheets are utilized frequently 

without maintaining cleanliness at regular intervals. Similarly, 65.4% of respondents 

agreed that over-crowding at emergency is the most frequent phenomenon faced by 

patients in public sector hospitals. It The use of substandard beds, materials, and over 

crowds in the emergency wards was phenomenal during the study. The study findings are 

aligned with the results of (Drew, 2002; Drew, 2006; Kumar, & John Mo, 2010; Peter et 

al., 2006) who highlighted that overcrowding is a major issue faced by hospital 

emergency department and health professionals. They are under constant pressure to 

resolve the issue but are unable to address it efficiently. Over crowdedness in hospital is 

responsible for low satisfaction of patients and their miseries along with long hours of 

waiting which consequently makes them forget their admitted patients. 

Service availability in hospitals is a key component for measuring patient ‘s 

satisfaction, and it is depicted from the data that 76.3% of the respondents agreed that 

location of toilets inside the wards is an obvious sign of the space shortage. The study 

findings are supported by the results of Averall (2010); Hignett and Lu, (2010); Hignett, 

and Masud, (2006); Reiling et al. (2004); Stichler (2007) who discovered that inadequate 

and irregular use of toilets inside the wards can harm patient’s safety and thus could 

negatively affect their satisfaction with the health care system. It is necessary that for the 

protection and convenience of patients and to achieve positive health outcomes, adequate 

space should be provided by the hospital administration to ensure patient’s safety and 

care. 
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      The results further showed that 48% of respondents agreed that no proper lounge or 

waiting rooms are provided to out-door patients at public hospitals. The study findings 

are similar to the findings of McLaughlin (1976) and Thompson, Yarnold, Williams, & 

Adams (1996) that waiting time affects patient ‘s satisfaction and their expectations from 

the hospital management regarding care and treatment. The waiting areas should be 

appropriately planned for the patients and their attendants to reduce their grievances. 

Increased waiting times lower the patients' morale which further leads to their high degree 

of nervousness, discomfort and discontent with the situation. 

Patient satisfaction was linked with three main factors that are: doctors and 

patients communication (Dansky & Miles, 1997) waiting times in hospital and 

characteristics of the patients. Among them, the most significant and negative 

relationship was found between waiting time and patients’ satisfaction (Camacho, et al., 

2006; Leddy, Kaldenberg, & Becker, 2003; Preyde, Crawford, & Mullins, 2012; Trout et 

al. (2000). 

The respondents were asked about the availability of space for their attendants in 

public hospitals and 62% replied that no specific spot was allocated for attendants at 

public hospitals. The data further revealed that 61.5% of the respondent agreed that most 

of the public hospitals are overcrowded which results in space-related problems. 

According to Jayaprakash et al. (2009), Kelen et al. (2001), cited in Trzeciak and Rivers, 

(2003) overcrowding and increased patient demands in the public hospital emergency led 

to increased waiting hours and patients ‘dissatisfaction. Shortage of beds due to over 

crowdedness has been internationally recognized as a sign of failure of the health care 

system. Moreover, crowdedness in emergency departments also leads to an insecure 

environment for both patients and health care providers, thus the quality of care is 

compromised. It was further explored that 76.8% of respondents agreed that due to less 

space in wards, very inappropriate space is left between beds. A majority of the 

respondents (77.1%) opined that minimal space is provided for documents and medicines 

to each bed and patient in the wards. The condition is worst in female wards and it is 

reflected from the data that 66.7% of the respondents agreed that due to space shortage 

maternity wards are often so laden that two to three patients are put on a single bed. These 

findings indicate a deplorable situation of patients and a dismal picture of the hospitals. 
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Over crowdedness, lack of resources and attention of the administration make things more 

vulnerable in management and patients. 

Table 4.2.9 Frequency and percentage distribution of respondents 

regarding space availability 
 

Space Availability  Strongly 

Disagree 

Disagree Neutral  Agree Strongly 

Agree  

Total  

Space availability indicates 

the overall efficiency of the 

hospital.  

3 

.8% 

3 

.8% 

7 

1.8% 

243 

63.3% 

128 

33.3% 

384 

100.0% 

Bed shortage is one of the 

most prominent enigmas in 

public hospitals.  

1 

.3% 

18 

4.7% 

5 

1.3% 

278 

72.4% 

82 

21.4% 

384 

100.0% 

Shortage of bed in emergency 

is the most common 

phenomena in public 

hospital.  

1 

.3% 

24 

6.3% 

5 

1.3% 

303 

78.9% 

51 

13.3% 

384 

100.0% 

Pairs of serious patients are 

laid on one bed in emergency 

department.  

2 

.5% 

83 

21.6% 

19 

4.9% 

242 

63.0% 

38 

9.9% 

384 

100.0% 

Critical patients are served 

with blood stained and 

unhygienic beds in 

emergency wards.  

2 

.5% 

149 

38.8% 

35 

9.1% 

166 

43.2% 

32 

8.3% 

384 

100.0% 

Rough and dirty bedsheets 

are used frequently without 

maintaining cleanliness at 

regular intervals.  

6 

1.6% 

160 

41.7% 

51 

13.3% 

138 

35.9% 

29 

7.6% 

384 

100.0% 

Overcrowding at emergency 

is a most frequent 

phenomenon.  

3 

.8% 

13 

3.4% 

5 

1.3% 

251 

65.4% 

112 

29.2% 

384 

100.0% 

Allocation of toilets inside 

the wards is an obvious cue of 

the space shortage.  

2 

.5% 

49 

12.8% 

4 

1.0% 

293 

76.3% 

36 

9.4% 

384 

100.0% 

No proper lounge or waiting 

rooms are provided to out-

door patients at public 

hospitals.    

2 

.5% 

17 

4.4% 

6 

1.6% 

184 

47.9% 

175 

45.6% 

384 

100.0% 

No specific slot is allocated 

for attendants of patients at 

public hospitals.  

2 

.5% 

16 

4.2% 

3 

.8% 

125 

32.6% 

238 

62.0% 

384 

100.0% 

Most of the public hospitals 

are overcrowded which 

3 

.8% 

7 

1.8% 

2 

.5% 

236 

61.5% 

136 

35.4% 

384 

100.0% 
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results into space related 

problems.  

Inappropriate space is left in 

between beds due to space 

shortage.  

1 

.3% 

22 

5.7% 

5 

1.3% 

295 

76.8% 

61 

15.9% 

384 

100.0% 

Minimal space is provided for 

documents and medicines to 

each bed and patient in the 

ward.   

3 

.8% 

31 

8.1% 

6 

1.6% 

296 

77.1% 

48 

12.5% 

384 

100.0% 

Maternity wards are often so 

laden that two to three 

patients are put on single bed.  

2 

.5% 

15 

3.9% 

7 

1.8% 

256 

66.7% 

104 

27.1% 

384 

100.0% 
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4.3 Bi Variate Analyses 

 

The association between independent variables and the dependent variable was 

determined with chi square test and presented with the assistance of appropriate and 

pertinent support from prior results. The findings ON interaction between each 

independent and dependent variable (patient satisfaction) is given below: 

4.3.1 Association between Provision of Free Medicine and Patient Satisfaction 

 

Any health policy providing special attention to patients by taking along the 

relevant stakeholders yields the desired results. All these provisions may include the 

services with a robust monitoring mechanism, and evaluation based on reward and 

punishment. 

Table 4.3.1 shows a non-significant association (P=0.443) between the human 

right act of essential drug provision ensured in Pakistan and patients’ satisfaction. It could 

be inferred from the findings that essential medicines that are not usually affordable, are 

the pre-requisite on the part of government in the study area. Treatment is provided to 

patients on a need basis. However, due to the inconsistent treatment and shortage of 

medicines, patients face dire consequences in the form of financial constraints. These 

findings are contrary to Wiedenmayar (2004) that international public health organization 

gave priority to effective treatment based on unabated supply of the required medicines. 

The study explored a non-significant association (P=0.498) between the public’s 

undiscriminated access to essential medicine at the primary level and patient satisfaction. 

Provision of health services is an important task that achieved by providing essential 

medicines, and its constant availability can ensure positive treatment outcomes. However, 

the results indicated that medicines provision mechanism is discriminatory and lacks 

management. It could be attributed to the lack of information on behalf of patients or the 

system's apathy to make it transparency. Sufficient information about medicines, their 

dosage and quality assurance must be prevalent at gross root level. These certain steps 

can make the health system function smoothly to ensure the provision of healthcare 

necessities for overall population (WHO, 2002). Due to high prices of medicines and 

treatment, the majority of the poor perceive that the cost of medicine and treatment should 

be borne by the hospital authority. But, in reality, the situation is not as satisfactory as it 

is claimed. A common opinion that prevailed in the health care department is concerned 

with corrupt practices like hoarding, artificial surge in price, and shortage which have 
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hindered the supply chain and resultantly affected the hospital management efficiency. 

Consequently, hospitals provide only cheaper medicines, and costly medicines are 

available outside the hospitals, which compel people to think that medicine is scarce in 

the hospital (Hussain & Raihan, 2015). 

Contrary to the above findings, a highly significant association (P=0.001) was 

found between low price medicines offered to the public in Pakistan and patients’ 

satisfaction. These findings revealed that low prices of medicines are maintained in 

hospitals across Pakistan which could be attributed to a vibrant national health policy that 

conspicuously defined each stakeholder’s domain to attain maximum efficiency. When a 

patient evaluates the providers and services of health care, his/her satisfaction can be 

marked as patient ‘s satisfaction criteria (Ware, 1983). Performance and health care 

programs can be effectively measured by patient’s satisfaction (Dearmin, Brenner, & 

Miglior, 1995). These evaluations help to know the providers ‘capabilities concerning 

health care provisions to satisfy the needs of patients (Herzlinger, 2003). The index 

propounded regarding community health center shows that 96% of patients are satisfied 

and 4% of the patients are not satisfied with pharmacy services. The attributed fact for 

dissatisfaction was the non-availability of medicines at pharmacy or the patient did not 

purchase from CHC (Community Health Center) pharmacy (Israr, Awan, Jan, Ahmad, & 

Ahmad, 2016). 

However, a non-significant association (P= 0.176) was found between essential 

medicines provided free of cost at public sector hospitals, and patients satisfaction. A 

little access to medicine, is known as Global Medicine Gap. According to this description, 

global inequities to access the medicines exist between rich and developing countries 

because of market and government failures and huge income differences. The study 

indicated that in Pakistan; specifically, the local (study area) prospects are not free from 

these. In this regard, various strategic steps are to be taken to fill the medicine gap at the 

global level (Wiedenmayer, 2004). Moreover, to fill the medicine gap, a systemic 

organization is working under the tag of the Lack of Logistic Management Information 

Systems (Abbasi, Mazhar, Khan, & Rehman, 2012). 

Non-significant association (P=0.152) was found between effect of high drugs 

expenses on public access to appropriate health care and patients’ satisfaction. According 

to Spain and Austria’s representatives, the rising prices of medicines are due to the lack 

of transparency of actual hospital prices, transaction prices, and consumption 
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representing a significant obstacle for governments and health systems to respond. France 

also faces the same problems throughout the country regarding medicine prices. A non-

significant association in the record of expenditure of medicines is observed. France's 

government and its national health care services never explored the percentage of 

spending for costly medicines that are consumed in hospitals (Hawlik & Devalière, 2016). 

Similarly, non-significant association (P=0.161) was also found between the 

standard drug prices enforce public for substitute and substandard medicines and patient’s 

satisfaction. The result in Table1 shows highly significant association (P=0.004) between 

mediocre communities that confronts barriers to access essential drugs and patient’s 

satisfaction. Essential affordable medicines having good quality are still inaccessible to 

people worldwide. Treatment is access to medicines. Reduction in disability and death 

from many diseases can only be made possible by improving access to good quality 

treatment. It is the part of those organizations that work for human rights to provide 

necessary medicine to the general public. Moreover, it is also to make sure that general 

public avails all the opportunities to get effective health results at international level 

(Wiedenmayer, 2004). 

However, a non-significant association (P=0.788) was explored between market 

offers bigotry prices of essential medicines or drugs and patients’ satisfaction. Similarly, 

a non-significant association (P=0.154) was found between approaches to life-saving 

drugs is a nightmare for poor and middle class and patients’ satisfaction. There are 

multiple reasons for poor in access to medicine, all of which must be addressed in a 

comprehensive manner. Poverty hits the health of poor people and poor government. Both 

fail to purchase necessary and essential medicines at high cost. Consequently, 

government and poor public do not follow the internationally running health system. 

Thus, affordability becomes the core subject matter in the debates of international health 

care agendas for medicine provisions (Wiedenmayer, 2004). 

With reference to an investigation conducted in the KPK province on health care 

services in 2002, the figures show that a larger portion of expenditure on drugs and 

medicine indicate 90% private. In contrast, only 60% of drugs and medicine is salaried 

by the households (Health Accounts, 2002). Moreover, a non-significant association was 

also found in lack of information regarding drug utilization hampering proper treatment 

and patient’s satisfaction. A highly significant association was found between non-

registered pharmacies encouraging flooding markets with sporran drugs and patient’s 

satisfaction. As far as pharmaceutical information quality and usefulness is concerned, it 
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has never remained up to the mark. It is always summed up with defective characteristics 

like incorrectness, insufficiency, incompleteness etc. (Luoma et al., 2010). 

Poorly trained Pharmacy staff is a crucial issue for managing and supplying 

medicines at health center service delivery. Different public health facilities like medicine 

management, supply chain function, flow of logistics information, access to essential 

medicines improve when the availability of medicines improves (Lubinga et al., 2014). 

Non-significant association (P=0.294) was also found between non-professional attitudes 

of drugs companies lifting the flow of benefits in the form of other stakeholders rather 

than patients and patient’s satisfaction. Likewise, a non-significant association (P=0.786) 

was found between the provision of medicine which is ensured based on revenue 

generation instead of requisition and patients’ satisfaction. Another study reveals that 

patients and their caretakers are not satisfied (Hussain & Raihan, 2015). Moreover, 

Government should show serious concerns to eradicate these issues; otherwise, rights of 

consumer would be affected seriously. 

According to Focus group data, doctors and other small traders are attracted 

through gifts by the representatives of private companies (medicine samples and other 

products) to gain a good position in market competition. The quantity of physician sample 

medicines labeled as ’not for sale ‘is 10 to 20 percent. These Pharmaceutical Companies 

‘physician samples are sold in the medicines market openly. Therefore, this ultimate 

burden of medicines also goes to the shoulders of patients, and it might increase the price 

of medicine. 
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Table 4.3.1 Association between Provision of Free Medicine and Patient 

Satisfaction 

 

 Dependent Statistics 

 variable  

Independent variable  Chi-square 

  P-value 

Human right act of essential drug provision is Patient X
2
: 12.034 (.443) 

ensured in Pakistan strictly. Satisfaction  

   

Public has access to essential medicine at primary Patient X
2
: 11.368 (.498) 

level without bias. Satisfaction  

   

Medicines with low prices are offered to public Patient X
2
: 33.235 (.001) 

in Pakistan. Satisfaction  

   

Essential medicine is mostly provided free of Patient X
2
: 12.716 (.176) 

cost at public sectors Satisfaction  

   

High Drugs expenses affect public access to Patient X
2
: 16.933 (.152) 

appropriate health care. Satisfaction  

   

Standard Drug prices enforce public for substitute Patient X
2
: 16.694 (.161) 

and substandard medicine Satisfaction  

   

Mediocre community confronts impediments to Patient X
2
: 33.250 (.004) 

access essential drugs Satisfaction  

   

Market   offers   bigotry   prices   of   essential Patient X
2
: 5.511 (.788) 

medicines/drugs. Satisfaction  

   

Approach to life-saving drugs is a nightmare for Patient X
2
: 13.193 (.154) 

lower and middle class Satisfaction  

   

Lack   of   information   provision   about   drug Patient X
2
: 13.433 (.338) 

utilization hampers proper treatment of patients Satisfaction  

   

Non-registration of pharmacies encourages the Patient X
2
: 28.314 (.005) 

flooding of market with sporan drugs Satisfaction  

   

Non- professional attitude of drugs companies lifts Patient X
2
: 14.105 (.294) 

the flow of benefits in form of other stakeholders Satisfaction  

rather than patients   

Provision of medicine is ensured on the basis of Patient X
2
: 7.989 (.786) 

revenue generation instead of requisition. Satisfaction   
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4.3.2 Association between availability of services and patient satisfaction 

 

Provision of services contain delivery and catering to the needs of a needy 

segment of the population. Health, as one of the leading institutions, focuses on outdoor 

and indoor hospitalization. Moreover, it also incorporates in itself the distribution of 

health personnel like doctors and other paramedics to every part of the country to ensure 

availability of all necessary drugs. 

Table 4.3.2 shows a non-significant (P=0.380) association between public 

hospitals putting their utmost effort to provide extensive relief to patients and patients 

satisfaction. Similarly, a non-significant association was found between public hospitals 

fully equipped with health care facilities and patient ‘s satisfaction. It could be deduced 

from these findings that though hospitals are functional and providing all necessary cover 

to the patients, these hospitals are not tendering to the highest degree for catering all the 

patient’s needs. It could be attributed either to the obsolete position of the hospitals, the 

over-crowdedness by the patients or the scarcity of health professionals and other related 

services in comparison to private sector. Better efforts are made in private sectors as 

compared to public hospitals in Pakistan, to gain and meet the financial needs. 

Profitability of private hospitals depends upon the consumer ‘s attraction. In private 

hospitals, consumer’s demands are focused, and they improve their situation to provide 

maximum health care facilities to their patients (Irfan & Ijaz, 2011). 

However, according to Shahbaz et al. (2010), in Islamabad, public hospitals are 

comparatively good in terms of providing better services to patients than private hospitals. 

The results of this study are quite in contrast to the initial findings (like Andaleeb, 2000, 

2001; & Mostafa, 2005). According to Andaleeb and Mostafa, public hospitals in 

Islamabad are providing better health services than the public hospitals present in the 

adjacent city Rawalpindi. 

Furthermore, a non-significant association (0.019) was found between well-

trained paramedics serve in public hospitals with a high degree of reliability and patient 

satisfaction. These findings indicated towards patients’ feelings who observed the staff 

behavior and service quality that were least likely to be satisfactory. Moreover, patients 

were also dissatisfied with the services provided by nurses. The findings of the research 
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also show a significant importance of nursing in for patients in terms of care, and these 

findings are consistent with others as outlined by Schoenfelder, Klewer, and Kugler 

(2011); You et al. (2013).  It is exciting to note that those hospitals which had a good 

environment and higher satisfaction for nurses ‘job receive a higher rate of disagreement 

from patients. 

Similarly, a non-significant association (P=0.567) was found between public 

hospitals having abundance of well-sterilized equipment and patient’s satisfaction. A 

non-significant association (P=0.253) was also found between the reasonable use of 

equipment in public health sectors and patient satisfaction. These findings had a visible 

explanation of the non-existence and prevalence of justified distribution of goods and 

services pertaining to health care. It included both equipment and medicines. However, a 

significant association (P=0.030) was found between public satisfaction encompassing 

numerous elements of healthcare and patient’s satisfaction. 

According to Siddiq, Baloch and Takrim (2016), Pakistan needs improvement in 

Health care system including private and public hospitals. However, Shaikh (2005) 

argued that in Pakistan, public hospitals are trying to improve their services to overcome 

the issues. This may be the reason for underutilization of public hospitals in developing 

countries like Pakistan. Multiple factors are responsible for poor services in public health 

sectors like least interest of government for new health projects in rural areas which in 

turn overburden the urban public hospitals and the least government funding. Results 

indicated that paramedical staff was not vigilant in attending to the patients, sterilizing 

equipment, and maintaining cleanliness in public sectors. Moreover, their commitment 

level decreases when there is no feedback mechanism (Irfan & Ijaz, 2011). 

Table 4.3.2 further shows a highly significant association (P=0.000) between lack 

of basic amenities being the major cause of patients' dissatisfaction with resources and 

patients’ satisfaction. According to Iqbal and Ali (2013), poor hygienic situations are 

strongly linked with patient ‘s level of satisfaction. Moreover, patients rated the toilets 

condition as poor, so, basic facilities are imperative at health care centers for meeting the
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influence on satisfaction level of patients regarding health care centers in Pennsylvania. 

Results highlighted that all factors, especially competence and the demeanor of hospital 

staff, significantly influence patients ‘satisfaction. 

It was further explored that a non-significant association (P=0.467) was found 

between patient’s adequate examination with professional zeal and commitments and 

patients’ satisfaction. These findings revealed the existence of apathy regarding lack of 

professional commitment by all involved stakeholders. Such pathetic situation ends at the 

extreme degree of disappointment for patients. 

Contrary to the above, a significant association (P=0.020) was found between 

structural fragmentations to upgrade hospital essential to capture the pace of 

improvement in services with accommodation to patients and patient’s satisfaction. In 

summary, sophisticated services are provided by the private sectors but not by public 

sectors hospitals. The public and private hospitals ‘management must take actions to 

modify their medical system and provide high quality services to patients. Public 

hospitals should maintain maximum improvements to come up to the satisfaction level 

of patients (Nawaz et al., 2016). 
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Table 4.3.2 Association between Availability of Services and Patients Satisfaction 

 

Independent variable Dependent Chi-Square 

 Variable  

  P-value 

Public hospital put their utmost effort to provide extensive Patient X
2
: 15.380 (.221) 

relief to patients Satisfaction  
   

Public hospitals are fully equipped with health care Patient X
2
: 19.479 (078) 

facilities Satisfaction  

Well- trained paramedics serve public in public hospitals Patient X
2
: 16.022 (.190) 

with high degree of reliability Satisfaction  

Public   hospitals   have   abundance   of   well-sterilized Patient X
2
: 10.456 (.576) 

equipment Satisfaction  

Equipment in public health sectors is utilized in justified Patient X
2
: 14.799 (.253) 

manner Satisfaction  

Public satisfaction encompasses countless elements of Patient X
2
: 22.782 (.030) 

healthcare Satisfaction  

Lack of basic amenities is the major cause of patient Patient X
2
: 35.199 (.000) 

dissatisfaction over resources Satisfaction  

Public hospitals serve with laboratory and pharmacy Patient X
2
: 22.575 (.032) 

services Satisfaction  

Public   hospitals   deal   with   uniform   and   efficient Patient X
2
: 19.386 (.080) 

mechanism of treatment and care Satisfaction  

Public grievances are heard and fairly compensated by Patient X
2
: 15.721 (.204) 

authorities within the hospital premises Satisfaction  

Emergencies are handled on priority basis with insurance Patient X
2
: 8.763 (.723) 

of the presence of required staff and equipment Satisfaction  

   

Patients are examined properly with professional zeal and Patient X
2
: 11.738 (.467) 

commitments Satisfaction  

   

Structural fragmentation to upgrade hospital is essential to Patient X
2
: 19.615 (.020) 

capture the pace of improvement in services with Satisfaction  

accommodation to patients   
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4.3.3 Association between Presence of Staff and Patients Satisfaction 

 

Punctuality is one of the primary traits of human personality that could easily 

provide a trait of commitment to any assigned job. Timely reaching and leaving the job 

destination enhance productivity and lead to the highest level of satisfaction for the 

stakeholders and relative institution. Health, as one of the most important aspect of human 

life, needs collaboration in terms of the timely availability of trained human capital and 

other necessary ingredients like medicines and equipment to get things move towards 

achieving numerous benefits. 

Table 4.3.3 shows a non-significant association (P=0.258) between shortages of 

health professionals ‘destitute and dilute health care system and patient satisfaction. 

These findings could simply allude towards the shortage of trained human personnel ‘s 

in health care. The medical institutions have failed to supply qualified doctors and other 

trained medics in light of the population pressure. Moreover, low-scale facilities and lack 

of fringe benefits for health personnel compel them to move to developed countries for 

getting higher packages. These findings were similar to Salafsky et al. (2005) who 

concluded that shortage of health professionals in rural health centers could be an obstacle 

for the accomplishment of MDGs. There will be problems related to ease of access if a 

severe shortage of workers is found in rural areas. More complexities arise whenever 

there is shortage of nurse-to-patient ratio (Aiken in Duffield & O ‘Brien-Pallas, 2003). 

The workforce is essential to perform services as professional behavior in workforce 

could affect productivity, budget and other resources (Garcia- Prado & Chawla, 2006; 

JLI, 2004; Rowe et al., 2005, Van Lerberghe et al., 2003; &WHO, 2006). Performance is 

reduced whenever there is a shortage of staff, or it is unresponsive to what is standardized. 

As Hughes et al. (2002) state, ―most performance problems can be attributed to unclear 

expectations, skills deficit, resource or equipment shortages or a lack of motivation‖. 

These reasons are deep-rooted in a deteriorating system regarding health, low salaries, 

tough working and living circumstances and unsuitable training. 

In contrast to the above findings, a highly significant association (P=.001) was 

found between doctors and paramedical staff acting according to the specified duty 

schedule and patient’s satisfaction. Similarly, an exceedingly significant association 

(P=0.001) was found between health care professionals ensuring their presence during 

duty hours and patients’ satisfaction. Significant association (P=0.042) was found 

between doctors ‘dual duties i.e., hospitals and clinic are mismatching in deliverance and 
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patient satisfaction. The study further indicated a highly significant association (P=0.000) 

between doctors ‘private practices deteriorating their performance and patient’s 

satisfaction. However, a non-significant association (P=0.009) was observed between 

private clinics and personal business leading to overwhelming absentees and patient 

satisfaction. These findings are sufficient to explain the dismal performance of the health 

organization. Lack of doctor-patients collaboration hampers their performance at 

hospitals. Although, their presence, along with other paramedics were found satisfactory 

due to their scheduled presence. This could be attributed to a strict monitoring and 

evaluation mechanisms such as installation of biometrics by the government. 

Doctors that work for the government are now ever more allowed to become 

private practitioners to overcome their deficient of salary weightage. In return to this, 

doctors started to provide private services while using public facilities, equipment, and 

official time. They also apply a public system that makes a network of patients to their 

private services but results in loss of resources and funds due to their absence. In 

Bangladesh, 40% absentees were marked during an unannounced visit by high ups to 

health facilities (Chaudhury & Hammer, 2003). Moreover, this absenteeism ranged from 

28-42% in non-HIV/AIDS health care clinics (Lewis, 2005). Similarly, absence of health 

care professionals was also common in Nigerian hospitals. Medical personnel give more 

time to private health care than their official services. Some of them try to cover more 

hospitals in a little time by serving as consultants. Health care services could be reduced 

if there is a great volume of absenteeism due to which the cost of health system is 

increased, and quality of care decreased. Some people think that absentees is a reaction 

of low salary but not corruption. It is adopted by those who look for more than one source 

of earnings. 
 

According to them, low wages are responsible for absenteeism, Moreover, low 

level of education, inadequate responsibilities and absence of merit criteria for health 

workers are the factors responsible for absenteeism (Matsheza, Timilsina, & Arutyunova, 

2011). 

The results further explained that a non- significant association (P=0.006) was 

found between private clinics attracting senior doctors for minimal presence in public 

hospitals and patient’s satisfaction. A considerable association (P=0.012) was found 

between mostly doctors seduce public to see them in their personal clinics and patient 

satisfaction. These results could be attributed to the existence of a situation ideal for 
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doctors to earn more from private clinics. These attractive extra earning has led to short 

time given to public hospitals by doctors. However, non-significant association (P=0.380) 

was found between communication gap and attitudes of paramedics and doctors, which 

lead towards patients ‘dissatisfaction. Also, a non-significant association (P=0.496) was 

found between absence of senior doctors provoking public tendency in private sectors 

and patient’s satisfaction. These findings were in consonance with the earlier results that 

lack of interest on the part of doctors have disposition of patients towards private clinics. 

A highly considerable association (P=0.000) was found between Absence of doctors and 

nurses as one of the significant perplexities in public sectors negatively affecting the 

institutional performance and patient’s satisfaction. These findings also have a strong 

endorsement of UNICEF, which has reported that in the developing and backward 

countries, doctors spare only 54 seconds per patient for physical examination in District 

Headquarter Hospitals and local dispensaries, whereas 37 seconds are granted only for 

drug dispensing. Above all, senior doctors mostly tend to spend most of their time in 

private clinics, and resultantly, the government doctors have to cope with their 

responsibilities with dual burden (Ehsani et al., 2003). 

Pakistan has almost 144,403 doctors in its health care system with an average of 

77 doctors available for one hundred thousand people in Pakistan. Thus, the present 

imbalanced ratio for standard health care provision contradicts with the world ‘s patient 

standard formula. Likely, a non-significant association (P=0.121) was prevalent between 

TMOs mostly extended services to negotiate with all kinds of emergencies and duties and 

patient’s satisfaction. And a non-significant association (P=0.487) was also found 

between doctors providing psycho-social therapy to patients as part of their treatment in 

medics and surgery and patients satisfaction. Lack of non- existence of extra medical 

facilities, like psychotherapy and other humanitarian assignments, could contribute 

towards spiritual healing along with physical treatment. Unlikely, a non-significant 

association was found between medical boards called on in critical situations to handle 

any emergency and patient ‘s satisfaction. Special attention is paid to medical 

emergencies, as indicated by the mentioned results. 
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Table 4.3.3 Association between presence of staff and patient satisfaction 

 

Independent variable Dependent Chi-Square 

 variable  

  P-value 

Shortage of health professionals destitute and dilute Patient Satisfaction X
2
:14.697(.258) 

health care system.   
   

Doctors and paramedical staff do act according to the Patient Satisfaction X
2
:32.134(.001) 

specified duty schedule.   
   

Health care professionals ensure their presence during Patient Satisfaction X
2
:33.102(.001) 

duty hours.   
   

doctors’ dual duties i-e hospitals and clinic are Patient Satisfaction X
2
:21.611(.042) 

mismatching in deliverance.   
   

Doctors ‘Personal   clinics   and   private   practices Patient Satisfaction X
2
:51.660(.000) 

deteriorate their performance.   
   

Private clinics and personal less lead to overwhelming Patient Satisfaction X
2
:26.586(.009) 

absentees.   
   

Private clinics attract seniors ‘doctors for minimal Patient Satisfaction X
2
:27.932(.006) 

presence in public hospitals.   
   

Mostly doctors seduce public to check them in their Patient Satisfaction X
2
:25.589(.012) 

personal clinics.   
   

Communication gap and attitudes of paramedics and Patient Satisfaction X
2
:19.190(.380) 

doctors lead to patients ‘dissatisfaction.   
   

Absence of senior doctors provoke public ‘s tendency Patient Satisfaction X
2
:11.389(.496) 

to private sectors.   
   

Absentees of doctors and nurses ‘are one of the major Patient Satisfaction X
2
:39.110(.000) 

perplexities in public sectors, negatively effecting the   

institutional performance.   

mostly TMO ‘s extends the services to negotiate with Patient Satisfaction X
2
:17.815(.121) 

all kinds of emergencies and duties.   
   

doctors provide psychosocial therapy to patients as Patient Satisfaction X
2
:11.497(.487) 

part of their treatment in medics and surgery.   
   

medical boards are called on in critical situation to Patient Satisfaction X
2
:26.070(.010) 

handle any emergency.   
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4.3.4 Association between Access to Medical Services and Patient 

Satisfaction 

Medical services, including the availability of trained and qualified doctors along 

with the provision of medicines in the policy of the government, can make it a welfare 

state. Table 4.2.4 shows a non-significant association between poor people are provided 

with subsidy on health care and patient satisfaction. Similarly, a non-significant 

association (P=0.482) was found between insured citizens are provided prompt health 

facilities without irritation and patient satisfaction. And a non-significant association 

(P=0.589) existed between secondary and tertiary health care is rare for public and patient 

satisfaction. These findings were alluding to the absence of any subsidy on health 

services. However, the patients were also deprived of taking benefits from the secondary 

and tertiary system as of its non- existence, rather than non-existence of any insurance 

health policy for citizens prior to 2013 health reforms. The study further explained a 

significant association (P= 0.042) between primary health care centers are well-equipped 

and patient satisfaction. It could be attributed only to the primary health care in existence, 

and a high service for needy patients in terms of their treatment. 

A non-significant association (P= 0.121) was found between experienced staff 

serves in primary health care system and patients’ satisfaction. It could be attributed to 

the availability of such services in the private sector. A non-significant association (P= 

0.053) was found between necessary maternity facilities are available at primary health 

care centers and patients’ satisfaction. The study also explored a significant association 

(P= 0.042) between primary health care centers are equipped with expert female 

gynecologists and patient’s satisfaction. 

    A study conducted by Agha Khan University (2000) has shown that only 

female health workers are available in just 25% of health care centers. An initiative was 

taken by the Prime Minister in 1994 to provide health services to rural areas by employing 

more female health workers (one hundred thousand lady health workers). By 1998, the 

objective was to appoint one LHV per 1000 people, which means the employment of 

140000 LHVs. In contradiction, 45000 LHVs got their training. In rural areas, these 

LHVs were considered a source of female health care. LHVs shortage in rural area is a 

conundrum. In short, our health care centers involve discrimination. It is noticed that 

health care policy management and contribution boards have involved female 
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contributors still there is a shortage of health services for them (WHOIUNDP, 1995; 

World Bank Pakistan, 1998). 

It was further revealed from the study findings that a non-significant association 

(P= 0.985) existed between health care consultancies are provided adequately at primary 

health care centers and patient satisfaction. Functional particularity extemporizes 

effectiveness and guarantees provision at doorsteps (An Islam). At prime level, the public 

goes to Headquarters ‘hospitals due to a shortage of main facilities regarding health. 

Unsuccessful appointment enhances the problems, and sources are distorted (An Islam). 

Necessary and precautionary health care services provided by BHUs as well as RHCs 

stay misused or unutilized (Agha Khan University, 2000; & Desmal, 1998) whereas 

secondary hospitals remain more crowded while deficient in resources like, care, 

paramedical and lady doctors, consistent laboratories, and medicine delivery. All these 

hindrances should be removed and BHU should have creativeness from many extents. 

Table 4.2.4 shows a non-significant association (P= 0.681) between female health 

care awareness programs are mentored at primary level and patient’s satisfaction. While 

a non-significant association (P= 0.440) was found between essential life-saving drugs 

are provided at the primary level and patient satisfaction. They’re existed coordination 

gap between life-saving drug providers and female health services. It could be attributed 

to the shortage of qualified doctors in these centers. Similarly, a significant association 

(P= 0.034) was found between the public has sufficient awareness about drug availability 

at the primary level and patient’s satisfaction. These results could be attributed to a 

consistent campaign on media and proper guidance being practiced in hospitals. These 

services bring a lot of ease despite the needy relatives of the patients. 

However, a non-significant association (P= 0.909) was found between primary 

health care centers are mostly functional, and patients’ satisfaction. However, a non-

significant association (P=0.863) was found between staff at the primary health care 

center work with punctuality and patients’ satisfaction along with a non-significant 

association (P= 0.774) between most of the primary health care centers are dysfunctional 

and patient’s satisfaction. These findings could adequately explain the prevalent scenario 

regarding the functional role of primary care units. The patients were not provided any 

adequate services at these centers as dysfunctional, rather than putting them on the sole 

mercy of health departments. These findings were in alignment with Khan (2009), who 
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had worked on BHUs and found this abandon and non-functional in the deliverance of 

health care services to the people at their doorsteps. 

Published reports have shown that Pakistan is considered the world ‘s second most 

corrupt state with respect to the health care system (Lewis, 2006). It was also revealed 

from the study inferences that a non-significant association (P=0.008) was found between 

absence of staff, lack of staff, and lack of health facilities enforces public tendency to 

secondary health care center and patient’s satisfaction. Although, people have faith in 

getting medical treatment from the primary health care units. However, absence of staff 

and other necessary components turned these into a dysfunctional unit, unable to meet 

the demand of people. It was further acknowledged that a non-significant association (P= 

0.812) existed between transports charges are one of the major obstacles for poor masses 

to access health care facilities and patient’s satisfaction. However, a non-significant 

association (P= 0.007) was found between preventive health care programs are rare at 

primary level and patients’ satisfaction. Lastly, a significant association was found 

between allocated resources are inadequate for health care at all levels and patients’ 

satisfaction. Provision of standard health facilities is a substantial element in health care 

access. These services are acknowledged as lifetime for the patients. However, if such 

services are inconsistent and unreliable, several questions are raised about their vitality. 

      Spanning availability, accessibility, affordability, acceptability, and to 

eliminating inconsistencies in health care services are the innumerable necessary 

fundamentals that cover the term ―Access (Hausmann-Muela, & Muela Ribera et al., 

2003). Access also means that public is able to access health services and to remove 

financial obstacles and also physical impairments and weaknesses in society (Ma, 2008). 

Though at primary level, inefficacy, inadequacy and incompetence is not satisfactory to the 

public, so considering them tertiary heath care sectors, therefore, affect quality services 

(Shaikh, 2004). Public development depends upon race, family background, beliefs, and 

gender and it is the main objective of health policy (Shaw et al 2004). Poor state of BHUs 

and RHCs impose on public to reach tertiary health centers, thus wants reliable 

framework to abandon the querulous (Khan, 2007). Moreover, deprived conveyance 

system, deficient means, unfamiliarity, communication gap, and culture obscure the 

public tactic to health care services (Khan, 2007). 

In countryside, individuals seeking health care services confront many 

obstructions, covering deficiency of healthcare employees (DesMeules Pong, Lagace, 
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Heng, Manuel, & Pitbaldo, 2006; Dussault & Franceschini, 2006; Pletcher et al., 2010) 

and long travelling time to seek health care services (Klein, Chiristilaw, & Johnson, 2009; 

Permual-Woods et al., 1999; Standing Senate Committee on Agriculture and Forestry, 

2006). Five attributes generated by Simeonsson et al. (1999), to approach health care 

involve; availability (scope and kind of services), accessibility (materialistic 

obstructions), accommodation (reactivity to individual distinctions and in capabilities), 

affordability (time, energy or financial costs) and acceptability (joint approval and 

reciprocity.) In a health care environment, approachability involves the allocation of 

services. Availability of medicines at provision level is usually observed as a big aspect 

affecting health striving conduct). Patients move to identify medicine availability with 

standard of care ruling to contentment with the health system. A well-operating medicine 

provision system is a hefty subscription for modeling the health system function, and it 

upgrades the receptiveness of the health system to the community requirements. 

Medicines are, therefore, a very significant part of the health care but are required to be 

utilized logically to be cost effective (British Medical Association, 2007; Coursen, 2009; 

& Wiedenmayer, 2004, 2008). 
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Table 4.3.4 Association between Access to Medical Services and Patient 

Satisfaction 

 

Independent variable Dependent Chi-Square 

 Variable  

  P-value 

Insured citizen is provided with prompt health Patient X
2
: 11.552 (.482) 

facilities without irritation Satisfaction  

Insured citizen is provided with prompt health Patient X
2
: 11.552 (.482) 

facilities without irritation Satisfaction  

Secondary and tertiary health care is rare for public Patient X
2
: 10.302 (.589) 

 Satisfaction  

Primary health care centers are well-equipped Patient X
2
: 21.628 (.042) 

 Satisfaction  
   

Experienced staff serves in primary health care system Patient X
2
: 17.816 (.121) 

 Satisfaction  

Basic maternity facilities are available at primary Patient X
2
: 20.824 (.053) 

health care centers Satisfaction  

Primary health care centers are equipped with expert Patient X
2
: 21.635 (.042) 

female gynecologist Satisfaction  

Health care consultancy are properly provided at Patient X
2
: 3.898 (.985) 

primary health care centers Satisfaction  

Female health care awareness programs are mentored Patient X
2
: 9.260 (.681) 

at primary level Satisfaction  

Essential lifesaving drugs are provided at primary Patient X
2
: 12.074 (.440) 

level Satisfaction  

Public   has   sufficient   awareness   about   drug Patient X
2
: 22.374 (.034) 

availability at primary level Satisfaction  

Primary health care centers are mostly functional Patient X
2
: 6.138 (.909) 

 Satisfaction  

Staff at primary health care center work with Patient X
2
: 6.914 (.863) 

punctuality Satisfaction  

Most   of   the   primary health   care   centers   are Patient X
2
: 8.140 (.774) 

dysfunctional Satisfaction  

Absence of staff, lack of staff, lack of health facilities Patient X
2
: 27.050 (.008) 

enforces public tendency to secondary health care Satisfaction  

Center   

Transport charges are one of the major obstacles for Patient X
2
: 7.654 (.812) 

poor masses to access health care facilities Satisfaction  

Preventive health care programs are rare at primary Patient X
2
: 27.123 (.007) 

Level Satisfaction  

Allocated resources are inadequate for health care at Patient X
2
: 23.425 (.024) 

all levels Satisfaction  
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4.3.5 Association between corruption and patient satisfaction 

Corruption as a deviant norm, prescribed in nature, being treated as social and 

economic taboo, has no space in any system across the globe. Wherever corrupt practices 

are encouraged, there is no hope of improvement towards transparency and righthood. 

Several coping and combing methodologies are derived to capture this menace right in 

its early stage. However, still such elements could roam around and may peep when and 

where they get the chance to flourish. 

Table 4.3.5 shows an association between corruption in the health care system and 

patient satisfaction. The data revealed a non-significant association (P=0.246) between 

minimal attendance of doctors at public hospitals is tantamount to corruption and 

patient’s satisfaction. Regarding the health care system, Pakistan has approximately been 

listed second most corrupt country of the world as disclosed in many documented 

evidence of the health care system. Many documents have been issued for the sake of 

health care systems (Lewis, 2006). In either way, public is imposed to pay informally, 

and similar is the case in China where red packets and informal fee is expected. In 

addition,30% of medicines are damaged or expired indicating the mishandling, 

exploitation, and lack of monitoring (Chereches, 2013). 

It was also divulged that a non-significant association (P= 0.202) was found 

between clinics are highly occupied due to the indifferent attitude of doctors at hospital 

regarding their presence and patients’ satisfaction. Doctors who work for the government 

are now ever more allowed to become private practitioners to overcome their deficient 

salary packages, which results in stemming out the private services network parallel to a 

source to public facilities, equipment, and official time. They also use public hospitals as 

a source to push patients to their private services. Such practices often end at loss of funds 

and other resources allocated by government to public sector. In Bangladesh, 40% 

absentees were marked during an unannounced visit to health facilities (Chaudhury & 

Hammer, 2003). Moreover, this absenteeism ranged from 28-42% in non-HIV/AIDS 

health care clinics (Lewis, 2005). 

Furthermore, a non-significant association (P= 0.475) was found between patients 

are mostly provoked to private clinics for doctors to earn more and patient’s satisfaction. 

To fulfill the need of less salaried doctors working in public sectors, doctors prefer private 

practice. In return to this, doctors started providing private services using public facilities, 
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equipment, and official time. They also applied a public system that makes a network of 

patients to their private services (Chaudhury & Hammer, 2003, Lewis, 2005). 

Health care system of Pakistan is facing corruption. Almost 68% people after doing 

research have come to the conclusion that corruption is observed more in public health care 

sectors than private. Besides this, patients are forced to get admitted to hospitals by unfair 

means, endorsed by17.8%. Pharmaceuticals induce professionals for exploitation, who in turn 

interrupts in system (Shaikh & Juanita, 2004). Some equipment is pinched by employees 

‘gangs and delivered to druggists in the market. Access to blood banks, laboratory and 

pharmacy have been found as hubs of generating corrupt practices (Ahmed & Ahmed, 2012). 

Notwithstanding, a non-significant association (P=0.621) was also found between 

mostly medicines are provided on nepotism basis, thus reducing the chances for needy 

persons and patient satisfaction. It could be deduced from these findings that distribution 

of medicines is unfair due to faulty or complicated means of distribution. These findings 

were in line (Akokuwebe & Adekanbi, 2017). Corruption has a ground impact on the 

health sector. Heath care sector observes corruption in different forms like drugs are often 

stolen and vended; free vaccines are averted and vended by making targets to some 

population., In public hospitals, drugs have many discrepancies. The reason behind these 

inconsistencies is shortage of power supply and continuous failure of power in Nigeria. 

Some medicines, drugs, and vaccines need cool environment, and it depends upon 

refrigerating. Many vaccines, drugs, and medicines are wasted after getting out of date 

due to inconsistency of power supply. Secondly, storage bank and pharmacy units have 

some medicines that remain there for a longer time as they have no documentation and 

record, but storekeeping. These medicines are not distributed or issued and often doctors 

do not have information about these medicines (Akokuwebe & Adekanbi, 2017). Gorter 

and Bellows (2008) and Mackey and Liang (2012), study has shown that many medicines 

are not issued to patients who need them because pharmacy provides less information 

about it. Some informants reported that there are certain public hospitals having difficulty 

for transferring medicines from central medical center. It is because of unavailability of 

ambulances used for transferring these medicines. 

In addition, a non-significant association (P= 0.782) was found between mostly 

expensive medicine are squeezed and sold outside, thus, depriving the patients from their 

due right and patient satisfaction. It again alluded towards the least chances of corruption, 

however, complicated and no priorities are mostly taken up as to be stolen and sold 

outside. High costed medical fee affects the financial position of poor masses. Medical 
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cost upsets administrative behavior of patients, strengthen disease, force them to use 

medicines that are substandard, dose alteration and will-impoverish for the treatment. 

Communication gap also adds to the problems including attitudes towards 

professionalism and information not fully conveyed. This makes complications for 

patients and they feel difficulty to access free of cost medicines (Schafheutle et al., 2002) 

In consistent to the above findings, a non-significant association (P=0.077) was found 

between only low-priced medicines are offered to patients at the hospital and patient 

satisfaction. These findings could easily indicate government efforts to provide high-cost 

medicines to the admitted patients. Contrary to the above, a significant association (P= 

0.013) was found between health ensured and entitled patients who are forced to pay for 

their treatment and patients’ satisfaction. It could be attributed to the lack of liaison/ 

coordination mechanism. Moreover, people/patient’s ignorance to get the benefits of 

insurance could not be ruled out. Taking more fees, providing needless medicine and tests 

recommended without signs are thought of as mal practices in our health care system, 

making patients burdened and affect the budget of health. Meghani (2014), has also 

indicated in his study that 80% of the people move to private sectors whereas 20% move 

to public health sectors. It is true that indemnified and protected patients are forced to pay 

for their treatment in some way. Moon light process is accepted by the doctors which is 

considered to be an unconventional system of corruption; an accused system of corruption 

‘s illegitimacy where public office is used for staff concerned. 

Table 4.3.5 further indicated a significant association (P=0.017) between minimal 

time is given for proper investigation of disease at hospital by doctors and patients 

satisfaction. However, a non-significant association (P=0.552) was found between 

favoritism is commonly found in health care system when patient encounter doctors at 

hospital and patients’ satisfaction. However, a non-significant association (P= 0.839) was 

found between bribes in the form of gifts are received by doctors from drug companies 

and patient’s satisfaction. These findings suggested that doctors were least bothered to 

give much time to patients at public hospitals. However, no evidence of nepotism and 

receiving bribes by the doctor’s fits found. Unlikely, a significant association (0.012) was 

found between 10-15-minute wards visits are only made by senior doctors to fulfill the 

minimum requirements of visits and patient satisfaction. Doctors who work for the 

government are now allowed to become private practitioners to overcome their deficient 

salary weightage. This has turned the scenario as they use to get facilitation of their 
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presence at hospitals for diverting patients to their private clinics/ services. Resultantly, 

due to doctor’s absence, loss of resources and funds is observed In Bangladesh, 40% 

absentees were marked during an unannounced visit to health facilities (Chaudhury & 

Hammer, 2003). 

A non-significant association (P=0.076) was found between substandard 

medicines with high prices are prescribed by the doctors at the hospital and patients’ 

satisfaction. Rich countries recompense much more for purchasing medicinal chemicals; 

therefore, deprives economically weak nation of typical drugs acquisition, also found in 

health care delivery services (Hanlon et al., 2012). Distant health care facilities and 

conveyance cost further tangles the situation (Srivasta et al., 2015; & Watt, 2002). Cost 

obstacles not only affect the psyche of patients but also limit access to health care which 

means that income and expenditure are directly proportional to health (Carrion et al., 

2008). Because of dominant mishandling and miss-governance; supply of drug and 

equipment is not available, rotting of drugs, wrong use of services and communication 

gap contradict public health care services (Acker, 1998). Unlike the above, a non-

significant association (P=0.310) was found between patients who are advised pre-

planned laboratories for tests outside hospitals to earn commission and patient’s 

satisfaction. A non-significant association was found between the public is mostly kept 

unaware about the available resources at the hospital and patient satisfaction. These 

findings could be attributive reasons for avoidance of unnecessary practices being 

incurred upon patients. Moreover, patients were found aware of getting facilitation of the 

available resources. It has been acknowledged that for immediate track of free medicines, 

certain staff in the ministry of health request inducements. These declarations are the 

result of opinion of respondents that admin officers are selfish and greedy in health sectors 

as they pocket and divert money that was meant for obtaining and buying medical 

equipment, vaccines, drugs, and fuel for generators. This has led corruption prevalent due 

to immoral officers who are not appropriately dealt with. Further, latent corrupt managers 

who may likely need to ’pick pocket ‘and distract public funds for personal use 

(Akokuwebe & Adekanbi, 2017) 

A non-significant association was found between doctors mostly remain intact 

with government jobs only for their publicity to attract more patients and patient 

satisfaction. These results provide clues to non- involvements of using public hospitals 

as the source of attracting patients towards their private clinics. 
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Table 4.3.5 Association between corruption and patient satisfaction 
 
 

Independent variable Patient  Chi-Square 

 Satisfaction    

   P-value  
Minimal attendance of doctors at public hospitals is Patient  X2: 14.922 (.246) 
tantamount to corruption Satisfaction    

Clinics are highly occupied due to indifferent attitude Patient  X2: 15.780 (.202) 
of doctors at hospital regarding their presence Satisfaction    

Mostly patients are provoked to private clinics to earn Patient  X2: 11.638 (.475) 
more by the doctors Satisfaction    

Mostly medicines are provided on nepotism basis, Patient  X2: 9.940 (.621) 
thus, reducing the chances for needy persons Satisfaction    

Mostly expensive medicine is squeezed and sold Patient  X2: 8.0439 (.782) 
outside thus depriving the patients for their due right Satisfaction    

Only low-priced medicine is offered to patients at Patient  X2: 19.508 (.077) 
hospital Satisfaction    

Health ensured and entitled patients are enforced to Patient  X2: 25.429 (.013) 
pay for their treatment Satisfaction    

Minimal time is spared for proper investigation of Patient  X2: 24.487 (.017) 
disease at hospital by doctors Satisfaction    

Favoritism is commonly found in the health care 
system Patient  X2: 10.729 (.552) 
when patient encounter doctors at hospital Satisfaction    

Bribes in the of gifts are received by doctors from Patient  X2: 7.269 (.839) 
drug companies Satisfaction    

10-15-minute wards visits are only made by seniors Patient  X2: 25.574 (.012) 
doctors to fulfill the minimum requirement of Satisfaction    

visits     

Substandard medicines with high prices are prescribed Patient  X2: 19.536 (.076) 
by the doctors at hospital Satisfaction    

Patients are advised pre-planned laboratories for tests Patient 22 X2: 13.853 (.310) 
outside hospitals to earn commission Satisfaction    

Public are mostly kept unaware about the available Patient  X2: 13.174 (.356) 
resources at hospital Satisfaction    

Mostly doctors remain intact with government jobs Patient  X2: 9.435 (.665) 
only for their publicity to attract more patients Satisfaction    

 

4.3.6 Association between Gender Discrimination and patient satisfaction 

The effectiveness of any health care policy can easily be measured in terms of 

equal representation of both genders in getting medical treatment. Equal access of both 

genders is a contributing factor towards the success of any health care system. Results 

regarding gender discrimination and patient ‘s satisfaction are recorded in table 4.3.6. The 

findings depict a non-significant association (P=0.256) between patriarchal norms of 

male gender supremacy that hampers women access to health facilities and patient 
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satisfaction. These findings unveiled that the patriarchal nature of society does not hinder 

women's access to health facilities due to mass awareness regarding women ‘s health for 

the better sustenance of their families. These findings are contrary to the results of (Twinn 

et al., 2004; & Riizk, El- Zubeir et al., 2005) who concluded that society, culture, religious 

norms, and practices define gender roles, and limit the physical contact between men and 

women. Gender concordance between providers and seekers is important in patriarchal 

societies. According to the resolution of WHO, gender discrimination is illegal, however, 

it is still the most appearing phenomenon all over the world (Wolfe, 2017). 

The table further shows a non-significant association (P=0.057) between women 

is given less time in diagnosis as compared to males in hospitals and patient’s satisfaction. 

These findings unveiled that no gender discrimination is found in getting timely treatment 

on the part of doctors and other paramedical staff. This study findings were dissimilar to 

the results of (Imam, Syed, & Ali, 2007; Sultana et al., 2010) who reviewed that for 

patient ‘s satisfaction gender appeared to be an unreliable interpreter. While some recent 

studies revealed that in services related to health care delivered by the paramedic staff 

and doctors, females are less satisfied as compared to males. The main causes include 

deficiency of process of decision making, various experiences, and extreme expectations.  

However, a significant association (P=0.001) was found between women have 

less access to medical services including provision of free medicines and patient’s 

satisfaction. Regarding the psoriasis and eczema among men and women in Sweden’s 

outpatient clinics, a recent review about gender-based distinctions has shown that 

compared to women (Evengard et al., 2005), men got highly intensive medication 

(ultraviolent, prescriptions etc.). In the health and career of women, social standards and 

legal rules observe complexities. It improves women pestering and conquest. Therefore, 

these types of cultural standards and rules persuade women for suffering from health and 

limit their fiscal resources which can sponsor them for suffering from health whenever 

needed. As an instance, women living in man dominated areas have inadequate approach 

to education and employment (World Health Organization, 2009). As a result, the 

proportion of females for anticipation of their lives reduced because of inappropriate 

nourishment, deficiency of protective vaccination against transmittable and non-

transmittable diseases (SenMartya, 1990; Vlassoff, 2007). 

The table further depicts a significant association (P=0.037) between women are 

discriminated in access to calling a doctor in public hospital and patients’ satisfaction. 
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The data further shows that a non-significant association (P=0.079) was depicted between 

women have no autonomy in decision making about their health care and patients’ 

satisfaction. A study conducted in India show that women like to move to private 

physicians or customary healers for secrecy and patient centered approach (Raikes, 1992; 

Rajeswari, Chandrasekaran et al., 2002; Sudha, Nirupa et al., 2003) and Vietnam 

(Johansson, Long et al., 2000). In the review of 29 publications, the impact of physicians’ 

gender in USA has remarkable differences (Roter & Hall, 2002). Though review found 

no sexual category variances in biomedical statistics in case of discussion or consultation, 

lady physicians were involved in unimportantly extra energetic partnership activities, 

progressive conversation, psychosocial advising, psychosocial question asking, and 

expressively intensive talk, with two minutes spent on mediocre, (10%) lengthier with 

clients as compared to male doctors. 

The table further depicts that a non-significant association (P=0.135) was found 

between very minimal priority is given to female health care in a family due to patriarchy 

and patients satisfaction. These findings revealed that due to social changes, women can 

decide about their health and their health is also given priority by their male counter parts. 

But the situation varies with reference to rural and urban areas and the respondent’s 

educational level. The table further shows a significant association (P=0.026) between 

female genders is mostly teased for illegitimate actions by males in hospital and patient’s 

satisfaction. Similarly, a significant association (P=0.037) was found between low female 

professional representation is the cause of intimidation of female in hospital and patients’ 

satisfaction. Pakistan as a developing country, restricts women's involvement in 

specialized occupations which poses a threat and pressure on them, affecting their 

organizational performance and patient’s dissatisfaction. The latest study shows that 

female staff is available in just 25% of health care centers located in rural areas (Agha 

Khan University, 2000). A report by Ahmad, Nawaz and Uddin (2011), shows that health 

care professionals have a serious matter regarding patient satisfaction. About hospital 

services, their perceptions are molded just because of the blend in demographics of 

patients. He searched about the fluctuations took in the agreements of admitted patients 

in hospitals of D.I. Khan. Related to management and cure, it was observed that female 

patients were more satisfied than males.  

Similarly, a non-significant association (P=0.019) was found between the 

presence of female health consultants at all levels in the health care system is essential 
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and patients’ satisfaction. The study findings show that improvement is appreciated in the 

primary and tertiary health care centers with experience and qualified staff serving with 

commitment and dedication. However, a highly significant association (P=0.000) was 

found between gynae wards are mostly overcrowded and tasks are performed by males 

and patient’s satisfaction. It is revealed from the above findings that gynae wards in public 

sector hospitals are in pathetic conditions with shortage of trained staff. A non-significant 

association (P=0.136) was found between ‘mostly the gynecology wards present 

deplorable sights lacking essential requirements for surgery and treatment and patient’s 

satisfaction.’ However, a significant association (P=0.040) was found between 

‘unhygienic conditions prevail in female wards and patient’s satisfaction.’ It is deduced 

from the above findings that in public sector hospitals, female patients were least satisfied 

from the available services due to overcrowded Gynae wards and the harsh attitude of 

doctors and paramedical staff towards the patients.
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Table 4.3.6 Association between gender discrimination and patient satisfaction 

   
Independent variable Dependent Chi-Square 

  variable  

   P-value 

Patriarchal norms all of male gender supremacy hamper Patient Satisfaction X2: 14.740 (.256) 
women access to health facilities   

Women are given less time in diagnosis as compared to Patient Satisfaction X2: 20.562 (.057) 
males in hospitals   

Women have less access to medical services including Patient Satisfaction X2: 33.993 (.001) 
provision of free medicines   

Women are discriminated in access to calling a doctor Patient Satisfaction X2: 22.050 (.037) 
in public hospital   

Women have no autonomy in decision making about Patient Satisfaction X2: 19.394 (.079) 
their health care    

Minimal priority is given to female health care in a Patient Satisfaction X2: 17.393 (.135) 
family due to patriarchy   

Females are mostly teased for illegitimate Patient Satisfaction X2: 23.249 (.026) 
actions by males in hospital   

Low female professional representation is the cause of Patient Satisfaction X2: 22.021 (.037) 
intimidation of female in hospital   

Presence of female health consultants at all level in Patient Satisfaction X2: 24.161 (.019) 
health care system is essential   

Gynae wards are mostly overcrowded, and tasks are Patient Satisfaction X2: 35.827 (.000) 
performed by males   

Mostly the gynecology wards present deplorable sights Patient Satisfaction X2: 17.365 (.136) 
with lacking essential requirements for surgery and   

treatment    

An unhygienic condition prevails in female wards Patient Satisfaction X2: 21.744 (.040) 

 

4.3.7 Association between rules regulation monitoring and patient 

satisfaction 

The above table depicts the rules regulation and proper monitoring in the health 

care system concerning patient’s satisfaction. Monitoring, checking and balancing in 

any health care system can enhance the efficiency and work performance leading patient 

satisfaction. The association between rules/ regulation violation and monitoring is 

presented in table 4.3.7. The results show that a highly significant association (P=0.000) 

was found between ‘defective infrastructure and substandard policies lead to poor health 

care system in hospitals and patient’s satisfaction’. Objectives of health care are 

determined by health infrastructure, which is in verbal; underneath applied request could 

indicate their explicit motives (Buse et al., 2005). Moreover, infrastructure targets to 

provide access to health facilities without problem, discrimination, and obstacles of the 

public (Conley, 2001; WHO, 1998). 
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  The results further depicted a non-significant association (P=0.020) between ‘mal-

practices and mis-management occur due to poor health strategy and patient satisfaction.’ 

Pakistan has made improvements in the health care sector as new policies are 

implemented, parting in Millennium Development Goals programs, initiation of easy 

execution plans, beginning public private enterprises, progressing human resources and 

framework, and establishing BHU ‘s and RHU ‘s development (Hatcher, 2009; Manzoor, 

Hashmi, & Mukhtar, 2005; Shaikh, 2005). 

Similarly, non-significant association was found between ‘policies are set out 

without taking the ground realities into consideration and patients’ satisfaction.’ To keep 

the standard of health care services, countless lacks and weaknesses arise due to deprived 

management and poor governance, extremely reliance on monetary means, HR (Human 

Resources) and disrupted health care services on accurate time to public in the whole 

country (Akashi et al., 2003). Assertion of good governance, distribution of customary 

health care facilities, corrects checking, and health professionals ‘responsibility both to 

public and government is authoritative. The health sector of Pakistan has a bit of good 

governance. No one enunciates the absence of transparency, disruption of rules and 

customary corruption are some of the weaknesses that deteriorate and health system in 

Pakistan (Sania, 2011). 

To achieve health care goals, cooperation and collaboration among many sectors 

of health care is necessary (Byrant, 2002; WHO, 1986). While rigorous policies of health 

are authoritative (Thomas & Grindle, 1990); weak policies stay in-effective, unreliable, 

un-applicable and structures become unsuccessful to encounter the definite targets 

(Calista, 1994). Therefore, it is suggested that lawmakers should execute the plan (Buse 

et al., 2005). 

Non- significant association was found between ‘health professionals are not 

involved in policy constitution process and patient’s satisfaction.’ The results further 

revealed that a non-significant association was found between ‘public representatives and 

experts are not taken into confidence while designing and implementing health policies 
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and patient’s satisfaction.’ Due to faulty planning and defective responsibilities, another 

problem is mismanagement in the health sectors of Pakistan. Ministry of health does not 

give proper attention to the health care system and have made it restricted; it does not 

provide appropriate consultation to professional and local government that are more 

closed to check and balance for problems. All planning along with infrastructure is done 

and tasks are set without doing survey from health care experts and professionals. As a 

result, policies remain unimplemented as they are over-targeted (Shaikh & Juanita, 

2004:6). Wicked condition of the health care system throughout the world calls for 

improvement despite getting universal declaration (Saeed, 2010). Mismanagement at 

governance level, defective planning, and exemption from responsibilities are major 

factors. In the health sectors of Pakistan, poor planning, bad governance, and indemnity 

from duties are ruling throughout. Planning done is difficult to execute (Shaikh & Juanita, 

2004:6). Furthermore, provision of drugs and accessibility to equipment meets defective 

management and governance, therefore, spoil, distorted, or unutilized. A communication 

gap also enhances mismanagement and refuses public admittance to drugs (Acker, 

1998:206). 

Non-significant association was found between ‘proper monitoring is lacking at 

administrative and professional level and patient satisfaction.’ Similarly, non -significant 

association was found between ‘Practical application of policies are seldom assessed and 

patient satisfaction.’ 

The results further show that a non-significant association was found between ‘strict 

check and balance is maintained in health care system and patient satisfaction.’ Public 

health standards are imposed by managerial examinations. A formal notice is enough if 

the health agency has a minute defilement, but if it gets serious, the agency might have 

to close the business. Licensed individuals and companies are less imposed for inspection 

requirement by country. In Ireland, law for public health makes it necessary to do 

environmental inspection once a year. Regular inspections although costly, maintain 

public health standards and avert dangerous practices by saving health resources. Public 

health agency can perform just a few types of managerial inspection. The simplest walk-

through‖ examination delivers a rapid valuation of a facility in which operational practices 
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are observed by public health inspectors. They can make sure that simple public health 

values are encountered, and records of the inspections are kept (Farmer, 2007). 

Further, a non-significant association was found between ‘the public is kept aware 

of the policies on patients and hospitals and patients’ satisfaction.’ In Pakistan, for the 

health care system, small budget is allocated than required. Budget is lower than 1% of 

the overall GDP. Deficient budget provision, prices of drugs, medicinal corrosion, mal-

practices, managerial flaws and shortage of nursing, oppose improvisation regarding 

health care system and also produce fiscal difficulties for public (Maliha, 2013). 

However, significant association was found between ‘people are often kept in 

dark about medicinal availability in hospitals and patients’ satisfaction. A non-significant 

association was found between ‘public has instant reciprocal consequences on 

complainant ‘s submission and patient satisfaction.’ The results depict that a non-

significant association was found between ‘no penalties are imposed on health 

professional when found guilty’ and patients’ satisfaction. A non-significant association 

was found between ‘medicinal prices are monitored regularly by the concerned 

authorities’ and patient’s satisfaction. The data revealed that a non-significant association 

was found between ‘specific formula rates of medicines are specified and ensured’ and 

patient ‘s satisfaction. Accordingly, the above factors lead to mismanaged supply of drugs 

and equipment in the public sector. Valuable drugs become spoiled due to 

mismanagement, and health facilities are not provided to poor mass correctly. Whenever 

doctors suggest patients to take medicine from the private sectors, they are often blamed 

for this. But truth is that doctors remain ignorant of what is available in health care stock 

due to poor -management and communication gap (Acker, 1998:206). The non-

significant association was found between ‘quality and quantity of medicine are checked 

frequently by the concerned at hospital’ and patients’ satisfaction. The non-significant 

association was found between ‘actions of doctors and paramedical staff is strictly 

monitored by the hospital administration’ and patient satisfaction. Furthermore, poor 

people cannot access quality drugs just because of misconduct of medicinal companies. 

She inspected that as soon as patient takes medicine, it leads towards worse in spite of 

improvisation due to misconduct of pharmaceuticals and low-quality medicines. She took 

proof of Tyno, cough syrup, as it took dozens of lives. So, it is a proof that whenever poor 
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mass is denied essential drugs, the culprit is pharmaceuticals. All the above statements 

show that certain aspects limit the access to life saving drugs (Maliha, 2013). 

Similarly, a non-significant association was found between ‘punctuality and duty-

time is strictly kept under observation to make smooth functioning of the system’ and 

patient satisfaction. It is revealed from the above findings that due to proper check and 

balance, the attendance and punctuality of health care professionals compromised. The 

results show that staff was available during their duty hours and their performance and 

timings were continuously monitored by the concerned authorities. 
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Table 4.3.7 Association between monitoring/ Rules Regulation violation and 

patient satisfaction 

 

Independent variable Dependent Chi-Square 

 variable  

  P-value 

Defective infrastructure and substandard policies Patient X
2
:35.781(.000) 

lead to poor health care system in hospitals Satisfaction  

Mal-practices and mismanagement occur due to Patient X
2
: 24.07 (.020) 

poor health strategy Satisfaction  

Policies are set out without taking the ground Patient X
2
: 17.29 (.139) 

realities into consideration Satisfaction  

Health professionals are not involved in policy Patient X
2
: 18.14 (.111) 

constitution process Satisfaction  

Public representatives and experts are not taken into Patient X
2
: 24.78 (.016) 

confidence   while   designing and   implementing Satisfaction  

health policies   

Proper monitoring is lacking at all levels both at Patient X
2
: 18.83 (.092) 

administrative and professional level Satisfaction  
   

Practical application of policies is seldom assessed Patient X
2
: 16.36 (.175) 

 Satisfaction  
   

Strict check and balance are maintained in health care Patient X
2
: 26.73 (.008) 

system Satisfaction  

Public are kept aware of the policies pertaining to Patient X
2
: 12.75 (.387) 

patients and hospitals Satisfaction  

People are often kept in dark about medicinal Patient X
2
: 28.54 (.005) 

availability in hospital Satisfaction  

Public have instant reciprocal consequences on Patient X
2
: 15.08 (.237) 

complainant’s submission Satisfaction  

No penalty is imposed on health professional when Patient X
2
: 19.55 (.076) 

found quality Satisfaction  

Medicinal prices are monitored regularly by the Patient X
2
: 27.18 (.007) 

concerned authorities Satisfaction  

Specific formula rates of medicines are specified and Patient X
2
: 9.907 (.624) 

ensured Satisfaction  

Quality and quantity of medicine are checked Patient X
2
: 8.552 (.741) 

frequently by the concerned at hospital Satisfaction  

Actions of doctors and nurses’ staff are strictly Patient X
2
: 12.16 (.432) 

monitored by the hospital administration Satisfaction  

Punctuality and duty-time is strictly kept under Patient X
2
: 12.56 (.402) 

observation to make system smooth functioning Satisfaction  
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4.3.8 Association between space availability and patient satisfaction 

 

Space shortage is a very common enigma in public sector hospitals in Pakistan 

and less space negatively affects patient ‘s satisfaction from health care services. 

Association between space availability and patient ‘s satisfaction is demonstrated in table 

4.3.8. The result shows that a non-significant association (P=0.028) was found between 

‘space availability indicate the overall efficiency of the hospital’ and patient satisfaction. 

A non-significant association (P= 0.872) was found between ‘bed shortage is one of the 

most prominent enigmas in public hospitals and patients’ satisfaction. The results further 

disclosed that a non-significant association (0.534) was found between ‘shortage of bed 

in emergency is the most common phenomena in public hospital’ and patients’ 

satisfaction. While a non-significant association (P=0.394) was found between ‘two 

serious patients are laid on one bed in emergency department’ and patient satisfaction. It 

is deduced from these findings that bed scarcities or insufficiency impacted waiting time 

for arriving patients at Emergency Departments (Kumar & John, 2010). The absence of 

beds affects the appointment of patients to beds., it has been stated that mattresses are 

allotted in corridors (Viljoen, 2005). Halata (2013) stated that the scarcity of beds at 

Kimberley Hospital make the patients stay on the stretchers of an ambulance, in 

wheelchairs, or trolleys.  

However, a highly significant association (0.000) was found between ‘critical 

patients are served with blood stained and unhygienic beds in emergency wards and 

patient’s satisfaction. Similarly, a highly significant association (0.000) was found 

between ‘rough and dirty bedsheets are utilized frequently without maintaining 

cleanliness at regular intervals and patient ‘s satisfaction. Patients who obtain a bed can 

even endure unpleasant results from the excessive possession rates. When there is a great 

call for beds, patients are usually put in clinically inapplicable wards (Goulding, 

Adamson, &Watt et al., 2015). Patient ‘s experience and quality of treatment they get 

can be affected by setting additional demands on the healthcare staff. During their stay 

in the hospital, patients are shifted to different beds to shuffle the availability of beds, 

and it can be upsetting, especially for older people (Patterson, 2012). Long stay at the 

hospital increases frequency of attained infections, as proven by different research, and 
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it further reached to a constant level in some recent years and as a certain interest it has 

been emphasized by the doctors (Kaier, Mutters, & Frank, 2012; BMA, 2009). For 

patients infections are not considered to be just dangerous, however, it promotes the 

occupancy difficulties they indicate in momentary wards or beds closings. However, un-

wanting suffering is caused because of overcrowded wards and it is accompanied with 

worse clinical results. Stay of admitted patients for a long period of involves a higher 

number of illness and death rates (Drew & Richard, 2006; Drew & Richardson, 2002; 

Peter & Sprivulis et al., 2006). 

A non-significant association (P=0.425) was found between ‘over-crowding at 

emergency is a most frequent phenomena’ and patients’ satisfaction. In emergency 

situations, overcrowding is the most recurrent phenomenon. A few decades back, health 

care provision was under extreme pressure and the authorities fail to plan it effectively. 

In emergency departments, over-crowding is the most common sight (Kumar 
 

& John, 2010). Suppression of cost, crowd, and a lot of time wastage are the common 

challenges faced by emergency departments (Hoot, Aronskey, 2008; Yoon, Steiner, & 

Reinhardt, 2003). These matters characterize bigger hitches in established states causing 

trouble and inadequacies to non-compulsory health care, discomfort to patients and 

spending more time in hospitals (PURDY, 2010). 

The results depict that a non-significant association (P=0.069) was found between 

‘allocation of toilets inside the wards is an obvious cue of the space shortage’ and 

patients’ satisfaction. A scarce reaction to toilet requirements for those who are restricted 

to bed makes it more humiliating and objectable (Averall, 2010). Patients create 

inadequate hazard like inappropriate use of equipment and postures. Moreover, poor 

sterilization, and bathroom-oriented problems due to poor structural design further 

deteriorate the situation (CABE, 2004). 

Efficient and constant usage of bathrooms grants the patient with opportunity of 

self-care (Hignett & Lu, 2010; Hignett & Masud, 2006; & Stichler, 2007). Security, 

approachability and utility of bathrooms permit patient to preserve motor capability and 
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strengthen liberty, therefore yielding many positive results (Reiling et al., 2004). In an 

opposite way, organizational insufficiency in the bathrooms could downshift the recovery 

procedure and negatively influence the usefulness of nurse delivery. In waiting rooms on 

the terms of patients (McLaughlin, 1976), the waiting time can be affected by the 

anticipation of the remedy being experienced. For the sake of visitors, the waiting time 

may differentiate from minutes to even hours, in which they can get bored and lead to 

impatience. Therefore, the expansion of the waiting room must be arranged by observing 

the capacity of the anticipated population and expected time for waiting. McLaughlin 

suggests spacious waiting rooms, with moveable furniture, which can comfortably be 

transformed into many situations. 

Significant association (P=0.032) was found between ‘no proper lounge or 

waiting rooms are provided to out-door patients at public hospitals and patients 

satisfaction. The study revealed a non-significant association (P=0.526) between ‘no 

specific spot is allocated for attendants of patients at public hospitals and patients’ 

satisfaction. Significant association (P=0.039) was found between ‘most of the public 

hospitals are overcrowded which results into space related problems and patient’s 

satisfaction. As presented in a previous study by the American College of Emergency 

Physicians (ACEP, 2002b), ―’A group of features are blameworthy for streaming, 

involving greater patient sensitivity, perpetuated ED estimations, ineffectual inpatient 

bed capability, a server taking over scarcity, difficulties with approach to available 

experts and the usage of the ED by all those having no other substitute to health care, just 

like uninsured’. 

Growing demands and streaming in Emergency departments have shown long 

waiting hours of patient and less satisfaction of patients, which, according to Jayaparkash 

et al. (2009, p.233), can have ’harmful casual sequences and effects on the whole 

hospital’. Emergency department congestion has been joined to ineffectual inpatient bed 

accessibility and also has been internationally recognized like a ’signs of health care 

system disorder’ (Kelen et al., 2001, cited in Trzeciak & Rivers, 2003, p.404). Congestion 

in Emergency departments has the capability to guide both staff and patients to an 

uncertain or dangerous environment when there is a compromise on the standard of care 

(Trzeciak & Rivers, 2003). 
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The study further shows a non-significant association (P=0.051) between 

‘inappropriate space is left in between beds due to space shortage’ and patients’ 

satisfaction. A non-significant association (P=0.260) was found between minimal space 

is provided for documents and medicines to each bed and patients in the wards and 

patient satisfaction. The results depict that a non-significant association (P=0.125) was 

found between ‘maternity wards are often so laden that two to three patients are put on 

single bed and patient’s satisfaction. 

 

Table 4.3.8 Association between space availability and patient satisfaction  
 

Independent variable Dependent Chi-Square 

 variable  

  P-value 

Space availability indicates the overall efficiency of Patient Satisfaction X2: 22.941 (.028) 
the hospital   

Bed shortage is one of the most prominent enigmas in Patient Satisfaction X2: 6.777 (.872) 
public hospitals   

Shortage of bed in emergency is the most common Patient Satisfaction X2: 10.938 (.534) 
phenomena in public hospital   

Two serious patients are laid on one bed in Patient Satisfaction X2: 12.664 (.394) 
emergency department   

Critical patients are served with blood stained and Patient Satisfaction X2: 35.069 (.000) 
unhygienic beds in emergency wards   

Rough and dirty bed sheets are utilized frequently Patient Satisfaction X2: 35.177 (.000) 
without maintaining cleanliness at regular intervals   

Over-crowding at emergency is a most frequent Patient Satisfaction X2: 12.259 (.425) 
phenomena   

Allocation of toilets inside the wards is an obvious Patient Satisfaction X2: 19.902 (.069) 
cue of the space shortage   

No proper lounge or waiting rooms are provided to Patient Satisfaction X2: 22.486 (.032) 
out-door patients at public hospitals   

No specific spot is allocated for attendants of Patient Satisfaction X2: 11.030 (.526) 
patients at public hospitals   

Most of the public hospitals are overcrowded which Patient Satisfaction X2: 21.828 (.039) 
results into space related problems   

Inappropriate space is left in between beds due to Patient Satisfaction X2: 20.989 (.051) 
space shortage   

Minimal space is provided for documents and Patient Satisfaction X2: 14.674 (.260) 
medicines to each bed and patient in the wards   

Maternity wards are often so laden that two to three Patient Satisfaction X2: 17.702 (.125) 
patients are put on single bed    
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Table 4.3.9 Indexed Bivariate 

Independent Variable Dependent Variable Statistics  

   Chi-Square 

   P-value  

Provision of Free Medicine Patient Satisfaction X
2
: 12.068 (0.002) 

     

Availability of Services Patient Satisfaction X
2
: 2.127 (0.345) 

   

Presence of Staff Patient Satisfaction X
2
: 12.001 (0.002) 

     

Access to Medical Services Patient Satisfaction X
2
: 5.371 (0.251) 

   

Corruption Patient Satisfaction X
2
:  6.712 (0.152) 

   

Gender Discrimination Patient Satisfaction X
2
:   12.187 (0.016) 

     

Rules Regulations Violation Patient Satisfaction X
2
: 18.373 (0 .001) 

      

Space Availability Patient Satisfaction X
2
: 8.430 (0 .077) 

      

 

In the above table 4.3.9 the independent variable i.e., provision of free 

medicines was indexed with the dependent variable (patient ‘s satisfaction). Results 

pertaining to these associations are shown below; the findings disclosed a significant 

association (P= 0.002) between the provision of free medicines and patient 

satisfaction. It was revealed from the data that affordable and cheap price medicines 

were available to the patients not only in public teaching hospitals but in primary and 

secondary health centers. The poor mass’ access to free and reasonable medicines not 

only enhances their satisfaction level but also amplify their trust on the health care 

system. The study findings are contrary to the findings of Girotra, Cram, and Popescu 

(2012) conducted in Malaysia, which exposed the dissatisfaction of patients regarding 

medicines ‘availability in public sector hospitals and most of the expensive medicines 

are brought by the patients themselves which further leads to disappointment of 

patients with the government hospitals (Babar et al., 2007). The similar situation was 
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also reported in the study conducted by Omer, Cockcroft, and Andersson (2011) in 

Bangladesh, which revealed the scarcity of medicines in government sector hospitals. 

Among other parameters for measuring patient’s satisfaction, the behavior and 

attitude of health care provider are considered as strong and most significant than the 

ability, knowledge, and skills of health professionals. In public sector hospitals of 

Pakistan, patients are facing multiple problems in the form of the harsh attitude of doctors 

and nurses, lack of facilities, and provision of free medicines, which lead to 

dissatisfaction of patients and negatively influence the cooperation and conformity of 

patients on the health care system (Ahmad et al., 2012; & Omer, Cockcroft, &Andersson, 

2011). Contrary to these findings, a study conducted in Bangladesh showed patients 

satisfaction regarding health professionals' attitude (Shaikh, 2005) but in developing 

countries like Pakistan, the harsh behavior is attributed to lack of resources and extra 

workload. 

Various studies have been conducted to explore patient ‘s satisfaction with the 

health facilities and the quality of services provided at the emergency departments of 

public sector hospitals. These study findings showed different factors linked with patient 

‘s satisfaction. The most significant among them are the hospital environment and 

facilities, staff behavior, admission process and quality of care provided by the health 

care professionals (Abdullah & Abdalla, 2001; Chandrinous et al., 2013; Foss & Hofoss, 

2014; Hardeep & Shivani, 2013; Haugan, 2014; Lazarevik, 2015; Milutinovic, 2012; 

Teklemariam, Mekonnen, Kedir, & Kabew, 2013; Suhonen et al., 2012). 

According to the findings of Ziapour, Khatony, Jafari, and Kianipour (2016), for 

the dissatisfaction of patients with the cleanliness in hospitals, and lack of facilities, 

effective measures should be taken by the concerned authorities to reduce patient ‘s 

grievance and to improve the work performance of hospital staff.  Hekkert et al. (2009); 

Larsson, Wilde-Larsson (2010); Matis, Birbilis, and Chrysou (2009) another factor 

affecting patient’s satisfaction is the inadequate number of nurses in the public sector 

hospitals. These results were in line with the findings of the studies conducted by Agosta 

(2009); Archer et al. (2012); Findik, Unsar, and Sut (2010); Georgieva, Tsankova, 

Kaludova, and Ermenlieva (2014) Matis, Birbilis, and Chrysou, (2009); Net, Sermsri, and 

Chompikul (2007); Schoenfelder, Klewer and Kugler (2011). 
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The results further depict that there prevailed a non- significant association 

(P=0.345) between availability of services and patient satisfaction. Service availability is 

a key component for measuring the effectiveness of any health care system as it can 

enhance or otherwise the satisfaction level of patients. The results explored that the 

available resources in the public sector hospitals were not enough in terms of quality and 

quantity to fulfill the requirements of the patients. All these could be attributed to the 

dysfunctional roles of different stakeholder which did not reconcile with the government 

initiatives to revisit the system on viable grounds. 

However, the results unveiled that a significant association (P=0.002) was found 

between the presence of staff and patient satisfaction. Committed and dedicated team can 

enhance patient’s reliance and trust in the health care system. It is deduced from the above 

findings that changes were observed in the duty timings, responsiveness, and behavior of 

the health care professionals due to a strong monitoring system coupled with awards of 

incentives to those who perform exceptional terms either way. The attitude and behavior 

of health care professionals is one of the strong indicators of measuring patient 

satisfaction in health care settings (Cohen, 1996; Hall, Danielle, & Roter, 2011; Leila, 

Jean-Michel, Christelle, Bruno, Pierre, & Isabelle, 2007; Peck, 2011). The results further 

indicated a non-significant association (P= 0.251) between access to medical services and 

patient satisfaction. It could be attributed to poor masses having little access to distant 

health care facility, particularly those who belonged to rural areas. Most of the primary 

and secondary health units are not functional lacking equipment or experienced staff. 

The study further divulged a non-significant association (P=0.152) existed 

between corruption and patient satisfaction. The results findings unveiled that corruption 

and corrupt practices like nepotism, unjustified distribution of drugs and non- availability 

of staff during duty hours are found in the public sector hospitals. While in 2013 health 

reforms, these issues were addressed adequately. These findings were in adjustment to 

Azfar and Gurgur (2005) in Philippines who concluded that corruption affects the 

satisfaction of households with public health services and facilities in the form of delays 

and decrease in the vaccination of newborns. In Nigerian public hospitals, corruption is 

found in the proper utilization of drugs as most of the essential medicines are squeezed 
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out by the higher authorities due to the lack of an efficient monitoring system (Lewis, 

2006). 

The results further explored that a significant association (P=0.016) was existed 

between gender discrimination and patient’s satisfaction. The findings revealed that 

patriarchy was one of the influencing determinants in women’s access to health care 

facilities. Moreover, a shortage of female health workers and doctors could be another 

reason for this discrimination. Female wards were found in pathetic conditions, 

overcrowded and equipment deficit. Gender of the respondents has a great impact on the 

patient’s satisfaction level apart from physician qualities and characteristics of patients. 

Patients consider female practitioner to be more compassionate and receptive than male 

(Michelle et al., 2012). 

Likewise, the results further indicated a highly significant association (P=0.001) 

between rules and regulation violation and patient’s satisfaction. Proper monitoring and 

check and balance is a strong component of any health care policy. The findings revealed 

that lack of monitoring was one of the obstructing factors in the health care system on the 

part of concerned authorities. Thus, it had the minimum level of patient satisfaction 

regarding the health services in the study areas. 

However, contrary to the above, a non-significant association (P=0.077) was 

found between space availability and patient satisfaction. Space availability indicates the 

efficiency of hospitals. Space shortage is a common enigma in the public sector hospitals 

of Pakistan. Governments has taken steps to provide maximum space for patients and 

their attendants to reduce their grievances leading to higher degree of patient satisfaction. 

De Jong et al. (2014) have also indicated space shortage and concluded that 

shortage of health care providers leads to increase workload both in hospitals and primary 

health care units. Due to this, most of the patients are examined in other wards or 

sometimes in corridors where doctors are unable to make accurate diagnosis. Inadequate 

space not only affects patients care but also hampers the staff activities (Ahmad, Price, & 

Demain, 2014). Numerous studies have evaluated patient’s satisfaction concerning 

different elements of healthcare system such as neat and clean rooms for patients, 

adequate space among beds, and waiting areas for attendants. (Brown, Wright, & Brown, 
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1997; Heath & Gifford, 2001; Shepley, 1995, 2002; Shepley & Davies, 2003; Shepley & 

Wilson, 1999; Whitehouse et al., 2001). 

 

4.4. Multivariate Analysis 

 

            Table 4.4.1. Showing Association between Gender Discrimination and Patient 

Satisfaction Controlling Age 

 

Age of the Independent variable Dependent variable Statistics 

respondents    

up to 25 Gender discrimination Patient satisfaction 2 = -.016 

   P =0.941 

    

25.1-35.1 Gender discrimination Patient satisfaction 2 = -.141 

   P =0.562 

    

35.1-45 Gender discrimination Patient satisfaction 2 =.006 

   P =0.983 

    

46.1-55 Gender discrimination Patient satisfaction 2 =.675 

   P =0.058 

    

55.1-65 Gender discrimination Patient satisfaction 2 =.714 

   P =0 .034 

    

Above 65 Gender discrimination Patient satisfaction 2 =.775 

   P =0.058 
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4.4.1. Association between gender discrimination and patient satisfaction 

controlling age 

 

In table 4.4.1, the influence of age group regarding gender discrimination and 

patient’s satisfaction showed that association of gender discrimination and patients’ 

satisfaction was non-significant (P=0.941) for up to 25 years of age group. Similarly, the 

association of the above-mentioned variables for the age category of 25-35 was non-

significant (P=0.562). A non-significant association (P=0.983) was found between 

gender discrimination and patients’ satisfaction for the age group of 35-45. Similarly, the 

association of the above-mentioned variables for the age category of 46-55 was non-

significant (P=0.058). By comparing these with the level of significance at bi-variate 

level, it was found significant (P=0.016) and non- spurious. However, the association of 

the above-mentioned variables was significant (P=0.034) for the age group of 55-65. 

Lastly, for 65 years plus age group, the association of gender discrimination and patient’s 

satisfaction was non-significant (P=0.058) and spurious. These findings depict that no 

gender discrimination is found while delivering services to the patients in public sector 

hospitals. 

According to Belcher et al. (2012) gender inequality can differently affect women 

and men’s health. Inequality not only affects their health conditions, but also access to 

protective and curative care. The health facilities accessible and available to both men 

and women go along with them throughout their life from childhood to old age. 

 

Table 4.4.2. Association between gender discrimination and patient 

satisfaction controlling family type 
 

Family type Independent variable Dependent variable Statistics 
    

Nuclear Gender discrimination Patient satisfaction 2 = .296 

   P =0.170 

Joint Gender discrimination Patient satisfaction 2 =.228 

   P =0.110 
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4.4.2. Association between Gender Discrimination and Patient Satisfaction 
Controlling Family Type 

 

In table 4.5.2 the influence of family type on gender discrimination and patient’s 

satisfaction showed a non- significant (P=0.170) and spurious association relationship 

gender discrimination and patients’ satisfaction with regard to nuclear family system. 

The results further depict that non-significant (P=0.110) and spurious relationship was 

found between gender discrimination and patients' satisfaction with reference to the joint 

family system. In addition, it was found significant and non-spurious while comparing 

at bi-variate level. So, it is deduced from these findings that family type does not affect 

gender discrimination regarding health care facilities. 

 

Table 4.4.3.   Association between   Provision   of   Free   Medicine and   Patients 

Satisfaction controlling Age  

Age of the respondents Independent variable Dependent Statistics 

    variable  

up to 25 Provision of free Patient satisfaction 2 = .696 

 medicine    P =0.154 

25.1-35 Provision of free Patient satisfaction 2 = .064 

 medicine    P =0.907 

35.1-45 Provision of free Patient satisfaction 2 =.696 

 medicine    P =0.339 

46.1-55 Provision of free Patient satisfaction 2 =1.000 

 medicine    p =0.302 

55.1-65 Provision of free Patient satisfaction 2 =.833 

 medicine    P =0 .323 

Above 65 Provision of free Patient satisfaction 2 =1.000 

 medicine    P =0.305 

 

In table 4.4.3, the influence of age grades regarding the association between 

patient satisfaction and provision of free medicines indicated a non- significant 

association(P=0.154) for the respondents with the age group up to 25 years. 

Furthermore, the association between the age groups between 25-35 years was also 

found to be non- significant (0.907). Based on the above results, regarding the age of 

the respondents, the relationship between patient satisfaction and provision of free 

medicines was found non- spurious for all categories shown at bi-variate level. 

Similarly, the association was found non-significant (P=0.323) and spurious for the age 
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group 55-65 years. Similarly, a spurious and non-significant association (P=0.305) was 

also found for the age group above 65 years. Thus, in a nutshell, a significant negative 

association observed between patient’s satisfaction and free of cost medicine provision 

at public health sectors reveals the lack of quality health services. 

 

Table 4.4.4 Association Between the Provision of Free medicine And Patient 

Satisfaction with respect to the Family. 
 

Family type Independent variable Dependent variable Statistics 
    

Nuclear Provision of free medicine Patient satisfaction 2 = .847 

   P =0.078 
    

Joint Provision of free medicine Patient satisfaction 2 =.461 

   P =0.219 
     

 

Table 4.4.4 disclosed the association between patient ‘s satisfaction and 

provision of free medicines. A non-significant association (P=0.078) was observed 

between patients’ satisfaction and free of cost medicine provision. In addition, a non-

significant (P= 0.219) association was found between patients’ satisfaction with 

provision of free medicines while controlling family type, but it was found a non-

spurious relationship while comparing at bi-variate level. By comparing these results 

with the significance at bi-variate level, a significant (P=0.02) and non-spurious 

relationship was found with the aforementioned variables. 
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Table 4.4.5 Association between the Rules Regulations Violation with respect to 

the Patient Satisfaction Controlling Age. 
 

Age of the Independent variable Dependent Statistics 

respondents   variable  

up to 25   Rule’s regulations violation Patient satisfaction 2 = .415 

     P =0.227 

25.1-35   Rule’s regulations violation Patient satisfaction 2 = .908 

     P =0.123 

35.1-45   Rule’s regulations violation Patient satisfaction 2 =.621 

     P= 0.173 

46.1-55   Rule’s regulations violation Patient satisfaction 2 =1.000 

     P =0.302 

55.1-65   Rule’s regulations violation Patient satisfaction 2 =.833 

     P =0.094 

Above 65   Rule’s regulations violation Patient satisfaction 2 =.231 

     P =0.444 

 

In table 4.4.5, the influence of age grades regarding the association between 

patient satisfaction and rules regulation violation was found non-significant (P=0.227) 

for the respondents with the age group of 25 years. Similarly, the relationship of the 

above-mentioned variables was found non- significant (P=0.123) for the age group of 

25-35 years. In addition, a non-significant (P=0.173) association was found for the age 

group of 35-45 years. The category allocated for age 45 to 55 also indicated non- 

association (P= 0.302) between patients ‘satisfaction and Rule’s regulations violation. 

Furthermore, a non-significant (P= 0.833) association between the above-mentioned 

variables was established for the age group of above 55-65 years. By comparing the 

aforementioned results with bi-variate analysis, it was found significant and non-

spurious relationship. Thus, altogether the consequences and evaluation of the collected 

data declared a non-significant association between rules regulation violation and 

patients ‘satisfaction. 
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Table 4.4.6 Association between the Rules regulations violation and patients’  
Satisfaction controlling Family Type 

 

Family type Independent variable Dependent variable Statistics 

Nuclear Rule’s regulations violation Patient satisfaction 2 = .940 

   P =0.016 

Joint Rule’s regulations violation Patient satisfaction 2 =.393 

   P =0.119 

 

Table 4.4.6 shows the influence of nuclear family on the association of rules & 

regulation violation and patient satisfaction. The relationship between rules & regulation 

violation and patients’ satisfaction was found significant (P= 0.016) and non- spurious. 

In addition, a non-significant (P=0.119) and non-spurious relationship was found for the 

respondents who have a joint family system while comparing these at the bi-variate 

value. 

4.5. Qualitative Analysis 

 

In order to improve the quality of government hospitals, in 2013 the government 

introduced a new health policy to cater the needs of the people and to improve the 

conditions of public teaching hospitals in KPK. The research population consisted of 

three public sectors teaching hospitals: Khyber Teaching Hospital, Lady Reading 

Hospital and Hayatabad Medical Complex of KPK. For the purpose of getting diverse 

opinions of the participants regarding the issue in hand, three FGDs were conducted in 

each hospital by the researcher. 

4.5.1. Focus Group Discussion 

 

Focus group discussion method is considered useful for exploring ideas and 

obtaining in- depth information about how people think about an issue. For this 

discussion method, eight members were selected among the doctors, nurses, paramedical 

staff, and patients of the already mentioned three public health care sectors. The themes 

comprised those points which were overlooked by the researcher while designing a 

questionnaire. The researcher designed a set of questions in order to know their opinions 

regarding the issue. The researcher asked the questions from each participant one by one 

and the moderator used to take notes and recorded their answers. 
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4.5.2 Administrative & Financial Autonomy and Independence from Political 

Interference: 

 

The fundamental idea behind the new health policy is to provide the right of 

administrative and financial autonomy to the government hospitals. Due to financial 

autonomy the hospitals can adjust funds according to their needs.  They can take 

independent decisions as the situation was different a few years ago and there were long 

and time taking procedures for releasing funds. To run the hospitals successfully, the 

selection of qualified people is made possible who will help the government in making 

the public teaching hospitals independent. An independent institution should be 

necessarily free from all kinds of political interference because the involvement of 

politicians in the public institutions affairs is the main factor behind the miserable 

condition of public health sectors. Until the public teaching hospitals are set free from the 

hold of bureaucracy, the hospitals cannot provide quality and non-discriminatory services 

to all people.  

The tradition of favoritism can also be abolished from government hospitals. For 

this purpose, only qualified and experienced persons should be selection for 

administration staff to help run the hospitals independently and successfully on the 

international level. For offering such reforms in the public teaching hospitals, some 

international level institutions like Shifa hospital, Agha Khan University, and Shoukat 

Khanam are chosen for inquiring into the problems faced by the already mentioned three 

public teaching hospitals. These hospitals are made responsible for evaluation and the 

parameters used for evaluation are approved from GCIC. The selected hospitals will be 

liable to submit a report to the three government hospitals with the gap of each three 

months to identify their neglected areas and the things which need to be focused.  

4.5.3 Merit based selection and up gradation of health professionals: 

 

Merit based selection of the hospital administration will prove helpful in setting 

them free from even the health minister's interference. It will also be substantiated in the 

deliverance of efficient health service. Only because of qualified hospital administrations 

staff, a patient will recover soon. 
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Another positive aspect of the reforms is the up gradation of health professionals 

in periphery; government hired 6,000 fresh graduates and increased their pay and 

allowances. Twenty-five foreign doctors are also employed in the new policy. 

Government has taken a positive step of giving extra allowance to those who prefer to 

work in far-flung areas. Due to this, a positive change has been observed in attendance. 

Previously promotion criteria were very tough, and the health professionals used to wait 

for a long time, but the case is different now-a-days. If you fulfill the criteria, then you 

will be promoted. Accountability is also addressed in new policy and dealing with the 

patient complaints through proper documentation. 

According to the new health policy, two senior doctors and two professors will 

serve in one ward. Previously, there was always one doctor present with one assistant 

professor for serving the facilities. Now the increased staff members in one ward are 

proved helpful in reducing the burden and providing the best quality of care to the 

patients. 

4.5.4 Availability of Medicines: 

 

Medicines are provided according to the available budget. The administrations of 

the hospitals try their level best to give relief to their patients by providing free of cost 

medicines in emergency. All the available medicines are provided free of cost in ICU, 

CCU and emergency wards but those available medicines are too much insufficient 

because of the unavailability of enough budgets. Those available medicines approved by 

the hospitals in Pakistan, are not of international standard but are local types not well 

effective. 

Now, due to new reforms in the health department, many types of demanded 

medicines are provided to the patients in public hospitals. Health insurance card scheme 

is reducing the burden on hospitals. People's trust on doctors ' ability is restored, and the 

discrimination based on cultural gap is diminished. The revenue condition of public 

teaching hospitals is going towards betterment, and health insurance cards are issued to 

the most deserving patients for getting free treatment. Delay in receiving the demanding 

medicine is another problem faced by the patients of public teaching hospitals. Now, in 

the new policy, needed medicines are provided to the patients but the problem is that 
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these services are not provided to the patients on time. They provided alternative of 

original medicines to those patients who can't afford expensive medicines. 

 

4.5.5 Number of attendants on patients: 

 

Another problem faced in public teaching hospitals is the number of attendants on 

the patients. Attendants are seemed sometimes involved in quarrel with the hospital's staff 

members. The increased number of attendants is creating disturbance in the system of 

cleanliness. The insufficient system of cleanliness, and unhygienic condition is becoming 

the main problem in public teaching hospitals. Patient ‘s illiteracy also creates problems 

in the timely treatment of patients. There also exists communication gap between doctors 

and patients due to patient's illiteracy, unawareness and language barriers. 

4.5.6 Corruption 

 

Corruption is deeply rooted in our culture. Corruption has many forms. Financial 

corruption in the form of dishonest distribution of funds and corruption in the form of 

delayed services, is observed in health care centers. If one is not sincere with one's work 

and duties, then it also comes under the form of corruption. The tradition of corruption is 

reducing to a great extent due to the introduction of IMU scheme. Unfortunately, in 

developing countries the main focus of the doctors is to get handsome salaries instead of 

performing their duties with honesty. Due to the unstable government policies about the 

public teaching hospitals, administration staff in the hospitals is unable to get a better 

lifestyle. So, they are involved in doing part-time jobs in some private hospitals. As a 

result, some doctors are unable to give proper time to their patients. Such a situation is 

creating problems for public sectors patients because of insufficient concentration of 

doctors about their disease. Overcrowding is also a problem for senior doctors to examine 

all the patients. Because of the doctors ‘unavailability in public hospitals, mostly TMOs 

examine the patients. This will also be considered a type of corruption if a doctor gives 

more time to their private clinics instead of public teaching hospitals. Now, because of 

implementing new reforms in the health department, both TMOs and senior doctors 

perform their duties on time. Senior doctors are supposed to teach junior doctors. For 

better training of junior doctors, first the patient is examined by the junior doctors, later 

the case is sent to the senior doctors. 
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4.5.7 Gender Discrimination 

 

There is no gender discrimination in the treatment on the part of the hospital staff, 

but the culture of male dominancy affects the treatment of female patients. Now to some 

extent, society has started to treat both genders equally. But still the cultural gap affects 

the health of women, especially in the gynae and surgical issues. No discrimination is 

found in the health care system as every facility is equally available to t, he male and 

female, rich and poor. In the past, extreme kind of gender discrimination has prevailed in 

the society. But now, the time has changed people are aware about their rights and can 

protest against any exploitation. 

 

4.5.8 Space Availability 

 

Space availability is a big issue in public sector hospitals. There should be enough 

space for a patient, but unfortunately public hospitals lack enough space in the wards. 

More buildings are required to accommodate the attendants of patients. The shortage of 

beds for patients is another problem faced by public hospitals. According to the 

international standards, the required space for patients is not available in our public 

teaching hospitals. Waiting areas of public hospitals are better as compared to private 

hospitals, but it needs to be extended and parking areas are not according to seasonal 

changes. Negative changes are also observed in the revised health policy. On one side, 

for solving the space issues they have reduced the beds quantity in each ward, but on the 

other side it has become the anxiety problem for patients because of not getting the bed 

service for the treatment. Due to two holidays, the work timings per day have been 

increased due to which patients suffer more. 

To deal with the issue of space availability, the bed management has allowed 

facilitating the patients in any ward for provision of timely treatment. In the past, to tackle 

the space shortage problem, Lady Reading hospital allowed their patients to arrange 

private beds for themselves in case of emergency. 

In public sector hospitals, the patients ‘ratio is increasing but the bed capacity of 

the hospitals is still the same as it was fifty years ago. Insufficient and improper waiting 

rooms are another drawback in the public health sectors. Budget is allocated but it is very 

meager to fulfill the demands of the health care system. 
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4.5.9 Complications in the health care system 

 

In the new policy, the government has planned to cope with the local-level 

hospital problems first. These local level hospitals will treat minor ailments, and only 

serious cases will be referred to districts or provisional level hospitals. To meet this 

challenge, there is a need to develop hospitals at tehsil and district level. In this way, the 

burden on teaching hospitals can be reduced successfully. New health policy has failed 

to produce many positive changes. The new health system has become more complicated 

and difficult for a common man. There are a lot of new holes in our health care system 

due to which people rush towards teaching hospitals directly, even for minor ailments. A 

bird eye view of the UK health system discloses that the patient is always examined by 

GB first, then they refer the patient to the higher-level hospitals, if necessary. In our 

public health centers communication gap arises among doctors and patients due to the 

absence of an appropriate system, language barriers and lack of patience. 

 

4.5.10 Activation of primary health care centers: 

 

This government concentrates more on the primary health care centers in which 

their focused points are to provide electricity to all BHUs through solar system, to provide 

medicines, and to ensure staff presence. In these centers, 70% first aid facility is provided, 

but they are facing problems due to intime funds delivery. At the tertiary level, public 

hospitals are not facing late funding problem, but it is only at local level because local 

level people don't have awareness equal to tertiary, district or provincial level people 

about their rights to protest on the late funding system. 

 

4.5.11 Independent Monitoring Unit 

 

In new health care policy, government has established an independent Monitoring 

Unit to check staff performance in practicing their duties. It is a positive step towards the 

betterment of public hospitals. In the past, all these duties were performed by (MS) 

Medical Superintendent but now Independent Monitoring Unit observes doctors and staff 

performance for lowering the miseries of patients. In order to enhance the quality of 

administration's performance, monitoring unit looks after the doctors and nurses ‘genuine 

issues and also tries to resolve their doubts. For this purpose, they have designed a 
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protocol according to international standard demands which will bring improvements in 

attendance and documentation. The implementation process is completed under the GCIC 

parameters. All these steps will provide better quality of health care service to the 

patients. 

    A new procedure has been introduced in the new health policy whereby IBPP 

(Institution Based Private Practice) has been started in the evening. The senior doctors of 

that institution examine the patients at a very reasonable fee. This practice has reduced 

the grievances of the poor patients to a great extent. 

 

4.5.12 Summary 

 

The main aim behind such new reforms was to improve the patients' lot in the 

public teaching hospitals by improving the existing hospital conditions. In 2013, an 

amendment in terms of health issues was carried out by the government. A board of 

governors was introduced but it didn't prove effective because of the government’s poor 

grip over the board members. The chairman of the board was out of country and 

management was overseen and controlled through local managers. 

      Another critical aspect in reforms is the representation of the local level qualified 

people. Such reforms offer some incentives-based subsidies like house-subsidy to the 

MTI staff but still some reservations were made from the civil staff members. 'Hospitals 

are not responsible for generating funds for themselves but it is the responsibility of the 

government to support them financially. Owing to the shortage of resources, common 

people are always turned towards the government hospitals, but they face problems when 

a government doctor asks the patients for some medical tests like X-rays, MRI from some 

private hospitals due to the unreliable results of the available cheap and outdated medical 

machinery at government hospital. 

Pakistan is a developing country where most people are poor and unable to afford 

private health care facilities. So, everyone tries to approach government hospitals which 

are also overburdened due to flow of patients.  

 

Most of the facilities are available in urban hospitals but missing in rural areas. If 

these facilities are provided to the people at their doorstep, then it can reduce the burden 

on public teaching hospitals. Primary health care centers were not activated. There is a 
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lack of facilities and sometimes nonavailability of staff for the patients. In health centers, 

if the staff is punctual, they take care of the patients and follow their duty timings. Some 

other issues such as lack of punctual doctors in the government hospitals’, lack of patient 

‘s patience and unqualified staff were also observed as hurdles in the way of public 

hospitals’ progress. Punctuality should be made compulsory criteria especially in the 

emergency cases.
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V. SUMMARY, CONCLUSION AND RECOMMENDATIONS 

 

5.1. Summary 

 

The patients ‘satisfaction regarding the new health policy/reforms was 

investigated by a comprehensive questionnaire from 384 respondents/patients with the 

age groups between (25 to above 65) years who visited the public teaching hospitals for 

getting medical treatment. A brief summary of the study’s findings is mentioned below: 

Majority of the respondents (54.4%) were male patients who availed treatment. 

Average age was found up to 25 years. The majority of the respondents (75.8%) belonged 

to the joint family system as compared to the nuclear family system. Most of the 

respondents (57.8%) were illiterate. Maximum income was found below Rs 15,000 for a 

majority of the respondents. Half of the respondents (53.1%) had family members (6-10). 

Majority (79.4%) belonged to labor class and 75% had rural residence.  

Responses regarding provision of free medicines shows that majority of the 

respondents (84.4%) had a positive response that approach to life-saving drugs is a nightmare 

for poor and middle class. While 63.0% respondents agreed that public has access to essential 

medicines at primary level without discrimination. Almost 88.3% respondents agreed that 

structural fragmentation to upgrade hospital is essential to capture the pace of improvement 

in services with------- accommodation to patients; the majority (85%) agreed that patients are 

examined properly with professional zeal and commitment. Almost 70.3% disagreed that 

private clinics attract senior doctors for minimal presence in public hospitals. 

Furthermore, 70.3% respondents disagreed that mostly patients are provoked to private 

clinics to enable e doctors to earn more. Majority of the respondents (72.1%) disagreed 

that women are given less time in diagnosis as compared to males in hospital. Half of the 

respondents (50.8%) strongly agreed that a viable and working health policy was missing 

prior to 2013 health policy introduced by KP government. Responses regarding 

monitoring and rules regulation violation show that majority of the respondents 78.6% 

agreed for no penalty is imposed on health professionals when found guilty. Furthermore, 

77.9% respondents opined that secondary and tertiary health care is rare for public. 
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Almost 78.9% supported that shortage of beds in emergency is the most common 

phenomena in public hospitals. 

At bi- variate level, the study found a significant association (p=0.001) between 

‘medicines with low prices are offered to public in Pakistan’ and patient satisfaction. 

Again, a considerable association (p=0.004) was found between ‘mediocre community 

confronts impediments to access essential drugs and patient satisfaction. Furthermore, a 

highly significant association (P=0.005) was found between non-registered   pharmacies 

encourages the flooding of market with sporran drugs and patient satisfaction. Regarding 

availability of services, a highly significant association (p=0.000) was found between 

‘lack of basic amenities is the major cause of patient dissatisfaction over resources,’ a 

significant association (p=0.032) was found between public hospitals serve with 

laboratory and pharmacy services along with significant association (p=0.030) between 

public satisfaction encompasses countless elements of health care. The relationship 

between presence of staff and patient’s satisfaction was found highly significant 

(p=0.000), absentees of doctors and nurses are one of the major perplexities in public 

sectors, negatively affecting the institutional performance. A highly significant 

association (p= 0.000) was found between doctors ‘personal clinics and private practices 

that deteriorate their performance. A significant association (p=0.001) was found between 

doctors and paramedical staff according to the specified duty schedule. Patients’ 

satisfaction and access to medical services was found significantly associated (p=0.042) 

with ‘primary health care centers are equipped with expert female gynecologist,’ and a 

significant association (p=0.042) was found between ‘primary health care centers are 

well- equipped’ and patient satisfaction. 

   Furthermore, a significant association (p=0.013) was explored between ‘health 

insured and entitled patients are enforced to pay for their treatment’ with patient 

satisfaction, a significant association (p= 0.017) was found between ‘minimal time is 

spared for proper investigation of disease at hospitals by doctors,’ along with significant 

association (p=0.012) between ‘10-15 minute wards visits are made by senior doctors to 

fulfill the minimum requirements of visits’ and patient satisfaction. Patient satisfaction 

and gender discrimination was found with a significantly associated (p=0.001) with 

‘women have less access to medical services including provision of free medicines,’. A 
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highly significant (p=0.000) association existed between ‘gynae wards are mostly 

overcrowded and the tasks are performed by males’ along with a significant (p=0.019) 

association between ‘presence of female health consultants at all levels in the health care 

system is essential’ with patient satisfaction. Likewise, a highly significant (p=0.000) 

association was emanated between ‘defective infrastructure and substandard policies lead 

to poor health care system in hospitals and patient’s satisfaction. In addition, a significant 

(p=0.005) association was established between ‘people are often kept in dark about 

medicinal availability in hospitals’ with patient’s satisfaction. A highly significant 

(P=0.000) association was found between ‘critical patients are served with blood stained 

and unhygienic beds in emergency wards and patient’s satisfaction. Similarly, a highly 

significant (P=0.000) association existed between ‘rough and dirty bedsheets are utilized 

frequently without maintaining cleanliness at regular intervals. 

Bi-variate analysis by indexing both dependent and independent variables 

indicated that patient satisfaction had a significant (P=0.002) relationship with provision 

of free medicines. While patient satisfaction was found non-significant (P=0.345) with 

the availability of services. However, the association was also explored significant (P= 

0.002) between patients’ satisfaction and presence of staff. In addition to this, a non-

significant (P= 0.251) association was found between access to medical services and 

patients’ satisfaction. Similarly, a non-significant (P=0.152) association existed between 

corruption and patient’s satisfaction. On the other hand, a significant association 

(P=0.016) was discovered between gender discrimination and patient’s satisfaction. 

Likewise, a significant (P=0.001) association was discovered between rules regulation 

violation and patient’s satisfaction. Furthermore, a non-significant (0.007) association 

was explored between space availability and patient’s satisfaction. 

In the third part multi-variate analysis was carried out by controlling age and 

family type of the respondents. The relationship between gender discrimination and 

patient’s satisfaction was found significant (P=0.034) for the age group 55-65 years with 

non-spuriousness while controlling age. Furthermore, a non-significant (P=0.170) and 

spurious relationship was found between gender discrimination and patients’ satisfaction 

with regard to the nuclear family system. Similarly, a non-significant (P=0.110) and 

spurious relationship was explored between gender discrimination and patient’s 
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satisfaction with reference to the joint family system. A non-significant (P= 0.323) and a 

spurious relationship was discovered between provision of free medicines and patient’s 

satisfaction for the age group of 55-65 years. Similarly, a spurious and a non-significant 

(P=0.305) association was also found for the age group of above 65 years. In addition to 

this, a non-significant (P= 0.219) association was found between patients’ satisfaction 

and provision of free medicines while controlling family type. It was found non-spurious 

while comparing at bi-variate level. Furthermore, the influence of age grades regarding 

the association between patient’s satisfaction and rules regulation violation was found 

non-significant (P=0.227) for the respondents with the age group of 25 years. Similarly, 

a non-significant (P=0.833) association between rules regulation violation and patient’s 

satisfaction was established for the age group of 55-65 years. By comparing these results 

with bi-variate level, it was found significant and non-spurious. 

5.2. Conclusion 

 

The existing study had a major focus on patient satisfaction regarding health 

reforms in KP. The data were collected from patients of both genders getting medical 

treatment in three major public-sector hospitals. The study concluded that patients were 

getting treatment in an overwhelming majority. The majority of the patients had a 

complete trust in hospital management services including punctuality on the part of the 

staff and providing maximum space with no gender-based discrimination. It was further 

explored that all-out efforts were made to nab corruption through a strong vigilance-based 

monitoring and evaluation system. 

     At bi-variate level, while a relationship between dependent and independent variable 

worked around indicated that female gender had less access to free medicines. They might 

have been victims of gender-based discrimination with fears of gender harassment 

(illegitimate actions by male). Due to low representation of female gender in hospital 

management and professional structure, violation of rules regulation occurred despite 

complete presence of staff. Gynae wards had a dismal reflection of unhygienic conditions 

with a major role being performed by males instead of females. It was further dismantled 

that the prevalence of poor policies and mismanagement had eroded the smooth 

transmission of services to the needy segments. Policies were mostly framed without 

taking inputs from the local representatives of the people to cope with issues of over 
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crowdedness and non- existence of lounge/waiting rooms to outdoor patients. Policies 

work out strategies of curtailing the spurious drugs ensuring the medicines on cheap 

prices, addressing the issue of lack of basic amenities by bringing structural 

transformation. 

It was further learned from the study findings that punctuality was prevalent on 

the part of doctors and paramedical staff albeit a mismatching dichotomy for doctors to 

attend hospitals and do their private clinic business resulting into absence from their 

duties, seducing patients to private clinics. The primary health care centers were given all 

the necessary equipment, including the qualified staff however, their absence from duty 

had eroded the hopes of patients, forcing them to attend the secondary health units. Both 

young and senior doctors were found giving little time for comprehensive investigation 

of patients at hospitals. The study disclosed that women were facing discrimination in 

treatment as they had lesser access to medical facilities, faced harassment due to 

overcrowded gynae wards, from doctors and male staff.  

The health policy was found an amalgamation of defective infrastructure 

consisted of malpractices of management and lacking mechanism of control over drugs 

prices and least involvement of people in hospital decision making process. The findings 

further emanated that old age patients were more prone to discrimination in getting 

treatment at hospital. Representation of nuclear family had high tendencies of violating 

rules and regulations pertaining to getting maximum satisfaction over treatment 

respectively. 

While controlling age of family type, the study envisaged that all age groups had 

least care of following and adopting the rules and regulations with relation to the 

functional aspects of the hospital. Moreover, it was further augmented from the relative 

structure of family as an institution as well. No family type i.e.  joint or extended paid 

any heed to observe the hospital regulations. Such attitude of non-compliance at their part 

was discovered as a harbinger to the disorder and chaos for the hospital management. 

     The qualitative data explained that structural and functional reforms with regards to 

management was properly addressed in 2013 reforms by overthrowing the old 

mechanism and replacing it with a vibrant board of governors. Most of the facilities 

existed in the urban hospitals but lacking in rural areas, thus pushing the rural people to 
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rush to cities for getting treatment. Non- presence of doctors at the relative hospitals, lack 

of patience by patients upon non-delivery of services e were some other manacling factors 

hindering the smooth delivery of reform’s benefits to the needy segments of population. 

Talcott Parson theory of structural functionalism, upon its application to the 

current study amply explained the study as myriad organs, chained together through 

functional aspect of organization representing the health institution as a complex. After 

successful completion of the task (study) it was found that Parson structural functional 

perspective best suited to understand and interpret the changing scenario with special 

reference to deliverance in a directional mode. It was found that study data also 

reciprocated to explain the study scenario under the Parson perspective of structural 

functionalism.  

5.3. Recommendations 

 

The following recommendations are formulated in the light of conclusion of the 

study.  

1. The study depicted the space problem with regards to patient accommodation at 

hospitals. Most of the wards were overcrowded and more than one patient was 

using a single bed simultaneously. Policies regarding the space issue need to be 

framed in light of ground realities. 
 

2. A huge number of patients were pushed for operation in surgical wards. However, 

the operation theatres were obsolete and in a dilapidated condition. OT should be 

improved with state-of-the-art equipment along with skillful and expert staff to 

reduce patients' grievances. 
 

3. Independence to operate was found stumbling as function was split apart and 

never supporting one another. In the new policy, managers hired bed manager, 

sanitation manager but they faced problems in working independently as they 

were dominated by the doctor ‘s clinical/non-clinical staff. Segregation of 

domains with conspicuous rules and regulations could help fulfill the targeted 

objectives. 
 

4. Due to over crowdedness, the tertiary level hospitals were overburdened. In order 

to reduce the burden on tertiary hospitals, tehsil or district level hospitals needs to 
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be upgraded by providing them with the required equipment and trained human 

personnel. 
 

5. All the three sampled hospitals were run through different parameters of rules and 

regulations. Rules and regulations must be uniform for all the sampled public 

sector hospitals to effectively cater the services domain as all these hospitals come 

under one province and law needs to be the same for the whole province. 
 

6. Most of the gynae wards were overcrowded and ran through males. To capture 

the issue, and for public facilitation, IBPP (Institution Based Private Practice) 

should be strengthened by establishing maternity homes for providing relief to the 

patients. 
 

7. Interventional Radiologists, interventional cardiology and labs need to be 

introduced in public sector hospitals. Due to their unavailability in public 

hospitals most of the poor masses approach the private sector for better 

facilitation. 
 

8. In public hospitals or institutions, the process of accountability is usually looked 

upon by the civil service cadre. An indigenous system of accountability based on 

rewards and punishment by involving the hospital stake holders need to be 

implemented. This would serve as a catalyst in improving the work efficiency, 

ultimately improving the lot of people. 
 

9. All the class four employees, including (housekeeping, ward boy, security, and 

cleanliness) must be outsourced. They should be hired on contract basis for 

ensuring consistent deliverance on long term approach. 
 

10. In order to improve the performance of public teaching hospitals, yearly 

assessment should be made possible by the third party, which would highlight the 

grey areas for improvement. This model is already in practice in different 

hospitals of Pakistan (Shifa International is an authorized body for the assessment 

and evaluation of these hospitals after every three years.



147 

 

LITERATURE CITED 

A. Hafeez et al. (May 2014). Prescription and dispensing practices in public sector health facilities 

in Pakistan: Survey report, Department of Pediatrics, KRL Hospital, Islamabad, The Network for 

Consumer Protection*, Islamabad, Emergency Drug Supply Project**, Quetta and Emergency 

Drug Supply Project, Peshawar. 

Abbasi, A. S. K., Arslan, M., & Khan, S. A. (2012). Assessment of logistic mechanism of anti-

tuberculosis drugs in District Bagh, Azad Jammu & Kashmir. Pakistan Journal of Public 

Health, 2(1), 30-35 

Abdullah, H., Doghaither, A., Badreldin, MA., Abdalla, AWS., Kamil, AAA., & Majzoub, (2001). 

Patients ‘satisfaction with primary health care centers services in Kuwait City, Kuwait, J 

Family Community Med, 8(3): 59-65. 

Abdullah, M. A., Mukhtar, F., Wazir, S., Gilani, I., Gorar, Z., & Shaikh, B. T. (2014). The health 

workforce crisis in Pakistan: A critical review and the way forward. World Health Popul, 

15(3), 4-12. 

Abida, Sultana et al. (2016). Level of satisfaction of admitted patients, Department of Community 

Medicine, Rawalpindi Medical College, Rawalpindi, Journal of Rawalpindi Medical College 

(JRMC); 2016;20(1):59-62 

Acker, J. (1998). The diseases, illness, and patient: International Journal of Health and Development 

Africa, 5(4), 195‒206. 

Adebayo, O. O. (2012). Effects of family size on household food security in Osun State, Nigeria‖, 

Asian Journal of Agriculture and Rural Development, 2(2), 136-141. 

Adekanye, A., Adefemi, S., Okuku, A., Onawola, K., Adeleke, I., & James, J. (2013). Patients' 

satisfaction with the healthcare services at a North Central Nigerian Tertiary hospital. Nigerian 

J Med, 22, 218-24. 

Afshan, Khattak et al. (2012). Patient satisfaction – A comparison between public &private hospitals 

of Peshawar, International Journal of Collaborative Research on Internal Medicine & Public 



148 

 

Health, Pediatric Consultant, Shaukat Khanum Memorial Cancer Hospital& Research Centre, 

Lahore, Pakistan Peshawar Medical College, Peshawar, Pakistan. 

Agosta, LJ. (2009). Patient satisfaction with nurse practitioner delivered primary healthcare services. 

J Am Acad Nurse Pract 2009, 21(11), 610-7. 

Ahmad, A.M., Price, A., & Demain, P. (2014). Impact of space flexibility and standardization on 

healthcare delivery. International Journal of Applied Science and Technology. 4 (4), July 2014. 

(24-45). 

Ahmad, I., & Din, SU. (2007). Patients ‘satisfaction from the health care services references. Gomal 

J Med Sci.2010, 8(1), 95- 97. 

Ahmad, I., Nawaz, A., & Uddin, S. (2011). Dynamics of patient satisfaction from health care 

services. Gomal Journal of Medical Sciences, 9(1), 37-41. 

Aitken, M., Backliwal, A., Chang, M., & Udeshi A. (2013). Understanding health care access in 

India, IMS Institute for Healthcare Informatics, June 2013. Available from: 

http://www.imshealth.com/deployedfiles/imshealth/Global/Content/Corporate/IMS%2 

0Institute/India/Understanding Healthcare_ Access_in_India.pdf. [Last accessed on 2015 Jan 

12]. 

Ajao, KO., Ojofeitimi, E.O., Adebayo, AA., Fatusi, AO., & Afolabi, OT. (2010). Influence of family 

size, household food security status, and childcare practices on the nutritional status of under-

five children in ile-ife, Nigeria. African Journal of Reproductive Health, 14(4), 123-132. 

AK, Wagner., AJ, Graves., SK, Reiss., R, LeCates., & F, Zhang. (2011).  Health policy, 2011 - 

Elsevier health financing in Ireland. 

Akashi, H. et al. (2003). User fees at a public hospital in Cambodia. 

Akbari, A.H., Rankaduwa, W., & Kiani, A.K. (2009). Demand for public health care in Pakistan. 

The Pakistan Development Review, 48(2), 141–153. 

Akinbajo, S. (2012). The massive MDG fraud: How the health ministry steals from the sick and 

dying. Accessed on the 29th of July 2017 from www.premiumtimesnews/org. 



149 

 

Akokuwebe, M. E., & Adekanbi, D. M. (2017). Corruption in the health sector and implications for 

service delivery in Oyo State public hospitals. Ilorin Journal of Sociology, 9 (1), 200-217. 

Akram, M., & Khan, F. J. (2007). Health care services and government spending in Pakistan (No. 

22184). East Asian Bureau of Economic Research. 

Alam, A. (2012). Impact of large family size on the reproductive health of women at Palosi Peshawar. 

International Journal of Academic Research in Business and Social Sciences, 2(4), 83-94. 

Aldebasi, UH., & Ahmed, MI. (2011). Patients ‘satisfaction with medical services in the Qassim 

Area. J Clinic and Diagn Res 2011, 5(4), 813-817. 

Aldeen, A. Z. (2007). The Muslim ethical tradition and emergent medical care: An uneasy fit. 

Academic Emergency Medicine, 14, 277–278. 

Ancarani, A., Mauro, CD., & Giammanco, MD. (2009). How are organizational climate models and 

patient satisfaction related? A competing value framework approach. Soc Sci Med 2009, 69 

(12), 1813-1818. 

Andaleeb, S. S. (2000). Public and private hospitals in Bangladesh: Service quality and predictors of 

hospital choice. Health Policy and Planning, 15 (1), pp. 95–102. 

Andaleeb, S. S. (2001). Service quality perceptions and patient satisfaction: A study of hospitals in 

a developing country. Social Science and Medicine, 52, pp. 1359-1370. 

Andaleeb, SS. (2000). Service quality in public and private hospitals in urban Bangladesh: A 

comparative study. Health Policy, 53, 25-37. 

Anderson, J. C., & Gerbing, D. W. Structural equation modeling in practice: A review and 

recommended two-step approach. [J]. Psychological Bulletin, 1988, 103 (3): 411. 

Anne-Cécile, S., Cyrille, D., & Benoit, L. (2014). Do gender differences affect the doctor– patient 

interaction during consultations in general practice? Results from the INTERMEDE study. 

Fam Pract. 2014, 31(6),706–13. 



150 

 

Aqsa, Siddiq et al. (July 2016). Quality of healthcare services in public and private hospitals of 

Peshawar, Pakistan: A comparative study using servqual, city University Research Journal 06 

(02) July 2016 PP 242-255 

Archer, KR., Castillo, RC., Wegener, ST., Abraham, CM., & Obremskey, WT. (2012). Pain and 

satisfaction in hospitalized trauma patients: The importance of self-efficacy and psychological 

distress. J Trauma Acute Care Surg 2012, 72(4), 1068-1077. 

Arnold, CL., Davis, TC., Berkel, HJ., Jackson, RH., Nandy, I., & London, S. (2001). Smoking status, 

reading level and knowledge of tobacco effects among low-income pregnant women. 

Preventive Medicine, 2001(32), 313-20. 

Arthur, J.L. (2005). Family size and its socio-economic implications in the Sunyani municipality 

of the BrongAhafo region of Ghana, West Africa. Center for development Studies, Ghana. 

Unpublished. 

Ashfaq, Yusufzai, (September 2017). DAWN group of newspapers. Rs1 billion spent on Sehat Insaf 

program. 

Asian Development Bank. (2019). Khyber Pakhtunkhwa health sector review hospital care, 

Mandaluyong City, 1550 Metro Manila, Philippines, ISBN 978-92-9261-764-6, DOI: 

http://dx.doi.org/10.22617/TCS190481-2. 

Ather, F., & Sherin, A. (2014). Health system financing in Pakistan: Reviewing resources and 

opportunities. KMUJ: Khyber Medical University Journal, 6(2), 53-55. 

Azfar, O., & Gurgur, T. (2005). Does corruption affect health and education outcomes in the 

Philippines? http://papers.ssrn.com/sol3/papers.cfm?abstract_id=723702. 

Babar, T. S., & Juanita, H. (2004). Health service utilization in Pakistan, pp.1- 6. 

Babar, ZD., Ibrahim, MIM., Singh, H., Bukhari, NI., & Creese, A. (2007). Evaluating drug prices, 

availability, affordability, and price components: Implications for access to drugs in Malaysia. 

PLoS Med. 2007, 4(3), 82-85. 

http://papers.ssrn.com/sol3/papers.cfm?abstract_id=723702


151 

 

Bagozzi, R. P. A holistic methodology for modeling consumer response to innovation. [J]. 

Operations Research, 1983, 31 (1): 128-176. 

Bagozzi, R. P., & Yi, Y. (1988). On the evaluation of structural equation models. [J]. Journal 

of the Academy of Marketing Science, 16 (1): 74-94. 

Baker, G. R. (2011). The roles of leaders in high-performing health care systems. The king ‘s fund 

commission on leadership and management in the NHS. 

Baker, R.G., & Axler. R. (2015). Creating a high performing healthcare system for Ontario: Evidence 

supporting strategic changes in Ontario. University of Toronto, Institute of Health Policy, 

Management and Evaluation (2015). 

Balarajan, Y., Selvaraj, S., & Subramanian, SV. (2011). Health care and equity in India. Lancet 

2011; 377:505-15. 

Barreto, MNSC., Cesse, EAP., Lima, RF., Marinho, MGS., Specht, YS., & Carvalho, EMF et al. 

(2015). Análise do acesso ao tratamento medicamentoso para hipertensão e diabetes na 

Estratégia de Saúde da Família no Estado de Pernambuco, Brasil. Rev Bras Epidemiol. 

2015;18(2):413-24. https://doi.org/10.1590/1980-5497201500020010. 

Baruah, M. et al. (May 2016). International journal of community medicine and public health.  Int J 

Community Med Public Health. 2016 May;3(5):1215-1218 http://www.ijcmph.com 

Bazargani, Y. T., Ewen, M., De Boer, A., Leufkens, H. G., & Mantel-Teeuwisse, A. K. (2014). 

Essential medicines are more available than other medicines around the globe. PLoS One, 9(2). 

doi: 10.1371/journal.pone.0087576. 

Behan, J., Dishongh, T., O`Donovan, K., Burn, A., & Roberts, S. (2009). Monitoring handrails to 

reduce falls. United States: Patent Application Publication. 

Belcher, P., Busse, R., Figueras, J., Holland, W., Le Grand, J., Lessof, S., McKee, M., Mossialos, 

E., Saltman, R.B., & Palm, W. (2012). Gender and health. UROHEALTH, 18(2), 10-12 

retrieved from http://www.euro.who.int/__ data/assets/ pdf_ file/ 0007/169531/Eurohealth- 18 

(2).pdf 

https://doi.org/10.1590/1980-5497201500020010
https://dx.doi.org/10.1371%2Fjournal.pone.0087576
http://www.euro.who.int/__%20data/assets/%20pdf_%20file/%200007/169531/Eurohealth-Vol-18-No-2.pdf
http://www.euro.who.int/__%20data/assets/%20pdf_%20file/%200007/169531/Eurohealth-Vol-18-No-2.pdf
http://www.euro.who.int/__%20data/assets/%20pdf_%20file/%200007/169531/Eurohealth-Vol-18-No-2.pdf


152 

 

Bhutta, ZA., Soofi, S., Cousens, S., Mohammad, S., Memon, ZA., & Ali, I. et al. (2011). 

Improvement of perinatal and newborn care in rural Pakistan through community-based 

strategies. Lancet 2011; 377: 403–12. 

Bjertnaes, OA., Sjetne, IS., & Iversen, HH. (2012). Overall patient satisfaction with hospitals: Effects 

of patient-reported experiences and fulfillment of expectations. BMJ QualSaf, 21(1), 39-46. 

doi: 10.1136/bmjqs-2011- 000137. Epub 2011 Aug 26. 

Bollen, K. (1989).   Structural equations with latent variables, New York: John Wiley & Sons. In 

Inc: 1989. 

Booklet of Drug Controls Organization http://www.dcomoh.gov.pk/downloads/booklet.pdf. Bossert, 

T. J., & Mitchell, A. D. (2011). Health sector decentralization and local decision- making: 

Decision space, institutional capacities, and accountability in Pakistan. Social Science & 

Medicine, 72 (1), pp. 39-48. 

Brainerd, Elizabeth., & Cutler, David. (2005). "Autopsy on an Empire: Understanding mortality in 

Russia and the Former Soviet Union". Ann Arbor, MI: William Davidson Institute. 

Braveman, P.  (2006).  Health disparities and health equity:  Concepts and measurement. Annual 

Review of Public Health, 27, 167-194. doi:10.1146/annurev.publhealth.27.021405.102103. 

PMID 16533114. 

Braveman, PA., Cubbin, C., Egerter, S., Williams, DR., & Pamuk, E. (2010). "Socioeconomic 

disparities in health in the United States: What patterns tell us." Am J Public Health, 100 (1), 

S186-S196. 

Brown, B., Wright, H., & Brown, C. (1997). A post-occupancy evaluation of wayfinding in a 

pediatric hospital: Research findings and implications for instruction. Journal of Architectural 

& Planning Research, 14(1), 35-51. 

Burns, L. R., & Muller, R. W. (2008). Hospital-physician collaboration: Landscape of economic 

integration and impact on clinical integration. The Milbank Quarterly Sept, 86 (3), 375-434. 

Byrne, B. M. (2013). Structural equation modeling with AMOS: Basic

 concepts, applications, and programming. [M]. Routledge, Tylor, and Francis Group. 

https://doi.org/10.1146%2Fannurev.publhealth.27.021405.102103
https://doi.org/10.1146%2Fannurev.publhealth.27.021405.102103
https://en.wikipedia.org/wiki/PubMed_Identifier
https://www.ncbi.nlm.nih.gov/pubmed/16533114


153 

 

Cameron, A., Ewen, M., Ross-Degnan, D., Ball, D., & Laing, R. (2009). Medicine prices, 

availability, and affordability in 36 developing and middle-income countries: A secondary 

analysis. Lancet, 37:240–249. doi: 10.1016/S0140-6736(08)61762, [PubMed] [CrossRef] 

[Google Scholar]. 

Cameron, A., Roubos, I., Ewen, M., Mantel-Teeuwisse, AK., Leufkens, HGM., & Laing, RO. 

(2011). Differences in the availability of medicines for chronic and acute conditions in the 

public and private sectors of developing countries. Bull World Health Organ. 2011, 89, 412-

21.https://doi.org/10.2471/BLT.10.084327. 

Cao, X. J., Xu, Z., Douma, F. The interactions between e-shopping and traditional in-store shopping: 

an application of structural equations model. [J]. Transportation, 2012, 39 (5): 957-974. 

Cattell, R. B. (1966). The screen test for the number of factors. [J]. Multivariate Behavioral 

Research, 1 (2): 245-276. 

Centers for Medicare and Medical Services. HCAHPS fact sheet (CAHPS Hospital Survey) August 

2013. Available at http: // www. Hcahps online.org/files/August%20 2013 %20HCAHPS 

%20Fact% 20Sheet2.pdf. Published August 2013. Updated September 5, 2013 Accessed 

November 13, 2013. 

Chandrinou, A., Gaitanou, K., Exarchos, K., Antoniadou, D., Tsorbanaki, C., Bissias, C., & 

Malliarou, M. (2013). Rating of patient satisfaction factors in a clinical hyperbaric centre of a 

Greek Navy hospital. Int J Car Sci 2013, 6(1), 69-77. 

Change, JT., Hays, RD., Shekelle, PG. et al. (2006). Patients ‘global ratings of their health care are 

not associated with the technical quality of their care [published correction in Ann Intern Med. 

2006; 145:635-636]. Ann Intern Med. 2006; 144:665-672. 

Chaudhury, N., & Hammer, J. S. (2003). Ghost doctors: Doctor absenteeism in Bangladeshi health 

centers. World Bank Policy Research Working Paper, 3065. 

Chaudhury, N., & J.S. Hammer. (2004).  Ghost doctors: Absenteeism in Bangladeshi health facilities. 

World Bank Economic Review 18 (3). 

https://www.ncbi.nlm.nih.gov/pubmed/19042012
https://dx.doi.org/10.1016%2FS0140-6736(08)61762-6
https://scholar.google.com/scholar_lookup?journal=Lancet&title=Medicine+prices,+availability,+and+affordability+in+36+developing+and+middle-income+countries:+a+secondary+analysis&author=A+Cameron&author=M+Ewen&author=D+Ross-Degnan&author=D+Ball&author=R+Laing&volume=37&publication_year=2009&pages=240-249&pmid=19042012&doi=10.1016/S0140-6736(08)61762-6&
https://doi.org/10.2471/BLT.10.084327


154 

 

Cherecheş, R. M., Ungureanu, M. I., Sandu, P., & Rus, I. A. (2013). Defining informal payments in 

healthcare: A systematic review. Health Policy, 110(2-3), 105-114. 

Chiu, LF. (2003). Inequalities of access to cancer screening: A literature review. Sheffield: NHS 

Cancer Screening Programme 2003. 

Cogoy, L., & Tamburlini, G. (2012). Gender approaches to adolescent and child health: The gender 

tool of the European Strategy for child and adolescent health and development. 

Cohen, G. (1996). Age and health status in a patient satisfaction survey. Soc Sci Med. 1996, 42(7), 

9. 

Constitution of the world health organization. Geneva: world health organization; 1948. 

Coursen, C. C. (2009). Inequalities affecting access to healthcare: A philosophical reflection. 

International Journal of Human Caring, 13(1), 7-15. 

De Jong, T., Bos, E., Pawlowska-Cyprysiak, K., Hildt-Ciupinska, K., Malinska, M., & Nicolescu, G 

et al. (2014). Current and emerging issues in the healthcare sector, including home and 

community care: European Risk Observatory report. Luxembourg: Publications Office of the 

European Union 2014. 

De Marco, A., & De Marco, M. (2010). Conceptualisation and measurement of the neighbourhood 

in rural settings: A systematic review of the literature. Journal of Community Psychology, 

38(1), 99-114. 

Dearmin, J., Brenner, J., & Migliori, R. (1995). Reporting on QI efforts for internal and external 

customers. The Joint Commission Journal on Quality Improvement, 21(6), 277-288. 

Denis, J.-L., Davies, H. T. O., Ferlie, E., & Fitzgerald, L. (2011). Assessing initiatives to transform 

healthcare systems: Lessons for the Canadian healthcare system. Canadian Health Services 

Research Foundation: Ottawa. 

Dennerstein, L., Feldman, S., Murdaugh, C., Rossouw, J., & Tennstedt, S. (1977).  World congress 

of gerontology: Ageing Beyond 2000: One world one future. Adelaide: International 

Association of Gerontology. 



155 

 

Deogaonkar, M. (2004). Socio-Economic inequality and its effect on health care delivery in India. 

Electronic Journal of Sociology. 

DesMeules, M., Pong, R., Lagacé, C., Heng, D., Manuel, D., Pitblado, R., & Koren, I. (2006). How 

healthy are rural Canadians? An assessment of their health status and health determinants. 

Canadian Institute for Health Information. 

DeVoe, J. E., Tillotson, C. J., & Wallace, L. S. (2009). Children ‘s receipt of health care services and 

family health insurance patterns. The Annals of Family Medicine, 7(5), 406-413. 

DeVoe, J. E., Tillotson, C. J., & Wallace, L. S. (2009). Usual source of care as a health insurance 

substitute for US adults with diabetes? Diabetes Care, 32(6), 983-989. 

Dixon, S. (2003). Implications of population ageing for the labour market. Labour Mark Trends, 

111(2), 67–7 

Doherty, W.J., & Allen, W. (1994). Family functioning and parent smoking as predictors of 

adolescent cigarette use: A six-year prospective study. Journal of Family Psychology, 8, 347-

353. 

Dr. Arab Naz et al. (2012) An analytical study of patients ‘health problems in public hospitals of 

Khyber Pakhtunkhwa Pakistan, International Journal of Business and Social Science, 3 (5) 

March 2012. 

Duffield, C., & O'Brien-Pallas, L. (2003). The causes and consequences of nursing shortages: A 

helicopter view of the research. Australian Health Review, 26(1), 186-193. 

Dussault, G., & Franceschini, M. C. (2006). Not enough there, too many here: Understanding 

geographical imbalances in the distribution of the health workforce. Human Resources for 

Health, 4(1), 12. 

Ehsani, J. P., Jackson, T., & Duckett, S. J. (2006). The incidence and cost of adverse events in 

Victorian hospitals 2003–04. Medical Journal of Australia, 184(11), 551-555. 

Eriksen, H.R. (1998). Prevalence of subjective health complaints in the Nordic countries in 

1993.European Journal of Public Health, 8(4), 294‒298. 



156 

 

Farmer, P., & Garrett, L. (2018).  From ―marvelous momentum‖ to health care for all: success is 

possible with the right programs. Foreign Affairs 2007;86: 155–61. 

http://www.foreignaff airs.org/20070301fa response86213/paul-farmer-laurie-garrett/from-

marvelousmomentum-to-health-care-for-all-success-is-possible-with-the-rightprograms.html 

(accessed August 11, 2018). 

Farooq, U. (2004). Doctors' perception about staying in or leaving rural health facilities in District 

Abbottabad. Journal of Pakistan Medical Association, 16(2) 64-69. 

Fikree, F., & Pasha, O. (2004).'Role of gender in health disparity: The South Asian context', BMJ, 

328 (7443), pp. 823--826. 

Finch, BK. (2003). "Early origins of the gradient: The relationship between socioeconomic status 

and infant mortality in the United States." Demography, 12 (2003): 675-699. 

Findik, UY., Unsar, S., & Sut, N. (2010). Patient satisfaction with nursing care and its relationship 

with patient characteristics. Nurs Health Sci, 12(2), 162-9. 

Fishman, L. (1997). "What types of hospitals form the safety net‖. Journal of Pakistan Medical 

Association, 16 (4), 215 – 222. 

Ford, J. K., MacCallum, R. C., Tait, M. The application of exploratory factor analysis in applied 

psychology: A critical review and analysis. [J]. Personnel Psychology, 1986, 39 (2): 291-314. 

Fornell, C., & Larcker, D. F. (1981). Evaluating structural equation models with unobservable 

variables and measurement error. [J]. Journal of Marketing Research, 1981, 39-50. 

Fornell., & D.F. (1981). Larcker, Evaluating structural equation models with unobservable variables 

and measurement error, Journal of Marketing Research (1981), 39–50. 

Foss, CH., & Hofoss, D. (2014). Patients ‘voices on satisfaction: Unheeded women and maltreated 

men? Scand J Caring Sci 2014, 18, 273-280. 

Friedberg, M. W., Hussey, P.S., & Schneider, E.C. (2010). Primary care: A critical review of the 

evidence on quality and costs of health care. Health Affairs, 29(5), 766-772. 



157 

 

Fries, JF. (1980). Aging, natural death, and the compression of morbidity. N Engl J Med 303(3), 

130–135. 

Gandhi, TK., Francis, EC., & Puopolo, AL et al. (2002). Inconsistent report cards: Assessing the 

comparability of various measures of the quality of ambulatory care. Med Care. 2002; 40:155-

165. 

García-Prado, A., & Chawla, M. (2006). The impact of hospital management reforms on absenteeism 

in Costa Rica. Health Policy and Planning, 21(2), 91-100. 

George, D. (2011). SPSS for windows step by step: A simple study guide and reference, 17.0 update, 

10/e.[M]. Pearson Education India: 2011. 

George, D., & Mallery, P. (2006). SPSS for Windows step by step. [M]. 世界图书出版公司: 2006. 

Georgieva, E., Tsankova, G., Kaludova, V., & Ermenlieva, N. (2014). Patient satisfaction with 

laboratory services at selected medical - DiagnosTic laboratories in Varna. J IMAB - Annual 

Proceeding (Scientific Papers) 2014, 20(2), 500-501. 

Gething, PW., Noor, AM., & Zurovac, D. et al. (2004) Empirical modeling of government health 

service use by children with fevers in Kenya. ActaTropica, 91, 227–237. 

Ghose, G., & Adhish, SV. (2011). Patient satisfaction with medical service: A hospital- based study. 

Health and Population - Perspectives 2011, 34(4), 232-242. 

Gill, R., & DE, Stewart. (2011). "Relevance of gender-sensitive policies and general health indicators 

to compare the status of South Asian women‘s health" Women‘s Health Issues 21(1), 12–18, 

doi:10.1016/j.whi.2010.10.003. 

Girdhar, J.G. (2007). CEO; National accreditation board for hospitals & healthcare providers India. 

Girotra, S., Cram, P., & Popescu, I. (2012). Patients ‘satisfaction at America ‘s lowest performing 

hospitals. Circcardiovasc Qual Outcomes.2012, 5(3), 365–72. 

Goldman, DP., & Smith, JP. (2002). Can patient self-management help explain the SES health 

gradient? Proceedings of the National Academy of Sciences 2002, 99 (16), 10929-34. 

http://www.ncbi.nlm.nih.gov/pubmed/21185987
http://www.ncbi.nlm.nih.gov/pubmed/21185987
http://www.ncbi.nlm.nih.gov/pubmed/21185987
https://doi.org/10.1016%2Fj.whi.2010.10.003


158 

 

Gorsuch, R.  L.  Exploratory factor analysis:  Its role in item analysis. [J].  Journal of Personality 

Assessment, 1997, 68 (3): 532-560. 

Gorter, A. C., & Bellows, B. (2008). Do competitive voucher schemes improve the provision of 

health care to underserved and/or vulnerable population groups. Experiences from Nicaragua, 

India, and Africa. 

Goulding, L., Adamson, J., Watt, I., & Wright, J. (2015). Lost in hospital: A qualitative interview 

study that explores the perceptions of NHS inpatients who spent time on clinically 

inappropriate hospital wards. Health Expectations, 18(5), 982-994 

Government of Pakistan. Pakistan Bureau of Statistics Division. National Health Accounts Pakistan 

2009-10. [Cited on April 02, 2014]. Available from URL: www.pbs.gov.pk/content/national-

health-accounts-pakistan-2009-10 

Government Printing Office. (2010). Patient protection and affordable care act [PL 111-148] and 

healthcare and education reconciliation act of 2010 [PL 111-152], March 23, 2010. US 

Government Printing Office Web site. Available at: http://www.gpo.gov/fdsys/pkg/PLAW-

111publ148/pdf/PLAW-111publ148.pdf. Published March 23, 2013.Accessed November 20, 

2013 

Gregory, C. Pascoe. (1983). University of California, San Francisco patients ‘satisfaction in primary 

health care centers. 

Guenther, F., Kaiser, S. J., Fries, T., Frank, U., & Mutters, N. T. (2015). Susceptibility of multidrug 

resistant clinical pathogens to a chlorhexidine formulation. Journal of Preventive Medicine 

and Hygiene, 56(4), E176. 

Guterman, S., Schoenbaum, S. C., Davis, K., Schoen, C., Audet, A.-M.J., & Stremikis, K. et al. 

(2011). High performance accountable care: Building on success and learning from experience. 

The commonwealth fund commission on a high-performance health system. 

H. Lt., & P.M. Bentler, (1999).  Cutoff criteria for fit indexes in covariance structure analysis: 

Conventional criteria versus new alternatives, Structural Equation Modeling: A 

Multidisciplinary Journal 6(1), 1–55. 

http://www.gpo.gov/fdsys/pkg/PLAW-
http://www.gpo.gov/fdsys/pkg/PLAW-


159 

 

Hadley, MB., Blum, LS., Mujaddid, S., Parveen, S., Nuremowla, S., & Haque, ME. et al. (2007). 

Why Bangladeshi nurses avoid ‗nursing': Social and structural factors on hospital wards in 

Bangladesh. Soc Sci Med, 64 (11),66–77. 

Hair, J. F., Black, W. C., & Babin, B. J. et al. (2010). Multivariate data analysis 7th Edition. [M]. 

Pearson Prentice Hall: 2010. 

Hair, J., Anderson, R., & Tatham, R. et al. (2006). Multivariate data analysis prentice. [J]. Pearson 

Education International. New Jersey: Hall Englewood Cliffs, 2006. 

Halata, C. (2013). Stretchers for hospital beds. Diamond Fields Advertiser. 

Hall, A., Danielle, BH., & Roter, DL. (2011). Patients ‘satisfaction with male versus female 

physicians: A meta-analysis. Med Care.2011, 49(7), 611–7. 

Hall, JA., & Roter, DL. (2002). Do patients talk differently to male and female physicians? Meta-

analytic Rev Patient EducCouns.2002, 48, 217–24. 

Hamid, Khan Wazir. (September 2018) Healthcare in disarray due to absence of National Health 

Policy, (LAST UPDATED SEPTEMBER 1, 2018) United Nations. 

Harbinder, S., Ann, A., & Laura, S. (2009). The impact of gender dyads on doctor-patient 

communication: A systematic review. Patient Educ. Couns.2009, 76, 348–55. 

Hardeep, C., & Shivani, M. (2013). Modeling patient satisfaction construct in the Indian health care 

context. Int J of Pharmac and Health Care Market 2013, 7 (1), 75-92. 

Harris, P. B., McBride, G., Ross, C., & Curtis, L. (2002). A place to heal: Environmental sources of 

satisfaction among hospital patients. Journal of Applied Social Psychology, 32(6), 1276-1299. 

Hartley, D. (2004). Rural health disparities, population health, and rural culture. American Journal 

of Public Health, 94 (10), 1675-1678. 

Hassan, R., & Rehman, A. (2007). Facility of gynecology department in public and private hospital 

of Rawalpindi and Islamabad. Journal of Gender Social Issues, 6(1). 



160 

 

Hatcher, J. (2007). Health seeking behavior and health services utilization trends in national health 

survey of Pakistan: What needs to be done. Journal of Pakistan Medical Association, 57(8), 

411 - 444. 

Hatcher, J., & Hall, L. A. (2009). Psychometric properties of the Rosenberg self-esteem scale in 

African American single mothers. Issues in Mental Health Nursing, 30(2), 70-77. 

Hathout, H. (1986). The male gynaecologist. Medical examination of the other sex. Retrieved from 

http://www.islamset.org/bioethics/obstet/examin.html. 

Haugan, G. (2014). Nurse-patient interaction is a resource for hope, meaning in life and self-

transcendence in nursing home patients. Scan J Caring Sci 2014, 28, 74-88.doi: 

10.1111/scs.12028. 

Hausmann-Muela, S., Ribera, J. M., & Nyamongo, I. (2003). Health-seeking behaviour   and the 

health system response. Disease Control Piroirities Project working paper No14. 

Hawlik, K., & Devalière, A. (2016). Access to high-priced medicines in hospital settings in Europe: 

A study in four European countries. Amsterdam: Health Action International. 

Health Resources and Services Administration, (HRSA). (2013). National center for health 

workforce analysis. Projecting the supply and demand for primary care practitioners through 

2020 November2013.http://bhpr.hrsa.gov/healthworkforce/supplydemand/usworkforce/prim 

arycare/projectingprim arycare.pdf. 

Health Sector Reform in Pakistan: Future Directions. [Cited on April 02, 2014]. Available from 

URL: http://www.jpma.org.pk/full_article_text.php?article_id=2203. 

Heath, Y., & Gifford, R. (2001). Post-occupancy evaluation of therapeutic gardens in a multi-level 

care facility for the aged. Activities, Adaptation & Aging, 25(2), 21-43. 

Heather, Farley et al. (2014). Patient satisfaction surveys and quality of care an information paper 

MD. 

Hedayat, K. M., & Pirzadeh, R. (2001). Issues in Islamic biomedical ethics: A primer for the 

pediatrician. Pediatrics, 108, 965–971. 

http://www.islamset.org/bioethics/obstet/examin.html
http://bhpr.hrsa.gov/healthworkforce/supplydemand/usworkforce/primarycare/projectingprim%20arycare.pdf
http://bhpr.hrsa.gov/healthworkforce/supplydemand/usworkforce/primarycare/projectingprim%20arycare.pdf
http://www.jpma.org.pk/full_article_text.php?article_id=2203


161 

 

Hekkert, KD., Cihangir, S., Kleefstra, SM., van, den Berg B., & Kool, RB. (2009). Patient 

satisfaction revisited: A multilevel approach. Soc Sci Med, 2009, 69(1), 68-75. 

Higgins, C., Lavin, T., & Metcalfe, O. (2008). Health impacts of education, a review. Institute of 

Public Health in Ireland. 

Hignett, S., & Masud, T. (2006). A review of environmental hazards associated with in-patient falls. 

Ergonomics, 49(5-6), 605-616. 

Hignett, S., & Lu, J. (2010). Space to care and treat safely in acute hospitals: 

Recommendations from 1866 to 2008. Applied Ergonomics, 41(5), 666-673. 

HIS, Inc. (2015). The complexities of physician supply and demand: Projections from 2013 to 2025. 

Prepared for the Association of American Medical Colleges. Washington, DC: Association of 

American Medical Colleges, 2015. 

Hjortdahl, P., & Laerum, F. (1992). Continuity of care in general practice: Effect on patient 

satisfaction. Bio-Medical Journal, 304(6837), 1210-1215. 

HLEG. (2011). Book high level expert group report on universal health coverage for India. City: 

Planning Commission of India; 2011. High Level Expert Group Report on Universal Health 

Coverage for India. [Google Scholar] 

Holroyd, E., Twinn, S., & Adab, P. (2004). Socio‐cultural influences on Chinese women's attendance 

for cervical screening. Journal of Advanced Nursing, 46(1), 42-52. 

Hou, X., & N. Ma. (2011). "Empowering women: The effect of women's decision-making power on 

reproductive health services uptake Evidence from Pakistan. "World Bank Policy Research 

Working Paper No. 5543. 

House, JS., Lepkowski, JM., Kinney, AM., Mero, RP., Kessler, RC., & Herzog, AR. (1994). "The 

social stratification of aging and health." J Health Soc Behav, 35 (1994), 231-234. 

Howard, M., Hutchison, B., Goertzen, J. & Kaczorowski, J. (2007). Patient satisfaction with care for 

urgent health problems: A survey of family practices patients. Annals of Family Medicines, 

5(1), 419-429. 

https://scholar.google.com/scholar_lookup?title=Book+High+Level+Expert+Group+Report+on+Universal+Health+Coverage+for+India&publication_year=2011&
http://ssrn.com/abstract=1747446
http://ssrn.com/abstract=1747446
http://ssrn.com/abstract=1747446


162 

 

Hu, L. T., Bentler, P. M. Cutoff criteria for fit indexes in covariance structure analysis: Conventional 

criteria versus new alternatives. [J]. Structural equation modeling: A Multidisciplinary Journal, 

1999, 6 (1): 1-55. 

Huang, Audrey. "X chromosomes key to sex differences in health". JAMA and Archives Journals. 

Retrieved 25 April 2013.  

Husmann, K. (2011). Vulnerability to corruption in the health sector: Perspectives from Latin 

American sub-systems for the poor (with a special focus on the sub-national level). UNDP, 

PANAMA. 

Hussain, M. (2013). Biosafety outside laboratories. Biosafety, 2, e140. 

Hussain, M. M., & Raihan, M. M. H. (2015). Patients ‘satisfaction with public health care services 

in Bangladesh: Some critical issues. Malaysian Journal of Medical and Biological Research, 

2(2), 115-126. 

Hyeladi, A., Alfred, J., & Gyang, L.D. (2014). Assessment of family sizes and poverty levels in 

Mangu LGA, Plateau State. International Journal of Humanities and Social Science, 4(3), 310-

315. 

Imam, S. Z., Syed, K. S., Ali, S. A., Ali, S. U., Fatima, K., Gill, M., & Jameel, O. F. (2007). Patients' 

satisfaction and opinions of their experiences during admission in a tertiary care hospital in 

Pakistan–a cross sectional study. BMC Health Services Research, 7(1), 161. 

Iniciative, J.  L.  (2004).  Human resources for health:  Overcoming the crisis. In Huma resources 

for health: Overcoming the crisis. 

Iqbal, A., & Ali, S. (2013). An insight into patient satisfaction after admission at a tertiary care 

hospital in Karachi. El Mednifico J, 1, 67-70. 

Iqbal, N., & Nawaz, S. (2017). Spatial differences and socioeconomic determinants of health poverty. 

The Pakistan Development Review, 56(3), 221-248. 

http://www.eurekalert.org/pub_releases/2006-03/jaaj-xck031606.php


163 

 

Irfan, S. M., & A. Ijaz, A. (2011). Comparison of service quality between private and public 

hospitals: empirical evidence from Pakistan. Journal of Quality and Technology Management 

VII (I), June 2011, Page 1 ‐ 22. 

Israr, M., Awan, N., Jan, D., Ahmad, N., & Ahmad, S. (2016). Patients ‘perception, views and 

satisfaction with community health center services at Mardan District of Khyber Pakhtunkhwa. 

American Journal of Public Health Research, 4(3), 79-87. 

Jabnoun, Naceur., & Chaker, Mohammed. (2003). Comparing the quality of private and public 

hospitals. Managing Service Quality, 13(4), 290-299. 

Jaiyesimi, R. (2015). Corruption in health sector. Associate medical director for patient safety, 

Basildon University Hospital, Essex, England. Accessed on the 29th of July 2017 from 

http://thenationonlineng.net/corruption-in-health-sector/. 

Jalal, Z. (2009). Emergency medical systems: Pre-Hospital trauma care for landmine and ordnance 

blast injuries in Afghanistan. Ph.D. Dissertation, University of Phoenix, United States, 

Arizona. 

Johansson, E., Long, N. H., Diwan, V. K., & Winkvist, A. (2000). Gender and tuberculosis control: 

Perspectives on health seeking behaviour among men and women in Vietnam. Health policy, 

52(1), 33-51. Jöreskog, K. G. Testing structural equation models. [J]. Sage Focus Editions, 

1993, 154, 294-294. 

Johnson, B., Abraham, M., Conway, J. et al. (2008). Partnering with patients and families to design 

a patient- and family centered health care system: Recommendations and promising practices. 

Bethesda, MD: Institute for patient- and family-centered care, Institute for Healthcare 

Improvement, California HealthCare Foundation, 2008. 

Kabene, SM., Orchard, C., & Howard, JM. et al. (2006). The importance of human resources 

management in health care: A global context. Hum Resour Health, 4 (20). 

Kanjilal, S., Gregg, EW., & Cheng, YJ. et al. (2006). "Socioeconomic status and trends in disparities 

in four major risk factors for cardiovascular disease among US adults, 1971-2002."Arch Intern 

Med 166 (21) (2006), 2348-2355. 

http://thenationonlineng.net/corruption-in-health-sector/


164 

 

Kaplan, GA. (2009). The poor pay more--poverty's high cost to health. Princeton, NJ: Robert Wood 

Johnson Foundation, 2009. 

Katz, PP. (1997). Education and self-care activities among persons with rheumatoid arthritis. Social 

Science and Medicine, 1997, 46(8), 1057-66. 

Kawachi, I., Adler, NE., & Dow, WH. (2010). Money, schooling, and health: Mechanisms and causal 

evidence. Ann N Y Acad Sci. 1186:56-68. 

Kawachi, I., Kennedy, BP., & Glass, R. (1999).  "Social capital and self-rated health: A contextual 

analysis." Am J Public Health 12, 8 (1999): 1187-1193. 

Kelen, G. D., Catlett, C. L., Kubit, J. G., & Hsieh, Y. H. (2012). Hospital-based shootings in the 

United States: 2000 to 2011. Annals of Emergency Medicine, 60(6), 790-798. 

Kennen, EM., Davis, TC., Huang, J., Yu, H., Carden, D., & Bass, R. et al. (2005). Tipping the scales: 

The effects of literacy on obese patients' knowledge and readiness to lose weight. Southern 

Medical Journal, 98(1):15-18. 

Khan, A. (2008). Developing health system in devolution. Pakistan Journal of Health, 37, 3-4. 

Khan, A., Kaleem, M.D, & Ali, R,S. D. (2018). Patient’s satisfaction and response towards medical 

staff in public hospitals. The Discourse, 04 (02), ISSN: 2617 – 8591. 

Khuwaja, A.K, Qureshi, R., & Andrade ‘s, M. (2004). Comparison of job satisfaction and stress 

among male and female doctors in teaching hospitals of Karachi, 16. 

Kim, W., & Walker, M. (2012). Measuring the social impacts associated with Super Bowl XLIII: 

Preliminary development of a psychic income scale. [J]. Sport Management Review, 15 (1): 

91-108. 

Kitagawa, EM., & Hauser, PM. (1973). Differential mortality in the United States: A study in socio-

economic epidemiology. Cambridge: Harvard University Press, 1973. 

Klein, M. C., Christilaw, J., & Johnston, S. (2002). Loss of maternity care: The cascade of unforeseen 

dangers. Canadian Journal of Rural Medicine, 7(2), 120. 



165 

 

Kline, R. B. (2005).  Principles and Practice of Structural Equation Modeling, 2e éd., New York. In 

Guilford Press New York. 

Kloos, H. (1990). Utilization of selected hospitals, health centres and health stations in central, 

southern, and western Ethiopia. Social Science and Medicine, 31, 101–114. 

Kramer, M. (1980). The rising pandemic of mental disorders and associated chronic diseases and 

disabilities. Acta Psychiatr Scand Suppl, 62:282–297. 

Kringos, D., Boerma, W., Van Der Zee, J., & Groenewegen, P. (2013). Europe ‘s strong primary 

care systems are linked to better population health but also to higher health spending. Health 

Affairs, 32(4), 686-694. 

Krym, V., Retezar, R., & Scott, S. (2009). International partnerships to foster growth in emergency 

medicine in Romania, Journal of the Canadian Association of Emergency Physicians, 11(6), 

560-565. 

Kui-Son, Choi et al., (April 2002). The relationships among quality, value, satisfaction, and 

behavioral intention in health care provider choice: 

Kumar, A., & Mo, J. (2010). Models for bed occupancy management of a hospital in Singapore.In 

Proceedings of the 2010 International Conference on Industrial Engineering and Operations 

Management (pp. 1-6). 

Landman, W. A, Johann, M., & Khanyisa, H. N. (2001). Chris Hani Baragwaneth hospital ethics 

audit, Research Report No 2, Ethics Institute of South Africa, Pretoria. 

Larsson, G., Wilde-Larsson, B. (2010). Quality of care and patient satisfaction: A new theoretical 

and methodological Approach. Int J Health Care Qual Assur 2010, 23(2), 228-47. 

Layte, R., McGee, H., Quail, A., Rundle, K., Cousins, G., & Donnelly, C. et al. (2006). The Irish 

study of sexual health and relationships (ISSHR). Dublin: Crisis Pregnancy Agency and 

Department of Health and Children, 2006. 



166 

 

Lazarevik, V., Kasapinov, B. (2015). Predictors of patients ‘satisfaction with health care services in 

three Balkan countries (Macedonia, Bulgaria and Serbia): A cross country survey. Acta Inform 

Med., 23(1), 53-56. 

Lebow, 1974; Locker & Dunt, 1978; Rivkin & Bush, 1974; Stamps, 1978; Swan 8z Carroll, 1980; 

Ware, Davies-Avery, & Stewart, 1978. 

Leddy, K. M., Kaldenberg, D. O., & Becker, B. W. (2003). Timeliness in ambulatory care treatment: 

an examination of patient satisfaction and wait times in medical practices and outpatient test 

and treatment facilities. The Journal of ambulatory care management, 26(2), 138-149. 

Lee, YY., & Lin, JL. (2010). Do patient autonomy preferences matter? Linking patient-centered care 

to patient physician relationships and health outcomes. Soc Sci Med 2010, 71 (10), 1811e1818. 

LeGrand, T., & Mbacke, C. (2003). Teenage pregnancy and child health in the urban Sahel. Stud. 

Family Plan.,24(3), 137-149. 

Leila, M., Jean-Michel, N., Christelle, V., Bruno, F., Pierre, L., & Isabelle, G. (2007). Evidence of a 

non-linear influence of patient age on satisfaction with hospital care. Int J Qual Health Care. 

2007, 19(6), 8. 

Levin, K.A., Kirby, J., & Currie, C. (2012). Adolescent risk behaviours and mealtime routines: Does 

family meal frequency alter the association between family structure and risk behaviour? 

Health Education Research, 27(1), 24-35. 

Lewis, M. (2006). Governance and corruption in public health care system. Working Paper No. 78. 

Center for Global Development, London. 

Lewis, M. (2006). Tackling healthcare corruption and governance woes in developing countries. 

Center for Global Development. CGD Working Paper 78 [Washington, DC: Center for Global 

Development. Pp.2-5. 

Li, J., Dow, W.H., & Rosero-Bixby, L. (2014). The declining effect of sibling size on children ‘s 

education in Costa Rica. Demographic Research, 31(48),1431–1454. 



167 

 

Liu, Y., & Wang, G. (2007). Impatient satisfaction with nursing care and factors influencing 

satisfaction in a teaching hospital in China. J Nurs Care Qual, 22 (3), 266- 271. 

Logan, S., & Spencer, N. (1996). Smoking and other health related behaviour in the social and 

environmental context. Archives of Disease in Childhood 1996, 74(2), 176-9. 

Lohaus, A., Vierhaus, M., & Ball, J. (2009). Parenting styles and health-related behaviour in 

childhood and early adolescence: Results of a longitudinal study. The Journal of Early 

Adolescence, 29 (4), 449-475. 

Lomas, J. (1998). Social capital and health: Implications for public hospital and health and 

epidemiology. 47(9), 1181‒1188. 

Lu, C.-S., Lai, K.-H., Cheng, T. E. (2007). Application of structural equation modeling to evaluate 

the intention of shippers to use Internet services in liner shipping. [J]. European Journal of 

Operational Research, 180 (2): 845-867. 

Luoma, M., Doherty, J., Muchiri, S., Baraga, T., Hofler, K., Maniscalco, L., Ouma, C., Kirika, R., 

& Maundu, J. (2010). Kenya health system assessment 2010. Bethesda, MD: Health Systems 

20/20 project, Abt Associates Inc. 

Lyu, H., Wick, EC., & Housman, M. et al. (2013). Patient satisfaction as a possible indicator of 

quality surgical care. JAMA Surg. 148:362-367. 

Mace, S. (1998). An analysis of patient complaints in an observation unit, Journal of Social Science 

and Medicine, 18(2), 151-158. 

Macintyre, S., Ellaway, A., & Cummins, S. (2002). Place effects on health: How can we 

conceptualise, operationalise and measure them? Social Science and Medicine, 55, 125-139. 

Mackey, T. K., & Liang, B. A. (2012). Combating healthcare corruption and fraud with improved 

global health governance. BMC international health and human rights, 12(1), 23. 

Madiha, Khadim. (June 2017). Transparent hands gender inequality in health sector halting progress 

in Pakistan 



168 

 

Magvanjav, O., Undurraga, E. A., Eisenberg, D. T. A., Zeng, W., Dorjgochoo, T., Leonard, W. R., 

& Godoy, R. A. (2013). Sibling composition and children's anthropometric indicators of 

nutritional status: Evidence from native Amazonians in Bolivia. Annals of Human Biology, 

40(1), 23-34. 

Maliha, Naseer et al. (2012) Determinants of patient's satisfaction with health care system in 

Pakistan: Department of Community Health Sciences, Aga Khan University, Karachi. Health 

Systems and Policy Department, Health Services Academy, Islamabad. (Correspondence to 

Naseer M: maliha.naseer@aku.edu. 

Mamdani, B. (2007). Governance and corruption in public health care system. Indian Journal of 

Medial Ethics, 4(4). 

Manzoor, I., Hashmi, NR., & Mukhtar, F. (2009). Determinants and pattern of health care services 

utilization in post graduate students. J Ayub Med Coll Abbottabad, 21(3):100– 5. 

Marmot, M., & Wilkinson, RG. (2001). "Education and debate. Psychosocial and material pathways 

in the relation between income and health: A response to Lynch et al." Br Med J 12, 1233-

1236. 

Márquez, Patricia. (1999). The street is my home: Youth and violence in Caracas. Stanford, CA: 

Stanford University Press. 

Mast, MS., Hall, JA., & Roter, DL. (2007). Disentangling physician sex and physician 

communication style: Their effects on patient satisfaction in a virtual medical visit. Patient 

Educ Couns, 68(1), 16–22. 

Matis, G., Birbilis, T., & Chrysou, O. (2009). Patient satisfaction questionnaire and quality 

achievement in hospital Care: The case of a Greek public university hospital. Health Serv 

Manage Res, 22(4), 191- 196. http://dx.doi.org/10.1258/hsmr.2009.009009. 

Matsheza, P., Timilsina, A. R. & Arutyunova, A. (Eds.) (2011). Fighting corruption in the health 

sector methods, tools and good practices. Retrieved from 

http://www.undp.org/content/undp/en/home/librarypage/democraticgovernance/anti-

corruption/fighting_corruptioninthehealthsector.html. 

http://dx.doi.org/10.1258/hsmr.2009.009009
http://www.undp.org/content/undp/en/home/librarypage/democraticgovernance/anti-corruption/fighting_corruptioninthehealthsector.html
http://www.undp.org/content/undp/en/home/librarypage/democraticgovernance/anti-corruption/fighting_corruptioninthehealthsector.html
http://www.undp.org/content/undp/en/home/librarypage/democraticgovernance/anti-corruption/fighting_corruptioninthehealthsector.html


169 

 

Mavalankar. (2004). Building the infrastructure to reach and care for the poor: Trend’s obstacles and 

strategies to overcome them. Ahmedabad: Center for Management of Health Services, Indian 

Institute of Management, 28-9. 

Mazhar, M. Population, Labour Force and Employment. Chap 12. In: Pakistan Economic Survey 

2012-13. Government of Pakistan, Ministry of finance. [Cited on April 24, 2014]. Available 

from: URL: http://finance.gov.pk/survey/chapters_13/12-Population.pdf 

McCray, AT. (2005). Promoting health literacy. Journal of American Informatics Association, 

12:152-63. 

McMullen, M., & Netland, PA. (2013). Wait time as a driver of overall patient satisfaction in an 

ophthalmology clinic. Clin. Ophthalmol, 7,1655. 

McMurchy, D. (2009). What are the critical attributes and benefits of a high-quality primary 

healthcare system? Ottawa: Canadian Health Services Research Foundation. Retrieved from 

http://www.cfhifcass.ca/sf-docs/default-source/primaryhealthcare/11498_PHC_McMurchy_ 

ENG_FINAL.pdf. 

Meghani, S. T., Sehar, S., & Punjani, N. S. (2014). Comparison and analysis of health care delivery 

system: Pakistan versus China. Int J Endorsing Health Sci Res, 2, 46-50. 

Mekonnen, A., Teklemariam, Z., Kedir, H., Kabew, G. (2013). Patient satisfaction with laboratory 

services in selected government hospitals. Eastern Ethiopia. Harar Bulletin of Health Sciences, 

2013, 1(3), 12-24. 

Mendes, EV. (2017). As redes de atenção à saúde. Brasília (DF): Organização Pan-Americana da 

Saúde; 2011 [cited 2017 Feb 11]. Available from: http://apsredes.org/site2012/wp-content/ 

uploads/2012/03/Redes-de-Atencao-mendes2.pdf. 

Michelle, McLean., Fatima, Al Yahyaei., Muneera, Al Mansoori., Mouza, Al Ameri., Salma, Al 

Ahbabi., & Roos, Bernsen. (2012). Muslim women's physician preference: Beyond obstetrics 

and gynecology, Health Care for Women International, 33(9), 849-876, 

http://dx.doi.org/10.1080/07399332.2011.645963. 

http://dx.doi.org/10.1080/07399332.2011.645963


170 

 

Milutinovic, D., Simin, D., Brkic´, N., & Brkic, S. (2012). The patient satisfaction with nursing care 

quality: The psychometric study of the Serbian version of PSNCQ questionnaire. Scand J 

Caring Sci 2012, 26, 598-606.doi: 10.1111/j.1471-6712.2012. 00969.x 

Ministry of Finance. Government of Pakistan. Health and nutrition. Chapter 11. Pakistan Economic 

Survey 2012-13. [Cited on April 02, 2014]. Available from URL: 

http://www.finance.gov.pk/survey/chapters_13/11-Health%20and%20Nutrition.pdf 

Ministry of Health and Family Welfare. {MOHFW}, (2009). Government of India: National health 

accounts India (2004–2005) New Delhi: World Health Organization; 2009. [Google Scholar] 

Ministry of Health. (2003). Annual report of director journal health 2002-2003, Ministry of Health 

Government of Pakistan. 

Minkler, M., Fuller-Thomson, E., & Guralnik, JM. (2006). "Gradient of disability across the 

socioeconomic spectrum in the United States." N Engl J Med, 355, 7 (2006), 695-703. 

Mohammadi, M. R., Ghanizadeh, A., Rahgozart, M., Noorbala, A. A., Malekafzali, H., Davidian, 

H., Naghavi, H., Soori, H., & Yazdi, S. A. (2005). "Suicidal attempt and psychiatric disorders 

in Iran”. Suicide and Life-Threatening Behavior, 35 (3), 309–316. 

doi:10.1521/suli.2005.35.3.309 PMID16156491. 

MOHFW. (2014). Rolling out of National health assurance mission. New Delhi: Press Information 

Bureau, Ministry of Health and Family Welfare, Government of India; 2014. [Google Scholar]. 

Monitoring What Matters. (2014). Health quality Ontario ‘s approach  to performance 

monitoring and public reporting October 2014.Health quality 

Ontario.http://www.hqontario.ca/Portals/0/documents/pr/monitoring-what-matters-en-

1410.pdf. 

Morisky, D.E., Levine. D. M., Green, L.W., Shapiro, S., Russell, R. P., & Smith, C. R. (1983). Five-

year blood pressure control and mortality following health education for hypertensive patients. 

American Journal of Public Health, 73, 153-162. 

Mostafa, M. Mohamed. (2005). An empirical study of patients ‘expectations and satisfactions in 

Egyptian hospitals. International Journal of Health Care, 18(7), 516-532. 

https://scholar.google.com/scholar_lookup?title=Government+of+India:+National+Health+Accounts+India+(2004%E2%80%932005)&publication_year=2009&
https://doi.org/10.1521%2Fsuli.2005.35.3.309
https://scholar.google.com/scholar_lookup?title=Rolling+out+of+National+Health+Assurance+Mission&publication_year=2014&
http://www.hqontario.ca/Portals/0/documents/pr/monitoring-what-matters-en-1410.pdf
http://www.hqontario.ca/Portals/0/documents/pr/monitoring-what-matters-en-1410.pdf
http://www.hqontario.ca/Portals/0/documents/pr/monitoring-what-matters-en-1410.pdf


171 

 

Muhammad, Akram. (2007). International Institute of Islamic Economics International Islamic 

University, Islamabad and Faheem Jehangir Khan Pakistan Institute of Development 

Economics, Islamabad; Health Care Services and Government Spending in Pakistan. 

Mujahid, M.S., Diez Roux, A.V., Morenoff, J.D., & Raghunathan, T.E. (2007). Assessing the 

measurement properties of neighbourhood scales: From psychometrics to ecometrics. 

American Journal of Epidemiology, 165, 858-867. 

Muller, I., Smith, T., Mellor, S., Rare, L., & Genton, B. (1998). The effect of distance from home on 

attendance at a small rural health centre in Papua New Guinea. International Journal of 

Epidemiology, 27, 878–884. 

Mumtaz, Z., Salway, S., Waseem, M., & Umer, N. (2003). Gender-based barriers to primary health 

care provision in Pakistan: The experience of female providers. Health Policy and Planning, 

18 (3), pp. 261-269. 

Murphy, KM., & Topel, RH. (2006). The value of health and longevity. J Polit Econ, 114, 871–904. 

Mwathi, M. W. (2014). Availability of essential medicines in public hospitals: A study of selected 

public hospitals in Nakuru County, Kenya. African Journal of Pharmacy and Pharmacology, 

8(17), 438-442. 

Nabae, K. (2003). The health care system in Kerala – its past accomplishments and new challenges, 

Journal of the National Institute of Public Health, 52(2), 140-145. 

Nadir A. (2003). Deficiencies of medical system in Pakistan. Pakistan Journal of Medical Education, 

9. 

National Bureau of Economic Research. (2003). "Health, income, and inequality: Research 

Summary." 2003. www.nber.org/reporter/spring03/health.html (accessed February 5, 2014). 

National Prevention Council. (2011, June). National prevention strategy: America’s plan for better 

health and wellness. Washington, DC: U.S. Department of Health and Human Services, Office 

of the surgeon general. Retrieved from 

https://www.surgeongeneral.gov/priorities/prevention/strategy/report.pdf. 

https://www.surgeongeneral.gov/priorities/prevention/strategy/report.pdf


172 

 

Nawaz, M., Nazir, B., Jamil, M., Aftab, J., & Razzaq, M. (2016). Service quality in public and private 

hospitals in Pakistan: An analysis using SERVQUAL model. Apeejay-Journal of Management 

Sciences and Technology, 4 (1), 13-25. 

Naz, A., Daraz, U., Khan, T., Khan, W., & Hussain, M. (2012). Analytical study of patients ‘health 

problems in public hospitals of Khyber Pakhtunkhwa Pakistan. Inter J Bus & S. Sc. 2012, 3(5), 

133- 43. 

Neha, M. (2006). Indian Journal of Medical Ethics Journal of the Forum for Medical Ethics Science 

Since 1993, Indian J Med Ethics.2006 Apr-Jun, 3(2). 

Net, N., Sermsri, S., & Chompikul, J. (2007). Patient satisfaction with health services at the out-

patient department clinic of Wangmamyen community hospital, Sakeao Province. Thailand J 

Pub. Health Dev, 5 (2), 33- 43. 

Nielsen-Bohlman, L., Panzer, A., & Kindig, D. (2004). Health literacy: A prescription to end 

confusion. Washington DC: National Academies Press 2004. 

Nishtar S. (2007). Heath indicators of Pakistan: Gateway Paper 11. Islamabad; Heart file and Health 

Policy Forum, Statistics Division. 

Nishtar, S. (2005). The gateway paper: Reforming health systems in Pakistan a strategic view. 

Pakistan ‘s Health Policy Forum and Heart file. 

Nizar Ahmad et al. (Dec 2013). Health conditions: Analysis of patients ‘social problems at public 

hospitals in southern region of Khyber Pakhtunkhwa, Gomal University Journal of Research, 

29(2). 

Noor, AM., Zurovac, D., Hay, S., Ochola, SA., & Snow, RW. (2003). Defining equity in physical 

access to clinical services using geographical information systems as part of malaria planning 

and monitoring in Kenya. Tropical Medicine and International Health, 8, 917–926. 

Normand, & P. Rayan S. Thomas. (2009). Challenges and opportunities in reforming access to care 

and medicines, burden of health care expenditures, and risk protection: Results from the World 

Health Survey. 



173 

 

Oberoi, S., & Oberoi, A. (2014). Pharmaco economics guidelines: The need of hour for India. 

International Journal of Pharmaceutical Investigation. Int J Pharma Investig., 4:109–111. doi: 

10.4103/2230-973X.138338.[PMC free article] [PubMed] [CrossRef] [Google Scholar]. 

Olshansky, SJ., Rudberg, MA., Carnes, BA., Cassel, CK., & Brody, JA. (1991). Trading off longer 

life for worsening health. J Aging Health 3(2), 194–216. 

Omer, K., Cockcroft, A., & Andersson, N. (2011). Impact of a hospital improvement initiative in 

Bangladesh on patient experiences and satisfaction with services: Two cross-sectional studies. 

BMC Health Serv Res., 11, Suppl 2, S10. 

Osika, I., Evengard, B., Waernulf, L., & Nyberg, F. (2005). The laundry-basket project— gender 

differences to the very skin. Different treatment of some common diseases in men and women. 

Lakartidningen, 102: 2846–2848 

Ottawa Charter for Health Promotion, First International conference on health promotion Ottawa 

(2000), WHO/HPR/HEP/95. 

Ouchi, W.G. (1977). The relationship between organizational structure and organizational control. 

Administrative Science Quarterly, 1977, p. 95-113. 

Pakistan Economic Survey. (2013-14). Retrieved from finance.gov.pk/survey_1213.html on 22 

August 2014. 

Pakistan Today. (25 December 2018). KP CM directs to ensure doctors presence, free medicines at 

hospitals. 

Pakistani Foreign Medical Students & Graduates Report. (2009). 

Pappas, G., Queen, S., Hadden, W., & Fisher, G. (1993). "The increasing disparity in mortality 

between socioeconomic groups in the United States, 1960 and 1986."N Engl J Med [Erratum, 

N Engl J Med 1993, 329, 1129] (1993): 103-109. 

Patel, V. (2007). Mental health of young people: A global public-health challenge. 369(9569), p. 

1302‒13. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4131381/
https://www.ncbi.nlm.nih.gov/pubmed/25126523
https://dx.doi.org/10.4103%2F2230-973X.138338
https://scholar.google.com/scholar_lookup?journal=Int+J+Pharma+Investig&title=Pharmacoeconomics+guidelines:+The+need+of+hour+for+India.+International+Journal+of+Pharmaceutical+Investigation&author=S+Oberoi&author=A+Oberoi&volume=4&publication_year=2014&pages=109-111&doi=10.4103/2230-973X.138338&


174 

 

Patrick, M. (2017). Public and private healthcare institutions: Preference and expenditure pattern. 

Centre for Public Policy Research. Kerala, India. 

Payne, G., Laporte, A., Deber, R., & Coyte, PC. (2007). Counting backward to health care ‘s future: 

Using time-to-death modeling to identify changes in end-of-life morbidity and the impact of 

aging on health care expenditures. Milbank Q, 85(2), 213–257. 

Peck, BM. (2011). Age-related differences in doctor-patient interaction and patient satisfaction. Curr 

Gerontol Geriatr Res., 2011 (8), 1–10. 

Peters, DH., Garg, A., & Bloom, G. et al. (2008). Poverty and access to health care in developing 

countries. Annals of the New York Academy of Sciences, 1136, 161–71. 

Petterson, SM., Liaw, WR., Phillips, RL. et al. (2012). Projecting US primary care physician 

workforce needs: 2010-2025. Ann Fam Med, 10(6), 503-9. 

Podsakoff, P. M., MacKenzie, S. B., Lee, J.-Y., et al.  (2003). Common method biases in behavioral 

research: a critical review of the literature and recommended remedies. [J]. Journal of Applied 

Psychology, 88 (5): 879. 

Population Reference Bureau. Pakistan. [Cited on April 02, 2014]. Available from URL: 

http://www.prb.org/DataFinder/Geography/Data.aspx?loc=386. 

Prata, Ndola., Passano, Paige., Sreenivas, Amita., Gerdts, Caitlin Elisabeth. (1 March 2010). 

"Maternal mortality in developing countries: Challenges in scaling-up priority interventions". 

Women's Health, 6 (2), 311–327. doi:10.2217/WHE.10.8. 

Preyde, M., Crawford, K., & Mullins, L. (2012). Patients' satisfaction and wait times at Guelph 

General Hospital Emergency Department before and after implementation of a process 

improvement project. Canadian Journal of Emergency Medicine, 14(3), 157-168. 

Purdy, S. (2010). Avoiding hospital admissions: what does the research evidence say. London: The 

King’s Fund. 

R.B. Kline, Principles and Practice of Structural Equation Modeling, 2e ´ed., New York. Guilford 

Press New York,2005. 

http://www.prb.org/DataFinder/Geography/Data.aspx?loc=386
https://doi.org/10.2217%2FWHE.10.8


175 

 

Rachel, Snow. (2007). Population studies center research report 07-628: Sex, gender and 

vulnerability (PDF) (Report). Population Studies Center, University of Michigan, Institute for 

Social Research. 

Radtke, K. (2013). Improving patient satisfaction with nursing communication using bedside shift 

report. Clin Nurs 2013, 27(1), 19-25. 

Rahman, A., Mubbashar, MH., Gater, R., & Goldberg, D. (1998). Randomised trial of impact of 

school mental-health programme in rural Rawalpindi, Pakistan. Lancet; 352: 1022–5. 

Raikes, A. (1992). Gender and the production of health care services: issues for women's roles in 

health development. Ids Bulletin, 23(1), 19-28. 

Rajan, Madhok. (25th March 2019). Satisfaction with health services among the Pakistani population 

in Middleborough, England. Journal of Public Health Medicine, 29 (3), pp. 295-301 Printed 

in Great Britain. 

Rajeswari, R., Chandrasekaran, V., Suhadev, M., Sivasubramaniam, S., Sudha, G., & Renu, G. 

(2002). Factors associated with patient and health system delays in the diagnosis of 

tuberculosis in South India. The International Journal of Tuberculosis and Lung Disease, 6(9), 

789-795. 

Reitz, E., Dekovic, M., & Meijer, A.M. (2006). Relations between parenting and externalizing and 

internalizing problem behaviour in early adolescence: Child behaviour as moderator and 

predictor. Journal of Adolescence, 29, 419-436. 

Rezarta, Kalaja et al. (2016). Service quality assessment in health care sector: The case of Durres 

public hospital 12th International Strategic Management Conference, ISMC 2016, 28-30 

October 2016, Antalya, Turkey 

Richardson, D. B. (2002). The access‐block effect: Relationship between delay to reaching an 

inpatient bed and inpatient length of stay. Medical Journal of Australia, 177(9), 492-495. 

Rizk, D. E., El‐Zubeir, M. A., Al‐Dhaheri, A. M., Al‐Mansouri, F. R., & Al‐Jenaibi, H. S. (2005). 

Determinants of women's choice of their obstetrician and gynecologist provider in the UAE. 

Acta Obstetricia Et Gynecologica Scandinavica, 84(1), 48-53. 

http://www.psc.isr.umich.edu/pubs/pdf/rr07-628.pdf
http://www.psc.isr.umich.edu/pubs/pdf/rr07-628.pdf


176 

 

Rottach, E. (2013). "Approach for promoting and measuring gender equality in the scale-up of family 

planning and maternal, neonatal, and child health programs." Washington, DC: Futures Group, 

Health Policy Project. 

Rottach, E., K. Hardee, R. Jolivet, & R. Kiesel. (2012). "Integrating gender into the scale-up of 

family planning and maternal, neonatal, and child health programs." Washington, DC: Futures 

Group, Health Policy Project. 

Rowe, A. K., De Savigny, D., Lanata, C. F., & Victora, C. G. (2005). How can we achieve and 

maintain high-quality performance of health workers in low-resource settings? The Lancet, 

366(9490), 1026-1035. 

Rozenblum, R., Lisby, M., Hockey, PM., Levtizion, KO., Salzberg, CA., Lipsitz, S., & Bates, DW. 

(2011). Uncovering the blind spot of patient satisfaction: An international survey. BM Journal 

Qual. Safety, 20 (11), 959-965. 

Saba, Savul et al. (2018). Community and family medicine, Shifa College of Medicine, Islamabad, 

PAK.Community and Family Medicine, Shifa International Hospital, Islamabad, PAK 

Sabates, R., & Feinstein, L. (2006). The role of education in the uptake of preventative health care: 

The case of cervical screening in Britain. Social Science and Medicine, 62, 2998-3034. 

Saeed, A. & Hajra, I. (2010). Asia Views, Edition: 38/VII/December2010). 

Safdar, S. Sharif., M. Hussain, S., & Arasheed, S. (2007). Perceptions and realities about family size 

and son preference in urban area of District Faisalabad (Pakistan). J. Agri. Soc. Sci., 3(3), 83-

86. 

Salafsky, B., Glasser, M., & Ha, J. (2005). Addressing issues of maldistribution of health care 

workers. Annals-Academy of Medicine Singapore, 34(8), 520. 

Sam, D.L., Peltzer, K., & Mayer, B. (2005). The changing values of children and preferences 

regarding family size in South Africa. Applied Psychology: An International Review, 54(3), 

355-377. 

http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubID=86
http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubID=86
http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubID=86
http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubID=51
http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubID=51
http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubID=51


177 

 

Sania, N. (2007). Corruption in the health sector‖ U4 Anticorruption Resource Center in Islamabad 

Pakistan. 

Sania, N. (2011). Through the health lens, (President of Heart file) Institute for Social Policy and 

Understanding. 

Santa Clara County Public Health. (2011). "Santa clara county public health."Health and Social 

Equity in Santa Clara County.2011. http://www.sccgov.org/sites/sccphd/en-

us/Partners/Data/Documents/SHIP%20Report_Final.pdf (accessed February 5, 2014). 

Sareer, Khan et al., Al-Idah 36 (Issue-I). Health care and cleanliness in tertiary care hospitals. 

Health care and cleanliness in tertiary care hospitals in Peshawar, Khyber Pakhtunkhwa.  

Schellenberg, JA., Newell, JN., & Snow, RW. et al. (1998). An analysis of the geographical 

distribution of severe malaria in children in Kilifi District, Kenya. International Journal of 

Epidemiology, 27, 323–329. 

Schoenfelder T. Patient satisfaction: A valid indicator for the quality of primary care? Primary 

Health Care. 2:1000e106. 

Schoenfelder, T., Klewer, J., & Kugler, J. (2011). Determinants of patient satisfaction: A study 

among 39 hospitals in an in-patient setting in Germany. Int J Qual Health Care, 23 (5), 503-

509. doi: 10.1093/intqhc/mzr038. 

Scholle, SH., Torda, P., & Peikes, D. et al. (2010). Engaging patients and families in the medical 

home. (prepared by Mathematica policy research under contract No. HHSA290200900019I 

TO2.) AHRQ Publication No. 10-0083-EF. Rockville, MD, Agency for Healthcare Research 

and Quality. June 2010. 

Schuler, S., Rottach, E., & Mukiri, P. (2011)."Gender norms and family planning decision-making 

in Tanzania: A qualitative study". Journal of Public Health in Africa, 2 (2). 

Sen, Amartya. (1990). "More than 100 million women are missing". New York Review of Books. 

Shahbaz, S., Kaufmann H. R., & Shehzad, M. (2010). Service quality, word of mouth and trust: 

Drivers to achieve patient satisfaction, Scientific Research and Essays, 5(17), pp. 2457-2462. 

http://www.publichealthinafrica.org/index.php/jphia/article/view/25
http://www.publichealthinafrica.org/index.php/jphia/article/view/25
http://www.publichealthinafrica.org/index.php/jphia/article/view/25


178 

 

Shaikh, B. T., & Hatcher, J. (2004). Health seeking behaviour and health service utilization in 

Pakistan: challenging the policy makers. Journal of Public Health, 27(1), 49-54. 

Shaikh, B. T., & Hatcher, J. (2005). Complementary and alternative medicine in Pakistan: Prospects 

and limitations. Evidence-Based Complementary and Alternative Medicine, 2(2), 139-142. 

Shaikh, BT. (2005). Quality of health care an absolute necessity for patient satisfaction in the Agha 

khan university hospital, Karachi. J Pak Med Assoc. 2005, 55(11), 514-16. 

Shaikh, BT. (2011). Health care system in Pakistan. In: Rout HS. Ed. Health Care Systems: A 

Global Survey (pp. 434–54). New Delhi: New Century Publications. 2011 

Shannon, GW., Bashshur, RL., & Metzner, CA. (1969). The concept of distance as a factor in 

accessibility and utilization of healthcare. Medical Care Review, 26, 143–161. 

Sheikh, T. & Juanita, H. (2004). Health service utilization in Pakistan‖ (pp. 1- 6). 

Shepley, M. M. (1995). The location of behavioral incidents in a children's psychiatric facility. 

Children’s Environments, 12(3), 352-361. 

Shepley, M. M. (2002). Predesign and post-occupancy analysis of staff behavior in a neonatal 

intensive care unit. Children’s Health Care, 31(3), 237-253. 

Shepley, M. M., & Davies, K. (2003). Nursing unit configuration and its relationship to noise and 

nurse walking behavior: An AIDS/HIV unit case study. Retrieved 5/26/2004, from 

http://www.aia.org/aah/journal/0401/article4.asp 35. 

Shepley, M. M., & Wilson, P. (1999). Designing for persons with AIDS: A post-occupancy study at 

the Bailey-Boushay House. The Journal of Architectural & Planning Research, 16(1), 17-32. 

Shi, L. (2012). The impact of primary care: A focused review. Scientifica, 2012, 1-22. 

Shumaila, Arshad et al. (19th June 2016). Health care system in Pakistan; A review; Faculty of 

Pharmacy, The University of Lahore, Defense Road Campus, Lahore, Pakistan. 



179 

 

Siddiq, A., Baloch, Q. B., & Takrim, K. (2016). Quality of healthcare services in public and private 

hospitals of Peshawar, Pakistan: A comparative study using Servqual. City University 

Research Journal, 6 (2) July 2016, p.242-25. 

Simeonsson, R. J., & Leskinen, M. (1999). Disability, secondary conditions, and quality of life: 

Conceptual issues. Issues in disability & health: The role of secondary conditions & quality of 

life, 51-72. 

Simoens, S., Villeneuve, M., & Hurst, J. (2005). Tackling nurse shortages in OECD countries. OECD 

health working papers no. 19. OECD Publishing, Paris. 

Singh, P., Tatambhotla, A., Kalvakuntla, R., & Chokshi, M. (2013). Understanding public drug 

procurement in India: A comparative qualitative study of five Indian states. BMJ Open, 3: 

e001987. [PMC free article][PubMed] [Google Scholar] 

Sofia, Xesfingi et al. (2016). Patient satisfaction with the healthcare system: Assessing the impact of 

socioeconomic and healthcare provision factors, Xesfingi and Vozikis BMC Health services 

Research (2016) 16:94 DOI 10.1186/s12913-016-1327-4 

Solberg, LI., Asche, SE., & Fontaine, P. et al., (2011). Relationship of clinic medical home scores to 

quality and patient experience. J Ambul CareManage., 34:57-66. 

Sprivulis, P. C., Da Silva, J. A., Jacobs, I. G., Jelinek, G. A., & Frazer, A. R. (2006). The association 

between hospital overcrowding and mortality among patients admitted via Western Australian 

emergency departments. Medical Journal of Australia, 184(5), 208-212. 

Stacey (1988). The sociology of health and healing; A textbook by Professor Margaret Stacey, 

Margaret Stacey 1st Edition 

Starfield, B., Shi, L., Macinko, J. (2005). Contribution of primary care to health systems and health. 

The Millbank Quarterly, 83(3), 457-502. 

Stichler, J. F. (2007). Enhancing safety with facility design. Journal of Nursing Administration, 

37(7/8), 319-323. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3585974/
https://scholar.google.com/scholar_lookup?journal=BMJ+Open&title=Understanding+public+drug+procurement+in+India:+a+comparative+qualitative+study+of+five+Indian+states&author=P+Singh&author=A+Tatambhotla&author=R+Kalvakuntla&author=M+Chokshi&volume=3&publication_year=2013&pages=e001987&pmid=23388196&


180 

 

Stichler, J. F. (2007). Using evidence-based design to improve outcomes. Journal of Nursing 

Administration, 37(1), 1-4. 

Stock, R. (1983). Distance and the utilization of health facilities in rural Nigeria. Social Science and 

Medicine, 17, 563–570. 

Sudha, G., Nirupa, C., Rajasakthivel, M., Sivasusbramanian, S., Sundaram, V., Bhatt, S., & Santha, 

T. (2003). Factors influencing the care‐seeking behaviour of chest symptomatics: A 

community‐based study involving rural and urban population in Tamil Nadu, South India. 

Tropical Medicine & International Health, 8(4), 336-341. 

Suhonen, R., Papastavrou, E., Efstathiou, G., Tsangari, H., Jarosova, D., Leino-Kilpi, H., Patiraki, 

E., Karlou, CH., Balogh, Z., & Merkouris, A. (2012). Patient satisfaction as an outcome of 

individualised nursing Care. Scand J Caring Sci 26, 372-380.doi: 10.1111/j.1471- 

6712.2011.00943.x 

Swan, J. E., Richardson, L. D., & Hutton, J. D. (2003). Do appealing hospital rooms increase patient 

evaluations of physicians, nurses, and hospital services? Health Care Management Review, 

28(3), 254. 

Teklemariam, Z., Mekonnen, A., Kedir, H., & Kabew, G. (2013). Clients and clinician satisfaction 

with laboratory services at selected government hospitals in Eastern Ethiopia.BMC Res Notes, 

6 (15), 6-15. 

The Universal Declaration of Human Rights. Retrieved from  

http://www.un.org/en/documents/udhr/.  

The World Bank. (2012). World Development Report 2012: Gender equality and development 

(Report). Washington, DC: The World Bank. 

The, R. C. O. R., Royal, C. O. P. O. L., Royal, C. O. P., Royal College of Physicians of Edinburgh, 

& Administration of Radioactive Substances Advisory Committee. (2016). Evidence-based 

indications for the use of PET-CT in the United Kingdom 2016. Clinical Radiology, 71(7), 

e171. 

http://www.un.org/en/documents/udhr/
http://www.un.org/en/documents/udhr/


181 

 

Thomas, J. W., & Grindle, M. S. (1990). After the decision: Implementing policy reforms in 

developing countries. World Development, 18(8), 1163-1181. 

Thompson, B. (2004). Exploratory and confirmatory factor analysis: Understanding concepts and 

applications. [M]. Washington DC, US: American Psychological Association: p 195. 

Thompson, D. A., Yarnold, P. R., Williams, D. R., & Adams, S. L. (1996). Effects of actual waiting 

time, perceived waiting time, information delivery, and expressive quality on patient 

satisfaction in the emergency department. Annals of Emergency Medicine, 28(6), 657-665. 

TNMSC: Drug Procurement Policy- Tamil Nadu Medical Service Corporation. 

http://www.tnmsc.com/tnmsc/new/html/Procurement%20&%20Tender.p hp. 

Trzeciak, S., & Rivers, E. P. (2003). Emergency department overcrowding in the United States: An 

emerging threat to patient safety and public health. Emergency Medicine Journal, 20(5), 402-

405. 

Udonwa, NE., & Ogbonna, UK. (2012). Patient-related factors influencing satisfaction in the patient-

doctor encounters at the general outpatient clinic of the University of Calabar teaching hospital. 

Calabar, Nigeria. Int J Fam Medica, 51 (7), 17-27. 

UNAIDS. (2010). "Women, girls, and hiv" UNAIDS factsheet 10 (Report). Geneva: UNAID 

UNICEF (1992). Report on health and its related issues. 

United States Senate. Patient Protection and Affordable Care Act. Cited on April 27, 2014. Available 

from URL: https://democrats.senate.gov/pdfs/reform/patient-protection-affordable-care-act-

as-passed.pdf. 

University of Wisconsin Population Health Institute. (2016). County health rankings & roadmaps: 

Our approach. Retrieved from http://www.countyhealthrankings.org/our-approach. 

Ushie, M.A. Enang, E.E., & Ushie, C.A. (2013). Implications of sex preference for population 

growth and maternal health in Obudu and Obanliku, Cross River State, Nigeria. Social 

Sciences and Humanities, 4(3), 492-501. 

http://www.tnmsc.com/tnmsc/new/html/Procurement%20&%20Tender.php
http://www.tnmsc.com/tnmsc/new/html/Procurement%20&%20Tender.php
https://democrats.senate.gov/pdfs/reform/patient-protection-affordable-care-act-as-passed.pdf
https://democrats.senate.gov/pdfs/reform/patient-protection-affordable-care-act-as-passed.pdf
http://www.countyhealthrankings.org/our-approach
http://www.countyhealthrankings.org/our-approach


182 

 

Usten, T., Ayuso-Mateos, J., Chatterji, S., Mathers, C., Murray, C. (2004)."Global burden of 

depressive disorders in the year 2000”. Br J Psychiatry, 184, 386– 

92.doi:10.1192/bjp.184.5.386. 

Van Acker, V., Witlox, F. Car ownership as a mediating variable in car travel behaviour research 

using a structural equation modelling approach to identify its dual relationship. [J]. Journal of 

Transport Geography, 18 (1): 65-74. 

Van, Der Meer JBW., & Mackenbach, JP. (1999). The care and course of diabetes: Differences 

according to level of education. Health Policy, 46:127-41. 

VanOort, FVA., Van, Lenthe FJ., & Mackenbach, JP. (2004). Cooccurrence of lifestyle risk factors 

and the explanation of education inequalities in mortality: Results from the GLOBE study. 

Preventive Medicine, 39:1126-34. 

Veit, C. T., & Ware, J. E. (1983). The structure of psychological distress and well-being in general 

populations. Journal of Consulting and Clinical Psychology, 51(5), 730. 

Velicer, W. F., Fava, J. L. (1998).  Effects of variable and subject sampling on factor pattern 

recovery. [J]. Psychological methods, 3 (2): 231. 

Verdonk, P. (2008). Sickness absence as an interactive process: Gendered experiences of young, 

highly educated women with mental health problems. Patient Education and Counseling, 

73(2), p. 300–6. 

Weber, MW., Miligan, P., & Sanneh, M. et al. (2002) An epidemiological study of RSV infection in 

the Gambia. Bulletin of the World Health Organization, 80, 562–568. 

Whitehead, M.  (1990). The concepts and principles of equity in health (PDF) (Report). Copenhagen: 

WHO, Reg. Off. Eur. p. 29. Retrieved 18 Mar 2013. 

Whitehouse, S., Varni, J. W., Seid, M., Cooper-Marcus, C., Ensberg, M. J., & Jacobs, J. R., et al. 

(2001). Evaluating a children's hospital garden environment: Utilization and consumer 

satisfaction. Journal of Environmental Psychology, 21(3), 301-314. 

https://doi.org/10.1192%2Fbjp.184.5.386


183 

 

WHO Country Statistics, Pakistan. (2014). Retrieved from rho.emro.who.int/rhodata on 21 August 

2014. 

WHO Report of the Health System Review Mission – Pakistan. [Cited on April 02, 2014]. Available 

from URL: 

http://gis.emro.who.int/HealthSystemObservatory/PDF/HealthSystemReviewMissionR 

eports/Pak%20HSD%20Mission%20Report%20Draft%20Ver%201%200%20March% 

2030%202007.pdf 

WHO. (2004). World health organization: The world medicines situation. Geneva: World Health 

Organization. [Google Scholar] 

WHO. (2004). World health organization. Equitable access to essential medicines: A framework 

for collective action. Geneva: World Health Organization. [Google Scholar] 

WHO/UNICEF. (2003). The Africa Malaria Report 2003 (Report). Geneva: WHO/UNICEF. 

Wiedenmayer K. (2004). Access to medicines. Medicine supply: Lessons learnt in Tanzani and 

Mozambique. Basel: Swiss Agency for Development and Coorperation. 

Wiedenmayer, K., Summers, R. S., Mackie, C. A., Gous, A. G. S., & Everard, M.  (2006). 

Developing pharmacy practice: A focus on patient care handbook-2006 edition. Geneva: 

World Health Organization [cited 2008 2 October]. 

Wilkins, D., Payne, S., Granville, G., & Branney, P. (2008). The gender and access to health services 

study: Final Report. London: Department of Health. 

William M. Sage. (2004). Journal of Pakistan Medical Association, 2005, 103, p.45:55. 

William, N., Howard, B. & Joseph, K. (1992). Hospital economics and financing in developing 

countries. WHO, p.34? 

Winslow, W. W., & Honein, G. (2007). Bridges and barriers to health: Her story—Emirati women 

‘s health needs. Health Care for Women International, 28, 285–308. 

Wolfe, Lahle. (2017). ―A look at gender discrimination against women. The Balance, 13 Aug. 2017, 

www.thebalance.com/gender-discrimination-against-women-from-cradle-to-ceo-3514893. 

https://scholar.google.com/scholar_lookup?title=World+Health+Organization:+The+World+Medicines+Situation&publication_year=2004&
https://scholar.google.com/scholar_lookup?title=Equitable+access+to+essential+medicines:+a+framework+for+collective+action&publication_year=2004&
https://scholar.google.com/scholar_lookup?title=Equitable+access+to+essential+medicines:+a+framework+for+collective+action&publication_year=2004&
http://www.thebalance.com/gender-discrimination-against-women-from-cradle-to-ceo-3514893
http://www.thebalance.com/gender-discrimination-against-women-from-cradle-to-ceo-3514893


184 

 

World Bank.  (2012).  World development report 2012:  Gender equality and development (report). 

Washington, DC: The World Bank. 

World Health Organization (2006). Constitution of the world health organization - Basic documents, 

Forty-fifth edition (PDF) (Report). Retrieved 7 Apr 2013. 

World Health Organization. (1998). The World health report 1998: Life in the 21st century a vision 

for all. 

World Health Organization. (2003). World Health Report 2003: Shaping the future. Geneva 2003, 

[http://www.who.int.proxy.lib.uwo.ca:2048/whr/2003/en/Chapter7-en.pdf]. 

World Health Organization. (2010). 

World Health organization. (2012). Public health regulation and the right to health. 

World Health Organization. Health financing. [Cited on April 01, 2014]. Available from URL: 

http://www.who.int/topics/health_economics/en/. 

World Health Organization. (2009). Women & health: Today's evidence, tomorrow's agenda 

(PDF) (Report). WHO Press. Retrieved 18 Mar 2013? 

World Health Organization. (2002). WHO traditional medicine strategy 2002-2005 (No. 

WHO/EDM/TRM/2002.1). Geneva: World Health Organization. 

Wu, X., & Li, L. (2012). Family size and maternal health: Evidence from the one-child policy in 

China". Journal of Population Economics, 25(4), 1341-1364. 

Yen, I., & Bhatia, R. (2002). "How increasing the minimum wage might affect the health status of 

San Fransiscoresidents: A discussion of the links between income and health, Working Paper."  

Yoon, P., Steiner, I., & Reinhardt, G. (2003). Analysis of factors influencing length of stay in the 

emergency department. Canadian Journal of Emergency Medicine, 5(3), 155-161. 

You, L.M., Aiken, LH., Sloane, DM., Liu, K., He, G-P., & Hu, Y. et al. (2013). Hospital nursing, 

care quality, and patient satisfaction: Cross-sectional surveys of nurses and patients in hospitals 

in China and Europe. Int J Nursing Studies, 50:154-61. 

http://www.who.int/governance/eb/who_constitution_en.pdf
http://www.who.int/governance/eb/who_constitution_en.pdf
http://www.who.int/governance/eb/who_constitution_en.pdf
http://www.who.int.proxy.lib.uwo.ca:2048/whr/2003/en/Chapter7-en.pdf
http://whqlibdoc.who.int/publications/2009/9789241563857_eng.pdf
http://whqlibdoc.who.int/publications/2009/9789241563857_eng.pdf
http://whqlibdoc.who.int/publications/2009/9789241563857_eng.pdf


185 

 

Zaman S. (2004). Poverty and violence, frustration, and inventiveness: Hospital ward life in 

Bangladesh. Soc Sci Med, 59:2025-36. 

Zarocostas, J. (2007).  Better access to medicines could save 10 million lives a year, says UN expert. 

BMJ.; 335:635. doi: 10.1136/bmj.39349.706782.DB. [PMC free article] [PubMed] [CrossRef] 

[Google Scholar] 

Ziapour, A., Khatony, A., Jafari, F., & Kianipour, N. (2016). Patient satisfaction with medical 

services provided by a hospital in Kermanshah-Iran. Acta Med Mediterranea, 32, 959-65. 

Zweifel, P., Felder, S., & Meiers, M. (1999). Ageing of population and health care expenditure: A 

red herring? Health Econ, 8(6), 485–496. 

Zweifel, P., Steinmann, L., & Eugster, P. (2005). The sisyphus syndrome in health revisited. Int J 

Health Care Financ Econ, 5, 127–145. 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1995491/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1995491/
https://www.ncbi.nlm.nih.gov/pubmed/17901494
https://dx.doi.org/10.1136%2Fbmj.39349.706782.DB
https://dx.doi.org/10.1136%2Fbmj.39349.706782.DB
https://scholar.google.com/scholar_lookup?journal=BMJ&title=Better+access+to+medicines+could+save+10+million+lives+a+year,+says+UN+expert&author=J+Zarocostas&volume=335&publication_year=2007&pages=635&pmid=17901494&doi=10.1136/bmj.39349.706782.DB&


186 

 

ANNEXURE-1 

AN ASSESSMENT OF PEOPLE SATISFACTION REGARDING 

HEALTH REFORMS IN KP PAKISTAN 

 

QUESTIONNAIRE 

 

DEMOGRAPHIC CHARACTERISTICS OF THE RESPONDENTS 
 
 

1. Name------------------------------------------------------------------------------- 
 

2. Age (Years)------------------------------------------------------------------------ 
 

3. Family type------------------------------------------------------------------------ 
 

4. Educational qualification (Years)----------------------------------------------- 
 

5. Number of family members----------------------------------------------------- 
 

6. Income (Rs/month) --------------------------------------------------------------- 
 

7. Occupational status-------------------------------------------------------------- 
 

8. Residential status---------------------------------------------------------------
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SECTION-C 

PROVISION OF FREE MEDICINES 

 

S. No. Attributes Strongly Agree Neutral Disagree Strongly 

  Agree    Disagree 

1 Human rights act of essential drug      

 provision is ensured strictly in      

 Pakistan.      

2. Public has access to essential      

 medicine at primary level without      

 any bias.      

3. Medicines with cheap prices are      

 offered to public in Pakistan.      

4. Essential medicine is mostly      

 provided free of cost by the public      

 sectors      

5. High Drugs expenses affect public      

 access to appropriate health care.      

6. Standard Drug ‘s prices force      

 public for substitute and      

 substandard medicine      

7. Mediocre community confronts      

 impediments to access to essential      

 drugs      

8. Market offers unfair prices of      

 essential medicines/drugs      

9. Approach to life-saving drugs is a      

 nightmare for feeble class.      

10. Lack of information provision      

 about drug utilization hampers      

 proper treatment of patients.      

11. Non- Registration of pharmacies      

 encourages the flooding of market      

 with sporran drugs.      

12 Non-professional attitude of      

 drug ‘s companies lift the flow of      

 benefits in form of other      

 stakeholders rather than patients.      

13 Provision of medicine is ensured      

 based on revenue generation      

 instead of welfare.      
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Availability of services 
 
 

S. No Attributes   Strongly Agree Neutral Disagree Strongly 

     Agree    Disagree 
       

1 Public hospitals put their utmost      

 efforts to provide extensive relief to      

 patients.         

2 Public hospitals are fully equipped      

 with health care facilities.       
       

3 Well-trained paramedics serve public      

 in public hospitals with high degree of      

 reliability.        

4 Public hospitals have abundance of      

 well-sterilized equipment’s.       
       

5 Equipment in public health sectors is      

 utilized in justified manners.       
         

6 Public satisfaction encompasses      

 countless elements of health care.      
       

7 Lack of basic amenities is the major      

 cause of patient dissatisfaction over      

 services.        

8 Public Hospitals serve with      

 Laboratory and pharmacy services.      
          

9 Public laboratories provide highly      

 reliable results proven to complete      

 treatment.        

10 Public hospitals deal with uniform and      

 efficient mechanism of treatment and      

 care.         

11 Public grievances are heard and fairly      

 compensated by authorities with in the      

 hospital premises.        

12 Emergencies are handled on priority      

 basis with insurance of the presence      

 of required staff and equipment’s.      

13 Patients are examined properly with      

 professional zeal and commitments.      
       

14 Structural fragmentation to upgrade      

 hospital is essential to capture the      

 pace of improvement in services with      

 accommodation to patients.       
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Presence of staff 
 
 

S.no Attributes Strongly Agree Neutral Disagree Strongly 

  Agree    Disagree 
       

1 Shortage of health professional ‘s      

 destitute health care system leading to      

 dissatisfaction of patients.      

2 Doctors and paramedics do act      

 according to the specified duty      

 schedule.      

3 Health care professionals ensure their      

 presence during duty hours.      
       

4 Doctor dual duties i-e hospital and      

 clinic is mismatching in deliverance.      
       

5 Doctors ‘Personal clinics and private      

 practices deteriorate their performance      

 at the hospital.      

6 Private clinics and personal business      

 lead to overwhelming absenteeism.      
       

7 Private clinics attract seniors ‘doctors      

 and thus, their presence is low.      
       

8 Mostly doctors seduce patients in      

 public hospitals to examine them in      

 their personal clinics.      

9 Communication gap of paramedics      

 and doctors lead to patients ‘      

 dissatisfaction      

10 Absence of senior doctors provoke      

 public ‘s tendency to private      

 centers/personal clinics.      

11 Absence of doctors and nurses ‘are      

 one of the major perplexities in public      

 sectors, negatively affecting the      

 institutional performance.      

12 Mostly TMO ‘s extends the services to      

 negotiate with all kind of emergencies      

 and duties.      

13 Doctors provide psychosocial therapy      

 to patients as part of their treatment in      

 medics and surgery.      

14 Medical boards are called on in critical      

 situation to handle any emergency      
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Access to medical services 

 

S.no Attributes Strongly Agree Neutral Disagree Strongly 

  Agree    Disagree 
       

1 Feeble are provided with subsidy on      

 health care.      
       

2 Insured citizen is provided with prompt      

 health facilities without irritation.      
       

3 Secondary and tertiary health care is rare      

 for public      
       

4 Primary health care centers are well-      

 equipped      
       

5 Experienced staff serves in primary      

 health care system      
       

6 Basic maternity facilities are available at      

 primary health centers.      
       

7 Primary health care centers are equipped      

 with expert female gynecologist.      
       

8 Health care consultancy are properly      

 provided at primary health care centers      
       

9 Female health care awareness programs      

 are mentored at primary level.      
       

10 Essential lifesaving drug are provided at      

 primary level.      
       

11 Public has sufficient awareness about      

 drug availability at primary level.      
       

12 Primary health care centers are mostly      

 functional.      
       

13 Staff at primary health care center work      

 with punctuality.      
       

14 Most of the primary health care centers      

 are dysfunctional      
       

15 Absence of staff, lack of staff, and lack      

 health facilities enforce public ‘s tendency      

 to secondary health care center.      

16 Transport charges are one of the major      

 obstacles for poor masses to access      

 health care facilities      

17 Preventive health care programs are rare      

 at primary level.      
       

18 Allocated resources are inadequate for      

 health care at all levels      
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Corruption 
 
 

s.no Attributes Strongly Agree Neutral Disagree Strongly 

  Agree    Disagree 
       

1. Minimal attendance of doctors at      

 public hospitals are tantamount to      

 corruption.      

2. Clinics are highly occupied due to      

 indifferent attitude of doctors at      

 hospital regarding their presence.      

3. Mostly Patients are provoked too private      

 clinics to earn more by the doctors.      
       

4. Mostly Medicines are provided on      

 nepotism basis, thus reducing the      

 chances for needy persons.      

5 Mostly expensive medicine is      

 squeezed and sold outside thus      

 depriving the patients for their due      

 right.      

7 Only low-priced medicine is offered      

 to patients at hospitals.      
       

8. Health ensured and entitled citizens are      

 enforced to pay for their treatment.      
       

9 Minimal time is spared for proper      

 investigation of disease at hospital by      

 doctors.      

10 Favoritism is commonly found in      

 health care system when patients      

 encounter doctors at hospital.      

11 Bribes in shape of gifts are received by      

 doctors from drugs companies.      
       

12 10–15-minute wards ‘visits are only      

 made by seniors ‘doctors to      

 fulfill the minimum requirements of      

 visits.      

13 Substandard medicines with high      

 prices are prescribed by the doctors at      

 hospitals.      

14 Patients are advised pre-planned      

 laboratories for tests outside hospitals      

 to earn commission.      

15 Public are mostly kept un-aware about      

 the available resources at hospitals.      
       

16 Mostly doctors remain intact with      

 Government jobs only for their      

 publicity to attract more patients.      
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Gender Discrimination 

 

S.no Attributes Strongly Agree Neutral Disagree Strongly 

  Agree    Disagree 
       

1 Patriarchal norms all male gender      

 supremacy hamper women access to      

 health facilities.      

2 Women are given less time in      

 diagnosis as compared to males in      

 hospitals.      

3 Women have less access to medical      

 services including provision of free      

 medicines.      

4 Women are discriminated in access to      

 calling a doctor in public hospitals.      
       

5 Women have no autonomy in decision      

 making about their health care.      
       

6 Very minimal priority is given to      

 female health care in a family due to      

 patriarchy.      

7 Female genders are mostly teased for      

 illegitimate actions by males in      

 hospital.      

8 Low female professional      

 representation is the cause of      

 intimidation of female in hospital.      

9 Presence of Female health consultants      

 at all level in health care system is      

 essential.      

10 Gynae wards are mostly overcrowded      

 and tasks are performed by male.      

11 Mostly the gynecology wards present      

 deplorable sights with lacking      

 essential requirements for surgery and      

 treatment.      

12 An unhygienic condition prevails in      

 female wards.      
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Rule’s regulations violation/ Lack of monitoring 
 
 

S Attributes Strongly Agree Neutral Disagree Strongly 

. No  Agree    Disagree 
       

1. Defective infrastructure and substandard      

 policies lead to poor health care system in      

 hospitals      

2. Mal-practices and miss-managements      

 occur due to poor health strategy.      
       

3. Policies are set out without taking the      

 ground realities into considerations.      
       

4. Health ‘s professionals are not involved in      

 policy constitution process      
       

5. Public representative and experts are not      

 taken into confidence while designing and      

 implementing health policies.      

6. Proper monitoring is lacking at all levels      

 both at administrative and professional      

 level.      

7. Practical applications of policies are      

 seldom assessed.      
       

8. Strict check and balance are maintained in      

 health care system.      
       

9. Public are kept aware of the policies      

 pertaining to patients and hospitals.      
       

10 People are often kept in dark about      

 medicinal availability in hospital.      
       

11 Public have instant reciprocal      

 consequences on complainant’s submission      
       

12 No penalty is imposed on health      

 professional when found guilty      
       

13 Medicinal prices are monitored regularly      

 by the concerned      
       

14 Specific formula rates of medicine are      

 specified and ensured      
       

15 Quality and quantity of medicine are      

 checked frequently by the concerned at      

 hospital.      

16 Actions of Doctors and nurses’ staff are      

 strictly monitored by the hospital      

 administration.      

17 Punctuality and duty-time is strictly kept      

 under-observation to make system smooth      

 functioning.      
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Space Availability 
 
 

S Attributes   Strongly Agree Neutral Disagree Strongly 

. No    Agree    Disagree 
       

1. Space availability indicates the overall      

 efficiency of the hospital       
       

2. Bed shortage is one of the most      

 prominent enigma in public hospitals      
       

3. Shortage of beds in emergency is the      

 most common phenomena in public      

 hospitals.        

4. Pairs of serious patients are laid on one      

 bed in emergency department.      
       

5. Critical patients are served with Blood      

 stained   and   unhygienic   beds   in      

 emergency wards.       

6. Rough and dirty bedsheets are utilized      

 frequently without maintaining      

 cleanliness at regular intervals.      

7. Over-crowding at emergency is a most      

 frequent phenomenon.       
       

8. Allocation of toilets inside the wards is      

 an obvious cue of the space shortage.      
       

9. No proper lounge or waiting rooms are      

 provided to out-door patients at public      

 hospitals.        

10. No   specific   spot   is   allocated   for      

 attendants   of   patients   at   public      

 hospitals.        

11. Most of the public hospitals are      

 overcrowded which results into space      

 related problems.       

12. Inappropriate space is left in between      

 beds due to space shortage.      
       

14. Minimal   space   is   provided   for      

 documents and medicines to each bed      

 and patient in the wards.       

15. Maternity wards are often so laden that      

 two to three patients are put on single      

 bed.        
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Patient Satisfaction 

 

S Attributes Strongly Agree Neutral Disagree Strongly 

. No  Agree    Disagree 
       

1. A viable and working health policy was      

 missing   prior   to   2013   health   policy      

 introduced by KP government.      

2. All aspects of delivery and services are      

 covered in health policy introduced in 2013.      
       

3. Doctors are made responsible in terms of      

 their presence.      
       

4. Patients are mostly treated without any      

 biasness on gender and political grounds.      
       

5. Humanitarian aspects have revinished into      

 the staff after the introduction of health      

 policy.      

6. Lesser space more patients are paradoxid in      

 executing health policy in better spirit.      
       

7. Health cards have led to reducing the      

 miseries of masses, especially the poor as it      

 entails them to receive free treatment.      

8. Monitoring and evaluation at different      

 cadres have added more strength to this      

 policy.      

9. Corruption either in form of doctors or      

 other staff performance (presence) and      

 provision   of   medicine   is   completely      

 eradicated.      

10. Do you think health policy is replicable to      

 achieve long term results.      
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ANNEXURE II 

 

DISCUSSION GUIDE 
 
 

 

1. What do you know about the new health policy of KPK? 

2. What changes have occurred in the health care system of KPK   due to revised 

 health policy? 

 

3. What was the reason for bringing reforms in the health sector? 
 

4. What do you say about the drug availability and equipment supply in hospitals? 
 

5. Is there any proper mechanism for monitoring and check and balance in hospitals? 
 

6. What do you mean by corruption in health care system and what steps have taken 

for its reduction? 
 

7. What do you say about the space availability in hospitals?
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ANNEXURE-III 

 

FACTOR ANALYSIS 

 

Construct Identification and Validation 
 
 

To check the validity and stability of the measurement tool, of the construct exploratory 

factor analysis were brought, EFA were perform on the reflective variables in the data to 

make construct of the observed item, EFA, principal component analysis (PCA) was 

performed with a ProMax (oblique) rotation method in the extraction to build constructs. 

While the standard was used for the construction of factors based on Eigen values greater 

than one instead of fixed value extraction. At first the nature of the data was checked using 

base on Eigen value method with thinking in mind that fixed factors criteria will be selected 

if the analysis makes more than the required factors, iteration limit of 25 were allowed, small 

coefficient having absolute value less than .3 were used to avoid the low factor loading. And 

were found a Kaiser-Meyer-Olkin (KMO) Measure of Sampling Adequacy 0.932 which was 

above the recommended threshold value of .7 which is good and significance (p<0.000) 

Bartlett ‘s test of Sphericity and good scree test 
[8]

 as shown in Table 1. No value less than 

0.3 were found in the communalities in the PCA. Suitability of the construct and factor 

analysis were gauged through Kaiser-Meyer-Olkin (KMO) Measure of Sampling Adequacy, 

Bartlett ‘s test of Sphericity, error variance explained and factor loading greater than 0.40. 

The measuring criteria indicated that the variables were uncorrelated and were suitable for 

factor analysis 
[2, 5,6,7]

. The above description indicated that most of the assumption for 

factor analysis was according to the recommendations of the earlier literate which exhibited 

the validity of the data. However, some of the cases were ambiguous which could be 

attributed to respondents inapt regarding the situation and the prevalence of illiteracy in the 

area. As majority of the local people were poor and uneducated which might have led to 

misunderstanding of questionnaire resulting with ambiguous response. 
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Table 1 KMO and Bartlett's Test 
 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .832 
  

Approx. Chi-Square 31709.380 
Bartlett's Test of Sphericity  

Df. 8001 

Sig. .000 

 

3.8.3 Measurement Model 

 

Factor analyses minimize the number of items into a few construct 
[10]

. To Check the 

uni-dimensionality and follow the work of Lu, et al. 
[1],

 Jöreskog 
[11]

 and Anderson and 

Gerbing 
[12]

, a Confirmatory Factor Analysis (CFA) with two step approach were 

performed. To improve the validity and reliability the value below 0.3 were removed which 

are unaccepted 
[1,13]

. In the measurement model we have a total of 9 variables, Provision of 

free medicine (with 13 observed items), availability of services (with 14 observed items), 

present of staff (with 14 observed items), access to medical services (with 18 observed items) 

corruption (with 16 observed items), Gender discrimination (with 12 observed items), Rule’s 

regulations violation/ Lack of Monitoring (with 17 observed items), Space availability (with 

15 observed items). After evaluating the confirmatory factor analysis (CFA) the Chi-square 

value of χ2 = 1483 with degree of freedom 834 and show a good model fit like Comparative 

fit index (CFI) = 0.956 NFI=0.904 Tucker Lewis index (TLI)= 0.952 Root mean square error 

of approximation (RMSEA)= 0.039 (<.06 
[14]

) Root 

 
Mean Square Residual (SRMR)= .019 (≤.1 as shown in the Table No 4. All the 

 

above value were covering the recommended threshold value suggested by Hu and Bentler 

[14],
 Byrne 

[15]
. While the value of Chi-square depends on the sample size of the study, so 

Chi-square not coming in the boundaries of goodness of fit however, the normed value of 

χ2/d.f. =1.77 is under the recommended value of <3.0 
[16]

. All the value are acceptable and 

support the model for its validity 
[17,18]

. Furthermore, the entire factor loading (λ) were 

above .7 or high as suggested by 
[12]

.

[220, 263] 
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Table 4 Measurement Model Goodness of Fit 
 

Absolute Fit measures Incremental Fit measures Parsimonious Fit measures 

 2 RMR RMSEA CFI TLI IFI RFI 

1483 (834) .019 .039 .956 .952 .956 .897 

 

 2 =Chi-square, RMSEA= Root Mean Square error of approximation, CFI= Comparative Fit 

Index, IFI= Incremental Fit Index, RFI= Relative Fit Index, TLI = Tucker Lewis. 

 

 

Moreover, to check the validity and reliability of the measurement model and observed 

variable convergent validity were checked and explore that in hand data have convergent 

validity as evidence Provision of free medicine, availability of services, present of staff, 

access to medical services, corruption, Gender discrimination, Rule’s regulations violation/ 

Lack of Monitoring, Space availability. that all the Average variance extracted (AVE) 

ranging 0.501 to 0.689 are above the threshold value of 0.5 recommended by Fornell and 

Larcker 
[3]

 as shown in Table 5. The table also demonstrate the composite reliability (C.R) 

of the construct which make an evidence that all the values are above the recommended 

value 0.7 ranging from 0.902 to 0.941 suggested by Fornell and Larcker 
[3]

 and 
[4]

. In 

measurement model a correlation among the factors is discriminant validity and the 

threshold value of discriminant validity is <0.05 
[25]

. We have discriminant validity based 

on the square root of AVE being greater than any inter factor correlation which is good as 

shown in Table 5. According to the Kline 
[25]

 Thompson 
[19]

 and Bagozzi 
[20]

 recommended 

value for discriminant validity, AVE and reliability analysis it was concluded that the 

observed item was suitable and acceptable for assessing the average of all factors. Before 

moving to the latent model common method bias were checked. Common method bias is an 

error that cause the response of the respondents due to some external effect. To check the 

common method bias which cause by social desirability, leniency biases, mood (positive or 

negative), items characteristics effect, items social desirability, item demand characteristics, 

items ambiguity, items wording, scale length, intermixing of items in the questionnaire. To 

know the common method, bias the Harman ‘s single factor test was used 
[21]

 and found 

that there is no common method bias issue. We have discriminant validity based on square 

root of AVE being greater than any inter factor correlation, which is good 
[22]

. It is 

concluded from the above results that according to Hu and Bentler
 [14],

 Bagozzi and Yi 
[4],
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Klin
 [26]

 and Thompson 
[19]

 recommended values for the appropriateness of observed 

indicators and their generalization were suitable and valid for assessing factors.
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Table 5 Validity test of construct 

 

Variables CR AVE 

Provision 

Availability present 

Access to 

corruption 

Gender 

Rules Space  

of free medical regulations 

availabilit

y 

 

of services of staff discrimination 

 

   

medicine services 

 

violation/ Lack 

  

         

         of Monitoring   

Provision of free 

0.952 0.591 0.769 

        

medicine 

        

           

            

Availability of 

0.950 0.639 0.431 0.799 

       

services. 

       

           

            

present of staff 0.960 0.539 0.377 0.289 0.734       

            

access to medical 

0.975 0.519 0.299 0.222 0.258 0.721 

     

services 

     

           

            

Corruption 0.967 0.536 0.465 0.342 0.524 0.592 0.732     

            

Gender 

0.961 0.533 0.392 0.281 0.296 0.301 0.289 0.731 

   

discrimination 

   

           

            

Rule’s regulations            

violation/ Lack 0.966 0.612 0.299 0.301 0.350 0.317 0.410 0.451 0.749   

of Monitoring            

            

Space 

0.964 0.537 0.284 0.270 0.261 0.302 0.275 0.330 0.258 0.735 

 

availability 

 

           

            

 

Notes: Italic numbers on the diagonal parentheses are square root of each construct’s AVE value.
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