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ABSTRACT

The aim of this thesis is to improve the quality of healthcare for patients
who use Bahrain’s secondary health services. The issue of quality
management can only be understood within the wider context of political
and social change in the Kingdom of Bahrain. Thus, the dissertation
begins by mapping out some of key political and administrative changes
from 1999 onwards; a year which marked the cautious beginning of
democratisation within the Kingdom. Using Donabedian’s framework of
analysis, the thesis presents the findings from primary empirical research
which establishes the quality of healthcare in Bahrain. This study elicits
the views of both patients and professionals at the Salmaniya Medical
Complex, Bahrain’s only general hospital. However, to provide a
theoretical and practical basis for future quality management initiatives
within the Bahraini health services, these views will greatly assist in the
preparation of high quality processes and physical settings of a proposed
new hospital. Based on the results of a questionnaire with over a 50%
response rate, the majority of respondents appeared satisfied with the
quality of healthcare. However, a number of key suggestions were made,
including concern over staffing levels and the quality of administration at
the hospital.  Therefore, the dissertation makes a key several
recommendations based on this empirical evidence, but more widely, it is
clear that democratisation in Bahrain has made an important impact on
the managei‘nent of healthcare. However, the impact is still not clearly
understood. As democratisation proceeds, the findings of this research
should help to clarify this process by analysing the perceptions of quality
of key stakeholders in the health service; those who provide it and those

who yse it




Chapter 1

MANAGING QUALITY IN HEALTHCARE IN BAHRAIN:
ISSUES, TRENDS AND DILEMMAS

Statement of the problem

Until the first American hospital was opened in Bahrain in 1902, there
were no organised health and medical services in Bahrain; the people
only used traditional and herbal medicine. Today, Bahrain has a huge
government hospital, the Salmaniya Medical Complex, (SMC), which is a
secondary and tertiary healthcare hospital, furnished with approximately
one thousand beds. The hospital provides specialised services and is

equipped with advanced diagnostic facilities and advanced technology.

The researcher has chosen to study quality management in the health
sector due to a personal belief that research which reflects the strategy of
the government, will ultimately improve the lives of its citizens. In
particular, such research should support and encourage the development
of quality service delivery. For example, a major strategy of the Ministry
of Health in Bahrain is to improve the health of the nation and deliver
essential, quality and cost effective services, (Strategic Health Plan,

1997).

Bahrain is also a member of the World Health Organisation (WHO). This
strategy also reflects WHO’s ‘Health for All’ campaign (Strategic Health

Plan, 1997). Therefore the researcher believes that this research 1s not

only following and meeting Bahrain’s health aims, but also WHO




strategies, because delivering essential, quality and cost effective care
cannot be achieved without studying and implementing elements of

quality care.

Since Bahrain is following WHO strategies, to achieve “health for all”,
Bahrain needs to recognise what ‘a quality” health service is. Asin health
services around the world, there is growing recognition in Bahrain of the
importance of the views of patients and healthcare providers, when
planning services in secondary healthcare. Indeed the opinions of patients
and health services providers remain essential to meaningful quality

assurance in the health sector.

In other words, quality cannot be optimised without at least some
reference to those who use or provide health services — this is a well-
established principle (Nehemkis et al, 1984). Indeed, the Bahrain
Government, including the Ministry of Health, has embraced the
principles of Total Quality Management (TQM). However, the difficulty
of putting this principle into practice may lead to a failure to carry out

good intentions to have effective quality healthcare, accessible for all.

Being a former nurse manager in Bahrain I am confronted with many
Jocal examples of quality problems brought to my attention through the
expression of patient or provider opinions. For example: for every 20
patients, there are around 12 to 16 nurses assigned to take care of them
(see table 1, page 4). There will be only two nurses per shift taking care
of them, because the nurses will be divided into three shifts. Suppose the

ward has onlv 12 nurses divided into three shifts, each shift will have 4

nurses and some of them could be on leave or absent from duty, therefore




there will be only two nurses per shift remaining since most patients are

in need of total nursing care, this can be a major problem.

Table 1: Staff/patient ratio on the medical floor in a nursing department,
at Salmaniya Medical Complex (Source: Salmaniya Medical Complex,

Management Information, 2004)
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All the patients on this floor are medical patients with similar problems,
except ward number 53, which contains highly dependent patients.
Furthermore, what the table shows, is that the number of staff is
distributed blindly with no criteria or scientific measures; SOme of the
wards are suffering from a shortage of nurses while others have a
sufficient number. Table 1 will express that ward 52 has 12 nurses for 15
patients but on the other hand, ward 54 has only 13 nurses for 22 patients.
Based on my personal experience, although ward 54 has more critical

patients than ward 52, it has less staff.

There are no clear criteria to justify the need for nursing staff. The
nursing personnel are calculated as follows: the total number needed per

shift for the unit / ward X 106 = the total nursing personnel (SMC,
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Nursing Administration Record, 2001). The problem is that no one
knows from where they brought the number (106) to multiply with! This
apparently arbitrary approach to staffing leads to shortages of key
hospital employees such as doctors and nurses, which in turn leads to
more patient complaints and to staff stress and job dissatisfaction.

Moreover, there is no scientific evaluation of nursing care related to the

staffing programme, which should contain four elements:

1. A precise statement of the purpose of the institution and the
services a patient can expect from it, including the standard and
characteristics of the care.

2. The application of a specific method to determine the number of
staff required providing the care.

3. The development of assignment patterns for staff from the
application of personal guidelines, policy statement and

procedures.
4. An evaluation of the product provided and judgment reflecting the
impact of the staff upon quality, (Willis and Linwood, 1984: 123).

The study is required to address issues that occur on a daily basis, such as
bed shortages, or professional conduct. However, although these issues
could potentially be solved by systematic managerial feedback, what
health services lack in Bahrain is a way of acquiring facts and opinions

from patients and services planning.

Bahrain’s social and political context may have much to do with this.
There is a lack of understanding about what can be gained from increased
participation in health services planning in Bahrain, especially as
‘democracy’ and ‘transparency’ are relatively new to Bahrain. Until

recently, people were afraid to participate or ventilate their feeling

basically due to the political climate.




On the one hand, patients are clients of a public sector organisation: they
are not making an economic transaction and therefore they are in need of
services, which might not be based on their choice, but they have no other
alternatives. On the other hand, patients might think that they do not want
professionals to make care decisions on their behalf. They may refuse to
have ‘framed’ services, for example if a doctor decides on surgery for a
cancer patient before chemotherapy treatment, a patient in Bahrain has no
choice to refuse the surgery because patient is in a public hospital and has
no right to ask for another medical opinion. The doctor’s decision must

be accepted or a second opinion from the private sector must be sought.

A main dilemma for this research is the influence of the cultural setting
within which management reform takes place. For instance, Hood (2000)
identified four cultural perspectives on public management reform
including an individualist bias which is theoretically associated with new
public management style reforms. However, in Bahraini culture, the kind
of individualism that guides managerial thinking in the west is largely

absent.

These technical, cultural and psychological problems may have all
contributed to subtle forms of resistance or denial of the need to plan
participative health services, yet there is still a move towards
implementing a more participative form of quality assurance by the
Ministry of Health in the near future. This project then is a response to
the Ministry of Health’s policy and is an attempt to find ways to enable
patients and service providers to contribute facts and opinions

constructively when planning quality health services in Bahrain.




Research Aim

Given the apparent problems and challenges associated with the potential
of implementing genuine quality management in Bahrain’s health service
outlined above, the thesis intends to demonstrate through empirical
research that such a goal can be achieved. Thus, the overall aim of the

research 1s:

To improve the quality of healthcare for patients who use
Bahrain’s secondary health services

To achieve this aim, the thesis has the following objectives:

1. To understand and critically analyse the context of health services
in Bahrain

2. To undertake primary empirical research to establish the present
quality of healthcare in Bahrain

3. To provide a theoretical and practical basis for future quality
management initiatives within the Bahraini health services
To achieve the first of these objectives, the thesis will begin by
exploring the development of the health service within the political
and cultural context of Bahrain. This will be done in this chapter
which will also introduce the background to health service and quality
management reforms in Bahrain. In chapter two, which reviews the
literature on quality management in the health services in particular, it
becomes apparent that very little has been published on this topic in
Bahrain, let alone the Arab Gulf region. This chapter also provides
the framework which informs the empirical research. The second

objective is also met in the analysis of the findings to provide the basis

for a critical discussion of the viability of future quality management




initiatives in the Bahraini health service. However, we now turn to the

unique political and social context of Bahrain.

The Context of Quality Management in Bahrain

Introduction

Before attempting any empirical analysis, it is important to understand
the political and social context of Bahrain, which also needs to be
considered within the wider political and social setting of the Gulf (Khuri
1980: 1). Important changes have occurred in recent years that impact
directly not only on public administration within the Kingdom, but have
allowed the promotion of managerial methods and techniques such as
quality management to improve organisational effectiveness in the public

sector. However, public sector reform is far from systematic.

The reforms appear to be a response to a crisis of legitimacy stemming
from chronic fiscal difficulties, international democratisation and
domestic pressures. However Apart from violent demonstrations in April,
2001 there were few incidents of political unrest, (Bureau of Democracy,

Human Rights, and Labour, 2003).

Thus, the rationales for reform appear to be in line with international
trends. However, the political focus in Bahrain is on the role of the King
and his government and the King’s response to greater stability and
democratisation. The King's strategy is intended not so much to satisfy
the political demands of his constituents, but to ensure that they are
expressed within the system, rather than in the streets ( Mohammed,

2002,




This context provides the backcloth for steps towards quality
management in the forthcoming part of the chapter. This is followed by a
presentation of the health system in the country along with a discussion of
the effects of reforms in the health sector. Thus, the overall purpose of
this chapter attempts to put the introduction of quality management in the

health service within the wider context of political changes in Bahrain.

Political and administrative change

In recent years attention has focused on moves towards democratisation
in various regions of the world. In the Middle East it is often seen to be
associated with popular demands for political reform, but externally
through the commodity of oil (Dimond et al. 1989). Whatever the reason
for democratisation, Bahrain's rtoute to democratisation and the
restoration of parliamentary life has been rather impressive in the less
than three years since Sheikh Hamad bin ‘Isa Al Khalifa succeeded his
father as king. Many of the country's leading opposition figures who

were in exile have returned to the country.

The once notorious security services have been reformed and emergency
laws repealed; there has been amnesty for those in exile, and new, more
liberal laws in a number of areas. In late 2000, a National Action Charter
was introduced, outlining a proposed return to parliamentary life through
the election of a new Lower House alongside an Upper House appointed
by the king. The Charter was adopted in a referendum in early 2001
(Ministry of Information, 2002).

In 2001, His Highness the King also issued a decree implementing the

proposed reforms and calling for elections Tor MUNICIpality govVelnIments

as well as for an election of the new Lower House later that year. The
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decree also declared Bahrain a constitutional monarchy and it did
something else as well: it made it a Kingdom. The State of Bahrain has
become the Kingdom of Bahrain, and Sheikh Hamad has become King

Hamad, by his own decree.

The change from Emirate to Kingdom has drawn most of the attention,
but the manner of its implementation has also drawn some criticism from
those who had previously praised the reforms. The main problem 1s how
they were implemented: by King Decree, now a royal decree. This
circumvented a constitutional problem that the whole National Action

Charter approach had raised.

Bahrain has a constitution from 1973, following independence from
Britain in 1971; and changes in that constitution must be initiated by
Parliament. The trouble is, Parliament was "suspended" in 1975 and
never restored. In order to create a bicameral system with an elected
Lower House, in other words, the constitution has to be amended, but

there is no Parliament to amend it, (Mohammed, 2002).

The National Action Charter which was introduced in late 2000 was

sharply criticised by Bahrainis on a number of grounds:

e The change of the Emir's title to King appeared to codify the
Khalifa family's position as Bahrain's ultimate authority,

e The lower assembly, though elected, wouid not have any law-
making powers,

e The process of preparing the charter did not involve public

consultation, it excluded longstanding opposition demands for the

1 1. 4 Tl . . .
jepatisntion-oipolitcalpartissand-labourunions
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e Acceptance of Shiites; the majority of Bahrainis, into sensitive
government and security positions;

e The return of deported opposition leaders;

e In addition, the release of all political prisoners, economic justice
and the "Islamisation" of public life were not addressed,

(Mohammed, 2002).

It is also not entirely clear why King Hamad insisted on taking the title of
King and giving the "State" (dawla) of Bahrain the title of Kingdom.
Bahrain is smaller than most of the Gulf Co-operation Council countries

and poorer than most, yet it is now a Kingdom.

Women have been promised by the King to have full equality in voting
and may run for office and an independent Constitutional Court will be
established. Bahrain had the second true Parliament in the Gulf
Cooperation Council states, after Kuwait, but women still cannot vote in
Kuwait. The first of the decrees issued on February 14 carried the title
"Royal Order Number One of 2002"; the phrase "Royal Order" instead of
"Amiri Order" was explained in the first clause, which declared the
official name of the state to be the Kingdom of Bahrain and the official
title of the ruler to be the King of Bahrain.

It was signed by His Highness "The King of Bahrain, Hamad bin ‘Isa Al
Khalifa". Subsequently days it was announced that changes were being
made to the flag and the national anthem as well: the flag will add
symbols to represent the five pillars of Islam, while the King's royal flag

will add a crown.

el -1 ~ 1 R . . .
Ere—tter—of—chansins—thomsitiomitiomiteingdonbadhoon discussed

extensively since late 2000; some expected the National Action Charter
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announced at that time to make the change. Instead, the Charter merely
said that the country would be a hereditary constitutional monarchy and
that a constitutional amendment should stipulate the name of the state,

(National Charter, 2001).

One question has long been, why? Bahrain is a tiny state, consisting of
two main islands and a scattering of reefs and islets, the only other
Arabian Peninsula state calling itself a Kingdom is Saudi Arabia. In
addition, the change in title distracts attention from the democratisation
process and is easy enough to lampoon; not only did it get mentioned in
most headlines internationally, but few news stories failed to note how

small the new Kingdom is.

His Highness the King himself has never actually spelled out the reasons
for the move. Some have argued that the move might be aimed at
securing Bahrain's independence in the event of Iran reviving its dormant
claim to the islands, but Bahraini independence is not really strengthened
by a mere change of name. In 2000, when the move was first discussed,
some thought it might have something to do with Bahrain's case in the
World Court with Qatar over boundary disputes, but the Court has

already settled those disputes.

Others thought it might have something to do with the move toward the
principle of popular participation (Ministry of Information, 2001:105),
rather than facing the crises between government and people which

existed in Bahrain.

In the year 2001 two Shi'a men reported that the police
detained and beat them. Although one of the men admittedly

sought the CONITONTation With The porce, e potce tiegatty

arrested them without a court-issued warrant .In the past, there
were credible reports that prisoners were often tortured and
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subjected to cruel, inhuman, or degrading treatment. Before
the annulment of the State Security Act in February 2001, the
Government had difficulty in rebutting allegations of torture
and of other cruel, inhuman, or degrading practices because it
permitted incommunicado and detention without trial. There
continued to be credible reports of prisoners being beaten and
mishandled (Bureau of Democracy, Human Rights, and
Labour, 2003:3).

‘Police earlier clashed with thousands of angry demonstrators
in the capital Manama. More than 20 people were hurt,
including a Shia opposition activist and member of Manama
city council, he received a rubber bullet in the head and is now
in hospital undergoing an operation, his brother said. Many
women and children fainted from inhaling gas. This is
completely unjustified. It was a peaceful rally’. (High Beam
Research Center, (1997)

‘Hundreds of Bahraini people demonstrated on Sunday, 2001’
(Arabic News, 2002)

In any event and for whatever reason, Bahrain has been declared a
Kingdom and its ruler a King. The more important democratisation
moves deserve to be understood in their own right, whatever one may

think of the country's new and perhaps a bit ambitious self-designation.

The debate over Bahrain’s status as a Kingdom has distracted attention
from the constitutional reform, which will give Bahrain an elected Lower
House. Though the basic outlines had been known for more than a year
since the original introduction of the National Action Charter in
December of 2000, the constitutional changes provide explanations in

much greater detail, (Gulf Daily News, 2002).

The new Parliament is called the National Assembly (Al-Majlis al-

Watani). It consists of two houses, an appointed Consultative Council

(Majlis al-Shura) and an elected Chamber of Deputies (Majlis al-Nawab).

14




The original plan as explained in the Charter seemed to imply that the
Consultative Council would be identical to the body of the same name,
which was established in 1992. But that council has now been dissolved,;
it consisted of 30 members, while the new Consultative Council, with
greater and constitutionally defined powers, will have 40 members. Both
houses will have the same number of members, (Bahrain Constitution,

2001).

When they are unable to reach agreement, as will be explained in greater
detail later, they will meet jointly as the National Assembly, and votes
can be carried by a majority of the whole. The fact that the two are equal
in size means that a majority of one house plus a minority of the other

could carry a vote when meeting jointly, (Bahrain Constitution, 2001).

Democratisation in Bahrain has formed a rationale for the introduction of
administrative public sector management reform. Such a reform has
considerable advantages for governments because they will be able to
manage their activities more effectively. ‘Directives issued by His
Excellency the Prime Minister to implement quality performance
management programmes in all Ministries’, (Ministry of Information,
2002). The King added that there is no recession or set back from the
march of comprehensive reforms, the foremost being ‘our democratic life

provided by the constitution’, (Arabic News, 2003).

‘Since the developments related to the status of political parties have
occurred recently in Bahrain, which favours a gradual practice of politics.

Bahrain's political societies currently function as de facto parties. In a

sbpbensent ]u‘lSi f‘eaf, His Highﬁess K ing Hamaﬂ hin Ica Al Khalifa did not
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directly reject the idea of legalising political parties, but said that the

decision was up to Parliament’,(Hawthorn and Choucair, 2004).

For Parliaments, such managerial reforms in theory at least, should help
to control government activity because more and better quality
information is available. The clients or customers of public services

should benefit from a better managed public sector.

Political reforms were also seen as a way to bolster the country's standing
internationally. With its small population and meagre resources, Bahrain's
influence within the Gulf Cooperation Council (GCC) was limited. His
Highness the king Hamad clearly wanted to put Bahrain on an equal
footing with its centuries' old rival, perhaps with an eye toward
influencing the ruling of the International Court of Justice on Bahrain and
Qatar's dispute over the Hawar Islands (which were awarded to Bahrain
in March 2001). Improving relations with the Republic of Iran was also

an important consideration, (Bahrain Tribune, 2003).

The government hoped that political reform would bolster investor and
consumer confidence and thereby boost the economy, because the
economic development is a pre condition of new public management. In
response to these criticisms, His Highness the King Hamad decided to
submit the Charter to a referendum. He also issued an amnesty for most
political prisoners, granted permission for the return of people in exile
and guaranteed that the Lower House would have full law-making

pOWers.

Eollowing this, the opposition gave the charter its blessing and urged the

population to support the referendum. Despite its limitations, many

16




Bahrainis supported the prospect of change as an alternative to the status
However, at the same time, many also feared that the Referendum was a
means for the security apparatus to identify discontented elements (this
perception was reinforced when voters' passports were stamped - making
boycotters readily identifiable in the future). Fearing reprisals, perhaps,
90% of the population went to the polls on February 14-15, 2001, with
98% of voters supporting the Charter, (Ministry of Information, 2001)

The charter nevertheless remained ambiguous. It neither specified the role
of the elected assembly, nor the role and powers of the legislature as a
whole in relation to the executive. The size of the proposed chambers
was not specified, nor was there any indication of how differences
between them would be resolved. No target date for elections was
specified. Furthermore, the Charter specified that His Highness the king
would have the authority to appoint and dismiss the Prime Minister and

cabinet.

Most of the reform measures that have been implemented so far are not
democratic advances, per se, but human rights advances. The general
amnesty for political prisoners and exiles, the reinstatement of dissidents
fired from public sector jobs, the lifting of travel bans on political
activists, and the abrogation of state security laws have all created more

opportunities for political expression, (Ministry of Information, 2001).

However, the bodies set up to suppress the opposition in the mid-1990s
(the Special Investigation Service, the Criminal Investigation Directorate,
and the Public Security Force) remain intact and under the control of the
King’s uncle and Prime Minister, His Highness Sheikh Khalifa bin
Salman al-Khalifa,

17




A second important limitation to the reforms is that they have been
granted in a patrimonial fashion. Bahrain's reform process commenced as
a unilateral royal initiative and continues to be portrayed as a grand
gesture from His Highness the King to his people. Most of what passes
for economic reforms (e.g., the reduction in university fees, a modest
assistance programme to aid the unemployed, exemptions in housing loan
instalments, and an extra month's pay for state employees) were

announced personally by the King, (Mohammed, 2003).

However, the formal establishment of the monarchy and the
undemocratic amendments to the constitution reinforced the belief that
the political reform process in Bahrain was to benefit the people.
Although the first two articles of the February 2002 Decree changed the
name of Bahrain into The Kingdom of Bahrain and the title of Emir into
King (with elections being mentioned third) might be hints at the
priorities of the reform process and its creator to the King. However, in
retrospect, the reforms can be viewed as ad hoc measures responding to a
crisis of legitimacy stemming from chronic fiscal difficulties,

international democratisation and domestic pressures.

It is open to question whether the regime can withstand the strains that
would likely emerge once the political reforms are translated into practice
and start affecting the ruling family's privileges. His Highness the King
Hamad may soon realise that, as people gain more freedom and voice, the
price of continued political stability will exceed ad hoc initiatives and the

country will achieve a good standard of economic development.

It is generally accepted that there is some kind of relationship between

cconomic development and democracy and that it can oe AEMONSIraes 0y

quantitative empirical evidence (Rueschemeyer et al, 1992:11-39). For
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example, Lipcap (1996) claims that there is a strong association between
the two and Helliwell (1994) goes further by asserting that they exhibit a
positive linear relationship. This relationship suggests that those countries
with high levels of economic development tend to be democratic, while
less developed countries have never been democratic or have experienced

democratic breakdown on one or more occasions.

The 2001 referendum dramatically eased tensions and dissatisfaction
among Bahrainis and the public mood has clearly been buoyed by
improvement in the human rights’ situation and the promises of further
reform. Some of this initial euphoria dissipated after the cabinet reshuffle,
yet it has a positive impact on the ministries, including Health, and other

government organisations.
Healthcare system and human resource development in Bahrain

It is clear that there have been some important political changes in
Bahrain. Within this new political environment, attention has been turned
to improving organisational performance in the public sector. Human
resource development has been targeted as a priority for the government,

including healthcare, (Ministry of Information, 2001).

The Government of Bahrain is fully committed to the policy of all
residents in the éountry enjoy the right to access comprehensive
healthcare, (Bahrain Health Strategy, 2000). Accessibility is one part of
the quality services which the Ministry of Health is trying hard to
implement. This implies a determination to provide integrated preventive

and curative health services through a network of primary, secondary and

tertiary healthcare facilities. The technical and financial responsibility for

providing this care lies mainly with the Ministry of Health (MOH) with
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the co-ordination of other Ministries, the private sector and the

community.

The Minister of Health is a member of the Council of Ministers chaired
by the Prime Minister of the State His Highness the king Sheikh Khalifa
Bin Salman Al Khalifa. The Undersecretary and four Assistant
Undersecretaries assist the Minister of Health. The Assistant Under-
Secretaries are administratively responsible for administration and
finance, training and planning, hospitals, and primary & public health-

care services respectively.

The government is committed to the Al Ma'ata declaration in 1979, a
global WHO goal "Health for all". From this perspective, the primary
healthcare network includes 19 health centres and 2 clinics, which act as
the entry points for the citizens to high quality healthcare services on the
:sland. These units are offering several curative and preventive services
which are promoted through medical clinics operated by highly qualified
family physicians and skilled general practitioners. Under the umbrella of
Maternal and Child Healthcare, various services being offered include,
but are not limited to, antenatal and postnatal care, family planning,
periodic women screening, premarital counselling, child screening and
immunisation, home visits and health education. Additionally, dentists
and dental hygienists are offering many curative and preventive dental

services, (Bahrain Health Strategy, 2002).

The healthcare in the health centres is provided by medical and allied
health services including nursing, pharmacy, clerical and medical record

services, laboratory and radiological services. Physiotherapy services

<11 1

Tave been introduced Talely ar TWo ricaitir Cemres amd—soomr—wi—oe

expanded to establish a unit in each region.
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The Ministry’s strategic plan is to continue improving the quality and
quantity of the services. Since the early 1990's, more clinics have been
assigned for diabetic patients, as well as clinics for the elderly. In
addition, clinics are established for the care of youth and adolescents in
an attempt to focus on the problems of this very important age group.
Dental services have also expanded to create a child dental care unit that
can provide special care to these patients - mainly the preventive aspects,

(Bahrain Health Strategy, 2000).

The Salmaniya Medical Complex, five Maternity Hospitals, a Psychiatric
Hospital and a Geriatric Hospital provide the Secondary and Tertiary
care. The total number of beds available in these hospitals is
approximately 1354 Bahrain Health Statistics, (1999), more than sixty
thousand patients are admitted annually to different specialised wards and
receive the best medical and nursing care. The highly sophisticated
Accident and Emergency Department received two hundred thousand
patients who were provided with emergency and urgent treatment.
Approximately thirty thousand surgical operations were performed
including major and complicated ones where laparoscopes had been

utilised, (Bahrain Health Statistics, 1999).

The Professional and Diagnostic departments: Radiology, Pathology,
Pharmacy and Physiotherapy continued their efforts in supplementing and
improving the medical and nursing services at these hospitals. Support
Services, Sterilization, Security, Domestic, Medical Records and
Communication also focused their efforts in providing the best and

friendliest atmosphere in the hospitals.

The environmental and occu ' TSt ty-ertre

Public Health Directorate. It plays a major role in raising the standard of
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sanitation in Bahrain, control and eradication of infectious and

communicable diseases through the following sections:

« Communicable Diseases Section

« Communicable Diseases Section/Expanded Programme on
Immunisation

o Food and Water Hygiene Section

« Public Health Laboratory

« Nutrition Section

« Occupational Health Section

« Health Education Section

« Epidemiology

. Environmental Health Section, (Strategic Health Plan, 2000)

With industrialisation, an increase in intensity of immigrant workers the
Occupational Health Section is expanded and policies are formulated to

protect the health of the workers.

There are approximately 6,800 employees working at the Ministry of
Health, (Bahrain Health Statistics, 1999). The Ministry is keen on the
development and manpower training at all levels of the organisation in

order to fulfil the goal of self-sufficiency and Bahrainisation.

The College of Health Sciences was established in April 1976 operated
by highly qualified and skilled faculty members. The college is
considered as the only institution in Bahrain that provides educational
programmes for nursing and allied health professionals, the Ministry
employees as well as individuals from local and international healthcare

organisations.
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Other support services fall under the Ministry of Health responsibilities to
facilitate the provision of healthcare services embodied in the Directorate
of Finance, Directorate of Personnel, Training Directorate, and
Directorate of Material Management. The responsibility for providing the
Information Technology services to the Ministry of Health lies with the
Health Information Directorate. Hence, to ensure that the Ministry's
investments in Information Technology are beneficial and effective, the
directorate is engaged in developing a new IT strategy for the coming

next four years.

The Ministry is currently facing a number of challenges including the
high and escalating cost of health services, the emergence of new and
complicated diseases, the increasing awareness and expectations of the
population and as well as the demand for top quality care and the
evaluation of technology and information. The Ministry of Personnel
need to continue their efforts to work hard to ensure the provision of
quality health services Continuous Quality Improvement initiatives are

accordingly launched in all departments and services.

Reasons for implementing quality management in the Bahraini

Health Sector

In the year 2000, His Highness the King of Bahrain began to reform
public management, supported by democracy, transparency and

equality, including the implementation of quality management.

What distinguish the move for political development in
Bahrain is that they are within the framework of a clear
vision and specific philosophy for change which the

] M
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those moves are harmonious and well mtegrated some of
them lead to others to achieve the goal proclaimed by His
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Highness the King of Bahrain, namely to bring about
comprehensive political, economic, and administrative
development, and to take Bahrain to the place it deserves in
its regional and international surroundings’.( Ministry of
Information,2001:118).

Previously, decision-making was through bureaucratic order. The
bureaucracy also influenced and affected Bahraini public opinion and
attitudes and inhibited it from participating in political, economic and

social development.

The researcher thinks that it is time for the government to establish a
system to solve these dilemmas in order to establish a base of quality in
the public sector. Quality management is also a key component of NPM
(Common 2001: 50). This is because a ‘Customer Focus’ in the public
sector is about, ‘refocusing services around the needs of the citizen as a
customer of public services, rather than the problems of those who
provide the services’, (Haddad et al, 1998). However, it is to be expected
that changes in the government structure are required to improve the
system and to support democratic aspirations. Yet, this is an obstacle
faced by the majority of bureaucratic organisations. For example, Libecap

(1996:5) argues that:

Under TQM, bureaucratic personnel rigidities were to be removed
and greater communication between rank-and- file employees and
management was to be stressed to improve product/service quality,
to lower costs, and to advance employee involvement in overall

product design and delivery.
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Libecap thus supports the argument that having rigid personnel systems
in any setting might inhibit the process of quality management. Despite
these limitations, quality management was regarded in the 1990°s as a
key managerial initiative to improve organisational performance. Within
this overarching justification for its introduction, this section will explore
the major reason for introducing quality management in the Bahraini
health sector: increased consumer expectations and as a means to

challenge producer power.

Increased consumer expectations

As mentioned earlier, the Bahraini government has an interest in assuring
quality services within all Ministries. This is basically a political
decision, mainly due to public demands following the political unrest up
until the earlier part of this decade. To address economic development
and public safety, political problems demanded solutions. Following
recent democratisation, Bahrain’s pro-Western stance has also been
consolidated through membership of the Gulf Co-operation Council
(GCC), a six-nation body designed to enhance economic and security co-
operation between the Gulf States. Therefore, it could be argued that the
introduction of quality management in the public services is in part, a
political response to ameliorate public dissatisfaction with the
government. Therefore both the public and the government are now
looking for a better quality of life in general, including better quality

health services.

In general, management reform should persuade the public to trust their

governments more and to believe that public sector organisations are

accessible, reliable, efficient and sympathetic to their varied needs,
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(Pollitt and Bouckaert, 2000). The fact that His Highness Sheikh Khalifa
Bin Salman Al Khalifa the Prime Minister issued a Decree to establish a
quality performance committee, which is responsible for improving and
developing human resources and services, appears to an effort to
encourage trust. Trainee doctors, for example, have started to receive a
monthly salary based on the Prime Minister’s Order for the year 2002 to

encourage them to demonstrate quality work within the health region.

A central quality management department has been established recently
at the Ministry of Health by the Ministerial Order to assure quality health
services. Bahrain is striving to be at the optimum standard level in the
health region, based on the Bahrain Health Strategy, (2002: 43): ‘Bahrain
is one of the healthiest countries in the Gulf region, at the top of the

developing world standards and aiming for the first world standard’.

The Ministry of Health has also reviewed the current state of health in
Bahrain as the basis on which to create a plan for future development to
enable Bahrain to maintain its development standard. Bahrain has made
great progress in the last forty years in improving peoples’ health. This
is demonstrated most vividly by the increase in life expectancy from
Slyears in the late 1950’s to over 72 years in 1996, (Bahrain Strategic
Health Plan, 2000).

Therefore the main reasons for the government’s interest in implementing
quality all over Bahrain generally and in the health sector specifically, 1s

the pressure that has been put upon the government for greater public

participation, and quality management administration in Bahrain from

both the people who are very well oriented about their rights and striving
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to get them similar to other GCC countries, and from the GCC countries
of which Bahrain is a member. The government is in the process of
implementing democracy and encouraging customers involved in
deciding quality. As a result, quality management directorates have been
established recently in all the ministries by the King’s Order to assure

quality services.

The other reason might be the increase in consumer expectations and an
increase in consumer awareness and needs. Patients increasingly demand
not only more care but also good and efficient care. Based on the
researcher's knowledge, more patients in Bahrain are seeking a second
opinion which supports this assertion. On the other hand patients in
Bahrain want nurses and doctors to attend to them promptly whenever

they require them.

According to Press (2002), patient satisfaction is an integral part of
healthcare, and oftentimes the key to a successful healthcare organisation.
Considering that, satisfied patients often recover faster and better from
treatment. This leads to goodwill for the organisation, positive word-of-
mouth promotion and more customers at the hospital. When patients are
satisfied, it also indicates that the staff is content with their jobs and they
perform their jobs well, resulting in decreased turnover and less money

spent on finder's fees.

Ouality Management as a “challenge” to professional or producer power

Where NPM has been introduced in Western liberal democracies, quality

manasement has often been regarded as a challenge to producer power.

This is why it is often linked to cost containment strategies as the
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professionals/producers are regarded as rationally over-supplying public
services due to the information asymmetry problem. Customers are
considered as the health services receivers and the employees are
considered as the givers or producers. However, studying customers’
opinions and the inclusion of their views is important in the health

services.

Sitzia and Wood (1997) suggest several ways of using consumer

information to improve quality:

1. Providing feedback to consumer.
2. Providing feedback to health plans for internal quality improvements.

3. Providing feed back to the purchase of the type of insurance.

Using information from consumers to set standards for services and
marketing and establishing rules and regulations based on consumers’

values.

Alternatively, studying the consumers’ opinion from both sides the
patient and staff will help in directing the standard of quality care needed
in the organisation, especially as such a study has not been conducted
previously in the country. These methods help in achieving Bahrain’s

health plan strategy to reach the top of the developing world countries.

Explaining this dilemma is difficult; who will decide and plan the care for
the receiver, the clients themselves as they are more aware of their
rights/needs and requirements, or the professionals who are

knowledgeable, experienced in the field?. It is difficult to decide on

behalf of the clients. The perception of the professionals to the needs and

the requirements might differ from that of the patients. Brooker and
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Brooker and Dinshaw, (1998) have argued that, the different perceptions
on the various aspects of services quality, highlight the danger of taking
staff opinion on behalf of the patients. Basically because the patients’
opinion is a personal view point which does not necessary match those of

the professionals.

Therefore many researchers have considered studying the opinions/ needs
and requirements of the consumers before setting the care guidelines as a
part of the quality steps (Lauer et al, 1982; Gadow, 1980; Gulino, 1982).
Schroeder (1988) explained that, the opinion of clients provides a
valuable pointer to the strengths and weaknesses of health service
provision. Such views are mainly considered as a guide to quality
services. The other benefit from considering consumer opinion is that it is

likely to reduce dissatisfaction with the services.

Reiser (1993) supports the participation of the patient in decision making
of the treatment and the care; he also has considered the perspectives of
the patients in the transformation of the healthcare as the key to changing

the healthcare system.

In Bahrain considering the clients’ opinions has been shifted to a political
issue. The public feel freer to participate in decision making and they are
more oriented about their rights due to the new democratic life that they
have now. The researcher thinks that the correct time for obtaining the
clients’ opinions is the current time. The clients might feel that this is the
time to ventilate their feelings and views, which was inhibited several

years ago, although they might be expected to have views other than their

previous expectations, due to recent democracy and transparency in the

country.
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On the other hand, obtaining the professionals’ opinion is potential to
assessing the performance of the systems of any agency and helps in
planning the care services at the agencies based on Riccio (2000). “The
points that might satisfy the clients in healthcare might not satisfy the
professionals. Young (1996) has explained that, considering the patients’
opinion without that of the professionals might produce gap in the quality

of health services”.

Professionals might look to the professional aspects or personal aspects
such as having an increase in salary or getting better communication
among themselves, whereas clients might think about different aspects
such as reducing waiting time, or considering their decision in planning
the treatment as potential. Therefore studying one part will certainly be a
defect in maintaining the quality of healthcare. Since we are now living
in a democracy in Bahrain, it is worth to giving the opportunity to every
one involved or affected by the health services, who are both the patients

and the professionals.

A strong emphasis should be placed by the government on the need for
public service providers to become more responsive to the needs and
aspirations of customers and citizens. Public service providers need to be
more focused on the needs of the public; they need also to consider
different perspectives. The provider of a service should consult with
citizens to ensure that the policies and priorities adopted by public sector
organisations reflect the needs and aspirations of the public. A greater

emphasis on the need has to be made on the services, in order to be more
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customers as a source of information that can be used to improve the way

services are delivered.

Finally, such a study will emphasise the increase in public participation
and community involvement as an end in itself, which has an important
role to play in terms of democratic renewal and the promotion of a more
inclusive society. Each of these approaches can be seen as being derived
from perspectives. Public Engagement might be considered as a way of
informing decision makers by consulting with the public about issues that
will affect them as citizens and members of local communities. It might
also be considered as a way of seeking to make services more responsive
to the needs of customers and it is a way of promoting a more
participative approach to decision making and encouraging active

citizenship.
In the forthcoming chapters the focus will be on the following:

Chapter 2,
Managing quality in healthcare: perspectives from the literature will be
explored as follows:
a. What is quality management and how can it be managed in the
public sector, and in the health services?
b. Who is the customer in the health service?
c. What is Performance Management?
d. Managing the quality of both the healthcare process and the
physical settings,
e. What are the international perspectives of the patients’ satisfaction?

f. What are the global indicators of healthcare quality?

arThiswil-befollosed by the zesearch framewark: Donahedian will

be introduced.
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Chapter 3, methodology will be explored as follows:
a. Selection of the method; the primary research instrument:
questionnaire (how it corresponds to the Donabedian frame work),
secondary research instrument: qualitative research.
b. Content analysis.
Chapter 4, measuring patient’s satisfaction:

a. Presentation of findings

b. Results and analysis will be highlighted.
Chapter 5, the quality of healthcare in Bahrain

a. Interpretation of the results

b. Accuracy and generalisability of the results will be highlighted,
Chapter 6, the researcher will summarise and present the following:

a. To what extent has the researcher’s thesis met the original
objectives?

b. What contributions to knowledge does the thesis make?

c. What further research on quality management in healthcare can be
undertaken?

d. What recommendations does the thesis support?

e. An appreciation of the study relevant to the researcher’s own

professional practice.

Conclusion

[t appears that in Bahrain, the introduction of quality management can be
regarded as part of a larger response to popular demands for political
reform. The government has also considered that economic development

also requires some measure of political reform. Therefore, His Highness

the King has achieved many steps forward towards democratisation,
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which has found expression in approaches to more open and participative

public service delivery:

‘The transition in Bahrain which is traditionally feature equality,
consultation and communication between leaders and citizens, the strong
presence of woman in the Parliamentary elections, and no fear from
opinions; no fear from a pen, a writer or a statement. No Silencing of

voices, no threats, no terrorising’. (Ministry of Information, 2002)

The human rights situation has also been improved in Bahrain and it has
many positive effects on the reform of government departments and
Ministries, one of which is the Ministry of Health. Also in this chapter,
the way in which the acceptance of quality management by the Bahraini
government has affected the management of public services generally and
the health sector specifically has been discussed. In addition, this needs
to be understood within the wider context of political change within the
country, and most specifically for the kind of public service reform

analyzed here.

The Chapter has also analysed the development of health services within
Bahrain, with special reference to key quality issues in healthcare
delivery. The next chapter will examine the key literature relating to
quality management in regards to health in general and in health
particular public sector management reform in order to understand why
quality management in the health service has emerged. From this

discussion, the theoretical context will emerge for the empirical research.
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Chapter 2

MANAGING QUALITY IN HEALTHCARE: PERSPECTIVES
FROM THE LITERATURE

Introduction

This chapter will begin by highlighting quality management in the public
sector since it reflects, as mentioned in chapter 1, both the strategy of the
government and the Ministry of Health. It is also important to understand
what quality management means, and the most effective way of
implementing it within the public sector generally and the health sector
specifically. The secret of success in any enterprise is the customer,
(Deming, 1995), as they are the ‘spinal cord’ of quality. Therefore it is
essential to know who our customers in the health sector are. Are they the
recipients of the service or the providers? Are they the patients or the
professionals? Are they the government and taxpayers? Answers to such

questions will be explored here.

This chapter draws upon the literature to provide a useful definition of
quality management and its applicability to health services in particular.
In so doing, it addresses two key objectives of the research identified in
Chapter One. A theoretical basis for the empirical research requires
critical development, and in this chapter the literature on total quality
management, in relation to health care delivery is addressed. Only by
understanding the debates in the literature will the third objective be
attained that will guide further related reforms in the Bahraini health care

sector.
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e All members must be involved, across all functions and
levels.

e There must be an emphasis on measurement to help assess
and to meet requirements and objectives.

e A culture of continuous improvement to be established.

e An emphasis to be placed on promoting creativity (Deming,

1985).

Chapmen et al (1998) also believe in implementing continuous
improvement within the organisation, an improvement that involves all

operations at all levels.

However, a distinction needs to be made between ‘goods’ and ‘services’
when attempting to define quality. The public sector mainly produces
services, or things that can’t easily be specified. With a service: ‘the
management of the relationship with the customer is crucial’ (Norman,
1991) and even more so in the public sector, as users have a right to
evaluate the services they receive, Norman, (1991). However, services
are more likely to be evaluated in terms of their ‘fitness for purpose’
rather than conformance since they are difficult to specify and hard to
evaluate.

Although some services are capable of being standardized, such as
routine operations, many services employ professionals who are granted
considerable discretion so that they can vary the service they deliver
according to their judgments about a wide range of local and individual
circumstances. In such instances, it is difficult to define quality in

advance when many of these variables are unknown. As individuals,

people who receive services have different reactions to the service they

receive (i.e.: a lecture), therefore the user is necessarily involved in the
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evaluation of quality, and the impossibility of interpersonal comparisons
of utility mean that the measurement of quality is always subjective

(Common et al, 1992)

Quality Management in the Public Sector

Quality management as a system cannot be separated from social and
political context , However the researcher below primarily focused and
studied the literature related to public reform in general and to health
quality in specific .

The cross-fertilisation of methods such as TQM into the public sector is
often on flimsy grounds, for instance, Morgan and Murgatroyd (1994)

note that:

TQM was being advocated almost as something self-evidentially
workable to the public sector because of its proven success in certain

industries, Morgan and Murgatroyd (1994)

In the private sector, the feedback signal between producer and consumer
is much stronger, a producer is constantly reminded of what the customer
wants; if sales go down, there is clearly something wrong that demands
identification. There is a strong incentive to do this as the producer faces
lost revenue and one option will be to improve the quality of what he or

she is producing.

Total Quality management, as the name implies, is a generic term for

quality management in any organisation. If we look at the basic
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public sector organisation but conceptual difficulties remain including
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changing the culture of traditionally rule driven organisations, strong
professional groups, multiple stakeholders, social need, financial

restrictions, and a lack of managerial autonomy, (Gaster 1995).

Managing Quality in Health Services

Despite the attention given to quality management in the international
public sector management reform agenda, and some of the limitations of
the concept when applied to public services highlighted above, quality is
still given prominence on the health policy agenda. Clearly, unless it is
defined and sensibly used, calls for quality improvement will become
merely ‘fashion statements’. This is not an easy task. The President’s
Advisory Committee (PAC) (1998) for example, refers to ensuring the
appropriate use of health services, correcting oversupply and undersupply

of healthcare resources, and reducing healthcare errors.

Cozens (1997) argues that quality assessment in health services should be
based on effectiveness, efficiency and equality. Most observers seem to
agree that quality includes effectiveness and economy, which partly
explains the attractiveness of quality as a managerialist concept. If health
services are about maximizing human health and welfare within the
resources available, then if these resources are not used efficiently,
quality will be sub-optimal. This involves both allocative efficiency by
investing in the types of interventions, which produce the most benefits
valued by consumers, and technical efficiency, (Wilson, 1987). Any

quality interventions require application in the most technically
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care also has to be clinically effective and medically appropriate;
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clinicians need to be competent, errors minimized and the systems for

delivering care run smoothly and efficiently, (Abramowitz et al, 1987).

In order to provide a theoretical and practical basis for future
quality management initiatives within the Bahraini health services,
we may need to ensure that consumer focused approaches go
beyond mere talk and actually involve patients and professionals,

Joss and Kogan, (1996)

Simply increasing appropriateness and access or reducing errors, without
reference to the cost of so doing, cannot optimize well being and
therefore, cannot constitute quality. However, it is not easy to use the cost
effectiveness concept of quality but it does not make it any less important
(Batalden and Buchanan, 1989). One might ask why is the movement to
improve the quality of health care active at a time when cost containment
dominates the health care agenda? . To some degree, improved quality
can reduce costs, particularly costs due to overuse and misuse of services.

But substantial investment is needed to reduce misuse, and more funds

are needed to address under use, Bodenheimer, (1999).

Healthcare purchasers have been demanding, adopting, or developing
measures of healthcare performance and in the United States several
national organisations such as the National Committee for Quality
Assurance (NCQA), the Foundation for Accountability (FACCT) and the
Joint Commission on Accreditation of Healthcare Organisations

(JACHO), have been developing quality metrics, (Haddad, Fournier, and

Potvin 1998).
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In the United Kingdom similar developments are occurring, based on the
Department of Health report, such as measuring aspects of health
improvement, fair access, effective delivery of appropriate care,
efficiency, the patient experience, and health outcomes (Hoston,
1995).The quality of care is at the heart of the NHS in the UK (Wilson,
1987). The PAC defined quality as, ensuring appropriate use of health
services, correcting miniaturisation of healthcare resources and healthcare
errors (Wilson, 1987). Bain et al (1999) argue that patients who have
achieved and fulfilled their expectations are more likely to be satisfied.
Since the accession of Labour in 1997, the quality focus in the NHS has

been addressed under the rubric of ‘clinical governance’:

The ability of organisations to provide effective, quality healthcare has
been the subject of a number of policy and strategy documents withiﬁ the
national health services and independent sectors of healthcare ° clinical
governance is seen as one strategy that will enable employers to subject
their organisation to scrutiny and develop a competent workforce that

meets customer and organisational needs’ ( Storey, et al, 2002).

Clinical governance is doing anything and everything
required to maximise quality, it is about finding ways to
implement care that works in an environment in which
clinical effectiveness can flourish by establishing a facilitator

culture (Chambers et al, 2000).

Chambers et al, (2000) , also stated that Services are more likely to be
appropriate and effective if based on needs identified by together with

users.
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Users are seeking more openness and accountability. Patients want
more information about their health condition, treatment and care
Involvement patients in their own care may improve healthcare
outcomes and increase patients satisfaction Patients need access to
reliable and relevant information to be able to assess clinical

effectiveness themselves.

Health professionals are accountable to the general public who are
entitled to expect high standards of healthcare the profession- to
maintain standard of knowledge and skills of the profession as a whole
The government- and employers who expect high standards of

healthcare from the workforce.

Therefore clinical governance, professional and self-regulation and
lifelong learning are the three elements that the government envisages
being cornerstones in achieving high quality healthcare, (Chambers et

al, 2000)

Most governance has tendency to market all changes as reform and
many ministers wish to be seen to be undertaking new and far-
reaching reform projects, rather than consolidating existing schemes.

Healthcare, (Sherlock, 2000)

Overseas research also tends to suggest that expectations emerge
repeatedly as having a fundamental role in the expression of satisfaction
where satisfaction is defined as, the perception of benefits of care and the

extent to which these meet the patient’s expectations (Abramowitz et al,

1987). Views are considered as opinion or perception, which is judgment,

focused, or as opinion or belief about a particular matter, which is not
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necessarily based on fact or knowledge. On the other hand, Bodenheiner
(1999) defined ‘view’ as the application of evidence based on either

experience or knowledge.

In order to understand how quality is determined, it is necessary to
understand the idea of a system within healthcare services. A system is a
sequence of actions, or the interaction between functional units that are
about the manufacture of a product or the delivery of the service. For
example, nursing staff and physicians are functional units. They act and

interact to provide health services to patients, (Ingram, and Chung, 1997).

Champen et al (1995, 1998) have defined the quality of healthcare from
the customers’ perspective as, the degree to which healthcare services
meet the needs of the users of care facilities. Others have looked to the
quality of healthcare as, how closely the result of the consumer’s needs
approaches the objectives of prolonging life, relieving distress, restoring

function, and preventing disability (Kutner and Mc Alearney, 1998).

Several authors have discussed, applying the features of an industrial
model of quality management as a tool for improving the quality of
healthcare (Batalden and Buchanan, 1989, Berwick and Knapp, 1987). It
entails enlisting an entire organisation to work towards a goal of
continuous improvement in quality as defined by the needs and wants of
the customer. Deming (1985) believes that the, measurement of quality
and the tools to interpret those measures provide the stimulus to guide

organisational changes.

Kritchevsky and Simons (1991) suggest certain steps which will be useful

in applying continuous quality improvement in inpatient settings such as,
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separating external problems from the system, monitoring the system,
studying the system to identify how problems arise within the system and
evaluating the efficiency of changes to the system. They also
recommended establishing a peer review committee, which will be,
responsible for the aforementioned steps. A peer review committee can
also specify if a certain level of performance or outcome is unacceptable,

(Kritchevsky and Simons 1991).

Quality is also determined through rules and procedures, therefore those
who set out the rules and procedures are ultimately responsible for the
level of quality, (Al Sammak, 2002). The level of quality should be
considered before fixing rules and procedures for any organization,
therefore customers’ opinions or users’ involvement should be considered
prior to the fixing of those rules, and during implementation of those
procedures, (Essen, and Sjoden, 1991). Customers have a broader and
more powerful role in healthcare quality, as they are the recipients of a

service, (Donabedian, 1988).

For Redfern and Norman (1990: 21), quality has five elements:

1. ‘Equality’ to make sure that the care is being fairly
distributed.

2. ‘Accessibility’ to make sure that the care is available all the
time and any time.

3. ‘Efficiency’ to make sure that the resource is not being

wasted on one person to the detriment of another.

4. ‘Effectiveness’ making sure that the healthcare is achieving

the intended benefit for the individual and the community.
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5. ‘Appropriateness’ to make sure that the healthcare is
meeting the actual needs of individuals, families and

communities.

Redfern and Norman (1990) appear to suggest that for quality to be
managed, it must be defined in terms of specific measurable attributes.
Although the level of the selected attributes defines the level of quality,
Donabedian (1988) has also extensively reviewed a great number of
attributes that may be of use in healthcare settings, and it is this
framework that will be presented later in the chapter as a framework for

the empirical research.

It is also suggested by Donabedian (1988) that patients should be
represented and be able to participate in quality management.
Abramowitz et al (1987) found that, not only can patients hold different
expectations for different aspects of care, but also that expectations and
satisfaction with specific aspects of care play independent roles in
predicting patient satisfaction. Devitt (1992) contends that patients’
satisfaction is a recognised component of quality assurance. The patients’
opinion of healthcare will be modelled towards positive aspects if they

are satisfied with the services.

Studying patients’ opinions, which are a core quality assessment element,
will help in identifying opportunities to improve quality. It is also
necessary sometimes to have some form of external pressure to make sure
that quality is within determined standards, but it is always necessary that

the professionals should believe in the quality standards in order to

encourage a culture o1 quall’['y m nealtlicare, (Al dammak, ZUUZ). Belicl

in quality improvement in healthcare is an important factor, which must
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be considered in evaluating services (Salisbury, 1997). Pearson et al
(1987) and Calnan et al (1998) argue that the evaluation of quality of care

should take into account users, professionals and managers.
Who is the customer in the health service?

Earlier in the chapter, the problems associated with defining the customer
in public services were briefly discussed. Indeed, the customer focus in
much of the generic quality management literature provides a real
obstacle to the implementation of quality management in a public
services setting. In the health sector, quality implies an organisational
culture that aims to address the needs, expectations and behaviour of the
public, and then adjusts every aspect of the organisation to align with
customer values. This includes the entire delivery chain from policy-
making through to front-line services - including strategy, organisational
design, business processes, performance measures, information systems

and support processes, (Bennett and Tibbitts, 1989).

Public sector bodies typically serve a variety of customers, including staff
and business functions within the organisation, other public sector bodies,
the general public, businesses and a range of other organisations, (Bassett
et al, 1997). Achieving a customer focus across the public sector is one of
the fundamental requirements of quality management by making sure that
citizens and customers come first. Are we looking for public services
that respond to users’ needs and are not arranged for the providers’
convenience? Or the other way round, do we want services that respond

to users’ needs (Pearson et al, 1987)?

A customer focus is important because it will lead to major changes in the

way in which most public sector organisations are structured, organised,
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and co-operate in the delivery of services; it will also change the ways in
which the general public perceive, access and benefit from the delivery of
public services. But are we considering the patients/clients as the
customer of health services or the provider of the care such as the

professionals (Calnan et al, 1999)?

Some of the changes are already in hand as a result of the development
and progression of democracy in Bahrain, such as giving more freedom to
the public as customers of the service to participate in the decision
making and many of the requirements of customer focus will need to be
realised maybe through the application of the information and
communications technology to support new modes of service delivery,

especially in the health sector, (Haddad et al, 1998).

In order to have customer-focused organisations, we should understand
the customer first by knowing who our customer is and what his
requirements and needs are. The move to a customer-focused
organisation involves all levels of staff, departments and agencies
responsible for delivering services to the public. It will be necessary to
put in place a programme to ensure that these services meet the needs of
consumers and take account of consumer views at every level in the
organisation in the design and delivery of services (Brugha and Zwi,

1998).

Baker et al (1999) appear to believe that a customer focus in the public
sector is unproblematic. ~ The organisation’s objectives will not

specifically include services to stakeholder groups, but the organisation

will have working objectives that ensure their interests are considered. In

this way customers and suppliers can be identified at all stages of any

46




process which has clearly defined inputs and outputs e.g. that the
approach is ‘inclusive’, considers the impact on partners in service
delivery, on the environment etc. The process also includes a long and
changing list of segments, other government departments, agencies, local
authorities and other organisations in the delivery °‘chain’, socio-
economic groups and the public of other countries. However, such an
analysis is problematic in the health sector, where an example of an
‘untargeted customer’ might be the public as a whole, not just the
patients. Raising awareness of disease, and orienting the public about
preventive measures, is a way of addressing the public indirectly.
Whether the customer of the service is direct, or indirect, and whether or
not we call them a customer, consumer or client, we are all receivers of
the service. However, as users of public services funded from general
taxation, our stake in the health service is different from a purchaser in

the private healthcare market (Calnan et al, 1999).

Clearly, in the health services the patients are the major focus of care, and
the starting point for a meaningful quality management system. Changes
in the ‘customer’ will be about related changes in the community and
changes in several families may affect the community. In order to
identify a patient’s individual needs, it is now seen as essential that
patients, whenever possible, and their relatives are involved in the
decision making process. Indeed it has been stated that participation of
the patient in the nursing process is imperative (Steck et al, 1979).
Respect for patients needs and wishes are central to a humane healthcare

system (Cleary et al, 1991).

In the nast the nrocess of care has been evaluated almost exclusivelv on

the basis of information available in medical records; patient judgments
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are not usually included in quality assurance activities. Studies that elicit
reports from patients and healthcare providers are viewed increasingly as
an important method of assessing hospital care (Cleary et al, 1991). Such
studies can be extremely useful for quality assessment and improvement
efforts because satisfying patients and providers’ expectations is an
important component of high-quality care and because both patients and

providers can provide information that is not available from other

Sources.

Performance management

To understand the practicality of implementing quality management in
the health service, the issue of performance management needs to be
understood as well (Weisman, and Constance, 1985). Performance
management is more than just a set of measures; it implies a mode of
management, which is correlated with quality. The increasing use of it
reflects a growing tendency for society to check and verify or audit

activity, (Libercap, 1996).

Although in Bahrain, the highest authority in the country, the King, has
initiated the improvement of public sector services, there is a danger that
these efforts will not result in the anticipated gains in quality because of
the potential conceptual and technical weaknesses in the performance
management agenda, unless there is a move towards popular participation
in performance management, (Ministry of Information, 2001), The move

towards the principle of popular participation places Bahrain ahead of any

other Arab Gulf State (Amnesty International Magazine, 2001).
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It is, after all, extremely rare to find someone who is opposed to the
notion of quality. However, it has lacked a shared understanding, a set of
common standards and any explicitly stated common goals which are
universally subscribed to, thereby making it difficult to drive forward a
meaningful quality agenda without considering performance

management, (The Department of Health, 1998)

Sheldon (1998: 46) considered two levels of issues of performance

management these are “conceptual and technical” and stated that:

These provide a foundation for initiatives in quality
management seen in the private sector, and increasingly in
the public sector, requiring people and organisations to be
accountable and that they set down bench marks for

legitimacy of organisational action.

Performance management of this type uses regulatory initiatives by
government or purchasers to penetrate organisations, to change or reorder
internal activities and relations and ensure compliance with rules, while at
the same time having less direct control or management responsibility for

the running of the service (Power, 1997).

Yet, healthcare quality is an arena that must rely on objectivity and
rational measurement. It is essential to make explicit the objectives of,
and rationale for, a quality agenda as well as to specify the expected

contributions of quality evaluation and improvement, (PAC, 1998).

Therefore the potential impact of applying a set of indicators depends not

only on their technical characteristics but also on the degree those
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managing, working in and using health organisations support the
programme, the existing professional culture and what change in the
culture the introduction of performance management may produce,

(Sheldon, 1998).

Some of the above indicators have also been stressed by Farnham and
Horton, (1993), when they stated that, the concept of quality is based on
the assumption that quality improvement activities can contribute to the
performance of the healthcare sector, and to the nation at large, in many
valuable ways. However, this is largely a reflection of the ideological
principles of the Conservative party which underpinned the NHS in the
UK in the 1990s, including efficiency, effectiveness, and economy

(Carter, 1991).

McKee and Sheldon, (1998) see quality in terms of the three key
constituencies to whom quality is delivered: ‘individual patients, patient
populations, and the system as a whole. Each constituency has its own
champions, particular organisations, and conceptions of quality. For
instance, individual patients may see quality as unlimited expertise,
technology, and resources directed towards their particular problem,
although a population may regard it to be the greatest good for the
greatest number. The system, it could be argued, can be seen as an
instrument for securing quality for the other two constituencies. However,
because of the complexity and size of healthcare services, the system
itself requires specific quality considerations and initiatives from the

users of the service, if it is to function effectively (Jackson, 1995).

We therefore consider the system to be a key constituent in its own right.

In another meaning the three constituencies also contribute to quality, for
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example, individual patients can affect quality through their choices of
lifestyle which subsequently impact on demand for services; patient
populations exert influence through collective social conditions and
specific demand for services, and the system impacts on quality by the

efficiency with which it operates (Sheldon et al 1993).

To conclude, it is clear that any performance management system should
be integrated with other quality initiatives at national and local level to
promote coordination (McRae, 1985). There is evidence therefore that
performance management indicators can have adverse and unintended
effects, so any health service embarking on performance management
should attempt to establish whether it will produce the desired effects and

at what cost, before it is fully implemented (Sheldon, 1998).

Managing the quality of the healthcare process:

Perceptions are often vague, so, in order to study the perceptions of both
patients and professionals on the quality of care at the hospital, the
research will need to be divided into two main branches, To measure
quality, our concepts of what quality consists in must be translated to
more concrete representations that are capable of some degree of
quantification - at least on an ordinary scale, but one hopes for better.
These representations are the criteria and standards of structure, process,
and outcome, (Donabedian, 1988:1747). The third branch which is the
out come will not be studied here due to the limitation of time. The main

branches are:

e [Nic percepu oi-erthcare—tetieyre

been carried out by the professionals.
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e The perceptions of the structure of the hospital or the

physical setting.

The physical environment or setting will be discussed in the next section
of the chapter. In this section, the process of healthcare will be presented.
This is known as, giving and receiving of care by practitioners’ activities,
which include making diagnoses, recommending and implementing

treatment (Donabedian, 1988).

As it is difficult to measure process, Donabedian does not suggest all
processes should be evaluated, although the major processes that might
affect patients require assessment. In addition, the process of care is
considered as responsible for one third of a hospital’s overall
performance and thus any deficiencies in outcome or structure can be

understood (Green, 1997).

Although Donabedian’s frame work is to be used for the empirical study,
there are many other studies in this area. Some have focused on patient’s
satisfaction and the quality of communication, for example, Cleary et al
(1991) who carried out a national survey which included interviewing
6,455 adult patients recently discharged from the medical and surgical
wards of 62 hospitals selected from regions of the United States. The
purpose of this study was to examine patients’ evaluation of their hospital

carc.

The results showed that, 44.9% had problems with communication with

healthcare providers, such as patients not being told about the daily

routine or not being told who to ask for help when needed. 38.7% of the

patients had some emotional support deficiencies such as they did not
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have a relationship of trust with any hospital staff. 34.5% had discharge
preparation problems, such as not being told which food they should or
should not eat. In addition, patients were not told about the side effects of

the medications (Cleary et al, 1991).

Poor communication continues to be a major source of complaint by
patients, (Fitzpatrick, 1991). Nurses, for example are more dissatisfied
with their own communication skills. They would like patients to talk
freely, but have not learnt how to encourage patients to do so (Altschul,
1983). Therefore, once the patient starts to voice an opinion, many other
issues will also be raised. Altschul (1983) also found that effective
communication between doctors and patients, nurses and patients, and
doctors and nurses is essential in raising patient satisfaction; research has
found a strong relationship between the patients’ perception of

satisfaction and non technical aspects of patient care.

Grary (1953) interviewed patients who had recently changed physicians
because of dissatisfaction with their care. These patients perceived that
their physician was too busy to talk to them or that the physician did not
appear interested in them as people, but they were much less likely to
leave their physician because of concerns about the technical quality of
the care that they were receiving. Since that time a number of studies
have found a significant relationship between satisfaction and the socio-
emotional aspects of the staffing behaviour such as the doctors’ ability to
express care and concern for their patients (Buller and Buller, 1987;

Cleary, 1991).

Other research has studied the relationship between professional

knowledge, experience, skills and the quality of healthcare. For example,
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Young et al (1996) assessed the influence of nurses’ experience on
practice characteristics. However, their findings were mixed as they
found that nurses with more experience reported performing more

complex functions than those with less experience.

A study of 117 patient care units in the Chicago area conducted by
Marquis et al (1983) examined the quality of care and asked patients to
report their satisfaction with several aspects of the care. Patients on units
with a higher proportion of baccalaureate prepared registered nurses
(RNS) reported more satisfaction with the teaching they had received.
Patients on units with more experienced Registered Nurses were less
satisfied with the teaching. The effects of nurses’ education and

experience on other aspects of patient care were not significant.

However, another study carried out in the UK on 583 hospitals reported
that, hospitals with higher levels of experienced RNS had lower spending
costs in which they were using the medical resources cost effectively

(Bloom et al, 1997).

In the United States, a study comparing the death rates of magnet
hospitals with those of non-magnet hospitals found that, magnet hospitals
had lower death rates and a higher proportion of registered nurses with
baccalaureate degrees (Aiken et al, 1994). Belegan et al, (2001) analysed
the data collected in two studies of, the relationship between nurses’
staffing and the quality of patient care; the quality of care was indicated
by lower unit rates of medication errors and patients’ falls. They also

found that the experienced nurses gave better nursing care, as usual.
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In two detailed studies of physicians’ non-verbal skills which were
conducted by Dineatteo et al (1976), found that, physicians who were
more sensitive to body movement and posture uses received higher
ratings from their patients on the art of care than physicians who were

less sensitive.

Many studies have also shown that, better outcomes for certain
procedures are related to the number of such procedures that hospitals
and professionals perform (Luft et al, 1990, Kahn et al, 1990). Buller and
Buller (1987) studied patients’ satisfaction from other aspects. They
concluded in their study that, the physician’s age, medical specialty, the
length of time patients had to wait and the frequency with which they
visited a doctor all affected the relationship between communication style

and patient perception of satisfaction.

However, Cleary et al (1991) stressed that, the quality of care from the
patients’ point of view is getting enough information about clinicians and
clinical facilities and to provide patients with the kind of information they
are most interested in. Studies of consumer opinion have many different
measures and have been directed at many different aspects of healthcare.

But almost all studies consider one main goal: quality improvement.

Collecting the views of those who are providing services and those who
receive them is common practice in quality improvement. As
Donabedian, (1988) argues, users of health services are often able to
provide useful insight into the processes and outcomes of the services,

and the staff who are directly involved in service delivery often have

useful insights into the structural aspects of how care organised and

prioritised. Seeking out the views of staff can also help them feel
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empowered to bring about positive change in service they provide

(Brooker and Dinshaw, 1998).

Many suggestions can be raised by both patients and staff, which need to
be considered for quality improvement. In the study that has been carried
out by Brooker and Dinshaw, (1998) it was noted that, staff suggested
many valuable ideas such as changes in timing of meals to fit into the
patient’s day, increased flexibility in preparing snacks on the ward, ward
physically upgraded and the ward establishing visitors’ room for privacy.
They also recommended that a supervisor provides the staff with patient
information to carry out every day work duties, followed by staff
opportunities to comment on information presented by management. A
further factor that was raised was staff ability to influence and contribute

to work place information needed to carry out assigned work duties.

To summarize this section, we may conclude that previous research
suggests that patients and staff do not always look on the same areas
when they rate quality of care (Arnetz and Arnetz, 1996). Therefore it is
beneficial to obtain both patients and staff views in assessing and rating
the quality of care. The literature also indicates that, ‘the quality of care,
at least from a professional perspective, is closely linked to organisational
factors (Alken et al, 1994, Arnetz and Aretz, 1996). Armetz and Arnetz
(1996) also suggest an association between job satisfaction and overall
organisational well being in addition to the staff’s perception of the
quality of care and added that determinants of job satisfaction, such as
autonomy, influence over daily decisions, participatory management and

skill development, impacts favourably on the perceived quality of care

either directly or via job satisfaction. More crucially for this research,

there is no evidence published on Bahrain on the effects on managing the
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quality of the health care process, and this is an objective for this

research.

Managing the quality of the physical settings

As will become apparent from this section, virtually no attention has been
given to this aspect of quality in the literature with reference to Bahrain.
However, many researchers (for example, Riccio, 2000) in other
countries have explored the environmental effects on the quality of care.
Structure denotes the attributes of the settings in which care occurs. This
includes facilities, equipment and money and of human resources number
and qualifications of personnel, Donabedian (1988: 1745). Researchers
who have used Donabedian’s approach have stressed the following
structural elements including:

1. Availability and appropriateness of space, facilities and
equipment necessary for healthcare.

2. Human resources (their education, training, experiences
and staffing ratio, (Coyle and Battles, 1999).

It is clear that the effect of working conditions on the quality of care is
important such as the ability to provide safety, cleanliness and privacy,
(Brooker and Dinshaw, 1998). Therefore it is essential to identify,
characterise and directly measure the effect of the healthcare environment
on the quality of care, including equipment, physical characteristics of the

working place, and staffing (Riccio, 2000).

A key challenge for understanding quality management 1s the evaluation

of ‘soft’ variables. Degling et al (2000) argue that ‘a therapeutic
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atmosphere has a strong relation with the quality of care. Social
atmosphere has been a concept frequently used to describe the social
environment of individual units. The Ward Atmosphere Scale (WAS)
has been used most frequently for this type of measurement (Moos,
1974). The WAS defines social atmosphere as compressing three
dimensions: relationships, treatment programmes and system
maintenance. In addition to quantitatively describing the social treatment
environment and monitoring the effect of any intervention, the WAS can
also contribute greatly to the intervention procedure through its ability to

provide structured information (Insel and Moos, 1974).

Koran et al (1983) also note that WAS encourages staff to consider how
the unit differs from how they would like it and that their unit has several
dimensions rather than one, in addition to the impact the setting as a
whole has on the consumer group. It also encourages them to focus on
specific elements, reducing confusion and increasing the likelihood of
orderly change and to work together with the likely consequences of
increasing their environment in the work setting. However, Alexy (1981)
found that, staff saw a greater need for change in ward atmosphere than
patients. The patient’s greatest need was for knowledge about what to
expect in the day-to-day routine of the unit. Staff perceived a significantly
greater need for change in the amount of support and autonomy given to

patients than patients.

Paivi et al (1992) also found that, in the Finnish primary healthcare and
hospital system, satisfying the need for sleep and rest was mentioned as a

sign of good nursing but the hospital environment was regarded as ‘un

homely’ and uncomfortable. Patients wanted to have pictures, plants and

colourful textiles in their rooms and they also wished to have a special
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appropriately furnished space to meet their visitors or other patients. In
addition they requested interior decoration, leisure activities, efficient
ventilation, a spacious room, privacy, and having an opportunity for

Peace and quiet.

However, Kahn and White (1989) argue that the development of any
environment requires five essential elements; safety, structure, support,
socialisation and self — understanding. These elements constitute a
hierarchy of needs so that acute patients entering the system would
probably require emphasis on a safe environment while recovering
patients approaching discharge may desire more emphasis on self-

understanding.

There are numerous advantages to clarifying goals and treatment
philosophy. For example, Long et al (1992) found that a nurse in charge
significantly reduced the levels of behavioural disturbance by placing a
greater emphasis on the support and socialisation elements for the
patients. Kahn and White, (1989) suggested that both continuous care
patients and staff were significantly less actively involved in the day to
day social functioning of the ward. This would affect the quality
development of the environment, because patients will be less satisfied

with the care provided.

Another study carried out by Carroll et al (1980) found the number of
incidents of violence, the use of seclusion and restraint, the average
dosage of medicine administered and the number of discharges against

medical advice were all reduced by introducing a number of ward

changes including clarifying the goals of the unit and placing increased

emphasis on methodical care and team work. However, Long et al (1992)
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argued that, structural change alone could have direct benefits in terms of
staff and patients behaviour and in the hospital unit. The quality of the
food and cleanliness of the ward may also affect the patient’s view of the
quality of the hospital. The image of a hospital is important for
enhancing the patient’s reassurance and relief from possible anxiety

(Zeev, 1983).

It is interesting to know that, patients are usually concerned about
structure because they wish to know whether there is the potential for
providing their care in a way that maximises their chances of a favourable
outcome (Applegate et al, 1990). Patients admitted to a hospital, which is
reported to achieve better outcomes than those treated in other settings,
Mackey et al, (1992) provided that they are adequately staffed (Eddy,
1998).

Green et al, (1997) designated 1631 of the 6581 hospitals in the United
States of America as Major Tertiary Medical Centres to find out the ‘Best
hospitals’ in their study. They argued that, although the hospital structure
is one of the key indicators of quality, quality of care also depends on the
qualifications of the medical staff. However, the physical environment of
the hospital settings clearly impacts on both patients and nursing staff,
Davies (1983) studied the stress of hospitalization and how both nurses
and patients perceive it. Nurses rated most individual stress items higher
than their patients did. The analysis of variance showed that stress types
differed significantly. There was least discrepancy between nurses’ and
patients’ ratings for the physical aspect of illness such as discomfort, X-

rays and treatments equipments physiotherapy and most for stress items

concerned with the hospital environment and routine, toileting and

privacy. Such results suggest that nurses do not know enough about their
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stakeholders in this project were patients, nurses and doctors. To
simplify the assessment of their view points, Donabedian’s frame work is
to be utilised as a basis for the empirical study, therefore the literature on
the structure / physical setting has been presented. In this project, the
focus is also on the living conditions, hospital environment, sign posting,
hospital buildings, parking, quality of food, number of nurses and

doctors, cleanliness and ward atmosphere.

International Perspectives of Patients’ Satisfaction

Finally, the literature relating to patient satisfaction demands review.
Although, international studies of the perceptions of patients and
professionals of the quality of healthcare have primarily focused on
satisfaction, the literature relating to the Arab Gulf in general and Bahrain
in particular, is virtually non-existent. To begin with, Sitza and Wood
(1997) review the issues arising from an analysis of over 100 journals
published in the field of patients’ satisfaction. They found general
satisfaction with the care received, which is rather unremarkable and

open to challenge.

The published output that appears in the medical literature, which
incorporates the term ‘patient satisfaction’, peaked at over 1000 papers
annually in 1994 (Wood (1997). An example of such a study is Lewis and
Woodside (1992), who conducted a study of 150 patients who were asked

to rate their satisfaction with the health services in the emergency
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patients were concerned about the psychological care more than the
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clinical competence of staff providing the care. However, the notion of
‘patient satisfaction’ may well have peaked in the mid-1990s, which
points to the somewhat ‘faddish’ nature of some of quality management

literature.

However, considering psychological care as a patient ‘need’ will affect
the health status of patients positively (Cleary et al 1991). In the
Netherlands, Verheggen et al (1998) conducted a survey of 135 patients
at the University Hospital Maastricht to assess patient satisfaction with
health services and to analyse factors determining patients’ satisfaction.
The questionnaires were divided into three aspects: Medical — Technical
aspects, such as satisfaction with medical treatment and satisfaction with
extra check-ups on the health condition. The second aspect was assessing
patient satisfaction with staff interpersonal relationship and the third
aspect was organisational. Satisfaction with medical — technical aspects
was high among patients. Most of them felt an improvement in their state
of health. Patients were also satisfied with the way they were treated as
patients. It was found that the patients were not very satisfied with the

organisational aspects, such as physical environment aspects.

The international literature also offers evidence of the growing interest in
the consumers and professionals’ perceptions or satisfaction in
developing countries, (Brooker and Dinshaw, 1998). It follows that when
patients are satisfied with the services they receive, the level of quality of
care in that hospital might reasonably be expected to be of a good
standard, (Reimer et al, 1999).

The measurement of patients’ and professionals’ perceptions should be

coupled with other methods of evaluation of quality, (Dingman et al,
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1999). None of the studies that the researcher came across studied
patients, professionals’ and managers’ perceptions with quality of
healthcare in an integrated way. None of them investigated managers’

perceptions,

although managers arc playing a big role in the quality
improvement of health services, and it is their perceptions
that dominate quality improvement at the moment (Shaw,

1997)

and it is they who have the authority, responsibility and accountability for

managing healthcare services (Kraiksh and Antony, 2001).

In the United States, 25% of hospital deaths from pneumonia, heart
attack, and stroke could be prevented by better inpatient hospital quality
of care (Khan et al, 1990). Therefore maintaining good quality standard
of care is essential through studying in respect of patients’ needs and
wishes which are supposed to be central to a humane healthcare system,

(Al Sammak, 2001).

To meet patients needs better, providers have expressed an increased
‘nterest in using patients’ evaluations and report to compliment other
methods of quality assessment and assurance, such as an American
telephone survey which was designed and undertaken, by the Kaiser
Family Foundation to 2,006 respondents in 1996 to study the role of
quality information to healthcare consumers. This survey revealed that

anos believed that, guality of care meant how well a plan cared for

members who had health problems. Mainly they wanted an easiet,

clearer plan for the treatment of their health problems. 88% stated that
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ease of receiving relevant answers to their inquiries was ‘very important’
as measurement of the quality of care. 88% believe that there was a role
for the government in the quality of healthcare arena. The majority 52%
thought that the government should both monitor health providers to
ensure a minimum standard of quality and make sure information about
quality was available to the public, (The Kaiser Family Foundation,
1996).

In a rare study within the Gulf region (Kuwait), Al Kandari and
Ogundeyin, (1998) also found that, patients’ measurement of quality
nursing care is based on the personal qualities of the nurse rather than on
competence and technical skills. Accountability and responsibility differ
from one to another, based on their work experience. Patients were not
satisfied with the nurses’ planning, implementation and evaluation of the
care. However, Kuwait has a different public service culture to that of
Bahrain. In Bahrain the government usually makes sure that the minimum
standard of quality is available to the public, but we have a deficit
provision in quality information. To conclude: the international studies
of the perceptions of patients and professionals of the quality of
healthcare have focused on considering psychological care, needs and
requirements of patients and also to consider professionals’ and

managers’ perceptions in evaluating the quality, (Dingman, et al, 1999).
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Introducing the research framework: Donabedian:

The framework guiding this study the structure, process, and outcome is
based on Donabedian, (1980). The information from which inferences
have been drawn about the quality of care has been divided into two

categories: “‘structure”, and “process”.

The “outcome” will not be explored in this study, because it needs a long
time to assess the outcome of the care provided. It is usually difficult and
sometimes impossible to measure the performance, the accurate
attribution to the efforts of individuals or teams, particular departments or
sometimes even specific therapeutic interventions (operation, treatment,
and medication). For example it is difficult to assure that all Caesarean
section patients should be discharged the fourth day after surgery. ‘The
information from which inferences can be drawn about the quality of care
can be classified under three categories: structure, process, and
outcome,” (Donabedian, 1980:975-992) the framework, which has been

adopted, is as follows:

Structure

The clients and the professionals both evaluated the structure of the
Salmaniya Hospital with the focus on the organisational characteristics.
Structure denotes the attributes of the settings in which care occurs. This
includes the attributes of material resources and organisational structure.
Thus the primary research instrument should help the participants to
evaluate the structure of the hospital as they are the end user of the

services and the building of the hospital.
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Therefore seeking their opinion is the objective to maintain quality, such
as whether medical facilities are complete and up- to- date, whether the
number of nurses and doctors is sufficient or not, whether or not the
patients’ rooms are clean, comfortable, light, and whether the patients’
areas are restful, peaceful and quiet. Other considerations include:
whether patients’ have privacy, the quality of food overall, the hospital
environment; other than the patients’ rooms, that signs and directions are
clear, the hospital building overall is satisfactory, and there are sufficient

parking areas.

Process

Process denotes what is actually done in giving and receiving care. It
includes the patients’ activities in seeking care and carrying it out as well
as the professionals’ activities in making a diagnosis and recommending
and implementing the treatment, whether the patients have a choice or
not, nurses and doctors are flexible in meeting patients’ needs, patients
are receiving clear and complete explanations, patients’ families are kept
always informed about the patients’ condition and needs, nurses/doctors
are willing to answer patients’ questions, medicines and intravenous
fluids are administered competently, nurses/doctors are communicating
effectively, doctors always know about patients’ progress, patients trust
doctors, patients are always discharge without delay, patients told what to
do and what to expect leaving the hospital, hospital policies and

procedures are practical.

This two-part approach to quality assessment (the structure and the

process) is interrelated, because good structure increases the likelthood of

good processes, (Donabedian, 1988). This study focuses on
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client/structure, client/process, provider/structure, and provider/process.
Both the clients and the providers were asked the same questions to
assess their opinion of the setting/structure of the hospital, and seeking
their view of the processes that were carried out by the main providers in
the health sectors who are the nurses and the doctors. The use of this

framework was considered to have several advantages.

The framework of structure and process was relatively simple and well
understood. In addition, it facilitated dealing with the work in logical
steps. However, Pearson et al, (1987:5) stated that this frame work is
difficult and needs to be dynamic. In addition, increasing attention has
been focused on quality management in the delivery of health services.
This attention has centred on the various relationships between
organisational structure, clinical practices, and patient outcomes, with the
strong recognition that the practice of healthcare should be evidence
based (Fitzpatrick, 1999). Despite the current fashion for evidence-based
policy making, the researcher has used this core function framework to
conceptualise the practice of healthcare and in the belief that it assesses
perceptions of patients and professionals in regard to quality. A scientific
basis for the study of quality within the health sector through the
perceptions of patients and the professionals is also required so it 1s
necessary to articulate a conceptual framework that explicates the various
components of the healthcare system and the relationship between them.

As Bushshur (2003: 121) explains:

Donabedian's concern is not with descriptions of particular quality

organisations or policy nuances but, rather, the fundamentals of quality,

which do not change much over the decades. He does not discuss quality
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in office settings, and he pleads unfamiliarity with computerised records
as quality tools, but he is not shy about posing some thorny questions. For
example, should we intervene when we lack knowledge of the natural

history of an illness?

Using Donabedian’s framework does have certain limitations, including
the focus on only two aspects of categories; the physical structure as well
as the processes. The out come was not studied as mentioned earlier.
There is also no evidence that either physical structure or process
measures are of superior credibility; it is what the recipients themselves
believe. It is difficult to even speculate when considering this frame
work, whether or not the socio-political situation in Bahrain itself

influences the effectiveness of the recipients’ perceptions.

Therefore, it was important to understand the context of Bahrain, as
outlined in Chapter One. On the other hand, there are few attempts to
understand the effects of external forces on the overall health sector or its
subsystems or to examine the relationships among the different system
components which make the frame work difficult to use. For example,
there might be some factors which might be not under neither the
physical structure nor the processes which might make it difficult to be
studied by using this frame work, for instance, the relationship between
mortality and morbidity and the quality of care, because one might ask in
which category do these fit? In addition Donabedian’s framework 1s
derived from a Western health service context and may be difficult to

adapt in Bahraini culture.
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Conclusion

This chapter has clearly revealed the almost complete absence of
literature that analyses quality management in the Arab Gulf region, let
alone the Bahraini health care sector. However, given that many of the
principles of quality management are ‘generic’, it has been possible to
identify relevant publications, although the vast majority has been the
product of Western settings. Other generic concepts, such as the
‘customer’ remain problematic. However, the objectives of providing a
basis for the empirical research and a critical review of the basis for

future quality management initiatives have been established.

Quality in healthcare remains an area that needs to rely on objective and
rational measurement because quality improvement activities may
contribute not only to the performance of the healthcare sector, but
ultimately to the performance of the nation. Therefore, in this chapter the
quality management in the public sector generally and in the health sector
specifically has been presented, quality management has been defined;
the effective way of implementing it has also been highlighted. The main
stakeholders in the health sector have also been recognised. In the next
chapter the justifications for obtaining the opinions of the stakeholders
and their relation to quality management will be explored by conducting a

methodology based on Donabedian’s framework.
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Chapter 3

METHODOLOGY

Introduction:

The previous chapter introduced Donabedian’s framework (1980) and
provided some detail as to why this was selected as a basis for the

empirical study. To restate the overall aim of the study, this is:

To improve the quality of healthcare for patients who use

Bahrain’s secondary health services

For the overall aim to be achieved, it was necessary to understand
the context in which Bahrain’s health services were developed, and
this was largely done in Chapter One. However, this Chapter now
builds on the literature review in the previous chapter by
introducing the methodology for the empirical study which also

addresses the following objectives:

-To undertake primary empirical research to establish the present quality

of healthcare in Bahrain

-To provide a theoretical and practical basis for future quality

management initiatives within the Bahraini health services

The results of the study, when critically analysed, will then provide

the necessary basis for a critical understanding of the applicability of
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future quality management initiatives in the Bahraini health care

sector.

By building on Donabedian’s framework, this chapter also reflects the
selection of a cross-sectional questionnaire survey for this study. The
main outcome of the research attempts to measure responses of front line
staff (doctors and nurses) as well as the clients. It is crucial to obtain the
views of these key groups in terms of structure and processes within the
hospital to examine the quality of the services in the Salmaniya Medical
Complex Hospital. Permitting both the employees and the clients to
ventilate their feelings and suggestions of how to improve the services is
considered an additional indicator of the quality of care. Some of the
literature was concerned with patient satisfaction, consumer satisfaction,
and the quality of healthcare based on information from patients and / or
professionals about the structure and the processes of the hospital
(Abramowitz and Berry, 1987, Aiken et al, 1994). Both patients and
professionals should evaluate the technical and interpersonal features of

care (Donabedian, 1988).

The majority of similar studies used closed ended questions and
quantitative methods to explore the dimensions of patients’ satisfaction
with hospital care, such as (Hinshow and Atwood, 1982). Although they
provide evidence that patients distinguish among components of care, the
studies might have omitted important components and included
unimportant ones. Identifying those aspects of hospital care that are
important to patients and staff will require a cross sectional, exploratory

study.
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Selection of the method:

Primary research instrument.

To address the research objectives, page number (71), the data required to
develop a quality healthcare strategy comes from a combination of
evidence collection sources. The primary sources were the opinions of
selected patients, nurses and doctors representing the Salmaniya Medical
Complex at the Ministry of Health, through survey questionnaires
distributed to selective patients and employees to collect qualitative data
during the months of June 2001, to August 2001 (which depended on
permission from of the Ministry of Health in Bahrain and approval of the

supervisor, at the University of Hull, UK).

A covering letter was distributed together with the questionnaire to the
respondents to ensure them of the confidentiality of the collected data and
to explain the purpose throughout the research process. Therefore, a
questionnaire was selected to focus upon the prerequisites for patient
care, which include the physical facilities, the organisation of the
Salmaniya Medical Complex and the resources, both human and other.
The questionnaire also focuses on the process of care as well as taking
into account the intellectual processes and staff behaviour as it relates

directly to the quality of care for which they are accountable.

The questionnaire fits with Donabedian’s approach, basically because
these two approaches cannot be separated. In order to assess quality

effectively, information about the resources available (structure) and how

they are used (processes) needs to be collected before a judgement of

quality can be made.
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To select the best methodology for studying patients and staff views of
the quality of the hospital services at the Salmaniya Medical Complex in
Bahrain, many obstacles and difficulties had to be faced in trying to
obtain permission to conduct the research (see Obstacles to Research,
page 86). Finally, based on the Ministry of Health officials’ order, a
research survey was conducted, rather than a focus group study as was

originally proposed.

To facilitate access to the system (the organisation and the individuals
within the system), an overt approach to the physical access, rather than
the covert approach, has been used. This approach was convenient to the
researcher who was working within the setting. To avoid ethical
problems which might be raised, an overt approach is suitable. Two
types of figures are essential to gain access to conduct research: gate

keepers and informants (Gummesson, 1991).

Tt was easy to get access to the informants (patients and professionals),
but it was not easy at the beginning to get access from the gatekeeper:
officials at the Ministry of Health preferred the use of questionnaires (see
page 87). However, as a former member of the professional team at the
hospital, the research data could be collected easily. Collecting data and
information from public sector clients in Bahrain based on the
researcher’s own view, is much easier than the private sector where
people may seek services as quickly as possible. Therefore, they don’t
want to spend any extra time completing a questionnaire or discussing

any problem further. One of their reasons for using a private hospital

might be to avoid any unnecessary waiting time.
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On the other hand they might think that they have chosen the concerned
private hospital because they think it is the best. Therefore there might be
a bias in the study. Mackey (1984) suggested the following selection
criteria: the availability of objective evidence to support the chosen
method and the acceptance and application of the results obtained from
the chosen method. However, acceptability and accessibility must be key
facts, not only to individuals, but also to organisations and to

management.

A survey was also chosen because it seemed the most suitable approach
to explore perceptions. A survey is widely used particularly in exploring
perceptions, attitudes and behaviour either through face to face interview
or postal questionnaires (Raid, 1993:32). Polit and Hungler (1993:122)
also emphasised surveys, as they are the best method of collecting
information about people’s knowledge, opinions, attitudes and values,
particularly in the health sectors. Gilbert (1993:95) added that a survey is
one of the best methods not only in exploring individual attitudes and

values, but also in exploring personal experiences and behaviour. -

This method is also considered relatively inexpensive and the researcher
being self-sponsored considered it appropriate. The postal survey is one
of the cheapest methods of research and is very suitable for many health
topics (Reid, 1993:32). The postal survey’s is main advantage is its
relative cheapness, (Gilbert, 1993:96). May (1997) also agrees that the
main strength of surveys is that they have a lower cost. Other authors
have indicated many advantages of survey research. For instance, it can

help obtain a large amount of data from a large number of people in a

relatively short time, (Mc Neil, 1990, De Vaus, 1996). Other advantages
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include filling in questionnaires at a time convenient to respondents,

(Gilbert, 1993; Gummesson, 1991).

{Z&lthough, quality of care can be measured in many different ways, no
universal agreement exists on which method should be used. Abramowitz
(1987) suggests using a questionnaire as the most common method for
measuring the quality of care in hospitals. It is also essential to evaluate
the reliability of the method, particularly when considering attitudinal
studies. Hall (1974) stressed that there is no particular methodological
approach which is the best. Each researcher must therefore select the
approach which is suitable for its own country’s needs, conditions or
situations or cultural needs, and to facilitate the research and overcome
obstacles that might inhibit or affect the conduct and the result of the
research. Of course, a key problem here is that no research instrument
has been developed within the context of the Arab Gulf region, let alone

Bahrain.

The research was carried out on two types of categories; patients who are
admitted to the hospital, and the providers of healthcare. The main
providers are the doctors and nurses. The researcher believes that the
most suitable approach is a survey, although it is difficult to decide on a
convenient time for all the patients; the time which might be convenient
for some might not be the same for others. Therefore, it would be
essential to distribute the questionnaire and leave the patients themselves
to decide the time convenient to them, particularly when we ask patients
about some sensitive issues such as asking them to evaluate their medical

team and whether nurses or doctors who are attending them daily are

qualified / skilled or have a good attitude with the patients or not.
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The Salmaniya}/[edical Complex has been used in this study, because it

is the only general non-profit making, government hospital in Bahrain.
The patients in this hospital were thought to participate more easily than
in a profit making hospital were the patient might be reluctant to
participate and one focus of the project was on supporting programmatic

change in non-profit making organisations.

The questionnaire:

The questionnaire was developed to meet the cultural needs of the
patients, the nurses and doctors in Bahrain. For example, respectful
atmosphere question was included to examine the amount of peace and
quiet patients have in the hospital. As Bahraini people are very social,
they are used to receiving many visitors at once, which is a real problem
for the other sick patients, so the researcher included such a question to fit

with Bahraini society.

The questionnaire was divided into three sections with the following
purposes:

1. To obtain demographic details.

2. To assess respondents’ perceptions towards health services.

3. To obtain suggestions to improve the quality of health services in

Bahrain.

Questionnaire development:

The researcher developed the questionnaire, which was used in this study,
and the approach is similar to Williams (2000). Williams looked at
patients’ judgments of hospital quality, although patients’ opinion only

was explored. In the Bahraini study the researcher considered both the

patients’ and professionals opinion.
v
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The survey questions were designed to consider the cultural needs of the
country and focused on specific action taken by the hospital staff. For
example, rather than asking patients to rate the general aspects of their
care such as “the courtesy and helpfulness of your doctor” we asked
questions relating to the doctor’s knowledge about the patient’s progress.
The method and the content of the questionnaire was developed framed to
be as specific as possible, to minimise the influence of the confounding
factors such as patients’ expectations, personal relationships, gratitude, or

response tendencies related to gender, or class.

The instrument was developed to examine patients; the care recipients
and the professionals; the caregivers. It was also designed to examine
their perceptions/ views of health services at the secondary healthcare
hospital in Bahrain, from two main aspects the structure and the process.
The questionnaire included questions about socio demographic
characteristics (age, gender, education, position). In addition, we asked
patients whether their admission was an emergency and their health
condition during admission. The patient was also asked to rate his or her

health as: minor, intermediate, complicated, or emergency. '
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Selection Criteria:

1. For the patients
A. All Bahraini patients who are currently admitted to the
Salmaniya Medical Complex and those who have a previous
admission records of not less than one week in the same hospital.
B. Those who are fully conscious.
C. Those who are willing to participate in the study.

D. Their age between 21 years and above.

2. For the professionals:
A. All categories of nurses and doctors who are working at the
Salmaniya Medical Complex.
B. Those who are willing to participate in the study.
C. Those who are available in the hospital during the study period.
D. Age is between 20-59 years.

: ;Sampling:

A convenient sample of key informants was used. The sampling frame
contained 250 doctors, 250 nurses and 500 patients. Those distributed,
193 were received from the nurses, 84 from the doctors and 276
questionnaires received from the patients. Reasons for obtaining a lower
participation rate included a lack of both interest and support from the
hospital administration. If permission had come from the officials within
the hospital, the weight of it might be different and the number of

participants might be more.
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Secondary research

The secondary sources used in this research were drawn from a content
analysis of official documents, as there are a limited number of articles on
public management in general in Bahrain. The researcher has used a
range of official publications such as: Health Statistics, Bahrain Strategic
Health Plan, Bahrain Health Strategy, Salmaniya Medical Records, plus
information concerned with the quality of health service plans from the
Ministry of Health, journals, and media. Together they have been used to
support and help the researcher in understanding, analysing and
presenting the primary collected information and evidence. Of course,
the lack of a critical literature on government reforms in Bahrain means
that a reliance on official publications may present a distorted picture of

the extent of various government reforms and initiatives.

Validity and reliability

Reliability as defined by Polit and Hungler (1993:445) as ‘The degree of
consistency or dependability with which an instrument measures the
attribute it is designed to measure’. This can be tested by the repeated
use of the questionnaire that is by testing and re-testing, with the same
results. It was not possible in this research, mainly due to the sensitivity
of the subject. It is fine to get participants willing to participate in such
studies in Bahrain and repetition of the testing might obstruct the

respondents from participating in the main study.

The questionnaire was tested using Cronbach’s Alpha test. This test is

defined by Polit and Hunger (1993: 434) as ‘a widely used reliability
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index that estimates the internal consistency or homogeneity of a measure

composed of several subparts; also referred to as Coefficient Alpha’.

The questionnaire was tested on a sample of patients who were admitted
to the hospital, and nurses and doctors who worked in Bahrain throughout
a pilot study which was conducted in June 2001. Validity refers to
whether the instrument actually measures what it is supposed to, that 18,

whether it really does measure the quality of care.

To maximise the validity of the survey the following measures have been

taken:

Research Access

It was extremely difficult to obtain permission to conduct the study.
Permission had to be obtained from his Excellency, the Minister of
Health, personally and Ministry of Health officials in the Kingdom of
Bahrain. Letters to the patients, doctors and nurses inviting them to
participate in the study were sent through nursing officers, departmental

secretaries and the researcher.

Participants were assured that the data would be strictly confidential and
informed about the purpose and aims of the study. The letter is included

in (the appendix 2, page 221).

The questionnaire content
Based on Donabedian’s approach, the questionnaire was based on a

validated version that had been designed for the assessment of the view

poTTts-ot=thre ehronisand-the-professionalsinregard to the quality of the

structure/building and the processes that are carried out by the
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professionals within the Salmaniya Hospital; it also included
demographic data, (see appendix 2, page 222). The questionnaire was
translated into Arabic for the patients because they are Arabic speaking
respondents. Response alternatives were typically: strongly disagree,
agree, don’t know, disagree, and strongly disagree, the last question was
on open ended question to give respondents more freedom to express
their suggestions, ideas and requirements to improve the quality of care

provided.

The doubt is whether the clients’ opinions are considered as a measure of
quality care, because the clients lack the expert knowledge to accurately
assess the technical competence of medical personnel accurately. They
are also influenced by non-medical factors such as the interpersonal skills
of the providers, reluctance to disclose what they really think because of
their sense of dependency or prior failures in patient-physician
communication, or they cannot recall aspects of the delivery process

(Strasser and Aharony, 1992).

An appropriate physical environment for the respondents was assured.
For the professionals they were asked to take the questionnaire back
home, fill it in and send it back to the given address. For the patients the
time chosen was between 1 and 2 pm when the patients are relaxed have

finished their lunch and nursing care.

The pilot questionnaires were conducted to increase both the reliability
and the validity of the questionnaire. Based on the piloting, unclear

questions that did not meet the purpose of the study were excluded and

some other useful questions were mcludea.
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The questionnaires were computer coded. The data analysis was
performed on a computer to minimize the errors. To maximise the
validity of the content analysis, two persons analysed the data, the
researcher and the statistician. The internal consistency of the
questionnaire was tested using Cronbach’s Alpha Test. Characteristics
related to the quality of the physical settings, which are the environmental
and organisational characteristics and the process of the care which is the
performance of professionals in the management of patients and clients in
the Salmaniya Medical Complex, were identified from a literature review
and tried to fit our Bahraini culture to increase the content validity of the

questionnaire.

ETHICAL ISSUES
Polit and Hungler (1993, 356) articulated three essential ethical principles
in research. Those are ‘beneficence, respect for human dignity and

justice. These ethical principles will be highlighted in this study.

1. PRINCIPLE OF BENEFICENCE
a. Freedom from harm
The respondents were assured that their participation would not do
them any harm either physically or psychologically. The phrasings

of questions were considered carefully.

b. Freedom from exploitation
The respondents were assured that their participation, or the

information that they will provide would not be used against them

in any way.

83




c. Risk/ Benefit Ratio
The researcher considered risk / benefit ratio carefully through the
research process, and ensured that there are no risks that the
participants may be involved with; on the other hand there are

benefits, some of which included:

e Comfort in being able to write down their feeling or problems,
which are related to quality of care.

e Being part of the study and the satisfaction of desire to find out
what it is like to participate in the study.

o Knowledge and information that they will provide, can be used
to develop healthcare in Bahrain, improve staff attitudes, beliefs

and knowledge they held towards heath- care.

2. PRINCIPLE OF RESPECT FOR HUMAN DIGNITY
a. Right To Self-Determination
The researcher considered the right to self-determination very
carefully. The researcher made sure that the participants were not
influenced by the researcher’s position so in order to maximise
absence of ‘coercion’ did mnot distribute the questionnaires.
Although the researcher mentioned in the covering letter the
advantages of participation in this study, it was left for the

participants to decide whether to participate or not.

b. Right To Full Disclosure
The researcher fully described to the participants the nature of the

study, the researcher’s responsibilities and the puIposc or e Susieny
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before their participation in the study and the researcher is planning

to explain the research study findings after the research.

c. Informal Consent
Accurate information was provided to respondents. Consent can

be assumed by completion of the questionnaire.

d. Issues Relating To The Principle Of Respect
The participants were fully respected, their right to self-
determination and full disclosure was considered. The use of
“Deception” in which withholding information about the study or
providing participants with false information was not used in this

study.

3. PRINCIPLE OF JUSTICE
a. Right To Fair Treatment
This element is not applicable to this study.

b. Right To Privacy

Privacy and confidentiality were maintained throughout the survey

process.

Anonymity was assured as no names or any other identification

information was required.
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Obstacles to Research

The researcher has faced many obstacles during carrying the research;

these obstacles will be explored as follows:

Obtaining permission.

The researcher has faced many obstacles to obtain permission to conduct
the research. A letter was sent on 11th April, 2001, to the assistant under
secretary for the hospitals, and a copy of the same was sent to the chief
executive officer (C.E.O) of the Salmaniya Medical Complex, asking for
permission to conduct the research (see Appendix 1). Frustratingly, no
replies were ever received from him, despite weekly calls and advise ‘to
wait’! Finally, on 29th April 2001, I called the CEO of the Salmaniya
Medical Complex asking if she had a reply to my letter. She stated that
she will call for a meeting, but after another month of waiting, and with
frequent calls to the CEO’s secretary, I was finally called for a meeting
with an administrator of diagnostics and professional services. Then, an
hour was spent trying to convince me not to go any further with such a
study because it might reveal some negative issues about the hospital. It
was clear that the hospital did not want to risk its reputation overseas. I
tried my best to imply that the research may produce positive findings, or

that the hospital could be anonymised, but he strongly disagreed.

In addition, there was ignorance about the focus group study method, and
only a readiness to allow a questionnaire survey only. I informed the

administrator that | was prepared to change the methodology if this will

allow the research, but he remained firm. I also asked for his decision in

writing (so I could go to higher authority). I also suggested that I will go
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to another hospital, but because I might be questioned by the other
hospital officials why I approached them when I am working at the
Salmaniya, he totally refused. Then I met the CEO to discuss my project,

but she called me for another meeting, which consisted of the following

members:

Administrator of diagnostic and professional services.
Administrator of support services.
Administrator of medical services.

Chief of nursing services.

A S

Chief executive officer.

At the meeting, the CEO was very rough with me, shouting in front of the
other members present and knocking on the table, stating that this
hospital is her home and she will not allow me to enter her home. [
responded that if this is the case then this is the home of all employees.
Her response was to shout loudly stating it is her home only from a
managerial point of view, adding that she will never agree to the

research!

[ then asked for a meeting with the under secretary for the Ministry of
Health, and told him the whole story. He was very supportive verbally
and promised to see this issue through. He was also very happy with the
title of the research stating that he is going to establish a quality
directorate at the Ministry of Health (which we miss). However, 1 was
then waiting for his action until February 2002, although I was either

calling him personally or leaving a message with the secretary, but no

reply received except ‘wait and see’! Finally, I conceded that I might

have to change the method to a questionnaire instead of a focus group,
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just to facilitate my work. I issued a letter to the minister, attached with
copies of both questionnaires (see attached). Within a week, I received a
call from the minister’s secretary that the minister replied in writing to the
assistant under secretary positively to request that all top managers at the
hospital cooperate with me and allow me to do the research (please see

attached).

No support received all over the study

a. My work area has changed

My direct supervisor, the chief of nursing services, is not
convinced about my study, although I wrote a letter to her before
starting the study that I will study at my own expense, out of
working hours, and that it will not interfere with my work. Instead
of considering this, she has moved me from nursing officer for the
oncology unit which has 50 employees to a nursing officer of level
5 (internal medicine department). It is the biggest department in the
hospital which has 140 employees, and assigned me in addition to
that to carry cardio pulmonary resuscitation C.P.R. bleep to be a
member of the C.P.R. team for the entire complex which means
that I have to leave my work and run to resuscitate any respiratory
arrest patient anywhere in the hospital. I was also given many
responsibilities, and the main objective for her is to bar my study. I
am one of only three members of the hospital who have master’s

degrees and only my self is studying for a doctorate in the whole of

nursing services (which consists of 2061 nurses) at the Salmaniya

88




b.

Medical Complex (Ministry of Health; Bahrain health statistics,
2001).

No study leave considered

There is a circular from the assistant under secretary for the
training that all employee are eligible to have a study leave for
one month per year to attend conferences, workshop and to build

up employee knowledge.

When I requested for study leave for only a few days (please see
attached) it was rejected. When I have approached the training
department, the director stated that they cannot do any thing for
me except through my supervisor (the chief of nursing services)

who refused to refer my letter to the training department.

Despite these obstacles, I remained determined to continue doing
the research and to fulfil my study. The Chief Executive Officer
for the Salmaniya Medical Complex since retired, and the chief
nursing officer for the hospital and her deputy have been moved
out from the service by ministerial order. Subsequently, the
researcher was promoted to a hospital administrator on October

2002, by under secretarial order.
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c. No research supervisor:

No research supervisor was appointed for the researcher by the
University for about two years (from 2001 till 2003); she was left

alone trying to do her best by concentrating on the literatures.

Conclusion:

This chapter has presented the development, management and limitations
of the primary research instrument, the survey. It is hoped that
participation in such studies will encourage respondents to think that their
opinion and views are important. Furthermore, such a study will
encourage the feeling of transparency and democracy developing within
the country. Although, this is a dimension that may need to be considered
in research in almost all administrations it was thought to be especially
important during a transition from autocratic rule to democratic
government in Bahrain. Transparency requires a well-developed system
for communication not just within the administration but also between it
and the public at large, as governments need not only to listen but also to
be seen to listen to the people. Officials, when they listen to their
employees’ view points and suggestions to develop their work place,
permit the opportunity to express their feelings and ventilate their ideas.
Moreover, such opinions will contribute positively in developing public
services, in addition to encouraging a sense of well-being in employees as

a part of an increasingly transparent and democratic culture.
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In terms of the empirical research, the researcher has adopted
Donabedian’s quality management framework which provides a useful
scheme for developing systems and procedures for dealing with
feedback from service users, despite some of the shortcomings
discussed in Chapter Two. It also encourages managers and staff to
think about the needs of service users when they are implementing
changes or making improvements to the way services are delivered. In
the forthcoming chapters, the distinct opinions of both patients and
staff about many components of hospital care in Bahrain will be
explored and analysed and the impact of quality management on
health services will be analysed and assessed. This is intended to
provide a sound framework on which to address a key objective of this
thesis, which is to provide a theoretical and practical basis for future

equality management initiatives within the Bahraini health services.
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Chapter 4

MEASURING PATIENTS’ SATISFACTION: RESULTS AND
ANALYSIS

Introduction

This chapter is intended to fulfil one of the main objectives of this
research, presented in Chapter One, by establishing the present quality of
healthcare in Bahrain.! The findings here will also help to reach another
objective of the research by providing the theoretical and practical basis
for future quality management initiatives within the Bahraini health
services. A key assumption of this thesis is that despite recent pressures
for democratisation within Bahrain, documented in chapter one, the
perceptions of the participants in the study would be largely positive.
Although overall dissatisfaction with the government remains, the
majority were satisfied with the healthcare provided at the government
hospital. Whether or not this level of satisfaction indicates that the
reforms in Bahrain have had a positive effect across government,
including the Ministry of Health is conditioned by Bahrain’s unique

social and political context, as outlined earlier.

In sum, this chapter presents the empirical findings, where the
demographic data, age, gender, occupation and the patients’ level of
education, constitute independent variables. The admission of patients,
the patient’s health condition during admission, sufficiency in the

numbers of doctors and nurses, quality of food at the hospital, hospital

parking, and the overall perceptions ol patients, TTUTSeS and QOCIoTS Ot Ue

The use of ‘present’ here relates to when the empirical research was conducted, in 2001. '
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physical settings and to the processes constitute independent variables
will also be highlighted only, but will be discussed further in the next

chapter.

Presentation of the Findings

The responses to the survey questions were categorised into statistical
data by assigned numerical codes. Tables were then utilised to reflect the
demographic and descriptive variables in relation to the quality of the
physical settings, which is the environmental and organisational
characteristics, and the process of the care; which is the performance of
professionals in the management of patients and clients in the Salmaniya
Medical Complex. After initial tabulations, the main variables, ‘structure’
physical setting, “process”, were then cross tabulated and the results

presented in the tables.

The data was entered with a unique code for missing values. The SPSS
(Statistical Package for Social Science, 1975) system was used for data
analysis. Reid (1993, p66) notes that SPSS is mainly suitable for survey
data and it has particular advantages in large scale studies, it is an
interactive package, it is also designed for exploratory data analysis and it
is simple, couched in ordinary language and short and the accompanying
documentation is well expressed and statistically sound. This provides a

sound rationale for the use of SPSS in this study.

There were two questionnaires, one for the professionals, and another one

for the patients. Data organisation and Chi- Square as the type of statistic

were used in both questionnaires for tests of relationship for age, sex, and
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occupation, for the professional questionnaire. Chi-square analysis was
intended to examine the correlations between the quality of the physical
settings and the process of care carried out by the professionals, from

both the clients’ and the professionals’ point of view.

Response rate

Out of the 1000 questionnaires distributed, 553 were received. Reid
(1993:32) examines low response rates from questionnaires and suggests
that the use of follow up questionnaires will increase the response rate.
In this study, missed communications was the main cause although the
final number of respondents was more than enough, especially when the
difficulties of carrying out such a study in the country prior to the
‘transparency and democracy’ stage are considered. Good communication
between the director or the management personnel of the place where the
study is carried out and the respondents who are employees also may
raise the response rate. In other words, the expectation is that if the
respondents know about the study from their supervisors and had the
agreement to participate in such a study the response rate might be better.
In this study, the researcher distributed, with Ministry agreement, the
questionnaire to the participants, rather than had it circulated by the chief
executive officer of the hospital. Thus, the participants did not know
about this study from their supervisors and they were not sure whether

they were allowed to participate.

The other major effect is from the sensitivity of the subject; the

DaTtiCIpants THENT NAvE TeIT UTat TICy WeTe 10T aHOWed 10 PaTtieIpate; both

administratively and politically. This is because the study is to explore
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their ideas and opinions about the standard of the quality of one of the
government hospitals, with democracy a relatively new phenomenon in
Bahrain. It might be easier in a democratic country for people to

participate in decision-making and to raise their opinions.

The sample was 1000, out of which 500 were distributed to patients, 250
to nurses and 250 to doctors. All were present in the Salmaniya Medical

Complex.

Since we are looking for public services that respond to users’ needs are
arranged for the providers’ convenience based on (Pearson et al, 1987),
the researcher therefore thought to examine the opinion of both the
receiver of care and the giver. 'Such studies can be extremely useful for
quality assessment and improvement efforts because satisfying patients
and providers’ expectations is an important component of high-quality
care and because both patients and providers can provide information that

is not available from other sources', (Cleary et al, 1991)

Summary of Demographic Data
Of the 553 respondents, the majority were female (62.2%). Most of the

respondents were patients (49.9%); most of them were young, aged
between 20-30 years (37.4%). Around a third of patients who participated
in the study were secondary certificate holders (34.1%), and about half
(53.6) were admitted through Accident and Emergency. Around a third of

them (32.6%) described their condition as emergency.
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Age range:
The age range was as follows:

e Patients: Out of the total 100%, 20.4% from 20-30 years; 11.2%
from 31-40 years; 8.5% from 41-50 years; and 9.8% were 51-59
years.

e Nurses: Out of the total 100% 15.2% from 20-30 years, 12.5%
were from 31-40 years, 9.2% from 41-50, and 0.2% was from 51-
59.

e Doctors: Out of the 100% 1.8% from 20-30 years, 6.5% were from
31-40 years, 4.0% were from 41-50 years and 0.7% was from 51-

59 %.

Gender:

The main category of the study participants were female 62.2% out of

which 23.7% was patients, 31.8% were nurses and 6.7% were doctors.

37.8% were male, out of which patients were 26.2%, nurses were 5.2%

and doctors were 6.3%. , as indicated in table 2.

Table 2

Gender * Subject Cross tabulation

Subject
Patient Nurse Doctor Total
Male Count 145 29 82 256
Gender % Of Total 26.20% 5.20% 6.30% 37.80%
Female Count 131 176 37 344
% Of Total 23.70% 31.80% 6.70% 62.20%
Count 776 705 TT9 SO0
Total 100.00
7o Of Total |6 900, 37.00%  [13.00% %
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Table 2 demonstrates that the main category of the study participants
(62.2%) were female.

Occupation:

12.4% were doctors, out of which 1.5% were consultants. 38.1% were
nurses, out of which 0.8% were ward supervisors, 0.8% were nursing
officers, 5% of the patients were workers, 5.4% were students, 12% were
house wives, 4.3% were un-employed, 4.8% were technical, 0.4% were

administrators and 14.5% were professionals, as indicated in table 2.

Table 2.1
Occupation * Subject Cross tabulation
Subject
Patient Nurse Doctor Total
Gender professional Count 75 75
% of Total |14.50% 14.50%
. Count 2 2
Administrator o/t e T10.40% 0.40%
Technical Count 2 25
% Of Total 4.80% 4.80%
Count 22 22
Un Employed o "0 ool 14.30% 4.30%
) Count 62 62
House Wite %% Of Total [12.00% 12.00%
Count 28 28
Student %% of Total 5.40% 5.40%
Count 26 26
Worker % of Total [5.00% 5.00%
Count 197 197
Staff Nurse % of Total 38.10% 38.10%
Doctor — Count 03 Vi3
% of Total 12.40% 12.40%
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secondary certificate holders.

98

Ward S isor Count 4 t
pery % of Total 0.80% 0.80%
. Count 4 4
Nursing Officer o/ # 1o ta] 0.80% 0.80%
Consultant Count 8 8
% of Total 1.50% 1.50%
Total Count 240 205 72 517
% of Total 146.40% 39.70% 13.90% 100%
Table 2.1 demonstrates that the main category of the study participants’
occupations (38%) were nurses.
Patients and level of education:
2.3% (34) were illiterate, 7.6% (21) can read and write, 5.8% (16) were
primary certificate holder, 21.4% (59%) were intermediate certificate
holders, 34.1%(94) were secondary certificate holders, and 18.8% (52)
were graduates, as indicated in table 2.2
Table 2.2
Patients and level of Education
Number “"Percent
Patients
[lliterate 34 12.3
Read and write 21 7.6
Primary certificate 16 5.8
Intermediate certificate 59 21.4
Secondary certificate 04 34.1
Graduate 52 18.8
Total 276 100
— T OTSTEeS HT e TTTeate s oot R tent-pari e aRtc-ere




Admission:

The response to the question what was the type of admission whether

through the accident and emergency, private clinic or through previous

arrangements were as follows: 53.65% (148) were admitted through

Accident and Emergency, 31.9 % (88) through a private clinic, and

14.55% (40) had previous arrangements. , as indicated in table 2.3.

Table 2.3

Patients and Admission through the followings

Number ofPercen ¢
Patients
A/E 148 53.6
Private Clinic 88 31.9
Previous Arrangement 40 14.5
Total 276 100

Table 2.3 demonstrates that the main categories of the patient participants

were admitted through Accident and Emergency.

Patient’s health condition during admission:

32.6 %( 90) described their condition as emergency, 31.5% (87) difficult,
28.6 Y%( 79) were moderate and 7.2% (20) % minor, as indicated in table

2.4
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Table 2.4

Patients and Health Condition During Admission

Number ofPercen ¢
Patients
Minor 20 7.2
Moderate 79 28.6
Difficult 87 31.5
Emergency 90 32.6
Total 276 100

Table 2.4 demonstrates that the main category describe their health

condition during admission (32.6%) as emergency.

Perception Statistics of patients according to gender Summary:

Many researchers (for example, Riccio, 2000) in other countries
have explored the environmental effects on the quality of care,
therefore the researcher examined it in Bahrain to establish the
present quality of healthcare in Bahrain. To measure quality, our
concepts of what quality consists in must be translated to more
concrete representations that are capable of some degree of
quantification - at least on an ordinary scale, but one hopes for
better. These representations are the criteria and standards of
structure, process, and outcome, (Donabedian, 1988:1747),
therefore the researcher examined those (the process and the

structure) criteria in Bahrain.
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The literature indicates that there is a significant difference between the
perceptions of staff and patients in relation to the physical environment.

In this study we found that there is no differences in the perceptions of
patients and professionals in regards to the physical building of the
hospital and the processes , they were satisfied with both , may be due to

the above mentioned reasons the results were as follows:

Perception structure average , male were 2.91 median and 2.93 mean,
female were 2.92 median and 2.91 mean, perceptions of processes

average were male 3.00 median and 3.02 mean and female were 3.00

median and 2.98 mean.

Overall gender: The majority of the males who participated in this study
agreed on the structure (27.8%) of the hospital (physical setting), and on
the processes carried out (27.1%).See graph 1.2, and 1.3.

There was little difference in the number of females who agreed (25%)
and disagreed (26.4%) on the physical setting of the hospital and with

regard to the processes, also the range is similar, 22.9% agreed and 27.1%

disagreed.

There was no correlation between gender and the perception of the

participants in both the structure and the processes.

Nurses perceptions:

Perception statistics of nurses according to gender

TP CICCPUION SUUCIUTC averdges, were.

e For the male, 2.82 were the median and 2.78 were the mean.
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e For the female, 2.83 were the median and 2.80 were the mean.

Perception process average, were:
e For the male, 2.80 were the median and 2.74 were the mean.

e For the female, 2.67 were the median and 2.65 were the mean.

Perception nurse averages were:
e For the male, 3.00 were the median and 2.90 were the mean.

e For the female, 3.00 were the median and 3.05 were the mean.

Female nurses agreed more (75.1%) on the physical setting as indicated

in graph 1, (page 100)
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Nurses’ Perception Structure
Graph 1

e — -

75~°°/°‘\ Structure Perception
strongly disagree

[ disagree

agree

[E strongly agree

50.0% ™=

Percent

25.0% =

12.7%

0.5% 1.0%

0.0% J—- :

(63.9%) nurses agreed on the processes, as indicated in graph 1.1, (page
101).
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Nurses’ Perception Process

63.9%
r G Process Perception
60.0% wE el [7] disagree

[ agree
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- 400%
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[V]
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20.0% 12.7%

0.0%

male

female

Gender

Graphs 1 and 1.1 indicate that female nurses agreed more on the physical

settings (75.1%) of the hospital than the processes, (63.9%).
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Doctors’ perceptions

Perception doctors’ average, were:
e For the male, 2.50 were the median and 2.62 were the mean.

e For the female, 2.60 were the median and 2.60 were the mean.

Perception overall averages were:
e For the male, 2.83 were the median and 2.76 were the mean.

e For the female, 2.76 were the median and 2.76 were the mean.

See graphs 1.2, and 1.3.

There was little difference in the number of females who agreed (25%)

and disagreed (26%) on the physical setting of the hospital, as indicated

in graph 1.2.
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Doctors’ Perception Structure
Graph 1.2
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Concerning the pr

Doctors’ Perception Process

Graph 1.3

25%
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Percent

10%

5%

male

Gender

female

ocesses, the range is also similar; 23% agreed and

27.1% disagreed, as indicated in graph 1.3.

Process Perception
strongly disagree

[ disagree

[ strongly agree
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Perception statistics of patients according to age

Summary:
Perceptions structure averages were:

e For the ages from 20-30 years, the averages were 2.83 for the

median and 2.87 for the mean.

e TFor the age from 31-40 years, 2 87 were the median and 2.85 for

the mean.

e For the ages from 41-50 years, 3 00 were the median and 3.00 were

the mean.

e For the ages from 51-59 years, 3 09 were the median and 3.05 were

the mean, as indicated in graph 1.4

Patients’ Perception Structure

28%
Structure Perception
25% [[] disagree
agree
strongly agree
20%
15%
e i . 14%
® 13%
[$]
} =
[
o

10%
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Perceptions processes average, were.
o For the ages from 20-30 years, the averages were 3.00 for the
median and 2.98 for the mean.
o For the ages from 31-40 years, 3 00 were the median and 2.91 for
the mean.
e TFor the ages from 41-50 years, 3 00 were the median and 3.09 were
the mean.
e For the ages from 51-59 years, 3 00 were the median and 3.06 were

the mean, as indicated in graph 1.5.

Patients’ Perception Process
1.5

Process Perceptio
[7) strongly disagree

~ | disagree

agree

2 strongly agree
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Perception nurses’ averages were:

Summary:

For the ages from 20-30 years, the averages were 3.33 for the
median and 3.35 for the mean.

For the ages from 31-40 years, 3 00 were the median and 3.23 for
the mean.

For the ages from 41-50 years, 3 33 were the median and 3.34 were
the mean.

For the ages from 51-59 years, 3 33 were the median and 3.27 were

the mean.

Young nurses (20-40 years) agreed more on the structure of the hospital

more than any other categories of ages, as indicated in graph 1.6.
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Nurses’ Perception Structure
Graph 1.6
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Young nurses also agreed more on the processes of the hospital than in

the other age categories, as indicated in graph 1.7.

111




Nurses’ Perception Process

Graph 1.7
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For the doctors, the averages were.

o For the ages from 20-30 years, the averages were 3.00 for the
median and 3.04 for the mean.

o For the ages from 31-40 years, 3 00 were the median and 3.02 for
the mean.

e For the ages from 41-50 years, 3 00 were the median and 3.16 were
the mean.

e TFor the ages from 51-59 years, 3 20 were the median and 3.15 were

the mean.

Doctors with ages from 31-40 years were the most agreed most with the

structure of the hospital as indicated in graph 1.8

Doctors’ Perception Structure
Graph 1.8

25%
Jf. e *,,_<__.,,24%r T T
25 w Structure Perception
[7] disagree
j [ agree
20% strongly agree

6%

Doctors in the age group from (31-40 years) were more agreed on the

processes than the other age categories, as indicated in graph 1.9.
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Doctors’ perception process
Graph 1.9
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Perception overall averages were:

Process Perception
[7] strongly disagree
disagree
agree

strongly agree

e For the ages from 20-30 years, the averages were 2.96 for the

median and 2.98 for the mean.

o For the ages from 31-40 years, 3.00 were

the mean.

the median and 2.95 for

e For the ages from 41-50 years, 3 00 were the median and 3.09 were

the mean.

e For the ages from 51-59 years, 3 08 were the median and 3.10 were

the mean.
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The previous graphs indicate that the young age group (between 20-
3lyears) in all categories of participants was more satisfied with the

physical setting of the hospital than the processes.

Perception statistics of patients according to level of education
Although some studies found that there is relation between the level of
education and the satisfaction of respondents to the quality standard of
both the physical building and the processes that carried out by the staff
such as that of Marquis et al (1983)and Aiken et al, (1994) , but in this
study perception structure averages, were: as indicated in graph 2, that the
patients who hold secondary certificates were the most satisfied with the
physical setting of the hospital, as follows:
o For the patients who were illiterate, 3.13 were the median and 3.09
were the mean.
e For the patients who were able to read and write, 2.77 were the
median and 2.87 were the mean.
o For the patients who hold primary certificates, 2.96 were the
median and 3.11 were the mean.
e For the patients who hold intermediate certificates, 3.00 were the
median and 2.94 were the mean.
e For the patients who hold secondary certificates, 2.80 were the
median, and 2.83 were the mean.
o For the patients who were graduates, 2.90 were the median, and

7.93 were the mean.
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Patients’ Perception Structure
Graph 2
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Perception process averages, were.

For the patients who were illiterate, 3.00 were the median and 3.09
were the mean.

For the patients who were able to read and write, 3.17 were the
median and 3.03 were the mean.

For the patients who hold primary certificates, 3.08 were the
median and 3.16 were the mean.

For the patients who hold intermediate certificates, 3.00 were the
median and 2.97 were the mean.

For the patients who hold secondary certificates, 2.80 were the
median, and 2.83 were the mean.

For the patients who were graduates, 3.00 were the median, and

2 99were the mean, as indicated in graph 2.1.
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Patients’ Perception Process
2.1
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Occupation:

The relationship between occupation of participants towards physical
settings and the processes that were carried out in the hospital were as

follows:

Doctors were not satisfied (44%) with the physical settings of the hospital
as indicated in graph 2.2
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Doctors’ Perception Structure
Graph 2.2
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Doctors’ Perception Process
Graph 2.3
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As indicated in graph 2.3, the main categories of the doctors (46%) were

satisfied with the processes that are carried out in the hospital.
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Nurses’ Perception Process
Graph 2.5
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The majority of nurses (7 5% also agreed on the processes that are carried

out in the hospital, as indicated in graph 2.5.
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Patients’ Perception Structure
Graph 2.6
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As indicated in graph 2.6, the main category of patients who agreed on

shes physmal_semngs.of_thﬁ hospital was professionals, then house wives

(17%).
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Patients’ Perception Process

Graph 2.7
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As indicated in graph 2.7, the professionally employed patients (22%)
and homemakers (17%) were still the main category who agreed on the

processes.

Process Perceptio
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Patients’ Perception Structure
Graph 2.8
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Patients who were admitted through Accident and Emergency (37%) and
through private clinics (24%) were the most satisfied with the physical
settings of the hospital, as indicated in graph 2.8.
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Patients’ Perception Process
Graph 2.9
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Patients who were admitted through the Accident and Emergency
department (33%) and through private clinics (22%) were still the main

category who agreed on the processes, as indicated in graph 2.9.
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Patients’ Perception Structure:

Graph 3
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Patients who see the

(21%), and emergency (21%), were the most satisfie

settings, as indicated in graph 3.
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Patients Perception Process:

Graph 3.1
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Patients who see their health conditions as difficult, (21%), moderate
(19%), and emergency (20%) were still the most satisfied with the

physical settings, as indicated in graph 3.1.
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Participants’ characteristics

Overall perception

The majority of all the participants who agreed on both the processes and

the structure of the hospital were as follows: 69.2% of the patients, 87.8%

of the nurses and 52.8% of the doctors agreed on the structure of the

hospital. 63% of the patients, 7 6.6% of the nurses and 50% of the doctors

agreed on the processes within the hospital, as indicated in tables 25,26,

and 2.7.

TABLE 2.5 (Overall perception)

Subject :(Overall perception)

Doctor Nurse Patient

Perr.:e:ptionj Perception | Perception Perception | Perception Perception

Process Structure | Process Structure | Process Structure

Average |Average | Average |Average | Average | Average

% % % % % %

1.4% 0% 0% 5% 4% 0% Strongly
disagree

44 3% 44.4% 22.9% 10.7% 16.3% 17.4% Disagree

50.0% 52.8% 76.6% 87.8% 63.0% 69.2% Agree
Strongly

4.3% 2.8% 5% 1.0% 20.3% 13.4% agree
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Structure Items

TABLE 2.6: perception of participants towards the physical setting of the

hospital
strongly strongly
disagree disagree agree agree

Subject Patient hospital makes patients feel 7% 11.2% 62.5% 23 6%

comfortable
medical facilities are complete 2.1% 3.8% 60.0% 34.2%
number of nurses is sufficient 23.9% 23.9% 33.8% 18.3%
number of doctors is sufficient 10.0% 24.7% 42.0% 23.3%
patient's room is clean comfort and 6.3% 13.0% 50.9% 29.7%
patients' areas are restful peace and 5.8% 13.6% 53.3% 27.2%
patients have privacy 2.6% 6.3% 58.2% 32.8%
quality of food overall is good 17.6% 31.0% 38.8% 12.7%
hospital environment other than 3.1% 15.1% 60.9% 20.9%
signs and directions are clear 0% 4.0% 51.4% 44 7%
hospital building overall is excellent 2.0% 8.4% 59.2% 30.4%
there is always parking space 34.6% 35.4% 23.2% 6.8%
Hospital policies and procedures are 2.6% 10.8% 60.3% 26.3%
Nurse hospital makes patients feel comf 3.5% 16.9% 72.7% 7.0%
medical facilities are complete 2.3% 18.7% 68.4% 10.5%
number of nurses is sufficient 17.1% 45.2% 34.7% 3.0%
number of doctors is sufficient 16.4% 19.7% 49.3% 14.5%
patient's room is clean comfort and 6.0% 13.7% 67.3% 13.1%
patients’ areas are restful peace and 1.5% 5.9% 72.3% 20.3%
patients have privacy 9.3% 32.2% 55.1% 3.4%
quality of food overall is good 6.5% 30.0% 48.5% 15.0%
hospital environment other than 3.5% 21.8% 59.9% 14.9%
signs and directions are clear 3.0% 8.9% 60.4% 27.7%
hospital building overall is excellent 5.0% 6.5% 76.0% 12.5%
there is always parking space 4.5% 11.2% 68.7% 15.6%
Hospital policies and procedures are 7.0% 29.0% 46.5% 17.5%
Doctor  hospital makes patients feel comf 1.5% 31.8% 57.6% 9.1%
medical facilities are complete 4.2% 29.6% 57.7% 8.5%
number of nurses is sufficient 22.6% 59.7% 11.3% 6.5%
number of doctors is sufficient 6.3% 39.7% 49.2% 4.8%
patient's room is clean comfort and 7.1% 39.3% 48.2% 5.4%
patients’ areas are restful peace and 5.8% 27.5% 59.4% 7.2%
patients have privacy 8.8% 27.9% 58.8% 4.4%
quality of food overall is good 9.0% 40.3% 41.8% 9.0%
hospital environment other than 18.0% 42.6% 32.8% 6.6%
signs and directions are clear 7.4% 39.7% 47.1% 5.9%
nWHnm 1.5% 35.8% 56.7% 6.0%
there is always parking space 10.8% 29.2% 47.7% .37
Hospital policies and procedures are 6.3% 41.3% 47.6% 4.8%
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Process Items: Perception of participants towards the processes of the

hospital
TABLE 2.7
strongly strongly
disagree disagree agree agree
Subject Patient patients have choice 8.9% 18.8% 52.1% 20.2%
patients are receiving 5.7% 15.9% 55.7% 22.8%
patients family were kept 4.0% 11.6% 56.3% 28.1%
medicines and ivs are 1.2% 6.5% 55.7% 36.6%
patients are always 10.7% 19.9% 54.4% 15.0%
patients were told what 3.0% 10.0% 64.8% 22.2%
Nurse  patients have choice 4.5% 14.2% 71.0% 10.2%
patients are receiving 3.2% 36.9% 41.2% 18.7%
patients family were kept 2.1% 32.3% 49.7% 15.9%
medicines and ivs are 6.5% 18.4% 52.2% 22.9%
patients are always 24.5% 45.1% 28.8% 1.6%
patients were told what 14.9% 31.5% 45.3% 8.3%
Doctor _ patients have choice 3.3% 24.6% 54.1% 18.0%
patients are receiving 10.8% 40.0% 40.0% 9.2%
patients family were kept 3.1% 42.2% 48.4% 6.3%
medicines and ivs are 4.9% 34.4% 54.1% 6.6%
patients are always 25.0% 45.3% 26.6% 3.1%
patients were told what 14.1% 53.1% 29.7% 3.1%
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Overall perception:

Perceptions of the doctors (averages) were:

The general doctors were more agreed (42%) on the structure and the

processes than the consultants (11%).5ee graphs 2.2, and 2.3.

The staff nurses were morc agreed (85%), than the ward supervisors

(1%), and the nursing officers (1%).5ee graphs 2.4, and 2.5.

The professional patients were more agreed (25%), than other
occupations, such as homemakers (17%), students (8%), technical (7%),
and workers (6%). See graph 2.6, and 2.7.

There is no relation between the level of patients’ education and their
perception of the physical setting and the processes. The secondary
certificates holders were the most satisfied with the care (22%), and then
the graduates (13%), literates were (9%). Both the intermediates and

primaries were (5%).

Patients, who see their health condition as difficult, were more satisfied
with the care (23%), those who see their conditions as moderates and
emergency, were also satisfied (21%). Those who see their conditions as

minor were the least satisfied (4%).
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Suggestions of participants to improve the quality of health services in

the Kingdom of Bahrain

Sufficient number of nurses

Graph 3.2
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The answers to the question are the number of nurses and doctors
sufficient were as follows:
17% of patients, 43% of nurses, and 42% of doctors stated no to the

suggestion of increasing the number of nurses, as indicated in graph 3.2.
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Sufficient number of doctors
Graph 3.3
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8% of patients, 19% of nurses, and 21% of doctors only responded

positively to the suggestion of increasing the number of doctors, as

indicated in graph 3.3.
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Suggestion to have either a new building or to have an expansion to
The existing building: Graph 3.4
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14% of patients, 6% of nurses, and none of the doctors responded
positively to the suggestion to have a mnew building or to have an

expansion to the existing building, as indicated in graph 3.4

Out of the 553 respondents who completed the suggestion form, only 15

suggested that the hospital neemmdemﬂincssz—fhe%‘ﬂﬂw had

no suggestions to this particular question. Others, such as nurses and

doctors also did not have any suggestions. See graph 3.5
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Cleanliness of the hospital
Graph 3.5
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Patients made no suggestions 1e garding the administration of the hospital,
although some NUIses (28%) and doctors (24%) suggested some

improvement was required. See graph 3.6

Suggestion to improve the administration of the hospital
Graph 3.6
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The researcher has examined the quality of food at a Bahraini hospital
from the respondents own view as the quality of the food may also affect
the patient’s view of the quality of the hospital. The image of a hospital
is important for enhancing the patient’s reassurance and relief from
possible anxiety (Zeev, 1983). The researcher found that Very few
patients said “Yes the hospital food needs to be looked at’ (15), Nurses

and doctors had no suggestions, as indicated in graph 3.7.

Quality of food
Graph 3.7
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Almost non of the participants made suggestions regarding the parking

space, although they were not satisfied with it .See graph 3.8

Parking space at the hospital
Graph 3.8
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Training of patients, nurses and doctors

Graph 3.9
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24% of doctors and 23% of nurses suggested better training was required,

without stating what training they required. See graph 3.9
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Motivation of nurses and doctors to improve their productivity
Graph 4
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11% of nurses and 7% of doctors felt that they required more motivation

to increase their productivity, as indicated in graph 4.
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Conclusion

The main findings of this research understand the nature of the context of
health services in Bahrain. The researcher also provided theoretical and
practical basis for quality management initiatives within the Bahraini
health services. ,Overall, the results reveal that the socio cultural and
political issues has an impact on the perceptions of the respondents the
participants were generally satisfied with the quality of the physical
settings and the processes of care within the Salmaniya Medical Complex
in Bahrain.

The government by the political reform had bolster investor and
consumer confidence, (Arabic News, 2003) but the study was conducted
in year 2000 were the democracy not yet been congested by the people in

general and by the respondents in this research in specific.

However, we have to be cautious given the political and social context
within which the survey took place. However, the survey raised a
number of suggestions, such as increasing the number of nurses and
doctors, and improving the administration and management of the
hospital. Clearly, such suggestions demand interventions from the
government for any meaningful implementation of quality management
in the health service. Furthermore, one might inquire as to why if the
participants were satisfied with the quality of heath- care; they still feel
the need for improvement. Self evidentially, as this study was conducted
in 2001, democracy was in its infancy in Bahrain and such findings might

be considered as an indicator of a perception of threat that prevented the

wsptmdms_ﬁneﬁ_ﬁedy_;aiﬂng_thﬂir opinions. which ultimately

contradicts principles of quality management.
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However, a key aspect of quality management is that improvement is
continuous. Therefore, this level of satisfaction reported in the survey
may also indicate that reforms in Bahrain have not been fully digested by
the public, as mentioned earlier. Participants might have felt that they
were not allowed to participate, both politically and administratively.
Indeed, they may have thought that it is safer to make suggestions rather
than disagree with the quality of care provided by the Ministry of Health.
This argument will be further explored in the next chapter.
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Chapter 5

INTERPRETING THE RESULTS: AN ASSESSMENT OF THE
QUALITY OF HEALTHCARE IN BAHRAIN

Introduction

A major objective of this research was to explore the opinions of patients
and professionals (nurses and doctors) with regard to the quality of health
services in Bahrain. This was also seen as part of the preparation to
incorporate the needs of patients, nurses and doctors as future users of the
planned new general hospital in Bahrain. Based on the research findings
presented in the previous chapter, it is now possible to identify their
needs and to make suggestions to improve the quality of healthcare in the
health sector in Bahrain. Overall, the participants in the survey appeared
satisfied with the care provided, but this finding alone does not
necessarily lead us to conclude that they are experiencing high quality
care.

The dissertation has already explored this assumption. This chapter
begins with an interpretation of the results, which points to the
importance of education when explaining levels of satisfaction with the
quality of care. The chapter also considers the accuracy and
generalisability of the research findings and highlights the limitations of

the study. Finally, a theoretical model is presented, based on the research

findings, to assist in understanding the COTNTOXT OF (qUATTY TaTageITTeIt 11T

Bahrain.
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1. Interpretation of the results

An interpretation of the results involves exploring the meaning of the
results, importance of the results, and accuracy of the results and
generalisability of the results (Polite and Hungler 1993:377). This
section will be guided by this approach.

I: Meaning and importance of the results

The majority of the participants were satisfied with the quality of care
provided. Although this seems an obvious point to make, satisfied
patients are less likely to reject health plans and resort to litigation and
are more likely to return to a physician or hospital (Ware and Hays, 1988;
Weiss and Senf, 1990; Steiber and Krowinski, 1990). The kind of
medical care those patients find satisfying also tends to make them more
compliant with their treatment regimes and thereby produce better
clinical outcomes (Greenfield et al, 1985). Satisfied patients also tend to
improve the quality of the work experience for providers, reducing staff

turnover and burnout.

When the study was conducted, it was possible that respondents were
unsure as to whether or not they were allowed to express their opinions
freely with regard to a government provided service. Therefore, results
may be biased towards expressing satisfaction, simply because
respondents thought it would be politically ‘safer’. This is despite the

apparent freedoms of the new Constitution which:

< ...provides for the right to express and publish opinions

Tnder The rules and conainons laid aown by itaw, providet
that the fundamental beliefs of Islamic doctrine are not
infringed, the unity of the people is not prejudiced and discord
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or sectarianism is not aroused, in practice, the Government
limited this right, particularly in the media’ (Bureau of
Democracy, Human Rights, and Labour, 2003:2).

In this study, the patients appeared to be more concerned about the
structure of the hospital and its physical settings rather than the quality of
care. This is similar to the study carried out by Essen and Sjoden (1991)
in which they found, that patients were more discriminating than nurses
in the importance attached to various caring behaviour. While nurses
viewed emotional needs as most problematic, patients were more

concermned with physical needs.

On the other hand, professionals tended to concentrate on aspects of care.
It might be because patients may feel less able to form opinions about
aspects of care or the procedures carried out by the professionals, or it
might be that the procedures were of a sufficiently high standard, that the
impact on the variation in patients’ satisfaction seen in this study was

minimal.

It is also more likely that patients in this study based their opinions about
their hospital on the structure rather than the procedures, because they
may regard the structure as more personally meaningful than the
processes. Previous research also suggests that patients and staff do not
always focus on the same areas when they rate quality of care, (Arnetz
and Arnetz, 1996). This data also suggests that even though patients, from
their vantage point, might be satisfied with the care provided,

professionals typically express a great need for further improvements.
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In this study, the socio-demographic categories have demonstrated no
consistent relationships with service satisfaction. Typically, increased
service satisfaction was found to be significantly and positively
associated with being older, (Pascoe, 1983), and being female, (Pascoe,
1983; Taylor et al 1981, Strasser et al, 1992). However, in this study, it
appears to be different; males aged between 20-40 years are more
satisfied with the quality of care in Bahrain than the elderly or very young
females. It might be because the majority of our population is of this age:
out of a total population of 650,604, 358,789 are aged between 20-49
years, (Bahrain Health Statistics, 2001). Out of the total population in the

country, only 2.5% are 65+ years.

Generally, older people are more satisfied with medical care (Gray, 1980,
Dimatteo and Hays, 1980). This is probably due to greater continuity of
doctor-patient relationships and their lower expectations about patient
involvement in care. The fact that younger people tended to participate in
this study rather than the elderly (see chapter 4, page 93) is a reflection of
the age profile of Bahrain as a whole (Bahrain Health Statistics, 2002:1-

3).

Because the main category of the study participants were female (62.2%),
the overall perception was that females were more satisfied with the
physical settings and the care provided in the hospital. The reason for less
male participants might be due to the fact that males were more affected
by the political situation in Bahrain than females, because they suffered
more as a group during the period from 1990 to 2000. Therefore they
may think it is better not to participate in such studies, due to perceptions

about the political situation in Bahrain at the time of collecting the data

(see chapter 1, page 23).
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Out of the 276 patients who participated in this study, 14.5% who call
themselves ‘professional” were satisfied with the care provided, although
34.1% of them are secondary certificate holders. The next more satisfied
group of patients were house wives, 12%. This indicates that the
relationship between education and satisfaction is rather weak, (see pages

114 and 115).

Although some studies carried out in Western countries found that poor
people have poorer health, get poorer healthcare, have less continuous
relations with doctors, and have harder times getting appointments, they
are also treated differently from privately insured patients to some degree.
Consequently, they tend to be less satisfied (Patrick et al, 1983; Chaska,
1980, and Calnan, 1988). However, from the research we found that
there is a weak relationship between occupation and the satisfaction of
the respondent to the quality of the health sector in Bahrain as was
mentioned earlier, this might be again due to the socio political reasons

were the respondents afraid fully express their opinions.

Over a quarter of the population in Bahrain are secondary certificates
holders (26.4%). Out of the total population in Bahrain (672,123),only
0.3% hold doctoral degrees, 1.1% are masters’ degree graduates, 2% have
a bachelor’s degree, 26.4% are secondary certificate holders, 15.9% have
preparatory certificates, 11.1% have primary certificates, 10.6% can read
and write, and 13.5% are illiterate (Health Statistics, 2002:2-6).
Therefore, it is logical to assume that most of our participants are from
this level of education (secondary certificate holders' level).  The
researcher thinks that this demonstrates the phenomena of promotion and

placement of candidates in high positions in Bahrain without appropriate

academic qualifications. They are considered to be professionals;

although over a quarter (34.1%) are only secondary certificate holders.
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The researcher also thinks that democracy in Bahrain may still need time
to overcome the bureaucratic inflexibility of career managers in the
public sector, although most of them only held secondary certificates or
lower. Most of the low-level educated managers whom are very
bureaucratic those who work within the public sectors in Bahrain will
need time to be replaced with the highly educated personnel that are why

democracy in Bahrain may still need time to overcome the bureaucracy.

The researcher also thinks that it is difficult to expect those kinds of
managers who consider qualifications in their departments or sectors,
whenever vacancies occur, as a compulsory requirement for promotion to
high positions when they themselves had been successful with minimal
qualifications (see chapter 1, page 9). People tend to exaggerate their
status to researchers, especially those with high qualifications or the other

extreme; when unemployed or with a low category of work position.

This indicates that the people in Bahrain are placed in positions not based
on their personal merits and qualifications although the highly qualified
personnel are very few in the country and the researcher think that in a
democracy culture country, such personnel need to be considered and

their knowledge need to be utilized in building up the country .

The majority of patients were satisfied with the physical setting of the
hospital and the processes. Many who participated in this study were
admitted through the Accident and Emergency department. Because
critical cases are treated first, there is less waiting time, which leads to an
increase in their satisfaction. People do not like to wait for an

appointment and they don not like to wait in the waiting room when they

PIAVaV.RN

Come ToT an appointment (DONTSKY and Caputo, 19907
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Over a third of patients (38.8%), less than half of nurses (48.5%) and
doctors (41.8%) (See table 2.6, 2.7 pages 120,121), agreed on the quality
of food provided for the patients. With regard to their suggestions, and in
respect of the quality of food, only 16% of patients suggested having a
menu for a better choice, and recommended that the food should be hot.
None of the nurses or doctors believed that there was a great need to
enhance further the quality of care offered by the healthcare system in

general, (see graph 3.7, page 135).

It is surprising to have the majority of the respondents satisfied with the
quality of food. Within the context of health services, people in Bahrain
are quite different from other nationalities. As the data was collected in
2001, democratic change was relatively new. Therefore, respondents
may have thought that raising any negative issue in regard to the hospital
might affect the quality of the treatment they would receive from the
hospital staff, in addition to worries about the political effects on them

personally.

The government is now in the process of privatising the hospital food
services, most probably by the next year 2006. The government now are
discussing the issue with private companies and evaluating the quality of
services in some of the gulf countries those who implemented the
privatization of food such as Saudi Arabia and United Arab Emirates
before actual implementation of this services by the next year . This may
be a positive step because this action might result in an improvement of
efficiency and patient satisfaction and it might also help to focus on the

core function of the hospital, which is patient care. Privatisation may

give more freedom to management, in addition to providing

options/choices of menu for the beneficiaries. Or it might be the other
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way round Although privatisation can improve quality and increase the
amount of transition (Alexander, 1997) and may also lead to an
improvement in performance and an increase operating efficiency (Mier
et al, 2002), or it might be the other way round there are still negative
consequences. In particular, the migration of staff from the public to the
private sector may damage the quality of service. To offset this, the
Ministry of Health has proposed a plan, based on research, which
proposes the early retirement of staff along with a good financial
package. The government also need to consider that privatization in some
countries has damaged the quality of care such as that of ancillary

services in NHS in the UK.

About a third of the patients and a third of the doctors were not satisfied
about parking space. On the other hand, only 11.2% of the nurses were
not satisfied. It is necessary to have more space for parking, because it is
the only general government hospital in the country. Patients like to be
able to park close to the facility, walk in through a safe neighbourhood,

and then find the appropriate room easily (Lochman, 1983).

About half of the nurses, more than half of the doctors, and around a third
of the patients were not satisfied with the number of nurses and doctors
provided in the hospital. However, the shortage of professionals in the
healthcare sector is a global issue. For instance, in the United States,
Lagerquist, (2003), the president and founder of a global medical
placement company, stated that, a well-documented severe shortage of
healthcare workers exists in the US and will only worsen over the next

decade. The Professor of Nursing and Professor-in-Charge of Research

at the Penn State School of Nursing also stated that nursing shortages still

appear periodically in many hospitals, which have trouble in filling and
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keeping their nursing staff. Staff turnover not only incurs large costs of
hiring and training new employees, but also adversely affects the quality
of patient care. There is also a major nursing shortage in the United
Kingdom (Sullivan Havens, 2003), which is being addressed by

importing foreign nursing staff.

A: Privacy and Cleanliness

Regarding the privacy of the patients in the hospital, 27.9% of the
doctors, 32.2% of the nurses, and only 6.3% of the patients were not
satisfied. Patients recommended that they should be specified and divided
according to age. They felt that their privacy is diminished when all age
category patients are allocated to the same cubicle, but otherwise the

survey indicated that patients were satisfied with levels of privacy.

With respect to the environment of the hospital other than the patient’s
room, 42.6% of the doctors, 21.8% of nurses, and 15.1% of the patients
disagreed that the environment in the hospital is quiet, comfortable and
clean. With regard to cleanliness, standards set by the Ministry of Health
are reviewed by the Infection Control Committee. It might be worth
combining cleanliness issues within the hospital between the hospital
administration and the Infection Control Committee. Using the standards
will therefore provide a more complete picture of the cleanliness of the
hospital. Patients expect certain things of the Ministry of Health. When
they are in hospital they rightly want to know that the fundamentals of
care are there. They expect high quality care in hospitals that are clean,

tidy, quiet and welcoming. Patients and professionals apart from the

doctors are satisfied with this aspect.
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However, it is not unusual that patients and professionals suggested
having privacy in the hospital, because during visiting hours the hospital
usually looks like a central market rather than a hospital. There are no
rules and regulations for the visitors in general wards and Bahrainis are
very social, so that each patient might get minimum of six visitors every
visiting time, therefore the hospital during visiting hours is too crowded.
Patients generally, based on the researcher findings, like their relatives
and friends to have easy access to them and to communicate with

physicians and staff about the care of the patient.

People also like the doctors to talk to them as equals, based on the
researcher findings, to be able to listen, to ask many questions, to answer
many questions, to explain things in a simple way that the patient can
understand, and to allow patients to make decisions about their care
(Lochman, 1983). Lengthening consultation time is the easiest and most
direct variable shown to improve the interpersonal communication of
providers and patients. With nurses and staff, promptness and friendliness

are the main determinants of patient satisfaction (Abramowitz, 1987).

It was found that, People also like good food and clean, attractive rooms
without other annoying patients in them. When dealing with Admissions,
Discharge and Billing Staff, patients like to be treated courteously and
promptly on admission, discharge and when they have questions about
billing. They like physicians, nurses and staff to wear clean, "gender-
appropriate” clothing. If they have to wait for a room they like to know
why and how long it will take. When they are being discharged they like
their doctor or other staff to explain what they should do to facilitate their

recovery and to assist them in overcoming homecare diificulties. In the
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emergency room, they like being attended to promptly and having staff
frequently explain how long they still need to wait (Hughes, 1991).

In another study, Arnetz and Arnetz (1996) reported that, departments
receiving high scores from patients also receive high scores from
personmel, both in terms of quality of care as well as perceived ward
atmosphere. However, in this study, the doctors appear to rate the overall
quality lower than do patients and nurses. Thus the doctors’ view of the
quality of care provided appears to be a relevant factor in determining
total quality of care independently of other outcome measures. Because
organisational change impacts on factors such as job satisfaction and
psychological climate. It is relevant to study possible effects on staff,

specifically doctor -rated quality of care.

II: Accuracy and generalisability of the results

The main weakness of an exploratory descriptive survey is that response
rates tend to be low (Reid 1993: 32), yet the response rate is good in this
study. However, a limitation of this study is that the accuracy of some of
the answers reported by respondents may be an additional problem
because democratization is relatively very young in Bahrain. People
might be not sure of their freedom to ventilate their feelings and they may
still be afraid to state the facts when the bureaucracy might influence their
replies. For example, the majority suggested an increase in the number of

nurses and doctors to improve the quality of care at the hospital, but they

were overall satisfied with the ratio of nurses /doctors to the number of

patients. It is reasonable to believe that fewer staff will result in greater
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workload, which will negatively affect staff production and satisfaction.
Ultimately, the research presented here represents a potential input into
the policy process in making the case for more staff resources in the

health sector.

In addition, participants may be motivated to suggest rather than mention
staffing as a negative issue within a government institute which, in turn,
might create a negative impression on the managers and administrators of
the hospital. To reiterate, respondents may also worry that a negative
response might affect the way they are treated or may have political
consequences for them personally.  Apart from the changing political
context, there are other factors that may have influenced the findings of

this research.

Quality Issues and Societal Change

The levels of satisfaction were significantly related to secondary
certificate holder participants, who were more satisfied with the care than
the higher or lower educated participants (see above). In addition, due to
advances in technology and a general desire for a higher and higher
quality of life, means that there will always be more demand for
healthcare than the country can afford. As healthcare systems expand to
cover more demand, there might be pressures applied on the managers to
reduce expenditure. The end product is a growing emphasis on cost
reduction, possibly it was argued, to the detriment of the quality of

service. In addition, it was found that new technologies required a more

and_me_h.].g.h.l.y_g.]gued PFEORy uwhich dncreacec the comnlexity of the
Y o

management of healthcare. Bahrain is not unique in this respect.
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Healthcare is always in high public demand — it is not only the means to
good health and long life, it is a symbol of democratic rights and
citizenship, particularly for countries like Bahrain. No one should be
denied the right to health or to a good quality of life. In addition, this may
be the meaning of access to services that the Ministry of Health strives to
implement. However, interestingly, this is a relatively new concern. The
democratic situation should emphasise the need for a comprehensive
health service. Another aspect of access is ensuring that everyone who

needs healthcare gets the right services.

This requires that special services should be provided to meet the needs
of particular groups in society. In addition, a third aspect of access has
also become important. One of the major changes in our thinking about
quality of healthcare came from an understanding that people’s
willingness to use healthcare depends upon their relationship with the
healthcare system. Donabedian (1988:1748) also included accessibility as
a highly subjective attribute. “Accessibility of care, the doctor/patient
relationship and the “amenities of care” will greatly influence

acceptability, legitimacy and equity”.

Therefore, when thinking about equity and fairness, we need to consider
what is acceptable to people in terms of their personal value systems and
their personal desires as well as what might be considered, in objective
terms, good for them. We have moved to an understanding of quality as a
set of judgments made about the various aspects of care and we have a

number of different tools available to assist with this.
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Based on Donabedian’s categorisations of quality; the elements of a
system, inputs, processes and outputs, require different approaches. The
first concentrates on examining the characteristics of the physical settings
in which the care is provided (structure); this is an indirect assessment of
care, (which is quality assurance) that uses standards laid down for the
appropriate structures of a healthcare organisation. This is frequently
conducted through what is termed accreditation in which teams of
reviewers Or surveyors examine an organisation for its level of
compliance with published standards or inspection processes using the

skilled judgments of independent reviewers, (Donabedian, 1990).

The second examines the attributes of the processes of care and may use
inspectors or internal mechanisms for ensuring that the care of patients
conforms to agreed-upon processes such as care pathways or other
treatment schedules. Maybe it is necessary to understand some of the
assumptions made by thinkers about quality some two decades ago. A
distinction was drawn between what have become called technical quality

and functional quality (Gronroos, 1984).

Functional quality is how the patient receives a service. For example, the
quality of nurse/patient interaction and the condition of the environment
might produce functional quality. Measures of patient satisfaction with
hospital care have focused on the quality of food and the condition of the
surroundings. However, although these are important in terms of
providing patient comfort, they do not address the issue of the content of
the clinical care provided — the technical aspects of the quality of

healthcare delivery. The issue of the best use of resources and outcome is

a major consideration in healthcare. If the spending of healthcare money

is not simply a technical exercise, it becomes necessary to ensure that
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healthcare reflects the preferences and wishes of the community served

by the healthcare system.

To enable individuals to achieve their full health potential, we have to
move to a more relevant set of assumptions about the role of the patient in
considering the quality of healthcare, through the search for the
appropriate and relevant judgments which consumers of services can and
do use to assess quality (Donabedian, 1990). After all, they experience
the whole process. There is a valuable role for patients as observers and
receivers of the care. We need to listen to what they say about their
experience in order to learn and to improve and to ensure that their views

are taken into account.

Donabedian (1980) proposed the approach to the assessment of quality
over two decades ago. The purpose of assessment is to pass judgments on
the quality of healthcare, regardless of whether the care was provided by
practitioners or institutions, implemented by patients or used by the
community. The interesting thing with Donabedian's approach is the
assessment of patients’ and professionals’ opinions and considering their
in building up the quality in health sectors. Quality in the health sector 1S
considered by him “Measurement in the classical sense — implying
precision in quantification — cannot reasonably be expected for such a
complex and abstract object as quality. What is needed is a set of

reasonable and valid judgments” (Donabedian, 1988:1748).

Rather than seeing views of quality of healthcare just as something we

can measure, we now need to talk about quality as something more akin

to an attitude made up of many different influences on our perceptions.

This is important in that attitudes to healthcare and healthcare providers
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can have a strong impact upon our overall health behaviours. Compliance
with healthcare requirements such as taking prescribed drugs when
required is something, which patients do not readily do. We have learnt to
recognize the need to ensure that the health system empowers patients
and professionals to achieve their full health potential and satisfaction.
We have also asked patients and professionals about what their
expectations were in terms of good service. Did the patients get what they
were led to expect? For example, was the service provided in a

comfortable and respectful manner?

These ways of thinking about quality in healthcare are central to what is
needed to ensure that the healthcare system can be considered fair and
can be trusted. Finding ways of ensuring that professionals recognise and
understand the need for continuous reflection upon the quality of the care
provided and learning from practice and mistakes is needed to improve
continually the services they are providing (Scally, 1998; Halligan, 2001).
This includes ensuring that the patient is safe and ensuring that doctors
are well trained in clinical procedures and knowledge. In turn, this
involves having systems in place to check they have done things properly,
that they understand their roles and responsibilities in the system for
providing healthcare and they monitor their own performance in order to

assess where they need help to improve.

The key to the change in attitude has been the understanding that no
clinician, doctor, nurse or other healthcare professional, operates in
isolation. They are part of a complex system involving many different

people, such as patients and their families and many different actions but

they can each individually prevent the system from operating etiectively

if they do not themselves operate effectively and efficiently.
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Donabedian (1980) not only drew our attention to systems in healthcare
and the importance of thinking about healthcare as a system with
structure, process and outcome. This way of thinking helped to broaden
our understanding of quality as I have explained above. Nevertheless, it
also changed thinking in two other ways. First, it enabled us to think
about healthcare as something provided by a number of interlocking
channels. We began to realise that we could not think just in terms of
independent channels, such as the hospital’s physical structure, but about
the ways in which patients pass through a number of different channels
and processes. Second, it began the much more difficult process of
thinking about the management of change in an industry which is subject

to continuous and rapid change.

Any change will have consequences for a system — therefore in an
industry, which is constantly changing through innovation, new
technologies and new drugs, there is a need to review continuously the
impact of changes. Those working as parts of the system need to be aware
of “things going wrong” or “not achieving what is required”. In addition,
it is impossible to ignore the fact that healthcare is a dangerous business.
Medical errors are now considered to be unacceptable and have only
recently been the subject of public and policy attention. Patients too are
being actively encouraged to participate in healthcare, and not to simply

assume that they will receive appropriate and safe care.

However, there is another consideration, which is to remove bureaucracy

and concentrate on processes. Patients might be given the chance to raise

their suggestions, concerns and discuss their 1deas with their doctors and

nurses. Berwick (1989) claimed that
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Real improvement in quality depends, according to the
theory of continuous improvement on understanding and
revising the production processes on the basis of data about
the processes themselves. The focus is on continuous
improvement through constant effort to reduce waste,
rework and complexity.

In short, we need to keep analysing what we do to understand the impact

of the whole system of healthcare.

The emphasis on systems has gelled with the new ideas of continuous
quality improvement and with the idea of not apportioning blame when
errors occur, but looking for where the process went wrong. Healthcare
institutions must organise themselves to cope with quality improvement.
Flexible project teams must be created within the Ministry of Health, and
this is where the dimension of personal accountability becomes very
important in the quest for quality. Understanding who is responsible for
the provision of care, who is responsible for identifying when changes
create risk in the system and who is responsible for addressing those risks
is fundamental to improving quality in healthcare. Part of the new
approach to management is recognising that people have to understand
their contribution to the whole system of care and to value their place

within the system.

Recognising the centrality of the patient in determining healthcare, the
vision for the new health service may place such emphasis upon listening
to patients. We need to understand that, healthcare systems improvement

requires the capability to see care through the eyes of the patients who are

served.

161




However, it also becomes clear that part of what we are demanding of our
healthcare systems is more than just better individual care. We are
seeking a reassurance that our healthcare institutions are worthy of an
advanced Bahraini democratic society and can reflect our concerns about
what we value in our day-to-day life. For this reason satisfaction with
healthcare services is seen as an important indicator of how well a

healthcare system serves its population.

Towards a theoretical model

The final objective of this research was to provide a theoretical and
practical basis for future quality management initiatives within the
Bahraini health services, based on the empirical study. Below is a model
developed by the researcher as a product of this analysis and based on her
thorough understanding of the quality management which will be

introduced and discussed as follows:
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Political — Public — Individuals

Quality Quality
Management Management

Political

Quality

Management Individuals

Public

Quality Management Model

It is clear that the quality management that Bahrain is experiencing is
being generated politically and implemented by public services and
experienced by individual users of public services. For instance, Chapter
One discussed the interest of His highness King Hamad in implementing
reform and quality management within the country. Chapter One also
discussed the new constitution for the country which extends equal rights
to all citizens, regardless of nationality or religion. The constitutional
reform process was an important watershed in the maturation of Bahrain
democracy that had repercussions for quality management and public

sector reform. It is therefore natural that reform gravitates to the subject

ol how the public sector Is managed. Inere StoTatsTT ot

performance of public sector employees in Bahrain appears to be
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positively affected. Thus, quality management is depicted cyclically. In
other words, genuine implementation of quality management provides an
important feedback mechanism to the political executive, who uses this
information to further embed quality initiatives to achieve long-range

public service improvement.

Conclusion

The findings of this study suggest that higher levels of satisfaction with
the quality of healthcare in Bahrain depend on both provider and
organisational characteristics which result in more "personal” care and
better communication. Therefore, quality healthcare improvement in
Bahrain seems to demand the effective utilisation of staff. Although such
a conclusion seems unremarkable and could be generalised to any service
sector, the Ministry of Health needs to change the traditional way of
calculating and distributing f[he staff to a scientific way (see chapter 1,
page 4, 5). It was also found in the study that the majority of patients and
more than half the nurses and doctors suggested increasing the number of
nurses and doctors which might also indicate that nurses and doctors were
not effectively distributed on the wards and departments within the

hospital.

Continuity and quality of care is also important. People need to stay with
"their" doctors, and having a continuous doctor-patient relationship is a
strong predictor of overall satisfaction with healthcare. Patients also need
to be treated more courteously and promptly on admission, discharge and

when they have questions. Patients also demand a quiet and clean

environment. When they are discharged they need their doctor or other

staff to explain what they should do to facilitate their recovery and to
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assist them in overcoming homecare difficulties. In the emergency room,
they need to be attended to promptly, and have staff frequently explain
how long they still need to wait.  Other suggestions raised by the
participants as requirements for quality healthcare included: convenient

parking, location in a safe neighbourhood, and ease of access.

A key objective of this thesis was to provide a theoretical and practical
basis for future quality management initiatives within the Bahraini health
services. With the latter, although the researcher has many other
recommendations for practice other than the ones recommended by the
participants, these will be explored in the next chapter along with the
conclusions of the research. In terms of a theoretical basis, it is clear that
there is a lag between the promulgation of political reforms and the extent
to which these reforms become embedded in public service reforms. It is
clear that the empirical study, conducted in 2001 while political reform
was in its infancy in Bahrain, reflects caution on the part of the

participants.
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Chapter 6

CONCLUSIONS AND RECOMMENDATIONS

Improving the quality of healthcare in Bahrain cannot be divorced from
wider political and administrative change. The Bahraini government has
begun to promote democratisation processes, supported by greater
transparency and equality, freedom of speech, the press, association, and
the rule of law. The government is also keen to ensure that political
competition and participation in decision making are meaningful, and
with the latter, this has included the implementation of quality
management since 2000. Previously, decisions were implemented
through bureaucratic order without input from the public. In turn, the
bureaucracy also influenced and affected Bahraini public opinion and
attitudes and inhibited it from participating in political and economic

development.

Earlier in the thesis, the transition to democracy in Bahrain that resulted
from revolutionary arguments between people and government against
bureaucracy was analysed. This process was part of the wider political

debate in the country:

There has been political unrest in Bahrain for years, a port where
the U.S. Navy stations its Fifth Fleet. The Shiite majority wants
democracy and jobs and equality and Bahrain is troubled by social

unrest. While contained for now, problems in the Arabian Gulf

nation could erupt, destabilising other countries in the region and
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threatening American interests (High Beam Research Centre,

1997).

Thus, the king of Bahrain had to respond to the demands of society to
exercise political rights in the forthcoming Parliamentary elections in
2006. Essentially, Bahrain is experiencing a transitional phase until
Parliament agrees on the organisation of political action in Bahrain (Al

Rubi, cited in Ministry of Information, Bahrain, 2003).

Clearly, democratisation will take time; it needs to be fully understood by
the people, otherwise their expectations will not be fully met and they
might not be completely satisfied because they do not know their rights
and or are unable to articulate their needs. Democratisation might be
perceived by Bahrainis as a fundamental transformation of the whole
society, and the rebuilding of relations between people and government.
As part of the process, improving the quality of public management is
crucial. Only by ensuring citizens’ participation in and satisfaction with
the decision-making processes will the management of the country
generally and healthcare specifically be improved. This is reflected in the
survey responses when the majority agreed on the quality of the hospital
and at the same time, suggestions to improve the standard of quality were
raised. As discussed in the previous chapter, this indicates the uncertain
relations between the government and the people in Bahrain at the time

the empirical research was conducted.

Therefore, in this thesis, the researcher has brought together the current

pnh’ﬁ'nql situation in Rabrain_guality management in_the public sector

generally and in the health sector specifically and related these together to
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form a new view of quality management. In the course of this, the
diversity of stakeholder perceptions of quality management in healthcare
in Bahrain has been highlighted, quality management defined, and the
context of quality management in healthcare within wider political and
administrative change has been focused upon. In terms of the healthcare
system and quality management, healthcare quality has been analysed and

reviewed and several recommendations made accordingly.

This chapter will summarise:

1. To what extent this thesis has met the original objectives
which were stated at the beginning?

2. What contributions to knowledge has the thesis made?

3. What further research on quality management in healthcare can be
undertaken?

4. What recommendations does the thesis support?

5. An appreciation of the study relevant to the researcher’s own

professional practice.

1. The original Aim of research

To improve the quality of healthcare for patients who use
Bahrain’s secondary health services

The original motivation, as outlined in Chapter One, was based on
my own professional experiences, particularly when I was a nurse
manager. To achieve this aim, the following objectives were set:

-To understand and critically analyse the context of health services in
Bahrain
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-To undertake primary empirical research to establish the present quality
of healthcare in Bahrain

-To provide a theoretical and practical basis for future quality
management initiatives within the Bahraini health services

In terms of the context of Bahrain’s health services, the introduction of
quality management appeared to accompany the political changes that
began in 2000. This provided a window of opportunity: the researcher
was convinced that by arguing for quality and criticising the obvious
failures around her were acted upon the interests of her patients. The
researcher needed a system to identify those comments and to consult
patients, doctors and nurses, so that their views could be taken into
account.

The researcher’s personal objective changed from the search for an
ultimate and universal scientific quality system to research for a way of
bringing together diverse factors because the problem was more complex
than first appreciated. Consequently, the healthcare quality problem was
not directly related to a particular shortage of nurses /doctors, or to the
use of any particular system to overcome such problems. Rather the
understanding of quality in healthcare is that it is problematic because of
the dilemmas arising out of quality management with the public generally

and with healthcare specifically.

These contributions to knowledge will be discussed more fully:
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2. Contributions to knowledge the thesis makes

An increased understanding of quality management in general and in

health services in Bahrain in particular

The objective of an increased understanding of a theoretical and practical
basis for future quality management initiatives within the Bahraini health
sector has been achieved in several ways. First, political and social
stability of the country will contribute to embedding quality management
within the public sector and this will be moved to individuals in terms of
quality performance. However, the implementation of quality
management to public organizations may be interpreted narrowly as
mechanism to manage the performance of employees. The meaning of
the term performance management changed recently in Bahrain. Up to
year 2002 it was often taken to mean rating employees using a trait-based
instrument — one looking at factors such as this style of performance

appraisal only is no longer considered good practice.

Quality management in Bahrain has been introduced within the country
as a key component of administrative reform, for example, Bahrain has
started to have developmental performance management. On July 2004, a
new set of rules and regulations were issued by the Civil Service Bureau
with regards to, for example, a suggestions allowance where the
employee can claim up to 500 Bahraini Dinars which is about § 1250 US
Dollars per suggestion, (Civil Service Bureau , 2004). More importantly,
another development is the activation ‘of civil institutions and
encouraging the media to express all views’ (Ministry of Information,

Bahrain, 2001).
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Secondly, users have a broader and more powerful role in healthcare
quality, as they are the recipients of a service. It is suggested that patients
should be represented and participate in quality management. The most
important factor in any quality focused organisation is not finance- it is

the customer or service user.

Third, by expanding the researcher’s knowledge of quality aspects, it was
found that it is essential for quality in healthcare specifically or in any
business management field generally, to be viewed from two main
aspects. These might termed based on the researcher ‘spinal cords of
quality judgments’, which are the physical settings and the processes
which comprise how high standard achievements or services are attained.
It is believed that quality components, just like a human being, contribute
to excellence. The reverse is also similar; any one with undesirable
characteristics cannot be accepted as a good quality person. Both aspects
need to be considered together; the physical settings and the
characteristics of persons or processes that are carried out are central to
any service. An example of this argument is that there will be an
attractive display in a jeweller’s shop to attract customers and the
salespeople will usually deal with them in a charming way, with good
inter-personal skills. Customer relations have now become a science

within itself.

b. A new understanding of reforms related to quality management

in Bahrain.

Bureaucracy has an effect on the critical thinking of the managers who

work under bureaucratic government and will affect vice versa the staff

who work under such managers, the central and /or the local bureaucracy.

Since any government is bureaucratic due to the demands of policy
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implementation and resource allocation, the effect of the bureaucracy has
reflected on the mind of managers and officials who are usually assigned

by the government, in managing their organisations.

The general orientation of society towards management and interpersonal
authority in formal organisations will also affect the behaviour of public
officials (Peters, 2001). An example of the bureaucratic manager is the
previous chief executive officer of the hospital who was found to be very
difficult (see Obstacles to Research, page 83). Therefore, staff of any
bureaucratic organisation delivering front-line services (‘street-level
bureaucracy’) may have difficulties in raising their own opinions without
permission from the managers of such organisations, Lipsky, (1980).
Furthermore, when people of any country experience restrictions on the
ability to participate in decision making, by extension it may also inhibit
their participation in surveys and studies. However, this did not appear to
be the case with this research where the participation rate was high, it
might be because people were likely to be more confident in year 2001

about participating.

The majority of participants were positive about the physical settings and
the processes that were carried out at the Salmaniya Hospital, but at the
same time they suggested development of the quality of both aspects. It
appears that participants still felt inhibited from criticising a government
organisation, in this case a hospital, so they felt more comfortable about
making suggestions rather than criticisms. Of course, there are many

other factors which might affect the patient’s perception of quality such
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Douglass, 1973).  Socio-political factors, such as unemployment,
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dissatisfaction with one’s life circumstances and bureaucracy, are

associated with less favourable perceptions.

3. Opportunities for further research on quality management

in healthcare

It is clear that the introduction of meaningful quality management is
pivotal to the political and economic development of Babhrain.
Democratisation implies a new relationship between the government and
its citizens and improving public service delivery is a part of that process.
However, democracy in Bahrain is relatively young. It is also clear that
old administrative paradigms will not change overnight. Public sector
reforms that threaten the status and power of senior bureaucrats may
encounter resistance, particularly if the reforms are not built upon solid,
independent research evidence. Therefore, further research in this area
should help develop a constructive three way exchange between policy
makers, practitioners and the users of public services with regard to the

following initiatives as assisting in this process.

Although the objective to undertake primary empirical research to
establish the present quality of healthcare in Bahrain has been achieved,
but further research is required to repeat the research study to measure the
relation between post democratisation on the perception of patients,
nurses and doctors to the healthcare settings. This will help ensure
effective evaluation of quality perception during democratisation. Socio-
psychological factors might also affect perceptions such as the

respondents’ ability to express their opinion and concerns (Buller and

Buller 1987).
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Future quantitative studies should be designed with a larger sample size
which represents all in-patients, nurses and doctors working in Bahrain.
Qualitative studies using interviews could be designed to explore values
and beliefs. Studies that explore the nature of the causal relationship
between professional attitudes about their jobs and the potential impact of

these attitudes on patient satisfaction attitudes should be performed.

Further research is required to repeat the research study by involving
administrators and managers within the Ministry of Health as it was
mentioned earlier in chapter 2, that quality is also determined through
rules and procedures, therefore those who set out the rules and procedures

are ultimately responsible for the level of quality (Al Sammak, 2002).

Short courses, conferences, symposia and workshops related to the
meaning of democratisation and its implications in Bahrain also need to
be designed and conducted. Research of this nature could be employed to
inform management development and training for Ministry of Health
officials and government officials generally. In particular, lessons can be
drawn from other countries (both developed and developing) in terms of
the effectiveness of quality management systems and their potential
drawbacks. Any development or training course packages will need to be

tailored to suit Bahrain’s own cultural and political needs.

Self-study programmes using distance-learning materials in regard to
democratisation in Bahrain need to be developed. The oriented people

who understand the meaning of democratisation will participate more

effectively in any study that leads to the development of the

governments’ organisations.
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If a quality management system can work in healthcare it should work in
other public services and in commerce and industries also. In practice this
can work if the private sector is able to produce the quality physical
settings of the work and manage the quality of the workers’
characteristics. It has already been suggested that this can be achieved by
focusing on both the physical settings of any work environment and the
people who will work within this environment. On the other hand,
democracy should be effectively implemented first in order to have good

quality management both in the public and private sectors.

4. Recommendations which the thesis supports

The finding from this research that revealed a shortage of healthcare
professionals might indicate that the distribution of both nurses and
doctors to patients was not calculated properly. It is time for the hospital
administration to calculate the nurses and doctors rate based on the
patients’ dependency. However, to reduce the number of staff might lead
to extra work being imposed on staff in being expected to work faster,
being responsible for more patients, covering for absent staff more

frequently and performing procedures that are more complex.

The recognition that staffing has a major constraint on the development
of healthcare led to an increased accent on personnel management.
Without the appropriate staff, improvement in care and achievement of
health Plan targets might not happen. There should be a human resource

planning office within the Ministry of Health to study human resources

requirements, considering the dependency level of each patient and

following a review of the existing system these would lead to human
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resource planning for all disciplines, commissioning training
programmers, such as universities and encouraging recruitment. The
number of nurses and doctors who graduate annually might not be
enough. An adequate strategy for human resources within the Ministry of

Health Plan is required.

The Ministry of Health might also need to set targets for increasing staff
numbers. All staff working at the Ministry of Health might also need to
work under agreed protocols. Identifying the number of patients that each
staff will take care of, and the calculation of the ratio between numbers of
staff to the number of nurses would be better made on a scientific basis.
The suggested human resources office might ensure that protocol based
care takes hold throughout the Ministry of Health. The Ministry of
Health might need to work on this protocol with patients, clinicians and
managers to develop clear protocols that make the best use of all the
talents of Ministry of Health staff and which are flexible enough to take

account of patients ’ individual needs.

The new approach will shatter the old system of distributing nurses and
doctors blindly to take care of patients which might have held back staff
and slowed down care. Ministry of Health employers will be required to
empower appropriately qualified nurses, and therapists to undertake a
wider range of clinical tasks including the right to make and receive
referrals, admit, and discharge patients, order investigations and
diagnostic tests, run clinics, and prescribe drugs. The extended role of

nurses will certainly to overcome the shortage in the number of doctors.

As part of this suggested approach, nurses will have the right to prescribe

a limited range of medicines. Which means that we will then extend both
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the range of medicines, which can be prescribed, and the role of nurses
who can do so? The protocols that the researcher suggested enable nurses
and other professionals to supply medicines to patients according to
protocols authorised by a doctor and a pharmacist. The majority of nurses
should be able to prescribe. In our study, it was found that the patients,
nurses and doctors all suggested increasing the number of professionals.
In the researcher’s opinion, it may also be necessary to focus on

developing the managers’ skills.

To help manage the complex system, for example the managers need to
now how to distribute the professionals in a scientific way according to
the dependency of the patients, not to have to fix a policy for all the
patients. Some wards may need more professionals than others, although
the number of patients is similar, the type of patients in the wards differs

from one ward to another.

Hospitals with hundreds of beds may need to employ thousands of
people, to make sure those patients are well cared for. These range from
doctors and nurses and other clinically skilled personnel highly trained
and specialised in using the sophisticated equipment available, catering
staff to make sure food is provided properly to help healing and health,
cleaners to ensure a clean environment, general services supervisors to
keep the buildings and equipment in proper order and many others.
Therefore, it is essential to have the right number of staff on duty every
day and to make sure that it is the same number every day; in turn this
demands professional management to contribute to the improvement of

quality healthcare.
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Radical reform is required in staff education and training to reshape care
around the patient and these staff will play a key part in raising standards
of the fundamentals of patient care. The reforms in education and
training will give everyone working in the Ministry of Health the skills
and knowledge to respond effectively to the individual needs of patients.
There should be training across the professions in communication to
enable individuals to demonstrate competence in communicating with
patients. The Ministry of Health is committed to giving staff the support
they need in order to make the most of their contribution to patient-

centred care.

In respect to the environment of the hospital, there should be standards of
cleanliness in the Ministry of Health, which are revised by the Infection
Control Committee; the revision takes account of a broader range of
cleanliness issues within the hospitals. Using these standards will

therefore provide a more complete picture of the cleanliness of hospitals.

The researcher believes that the Ministry of Health plan should emphasise
the importance of providing patient care within hospitals that are clean,
safe and quiet. The Ministry of health might think of establishing visiting
rooms for those patients who want many visitors, so they can be moved to
those rooms to meet their relatives, rather than receive all the visitors in
patients’ cubicles, where other patients might be very sick and striving for
quietness. The researcher suggests that there should be an office within
the Ministry of Health responsible for standards of cleanliness. This
might be the role of the Infection Control Committee, rather than

depending on the hospital administration.
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We need to ensure that healthcare systems are capable of delivery, we
may not be able to know all the answers to what makes successful
healthcare. We do indeed need evidence based medicine but we also need
to have efficient and effective institutions. We need to have organisations,
either within the Ministry of Health or other public organisations, which
can demonstrate not only good utilisations of public resources, but also
the need for better decision-making. The researcher thinks that it might be
worth carrying out an audit to determine the current position of patients
care. Suggestions can be raised accordingly by the auditors for improve
inpatient care services. It is important that patients also receive the best
possible care and this means that services must be continually evaluated
and improvements made where necessary to deliver high-quality, cost-

effective care.

5. An appreciation of the study relevant to the researcher’s own

professional practice

Based on the researcher’s understanding of the theory of quality
management which was obtained from this research and being a hospital
administrator, many changes have been implemented accordingly within
the hospital structure (physical building) and the processes being carried

out within the hospital.

Below, the researcher will highlight some of the achievements of the
years 2002 to 2004 which demonstrate effective understanding and
practical demonstration of the theoretical aspects of quality management.

Since she joined the hospital as an administrator in October 2002, based

on the Under Secretary’s Administrative Order Number (22), (see
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appendix 5 page 235-2) much was achieved by the researcher. Only

some of these achievements will be explored as examples as follows:

5.1 Work Achievements from 2002 to 2004

The researcher implemented what had been learned in order to have
quality structure and processes within the hospital. The hospital physical
structure and the processes that were carried out by the professionals

were investigated and evaluated. Below, is a selection of these examples

5.1 A. Cubical curtains to all non acute psychiatric patients

It was noticed from the research findings that 66.4% of the respondents
disagreed of with the privacy at the Salmaniya Medical Complex, (see
table 2.6, page number 127) follows 6.3% of patients, 32.2% of nufses
and 27.9% of doctors were generally not satisfied with the privacy. It
was also found that the psychiatric hospital did not have any cubical
curtains and all the patients slept beside each other without privacy. The
case for greater privacy was put before the hospital management
committee, but some members disagreed due to their fear that the patients
might attempt suicide behind these curtains. The majority agreed they
could be fixed on the non-acute wards and both patients and staff are very

satisfied with the privacy offered. (See appendix 6 page 235-4).
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5.1 B. Telephone calls at the hospital

The hospital has no direct telephone lines. All the departments and
sections, within the hospital have extensions with just four digit numbers.
The normal numbers within the country have six digit numbers. The
telecommunications at the hospital are controlled by the telephone
operator of the Salmaniya Medical Complex. The rationale behind that is
based on the officials at the Directorate of Engineering and Maintenance
at the Ministry of Health who have found it would be costly to have a
separate telephone operator, but on the other hand, the Psychiatric

Hospital is a small building with only 2001 beds.

There was wide dissatisfaction among the staff due to the wrong transfer
of calls by the telephone operator to their extensions and among patients’
relatives who could not call patients or the relevant doctors directly. It is
necessary to call the Salmaniya telephone operator to transfer the line to
the Psychiatric Hospital. ~Therefore, a request was made to the
telecommunications section at the Ministry to have a direct line to all the
departments and sections within the hospital. It was suggested that a one
digit number should be omitted from each current extension within the
hospital and the number 279 put at the beginning. For example, if the
extension for administration is 3301, but this is not known by callers,
callers have to request the Salmaniya telephone operatof to transfer the
line and so there is always the risk of misplaced calls. The number
therefore would be (279301) which is a direct liné and can be reached by
any one directly with no interference from the Salmaniya Medical

Complex. This was achieved and all extensions have been changed to

direct lines in this way.
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Public awareness has also been raised by the researcher, by establishing a
telephone card which is given to the patients during the first visit to the
Psychiatric Hospital, (see appendix 8, and appendix 8-1 page235-6). This
process has raised satisfaction among staff, patients, and relatives; it has
facilitated their calls to their patient’s doctors, nurses and to any other

member of staff within the hospital.

C. The hospital garden

It is believed that the Psychiatric Hospital decoration and garden are very
important to increase patients’ satisfaction. From the research it was
found that 15% of patients, 21.8% of nurses and 42.6% of doctors were
not satisfied with the environment of the hospital. Although these finding
were in a different hospital, it was in one of the healthcare sectors. The
researcher has improved the garden of the hospital by placing new plants,
purchased new garden chairs, overcome the shortage of water for the
garden by placing new water drums in the hospital. Se the purchase
request for the garden furniture that has been issued in (appendix 9, and

appendix 10-2, page 235-9-10)

5.1. D. A dietician

The hospital does not have a dietician. At the beginning of every year the
hospital food services department will prepare a menu which will be used
for one year. This menu is sent to the head of food services at the

Salmaniya Medical Complex for their review and approval. In case it

was found that some patients were a diabetic or had high blood pressure,

advice would be taken from the dietician at the mentioned hospital in
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regard to the quantity and quality of food to be given to such patients. No
food assessment is carried out to all patients although there are some
geriatric patients may need more dietetic care. A request to have a
dietician at the hospital has been made by the researcher to the Ministry

of Health (see appendix10-2, page, 235-11).

5.1. E. Alarm bells

There were frequent problems at the out patient clinics regarding of
aggression or assault of nurses and doctors, by the patients. By the time
the security guards heard the noise, the staff would already have been
assaulted. Therefore, the researcher has had alarm bells fixed inside the
doctors’ clinics; if a doctor or an accompanied nurse experiences any
aggression from a patient, the bell can be rung and the security guards
rush to their assistance. This was done for the safety of the hospital staff

(See appendix 11, page 235-12).

5.1. F. Hospital administration policies

The researcher has played an important role as co-ordinator of the
periphery hospitals’ policy development. In order to implement quality
management in any setting, there should be a standard to measure the

work against. Since policies have not been developed for the Psychiatric

Hospital or for the periphery hospitals, the researcher took the initiative to

develop policies for all the periphery hospitals. A committee was formed
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consisting of the administrators of the periphery hospitals, plus some
other concerned members who worked hard to have these policies
developed. This was officially appreciated by his Excellency the Under
Secretary of the Ministry of Health Dr A. Aziz Hamza. The researcher
and the group members with whom she worked in developing the policies

received a special award, (see appendix 11-1, 235-13).

5.1. G. Donations to the hospital

The researcher has stopped some malpractice and re-engineered many
processes within the hospital; one example is the donation system that
occurred regularly before the researcher joined the hospital. Foodstuff
was donated annually to be distributed to the patients’ poor relatives, (see
appendix 11-2, page 235-14). The process of donations has been
organised through a committee which consists of members of the finance

and public relations directorates at the Ministry of Health.

5.1. H. Personal computers

The psychiatric hospital has limited computers assigned to the secretaries
of the departments and to the department heads only. There are no
computers inside the wards and none of the consultants has a computer.

Some of them are very old with limited functions.  The researcher

believes that the computer is one of the basic requirements in any setting

generally and in the health sector specifically in order to have good
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quality performance of doctors and nurses. For example, patients’ blood
results must be collected manually from Salmaniya Medical Complex
laboratory because there is not one within the Psychiatric Hospital, a
process which consumes time and effort. Therefore the researcher
requested computers for all the consultants, and the wards, (see appendix
11-3, page number 235-15), so the nurse can obtain the results through

the electronic system.

5.1. L. Support from the Ministry of Health

Many other achievements during the last two years have been made
possible with the assistance of officials within the Ministry of Heath (See
budget requirements for the year 2005 and 2006, appendix 10-1, page
253-16), which indicates that the researcher has brought to attention all
the required equipment and human resources to the officials within the
Ministry of Health. In addition, the research has helped to demonstrate
her effective understanding and practical demonstration of the theoretical
aspects of quality management, because the researcher learned that
“patients who have achieved and fulfilled their expectations are more
likely to be satisfied” (Bain et al, 1999). Yet, wider attempts to
managerialise health services provide a dilemma in the quest for
efficiency. However, this research supports the view that at the core of

quality in health care, in addition to efficiency, is reliability and

empathy,. Foster, S (2001)

In addition, the relationship between quality and performance

management is more than just a set of measures; it implies a mode of

management, which is correlated with quality. The increasing use of it

reflects a growing tendency for society to check and verify or audit
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activity, (Libercap, 1996). However, Sheldon (1998: 46) considered two

levels of issues of performance management; “conceptual and technical”.

Being a hospital administrator, and as a direct result of this research, the
researcher has attempted to implement quality management in the health
service while showing awareness of its conceptual limitations within the
context of Bahrain. This chapter has also served to highlight how
ultimately, the researcher has gained the support to develop and
implement the tools of quality management, some of which have had a
direct or potential impact on her work situation or local working
environment. The demonstration of the researcher’s ideas to officials at
the Ministry of Health has also been pursued and most of these ideas,

documented above, have been implemented with full support.

186




REFERENCES

1.

ABRAMOWITZ, S., COTE, A. A. and BERRY, E. (1987),
Analyzing Patient Satisfaction: A multi analytic Approach,
Quality Review Bulletin, volume 13, number 4, P.P 122-
130.

AL RUBI, AHMED, (2003), Bahrain in the eyes of
international community, ASh-Sharq Al Awsat, Events and

achievements, Ministry of Information, Bahrain.

AIKEN, L.H, SMITH, H.L, and LAKE E.T .(1994), Lower
medicine mortality among a set of hospitals known for good

nursing care, Medical Care, volume 32, P.P. 911-787.

AL  KANDARI, FATMAH AND OGUNDYIN,
WINIFRED. (1998), patients and nurses perceptions of the

quality of nursing care in Kuwait, Journal of advanced

nursing. Volume 27, Pp 914-921

Al- SAMMAK, JAMEELA. (2001), Administrators are
support to their country from their positions, Akhbar Al
khalij Arabic News , issue 2134, Saturday, 8™ of April,

Bahrain.,

Al- SAMMAK, JAMEELA. (2002), Role of public sector’s
staff in corroboration with the National Charter, Alayam
Arabic News, issue 4567, Tuesday, 4™ of September,

Bahrain.

187




7. ALEXANDER, J.DYCK. (1997), Privatisation in eastern
Germany: management Selection and economic Transition,
American Economic Review, Volume, 87, month of

September, Issue 4, p565-567.

8. ALEXY, W.D. (1981), Perceptions of ward atmosphere on
an Oncology Unit. International Journal of Psychiatry in

Medicine, Volume 11, PP 331-340.

9. ALTSCHUL, ANNIE. (1983), the consumer's Voice,
Nursing Implications. Journal of advanced Nursing, Volume

8, P.P. 175-183.

10. AMNESTY INTERNATIONAL MAGAZINE. (2001),
May 30, Ministry of information, (2001), Bahrain.

11.APPLEGATE, W. B., MILLER ST, GRANEY M. J.ETAL,
AT and OMIZE, D. (1990), controlled trial of a geriatric
assessment unit in a community rehabilitation hospital, N

England Med, Volume 922. PP. 1572- 1575.

12.ARABIC NEWS. (2002), MSN search: Bureaucracy in
Bahrain: Arabic News. Com, Bahrain-USA, Politics, Date

4/8.

13.ARABIC NEWS, (2003), MSN search: Bureaucracy in
Bahrain: Arabic News. Com, Bahrain-USA, Politics, Date
4/8/2004.

14.ARNETZ, J.E, and ARNETZ, B.B. (1996), the development

and application of a patient satisfaction measurement system

188




for hospital wide quality improvement, International J ournal

for healthcare, volume 8, p 55-556.

15.BAHRAIN CONSTITUTION. (2001), Bahrain.

16.BAHRAIN HEALTH Statistics. (1999), Ministry of health,

Bahrain.

17.BAHRAIN HEALTH Statistics. (2001), Ministry of health,

Bahrain

18.BAHRAIN HEALTH STRATEGY (2000), Ministry of
Health, Bahrain.

19 BAHRAIN HEALTH STRATEGY. (2002), Ministry of
Health, Bahrain.

20.BAHRAIN STRATEGIC HEALTH PLAN. (2000),
Ministry of Health, Bahrain.

21.BAHRAIN TRIBUNE. (2003), democratization in Bahrain,
issue 131, date 5/8.

22.BAIN, JOHN.KELLY, HUGH.SHADDEN, DAVID and
STAINER. HARRY. (1999), Day surgery in Scotland:
Patient Satisfaction and outcomes. Quality in Healthcare,

volume8, P.P.86-91.

189




23.BAIN.JOHN, KELLY.HUGH, SHADDEN. DAVID and
STAINER. HARRY. (1999), Day surgery in Scotland:
Patient Satisfaction and outcomes. Quality in Healthcare,

volume8, P.P.86-91.

24 BAKER, RICHARD. PERSTON, CAROLYN and
HEARNSHAW. (1999), MEASURING PATIENTS’
attitudes to care across the primary/ secondary interface: the
development of the patient career diary, Quality in heath

care, volume 8, P.P: 154-160.

25 BASHSHUR, RASHID. (2003), Donabedian, Avedis. Book
review, JAMA, Vol. 290, Issue, 1; pp: 119, 200.

26.BASSETT, MARY. BILMAKERS, LEON and SANDERS,
DAVID. Professionalism, patient satisfaction and quality of
healthcare: experience during Zimbabwe’s structural
adjustment program, Soc. Sci. Med. Volume. 45, no. 12, P.P:
1848-1852.

27.BATEMAN, T.S and ORGAN, D.W. (1983), job satisfaction
and the good soldier the relationship between affect and
employee "citizenship", Academy of Management Journal,

Volume26, P.P. 587-590.

28 BENNETT, ADDISON and TIBBITTS, SAMUEL. (1989),

Maximizing quality performance in healthcare facilities, An

Aspen publication, California.

190




29.BERWICK, DM. and KNAPP, MG. (1989), Theory and
practice for measuring Healthcare quality. Healthcare

finance review, S 49 — S 55.

30.BLEGAN, MARY. AUGBAN, THOMAS. And GOODE,
COTTEEN. (2001), Nurse Experience and education, JONA,
Volume 31, Number (1), P.P. 33 — 39.

31.BLOOM, J.R. ALEXANDER, J.A. and NUCHOLS, B.A.
(1997). Nurse staffing patterns and hospital efficiency in the
Unites States, Social Science Medicine. Volume 44, Number

(2). P.P. 145-155.

32 BODENHEIMER, T. (1999), The American healthcare
system the movement for improved quality, Quality
healthcare, volume 8, No.2, PP129-130.

33.BROOKER, DAWN and DINSHAW, CAROLE. (1998),
staff and Patient feed back in mental health services for older

people. Quality in healthcare, volume?7, P.P.70-77

34 BRUGHA, RUAIRI, and ZWI, ANTONY. (1998),
improving the quality of private sector delivery of public

health services: challenges and strategies, Health policy and

planning, volume 13, number 2, P.P: 107-120.

35.BULLER, MK, and BULLER, DB. (1987), Physicians'
Communication Style and patient satisfaction. Journal of

Health Qooial Rphmrinr‘ Valume 28 P.P. 375 - 380.

191




36.BUREAU OF DEMOCRACY, HUMAN RIGHTS, AND
LABOR, March 31, (2003), www. The Bureau of Public
Affairs, U.S. Department of State.com.

37.CALNAN, M. (1988), "Lay evaluation of medicine and
medical practice: report of a pilot study.” Int J Health Serv,
18(2):311-22.

38.CALNAN, MICHAEL. DICKINSON, MARIA and
MANTEY, GRATHAM. (1998). the quality of general dental

care: public and users perceptions of quality healthcare,

volume 8, and p.p. 149-153.

39.CARROLL,R.S. MILLER,A., ROSS, B. and SIMPSON,
G.M. (1980), Research as an impetus to improved treatment,

Archives of General Psychiatry, Volume 37, PP 377 — 380.

40.CARTER, N. (1991), learning to measure performance: the

use of indicators in organizations, Public Administration;

69:85-101.

41.CHAMPEN, VAN. SIXMA, H. J. KERSSENS, J. J
PETERS, L. and RASKER, . (1998), Assessing patients,
priorities and perceptions of the quality of healthcare: The
development of the quote rheumatic - Patients instrument,

Br. J. Rheumatoid, volume, 37, NO. (4) PP 362 - 368.

192




42.CHAMPEN, VAN. SIXMA, TT. KERSSEN, JJ. And
PETERS, L.T. (1995), Quality of care and patient
satisfaction. A review of measuring instruments, Medical

care research review, volume 52, PP 109 — 133.

43 CHAMBERS RUTH, WAKLLEY. GILL, HASLAM . DAVID,
NORMAN. ALISON, ( 2000), Makining clinical governance work

for you, Radcliffe medical press , Oxon.

44.CHASKA, N. L. (1980), "Use of medical services and satisfaction
with ambulatory care.” Public Health Rep, 95:44.

45.CIVIL SERVICE BUREAU. (2004), Civil Service

allowances rules and regulations, Issue number 3, group 400,

P.P 1. (Translated from Arabic).

46.CLEARY, PAUL. LEVITAN, EDGMAN. SUSAN,
ROBERTS.MARC, MOLONEY.THOMAS, W.
MCMULLEN, WILLIAM. WALKER, JANICE. (1991),
Patients Evaluate Their Hospital Care: A National Survey,
Data Watch Health Affairs, winter,

www.managdecaremag.com. Date2/7/2004.

47.COMMON, RICHARD. (2001), Public management and

policy transfer in Southeast Asia, Ashgate, Aldershot.

48.COYLE, YVONNE and JAMES, BATTLES. (1999), Using
antecedents of medical care to develop valid quality of care

measures, International Journal for quality in healthcare,

volume 11, numberl, pp: 5-12.

193




49.COZENS, FIRTH and GREENHALCH, JOANNE. (1997),

doctors perceptions of the links between stress and lowered

clinical care, Social Science Medicine, volume 44, No.7, and

P.P.1017-1022. 121-126.

50.DAVIS, ANNE AND JAMETON, ANDREW. (1987)
nursing and Medical Student attitudes towards nursing
disclosure of information to patients: A pilot Study. Journal

of Advanced Nursing, Volume 12, P.P.691-698

51.DE VAUS, D.A. (1996), survey in social research, fourth
edition, UCL press, London.

52.DEGELING, PETER. ROS, SORENSEN. SHARGN,
MAXWEN. CHRIS, AISBETT. And BARBARA, COYLE.

(2000), the organization of hospital care and its effect on

quality, the center of clinical research, faculty of medicine,

University of New south Wales, Sydney.

53.DEMING, In OAKLAND (1995), Total Quality
Management, Contemporary Business Press, London.

54 DEPARTMENT OF HEALTH. (1997), the new NHS
modern and dependable. London: DOH, (Available on:

http://www.open. gov.uk/doh/newnhs/newnhs.htm)

Date11/6/2003.

194




55.DEPARTMENT OF HEALTH. (1998), a first class service:
quality in the new NHS. London: DOH, (Available on:

http://www.open.gov.uk/doh/newnhs/quality.htm)
Datel7/6/2003.

56.DEVIT, T. (1992), a quality system for oncology nursing.
Nursing Standard, Volume 6, NO. (38) P.P. 3 5-37.

57.DIMATTEO, M. R. and HAYS, R. (1980), "The
significance of patients' perceptions of physician conduct: A
study of patient satisfaction in a family practice center.” J

Community Health, 6:18.

58.DIMOND, L. LINZ, J. SEYMOUR, M. (1989), Democracy

in developing countries-Asia, volume 3, adamantine press,

London.

59. DINEATTEO, RM. TARANTA., A, A. FRIED MAN, U.S.
and PRINCE, L.M. (1976), predicting patient satisfaction
from physicians' behavior determinant’s of patient
communication to the therapeutic relationship, Journal of

community health, volume 4, P.P. 276-280.

60.DINGMAN, BARON. WILLIAM, S. MARY,
FOSBENDER. DONNA. , WARNICK. MYRNA. (1999),
implementing a caring model to improve patient satisfaction,

JONA volume 29, No. 12, PP 30-37.

195




61.DOLINSKY, A. and R. CAPUTO. (1990), "The role of
healthcare attributes and demographic characteristics in the

determination of healthcare satisfaction”, J Healthcare

Marketing, 10(4, Dec):31-39.

62.DONABEDIAN, AVEDIS, (1980), Explorations in quality

assessment and monitoring. (The Definition of quality and

approaches in _its assessment.), Ann Arbor, Health

Administration Press, Michigan.

63.DONABEDIAN, AVEDIS. (1988), the quality of care. How
can it be assessed? Journal of the American Medical

Association, Volume 260, No. 12 P.P. 1743 — 1748.

64.DONABEDIAN, AVEDIS. (1990), The Seven Pillars of
Quality, Archive of Pathology Laboratory Medicine,
volumel14, P.P. 115- 118

65.ESSEN, LOUISE and SJODEN, P. (1991) , The importance
of nurse caring behaviors as perceived by Swedish hospital
patients and nursing staff International Journal of Nursing

Study, volume 28, PP 267-281.

66.FARRELL, GERALD. (1999), How accurately do nurses
perceive patients. Needs a comparison of general and
psychiatric settings, Journal of Advanced Nursing, volume

16. P.P. 1062-107.

196




67.FITZPATRICK, RAY. (1999), Survey of patient
satisfaction. Important general considerations, British

Medical Journal, volume 302, No. 13, PP 887 — 889.

68.FOSBINDER, D. (1994), Patient perceptions of nursing
care. An emerging theory of interpersonal competence,

Journal of advanced nursing, volume 20, PP 1085-1093.

69. Foster, S (2001), Managing Quality: An Integrative

Approach, (Prentice Hall: Upper Saddle River, New J ersey),
p.245.

70.GADOW, S. (1980), existential advocacy: philosophical

foundation of nursing: ideas and images opening dialogue

with the humanities, Springer, New York.

71.GASTER L (1995), Quality in public services, Buckingham:

Open University Press

72.GILBERT, NIGEL. (1993), Researches social life, SAGE

publications, London.

73.GRAY, L. C. (1980), "Consumer satisfaction with physician
provided services: a panel study.” Soc Sci Med, 14A:65.

74.GRAY, P.C, CARTWRIGHT, A. (1953), a choosing and
changing doctors, Lancet, Volume 29, p.p. 1308-1312.

75.GREEN, JESSE. WINTFELD, NEIL. KRASNER, MEL.

WELLS, CHRISTOPHER. (1997), In search of Americas
best Hospitals, Jama, volume 277, No.14, P.P. 1152-1155.

197




76.GREENFIELD, S. S, KAPLAN and J. E, WARE. (1985),
"Expanding patient involvement in care: effects on patient

outcomes.” Ann Intern Med, 102:520-528.

77.GRONROOS, C. A. (1984), Service Quality Model and it
Marketing Implications, European Journal of Marketing,

volume 18, P.P. 36-44.

78.GULF DAILY NEWS, (2002), issue 213, date 2/6. Bahrain.

79.GULINO, C. (1982), entering the mysterious dimension of
other: an existential approach to nursing cares, Nursing

Outlook, volume 3, Number (6) PP 3 52—357.

80.GUMMESSON, EVERT. (1991), qualitative methods in

management research, SAGE publications, London.

81.HADDAD, SLIM. FOURNIER, PIERRE. POTVIN,
LOUISE. (1998), Measuring Lay people’s perceptions of the
quality of primary healthcare services in developing
countries. Validation of a 20-item scale, International
Journal for quality in healthcare, volume 10, number 2:p.p

93-104.

82 HALL, T.L. (1974), Estimating requirement and supply:
where do we stand? , First American conference on health

manpower planning, Ottawa, Washington, American health

organization, scientific publication.

198




83.HALLIGAN, A. DONALDSON, L. (2001). Implementing
clinical governance, British Medical Journal, volume 322,

P.P. 1413-7.

84 HAWTHORNE, AMY. CHOUCAIR, JULIA. (2004),
Democracy in Bahrain, volume 2, Issue 7, July, Published by
the Carnegie Endowment for International Peace, MSN

search: www. Democracy in Bahrain.

85.HELLIWELL, J. F. (1994) , Empirical Linkages between

Democracy and Economic Growth, British Journal of

Political Science, volume 24, P.P. 225-48.

86.HIGH BEAM RESEARCH CENTER, (1997), Democracy
in Bahrain, www. High beam .com. Date 21/7/2004.

87. HINSHAW, A.S. and ATWOOD, J.R. (1982), A Patient
satisfaction Instrument Precision by replication, Nursing

Research, Volume 31. Number (3), PP. 170-191.

88. HUGHES, J. (1991), Satisfaction with Medical Care: A
Review of the Field,
http://www.changesurfer.com/Hlth/PatSat.html.,date
1/5/2003

89.INGRAM, BARBARA. And CHUNG, RICHARD. (1997),
Client satisfaction data and quality improvement planning in
managed mental healthcare organizations, Healthcare

management Review Volume 22, Issue 3. P.P:40-52,

199




90.INSEL, PM and MOOS, R.H. (1974), Psychological
environments expanding the scope of human ecology,

American Psychologist, Volume 29. PP 1 79 - 188.

91.JACKSON, P. (1995), Measures for success in the public

sector. Public Finance Foundation, London.

92.J0OSS RICHARD, KOGAN MAURICE , (1996);Advancing
quality :Total Quality Management in the National Health
Service , BMJ, 312:1428 (1 June).

93 KAHN, K.L. ROGERS, W.H and RUBENSTEIN, L.V.
(1990), measuring quality of care with explicit prices criteria

before and after implementation, JAMA, PP. 264-268.

94 KAHN, M.E and WHITE , EM. (1989), Adapting
approaches to acute impatient care for Schizophrenic
patients, Hospital and Community Psychiatry ,volume 40,

PP 609—614.

05 KAISER FAMILY FOUNDATION. (1996), www.
Ahcpr.gov/qual/kffhigh.htm. Date 16/2/2003.

96.Khuri F (1980) Tribe and state in Bahrain (The University of
Chicago Press: Chicago and London).

97. KORAN, L. M. MOOS, R. H. MOOS, B. and ZASSLOW.
M. (1983), changing hospital work environments an example

of a burn unit, Journal of Psychiatry, volume 5, PP 11- 13.

200




98. KRAIKSH, MARISA and ANTONY, MARY. (2001),
benefits and outcomes of staff Nurses' participation in

decision-making, JONA, volume 31, No.1. P.P. 12-14.

99.KRITCHEVESKY, B. STEPHAN, and SIMMONS.
BRYAN. (1991), Continuous Quality Improvement, JAMA,
Vol. 266, No. 13. P.P. 20-25.

100. KUTNER, S, JEAN. And MC ALEARNE, ANN,
SCHECK. (1998), editorial the value of measuring
healthcare quality, Hospital Practice, volume 33, issue. 0,

P.P. 11-16.

101. LAGERQUIST, SALLY. (2003), the nursing shortage
at USA, the global medical placement company at U.S.A.,
www.globalmedicalplacementcom/ nurses shortage. Date

11/7/2004.

102. LAUER, PETER. MURPHY, STYLES and
POWERS, MURPHY. (1982), learning needs of cancer
patients: A comparison of Nursing and Patients perceptions.

Nursing Research, volume 31, PP 11-16.

103. LEWIS, KATHRYN, and WOODSIDE, REIDA.
(1992), patient satisfaction with care in the emergency

department, Journal of advanced nursing, No. 17. PP 959-

964

201




104. LIBECAP, D. GARY. (1996), Advances in the study

of entrepreneurship innovation, Economic growth, volume 7,

JAI press INC.

105. LIPSKY M (1980), Street-Level Bureaucracy, (New

York: Russell Sage Foundation)

106. LOCHMAN, J. E. (1983), "Factors related to patients'
satisfaction with their medical care.” J Community Health,

9(2, winter):91-109.

107. LONG, CLIVE. BLACKWELL, CLAIRE and
MIDGLEY, MARIE. (1992), and an evaluation of two
system of inpatient care in a general hospital psychiatric unit
1: staff and patient perceptions and attitudes, Journal of

Advanced Nursing, volumel7, P.P.64-71.

108. LUFT, H.JF. GARNICK, D.W. MARK, DH.
MCPHEE, S.J. (1990), Health administration and patient

outcomes, press perspectives. London.

109. MACKAY, LE. BERNESTEIN, B. E. CHAPPAN,
PE. (1992) and early intervention in serious head injury:
long term benefit of a formalized program, Arch_Phys Med
Rehab, volume 73, PP 635.

110. MACKEY, B. (1984), manpower planning, the
misplace, Nursing Times, volume, 80, No 40, pp.51-55.

111 MACRAE, D. (1985), Policy_indicators. Chapel Hill,
NC: University of North Carolina press. Carolina,

202




112. MADDOX, G.L. and DOUGLASS, E.B. (1973), Self-
assessment of health: a longitudinal study of elderly subject,
Journal of Health Social Behavior, volume 14, PP. 87-93.

113. MARQUIS, SUSAN. DAVIES, ALLYSON and
WARE, JOHN. (1983), Patient Satisfaction and Change in
Medical care provider: A Longitudinal study, Medical Care,
Volume 21, Number 8, P.P. 821- 828.

114. MAY, TIM. (1997), Social research, issues, methods

and process, Second edition, Open University press,
Philadelphia.

115. MC NEILL, PATRICK. (1984), Research Methods,

second edition, Rutledge. London.

116. MCKEE, M. SHELDON, TA. Measuring
performance in the NHS, BMJ, Volume 316, pp. 322.

117. MEJIA, LOIS, R. BALKTN, DAVID, B and
CARDY, ROBERT, L. (1995), Managing Human

Resources, prentice hail, California.

118. MIER-RUIZ. GARRON, F. MACHICADO, C.
CAPRAK, G. (2002), http://www. US.MSN.com.

Privatization and quality management, Privatization in

Bolivia: the impact on firm performance.

203




119. MIKE, HAYS, NRC/PICKER., (2001), Great Britain's
National  Healthcare  Service  National ~ Research
Corporation/Picker (NRC): Meeting Summary: Exploring a
National Standard for Measuring Patients” Hospital Care
Experiences. May 9, 2002. National Research Corporation
and Agency for Healthcare Research and Quality, Rockville,
http://www.ahrq.gov/qual/mtg5902.htm date, August2003.

120. MINISTRY OF INFORMATION, (2001), Events and

Achievements, Bahrain.

121. MINISTRY OF INFORMATION, (2002), Events and

Achievements, the Government Printing Press Bahrain.

122. MOHAMMED, NADEYA, SAYED ALIL (2002),
Political Reform in Bahrain: The Price of Stability, Middle
East Intelligence Bulletin, Volume 4, No. 9.

123. MOOS, RH. (1974), Evaluating Treatment
Environments: A social Ecological approach, John Wiley,

New York.

124. MORGAN C and MURGATROYD S (1994), Total
Quality M anagement in the Public Sector, (Milton Keynes:

Open University Press).

125. NATIONAL CHARTER, (2001), Government Press.

Bahrain.

204




126. NEHEMKIS, A.M. GRBER, K.E. and CHARTER,
R.A. (1984), The Cancer Ward Patient perception
Psychotherapy Psychoses, No. 41, P.P. 42-47.

127. Normann, R (1991), Service Management 2nd ed.
Chichester: Wiley

128. PAIVI, ASTEDT, KURKIARJA. And HAGGMAN,
LAITILA. (1992), Good Nursing Practice as perceived by
clients: a starting point for the development of professional
Nursing, Journal of Advanced Nursing, Volume 17, P. P.
1195-1199.

129. PASCOE, G.C. (1983), patient’s satisfaction in
primary healthcare: A Literature_review and Analysis.”
Evaluation and program planning, JAMA, 6, No.3-4: 185-
210.

130. PATRICK, D. L, SCRIVENS, E. and. CHARLTON,
J. R. H. (1983), "Disability and patient satisfaction with
medical care.” Med Care, 21:1062.

131. PEARSON, ALAN. WILES, ANNE. GOLDSTONE,
LEONARD. BRADSHAW, SUSAN. WAINWRIGHT,
PUAL. (1987), Nursing Quality Management, John Wiley &
Sons, Philadelphia.

132. PETERS, B., GYY. (2001), The Politics of

Brsepeiaev—tiith-edition Rutledoe London
7 oI

17 UL VAN Yy LXET

205




133. POLIT, DENISE, AND HUNGLER, BERNADETTE,

(1993), nursing research, methods and applications,

Lippincott Company. Boston.

134. POLLIT, CHRISTOPHER and BOCKART, GERT.

(2000), Public Management Reform a Comparative

Analysis, oxford University Press, oxford.

135. POWER, M. The Audit Society: rituals of verification,

University Press, Oxford.

136. PRESIDENT'S ADVISORY COMMISSION ON
CONSUMER PROTECTION AND QUALITY IN THE
HEALTHCARE INDUSTRY, (1998). Quality first: Better

healthcare for all Americans. US Government Printing

Office, Washington.

137. PRESS, I, R, GANEY and MALONE, M.P. (1990),
Satisfied patients can spell financial well-being, Healthcare

Financial Management , 45, number 2, P.P. 34-36,42.

138. REDFERM, S. J. and NORMAN, LlJ. (1990),
Measuring the quality of Nursing Care: a Consideration
of Different approaches, Journal of Advanced Nursing,

Volume 15, PP 1260 - 1271.

139. REID, NORMA. (1993), Healthcare _research,
Blackwell, Oxford.

206




140. REISER, STANLEY, JOEL. (1993), The ERA of the
patient using the experience of illness in shaping the
Missions of HealthCare, JAMA, Volume 369, No. &, P.P.
1012-1017.

141. RICCIO, PATRICIA. . (2000), Quality evaluation of
home nursing care. Perceptions of patients, physicians and
nurses, Nursing Administration Quarterly, volume 24, issue

3, P.P. 43-52.

142. RUESCHEMEYER, D., STEPHENS, E. H., and
STEPHENS, J., (1992) Capitalist Development and

Democracy, Cambridge: Polity Press, Cambridge.

143. SALISBURY, CHRIS, POSTAL. (1997), Survey of

Patients satisfaction with general practices out o hour’s

cooperative, Bahrain Medical Journal, volume 314,

P.P.15940-1596.

144. Salmaniya Medical Complex, Management

Information (2004), Ministry of Health, Bahrain.

145. SCALLY G. DONALDSON, L. (1998), Clinical

Governance and the Drive for Quality Improvement in the

New NHS in England, British Medical Journal, volume 317,
P.P. 61-5.

146. SHAW, IAN. (1997), assessing quality in healthcare

. . .
eTvTces—Frssone—from—mentai—health—ausing,—Joumal of

Advanced Nursing, volume 26, pp 758-764.

207




147. SHERLOCK- LLOYD. PETER, (2000),Healthcare reform
and poverty in Latin America, short run press, London.

148. SITZA., JOHN. And WOOD, NEIL. (1997), Patient
satisfaction, a review of issues and concepts, Social Science

Medicine, volume 45, No.12, PP 182-1843.

149. STECK, S.B. EUNNELL, M.M and DRAGOVAN, A.
(1979), How nursing care can increase patient adherence
rather than patient compliance. In clinical sessions, The

American Nurses Association, PP 345-349.

150. STELBER, S. and KROWINSKI, W. (1990),

Measuring and Managing Patient Satisfaction. AHA press,

California.

151. STRASSER, S. L, AHARONY, and
GREENBERGER, D.S. (1992), A comprehensive Model of

patient Satisfaction, The Ohio State University, College of

medicine, Division of hospital and health Services

Administration, Ohio .

152. STRATEGIC HEALTH PLAN. (1997), Better Health

for All. Health Information Directorate, Bahrain.

153. STRATEGIC HEALTH PLAN. (2000), Better Health

for All, Health Information Directorate, Bahrain.

154. Storey. Les, Howard. John, and Gillies. Alan, 2002,
—COompCICy T HEAtTare T practicat-ghrde-te-eompetensy

frameworks, Radcliffe Medical press, oxford.

208




155. SULLIVAN, HAVENS, DONNA. (2003), new tool
tackles nursing shortage, www.eurekalert.org. Date

12/3/2003.

156. TAYLOR, G.A. HUDSON, K. and KEELING, A.
(1991), quality of nursing: the consumers’ perspective
revisited, Journal of Nursing Quality Assurance, No. 3, PP

31-32.

157. THE DEPARTMENT OF HEALTH, The new NHS

modern and dependable: a national framework for assessing

performance, DOH, London.

158. WARE, J. E. and. HAYS, R. D. (1988), "Methods of
measuring patient satisfaction with specific medical

encounters.” Med Care, 26(4):393-402.

159. WEISMAN, CAROL. NATHANSON,
CONSTANCE. (1985), Professional satisfaction and client
outcomes: A comparative organizational analysis, Medical

care, volume 23, October, number.10.

160. WILLIAMS, JUDY. (2000), patients Judgments of
hospital quality, Medical care, volume 28, No. 9, S45-S56.

161. WILLIES. ANNE and LINWOOD, MARJORIE.
(1984), Measures the Quality of Care, Churchill Livingston,

London.

209




162. WILSON, CHRISTOPHER, RM. (1987), Hospital

wide quality assurance — models for implementation and

development, W.B. Saunders Company Canada Limited,

Canada.

163. YOUNG, W.B. MINNICK. A.F. MARCANTIO, R.
(1996) how wide is the gap. In defining quality care "?

Comparison of patient and nurse perception of important

aspects of patient care, Journal of nursing administration,

volume 26 No. 5, P.P. 15-20.

164. ZEEV, BEN-SIRA. (1983), The Structure of A
Hospital's Image, Medical care, Volume 21, Number 10, PP

943-954.

210




Appendix 1

The Kingdom of Bahrain

The Kingdom of Bahrain comprises a group of some 36 Island; the
capital is Manama. It lies 22 kilometres off the eastern coast of Saudi
Arabia, to which a causeway, and 28 kilometres from the coast of Qatar

connect it. The total land area is about 710.90 square kilometres.

The Kingdom of Bahrain declared independence in 1971. Since then the
country has made rapid economic progress under the leadership of his
highness sheikh Essa Bin Salman Al Khalifa and the present King his
highness Shaikh Hamad Bin Salman Al Khalifa who established the
national charter for the kingdom on 2000, looking forward to regulating,
guiding, protecting, maintaining, restoring and improving the social,
economical, health of people of Bahrain depending on fairness,

transparency, justice and low implementation.

The national economy is centred on oil production; Bahrain was the first
in Gulf region in production of oil, which was on June 2" 1932. The
economy also depends on industrialisation such as petrol refining,
aluminium smelting, petrol- chemical industry development, agriculture,

Banking and tourism.

Bahrain centralised in location within the Gulf region and has excellent

port and airport services, which makes it an attractive local tourist resort

and also important business center.
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The significant aspects of the general climate are hot form, June to
September, with the average temperature of 32 0C and the average
humidity for the summer is 55%. The most comfortable whether is
between October and May when the average temperature is 170C with
sparse rainfall. The official religion in Bahrain is Islam, and Arabic is the
official language of the Kingdom. English is considered as the second

language.

History of healthcare services in Bahrain:

In 1901 an American Mission hospital was established in the Kingdom.
In 1925 the government of Bahrain has established a first primary
healthcare clinic in Muharraq Island. In 1925 the Government of
Bahrain has established another seven health clinics across the kingdom.
Health manpower was appointed to work in those clinics. In 1942 The
Naime health general hospital was opened which was the first
Government hospital. In 1959 the Salmaniya Medical Complex and

Muharraq maternity hospitals both were opened.

The Salmaniya Medical Complex has undergone several expansions
since it opened, because it is the only general Government hospital in the
kingdom. It is consist from 1000 beds. The researcher has conducted the

project in this main secondary and tertiary hospital in the kingdom.

The hospital has a total number of 185,785 visits to out patient clinics in
year (2000), and a number of 234,306 patients were triaged by Accident

and Emergency doctors. A total number of doctors working at the

hospital are 288 doctors out of which 199 Bahraini, and 89 are non-

Bahraini. A total number of nurses are 1,384 working at the hospital, out
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of which 71% are Bahrainis (Health statistics, 2000). In 1975 Bahrain
Defense force hospital was opened which is mainly serves the ministry

personnel.

Bahrain is considered as one of the healthiest countries in the region.
Based on the health statistics (2000) there has been a considerable
decrease in infant mortality rate, which reached 8.6 in 2000. Children
born today will live on average to 72.9 years, more than 40% longer,
when compared with 1950s. Nutrition and housing conditions have
improved and supply of drinking water and safe disposal of sewage has
been guaranteed. The Government has made all of these improvements
and overcome the problems of communicable diseases such as malaria,

tuberculosis and typhoid, which were widely spread during 1950s.
Ministry of health organisational structure: "

The Ministry of Health is managed centrally through the minister of
health who is appointed by the king. The minister is a member of the
cabinet of ministers headed by the Prime Minister. The undersecretaries
for support the minister:

* Hospitals;

* Primary care and public health;

* Training and planning; Finance and administration
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Please find attached Ministry of Health Structure

Ministry of Health Organisational Structure

Maentaenace Directorate

Minster of Health
Undersecrtary
|
| | 1 l
Assistant Undersecrtary Assistant Undersecrtary Assistant Undersecrtary Assistant Undersecretary
for Finance & for Primpary Care for Hospitals for Training & Planning
Administration & Public Health
Fininace Dirctorate || Public Health Directorate | | | Samaniya Medical | | Directorate of Training
Complex Medical Services
Personnel Directorate | Health Centres | | Salmaniya Medical Complex College of Health
Directotrate Administrative Services Sciences
Material Mangement Health Centers Medical | | | Administrative Services | | | Health Infornmation
Dierctorate Services Periphery Hospitals Directorate
Servies Directorate | | Nursing Services Primpery | | | Nursing Services Hospitals | | | Plans & Programs Office
Care & Public Health
| | Engineering & Mainentance Dental & Oral Health Medical Review Office
Directorate Services
Medical Equipement
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Ministry of Health Vision:

The Ministry of Health works in partnership with stakeholders to improve
the health of the population of Bahrain and ensure that every one has
access to a high quality, responsive health service throughout their
lifetime (Bahrain Health Strategy, 2002). The vision of the Ministry of
Health is reflecting my aim for the study, which is to improve the quality

of health services.

Ministry of Health mission:

The Ministry of Health aims to ensure the provision of accessible,
preventive, curative and palliative health services to the community of

Bahrain.

Ministry of Health philosophy:

The Ministry of Health’s philosophy is the vision of a more responsive,
efficient and effective health system achieved through creation of a fully
integrated seamless system of service, offering eligible beneficiaries
direct access to a full continuum of care regardless of their point of entry

(Ministry of Health direction, 2002).

Bahrain has been selected by World health organisation (WHO), as one
of the countries that has Global health indicators; these are some of them

as follows:

1. Bahrain committed to health for all since 1979.

2. Provided free health for nationals, available within 1 hour’s

walk or travel.
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3. Bahrain contributes to and benefits from WHO membership-

it receive no aid as such.

100% Safe water in the home with reasonable access and
adequate excreta-disposal facilities available.

98% attendance by trained personnel for pregnancy and
childbirth, and care for children up to at least one year of

age, Health Statistics, (2000).

Bahrain Government has the following ministries and organisations:

Government Ministries

Ministry of foreign Affairs

Ministry of Justice And Islamic Affairs
Ministry of Cabinet Affairs

Ministry of Information

Directorate of Legal Affairs

Central Statistics Organisation

Civil Service Bureau

Ministry of Oil

Ministry of State for Consultative Council Affairs
Ministry of State

Ministry of Education

1. University of Bahrain

Ministry of Interior

Ministry of Health

Ministry of Transportation

1. Civil Aviation Affairs

Ministrv of Finance and National Economy

1. Central Stores Directorate
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2. Pension Fund Commission
e Ministry of Housing and Agriculture
e Ministry of State for Municipalities and Environment Affairs
e Ministry of Works
e Ministry of Electricity and Water
e Ministry of Commerce and Industry
e Ministry of Labour and Social Affairs
1. General Organisation for Social Insurance
e Ministry of Defence
1. National Guard Headquarter

2. Consultative Council

Government Organisations
e The Supreme Council for Youth and Sports
e Bahrain Monetary Agency
e Bahrain Stock Exchange
e Bahrain Centre for Studies and Research
e Economic Development Board
o Equestrian and Horse Racing Club

e National Commission for Wildlife Protection.

The Total public Expenditure for year 2002 is 996,600 Bahraini Dinners,
were Ministry of Health expenditure for the same year is 71,139 (Health
Statistics, Ministry of Health). It looks from the figure that the Ministry
of Health expenditure is around 7% of the public expenditure which is

high number if we considered that the Ministry of Health is only one

41

Beside many other MIISTIes and OTganiSatons tatare tocated-omder-the

Government umbrella, in the other hand Ministry of Health is the spinal
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cord of the people in any country, One may get rid or live without Civil
Service Bureau, or Central Statistics Organisations, but it is impossible to
live without protection from diseases or treating illnesses. It has also a

direct effect on the people’s health.

Democracy and health services in Bahrain

The national charter has been established on year 2000, by his highness
the king of Bahrain Sheikh Hamad Bin Essa Al Khalifa, since then the
democracy, equality, Transparency all are objectives had been taken by

the government in order to be achieved.

The democracy verbal or documental had been supported to all
individuals, which is one of the topics that has been raised clearly at the
national charter, were every citizen has the right to express and ventilate

his or her feeling.

Therefore the democracy has played a role in giving chance people to
participate in decision-making. The researcher thinks it is usual at this
stage that people complain about the service mainly and not about the
hospital professionals. They might complain about hospital food parking
waiting time. People might feel that they have been encouraged by the
open community to express their feeling and raise their opinion freely

without any resection.

The researcher also thinks that this study has been carried out at the

correct time, were the people will not feel obstacle to express their

feeling. Were if this study has been carried out 5 years ago, people might

feel afraid to ventilate their feeling.
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In the other hand the democracy might also be used the other way round,
were people might talk about any things, even the nonsense. Therefore it

is acceptable to have complains at this stage.

The ministers under the direction of the Government also have initiated
the democracy in all the ministries. At the Ministry of Health and in order
to implement the Democracy, many targets needs to be revised and
changed accordingly, one of which is the organisational structure within

the Ministry as it is hierarchy and bureaucracy structure.

“Clear lines of accountability and communication need to be developed
and the services need to be managed through a flatter structure”, Bahrain

health strategy, (2000).
The other targets also might need to be focus on as follows:

To strive to achieve equality of access to health services for all.

To be open in the decision made about priorities for health gain and
the development of health services and communicate the reasons to staff
and the wider community.

To improve the local community decisions about health
improvement and provision of healthcare.

Such study might contribute in fulfilment of the ministry of health
targets, by involvement of patients and professionals in evaluating the
service and raising their recommendations and suggestions to improve the

care provided.
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Appendix Two

The questionnaire

Dear our patient: This is a doctorate study from which we would like to
know your opinion in regards to the healthcare provided at Salmaniya
Medical complex. Please answer the following questions. Your answers

will be kept strictly confidential

Please tick next to the proper answer

Please tick next to the proper answer
1. Age 20-30
31-40
41-50
51-60
61-70

2. Sex Male

Female

3. Occupation

4. Level of Education
Literacy

Read and write

Primary

Intermediate

Secondary

Graduate
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5. Your Admission was through :
Accident and Emergency Department
Private Clinic

Scheduled in Advance

6. How serious was your condition when you were first admitted to the
hospital?

Minor

Moderate

Serious

Critical or emergency

7. During your hospital stay, how much assistance did you need from the
hospital staff with every day activities (eating, bathing, dressing etc?)
A lot of help
Quite bit of help

Some help
A little help
No help at all

8. During your hospital stay did you experience?

A lot of pain

Quite bit of pain

Some pain

No pain at all
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9. Do you think that time spent in the hospital was about right, or do
you think it was too short a time, or too long a time

About right

Too short

Too long

Not sure

Now we would like you to rate some things about your hospital stay in
terms of whether they were excellent, very good, good, fair or poor.

Please check only one rating for each statement.

Excellent Very good Good Fair Poor Don'tknow

10. Preparation for admission: - o Y o [ s Ry sy

How clear the information

Was about how to prepare for

Your stay in the hospital and

What to expect once you got there?

11. Efficiency of the admittng & E & -

Procedure: easy of getting
Admitted, including the

Amount of time it took

12. Attention of admitting staff 3 O OO .d

To your individual needs

T ) RTSE SRR TN . "
I'TIV TIVATUTIIU y  TITIIC r

Personal needs and wants
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Excellent Verygood Good Fair Poor Don'tknow

13. Medical facilities: How —
Complete and up to date the

Medical equipment was

14. Recognition of your opinions:[1
Asking you what you think 1s
Important and giving you

Choices

15. Consideration of your needs [
Willing to be flexible in meeting

Your needs

16. Information you were given, [
How clear and complete
Were the explanations about

Tests, treatments and what to expect

17.Informing family, how will -
They were kept informed
About your condition and

Needs

18. Ease of getting information, m—

Willingness of nurse/Doctors,

a0 O OO0 cd

O O0COoCd da

O COOCd O

a0 OOCOaCd

O O0C>aCd O3

O COOCOO d

T o ATMSWeTr Your queStions
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Excellent Very good Good Fair Poor Don't know

19. Specialists and special - O OO a3
Therapy: Availability of

Getting the specialized tests,

Medicines or drugs and

Treatments you needed

20.Helpfulness: ability of O O oo &>
Nurses/Doctors to make

You comfortable and reassured

21.Safety and Security: the O O ooOoda
Provisions for your safety

And security of your belongings

You’re Nurses:

Excellent Verygood Good Fair Poor Don't know

22.8kill and Competence of . BH 01 X —
Nurses: How will things

Were done like giving
Medicine and handling I.V.S

23 Number of nurses available [ O COO0d O
24 Nursing staff response to - O CoOoOd d

Your calls: How quick they
Were to help

224




Excellent Verygood Good Fair Poor Don'tknow

25.Concern and caring by —c O OO
Nurses: Courtesy and respect
You were given friendliness,

And kindness

26.Information given by nurses: = O OO o
How well nurses communicated

With patients, families and doctors

Your Doctors

27.Attention of Doctor to your [ I s O s iy
Condition: How often doctors
Checked on you and how
Well they kept track of how

You were doing.

28. Availability of Doctor: How [ O OCOoO0Od .
Easy it was to get you doctor

When needed

29.Respect for you: How well O COOCOC;d a3
The doctor listened to what

You had to say, how well
Tre-doetor-undersiosdmaat

You thought was important
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Living arrangements

Excellent Very good Good

30.Condition of your room | R -

Cleanliness, comfort, lighting,

31.Respectful atmosphere: - —

Amount of peace and quiet

32.Hospital environment: - -
Other than your room how
Comfortable, quiet and

Pleasant it was

33.Signs and directions: Ease = -

Of finding your way around

The hospital

34.Hospital building: How you [ —
Would rate the hospital

Buildings overall

35.Parking : Number of space I -

Available .convenience of location

-

Fair Poor Don't know

I Y -

[ -

I Y S R -

N

I — -

o [

36. Number of beds available ] (]
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37.Privacy: Provisions for = 0 OO &3

Your privacy

Excellent Verygood Good Fair Poor Don't know

38.Quality of food, overall, - O O &3
How well it tasted, serving

Temperature and variety available

39. Provisions for family and c O OOCOOgO
Friends: adequacy of visiting
Hours and facilities for them,
Visitors treated like welcome

Guests

39.Discharge procedures: time 3 O OO0
It took to be discharged from
The hospital and how efficiently
It was handled

40.Discharge instructions: I s [ i I | [

How clearly and completely

You were told what to do

And what to expect when

You left the hospital.

41. Your health: How well your & O] OOd d

Health or condition improved

BY your Stay T e rospitat
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Please answer this question:-

42.What are your suggestions to improve the quality of care provided

at the hospital?

Thank you
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Dear professional: This is a doctorate study from which we would like to
know your opinion in regards to the healthcare provided at Salmaniya
Medical Complex. Please answer the following questions. Your answers

will be kept strictly confidential

Please tick next to the proper answer

Please tick next to the proper answer
1. Age 20-30
31-40
41-50
51-59

2. Sex Male

Female

3. Occupation

Now we would like you to rate some things about your hospital stay in
terms of whether they were excellent, very good, fair, or poor. Please

check only one rating for each statement

Excellent Very good Good Fair Poor Don't know

1. Helpfulness :Ability of - O oOooOoCd Od
Nurses/doctors to make patient

Comfortable and reassured
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Excellent Verygood Good Fair Poor Don'tknow

2. Medical facilities : How (- O OooOoO d
Complete and up to date
Do you think the medical?
Equipment was

3. Recognition of patient - O oo o
Opinions are you asking
Patient what is important to?

Him/her and giving him/her choice

4. Consideration of patients O O OoOod @
Needs, willingness to be

Flexible in meeting patients needs

5. Information you were given - R o o s [
To the patients were clear
And complete such as the
Explanations about tests,

Treatments and what to expect

6. Informing patients family: - O s e o [y s
How well they were kept
Always informed about
Patient’s condition and needs

7. Willingness of O O oo &

Nurses/Doctors to answer

Patient’s questions
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Excellent Verygood Good Fair Poor Don'tknow

8. The provisions for patients - O OO0 O

Safety and the security
Of /her belongings

9. Skills and competence of
Nurses: How well things
Were done like giving medicine
And handling I.V.S

10. Number of nurses available - O OooOC;d da

11. Information given by nurses O O oo
How well nurses communicated

With patients, families/and doctors

12. Attention, of doctors to — O OO &3
Patients condition, how often
Doctors checked on patients
And how well they kept track

Of how patients were doing

13. Number of doctors available - O OO0 .3
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Living arrangements
Excellent Verygood Good Fair Poor Don't know

14. Condition of Patient room, —_ O OO 3

Cleanliness, comfort,
Lighting and temperature
15. Restful atmosphere: - [ =
Amount of peace and quiet
16. Privacy: Provision for - O oo o
Patient’s privacy
17. Quality of food , overall, O O oo
Serving temperature and
Verity available
c O COOCOCda O
18. Hospital environment :
Other than patient room,
How comfortable, quite
And pleasant was
19. Sign and directions: Ease - O OoOoO o
Of finding patients way
Around the hospital

20. Hospital building how you - O OoOOd O3

Would rate the hospital

Building overall
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Excellent Verygood Good Fair Poor Don'tknow

21. Parking : Number of space - O OoO0;d Od

Available for patients parking

22. Discharge procedure: Time |- O OO0.aOd .d
It took for patients to be
Discharged from the hospital

23. Discharge instructions :How - i [ [ s [

Clearly and completely
Patients were told what to do
And what to expect when

He/ she left the hospital

24. How well nurses / doctors — O OO OQOd 3
Following hospital policies

And procedures

25. What are your suggestions to improve the quality of care

provided at the hospital?

Thank you
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Appendix 4
(Map of Health Institutions)
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APPENDIX 5
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APPENDIX 6

Kingdom of Bahrain
Ministry of Health
Periphery Hospitals
Psychiatric Hospital

No. : Psy./JM/2002/219

Date :  4/1/2003

To : Mr. Najeeb Al-Mansoor

(General Engineer)

From: Mrs. Jameela Al-Sammak
Psychiatric Hospital Administrator

Subject: Cubical Curtains for all Building at Psychiatric Hospital.

Kindly Arrange to fix cubical rails as follows:

- Al -Gazali 1 (1 Cubic with 4 beds)
- Al-Gazali 2 (1 Cubic with 2 beds)
- Al -Gazali 3 (1 Cubic with 4 beds)
- Al -Gazali 4 (1 Cubic with 6 beds)
- Ibn Al-Nafees 2 (1 Cubic with 4 beds)
- Ibn Al-Nafees 3 (Rails for 22 beds) 4=2+2
- Ibn Al-Nafees 4 (Rails for 10 beds) 6=1+5
- Tbn Al -Farabi (Rails for 9 beds)
Your co-operation to get patients privacy is highly appreciated.
Yours
Jameela Al-Sammak
Cec. - Dr. Hassan Al-Jaroodi - Periphery Hospital Administrator (For
Information)
- Dr. Ahmed Al-Ansari - Medical Chairman
_ Mrs. Fatima A 1-Ansari- Sr. Nursing Officer
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APPENDIX 7

Telephone Card
The Psychiatric Hospital

Clinic Open Days Ext.
17279378
Geriatric | Monday 17279368
Clinic
Anxiety Clinic | Sunday — Tuesday 17279370
Child Clinic Saturday — Sunday — Tuesday 17279342

General Clinic

Room No. 1 Saturday — Sunday - Tuesday - 17279373
Wednesday

Room No. 2 Saturday — Sunday - Tuesday - 17279372
Wednesday

Room No. 3 Saturday — Sunday - Tuesday - 17279371
Wednesday

Room No. 4 Saturday — Wednesday 17279370

Room No. 7 Saturday — Sunday - Tuesday - 17279335
Wednesday

Room No. 115 | Saturday — Sunday - Tuesday - 17279368
Wednesday

Room No. 10 Saturday — Sunday - Tuesday —|17279378
Wednesday

Room No. 11 Saturday — Sunday - Tuesday - 17279376
Wednesday

Drug Alcoholic Clinic

Room No. 6 Saturday - Monday 17279382

Room No. 5 Saturday - Monday 17279375

Room No. 11 Saturday - Monday 17279350

Appointment Section 17279311

Hospital Department & wards
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Departments

Medical Section 17279300 Pharmacy 17279348
Hosp. 17279301 Food Services 17279338
Administration 17279307 Social Worker 17279328
Nursing Section 17279310 Psychologist 17279314
Support Services 17279308 Occupational 17279340
Security 17279311 Therapy 17279337
Medical Record Day care Unit
Wards
Ibn Al Nafees
Child Unit
17279343 (17279353 [3] [17279351 |1
(17279354 [4] [17279352 |2]
Al Farabi Unit
17279341
Al Ghazali
Al Moayyed Unit | 117279323 [3] [17279321 [1]
17279325

(17279324 4] [17279322 |2]
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APPENDIX 9
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APPENDIX 10-1

BUDGET REQUIRED FOR THE VEARS 2005 AND 2006

S.N

PARTICULARS

RESPONSE

T

Name and brief description of the program

Recruiting Dietician

2

Supervising Department

Catering Department

Objectives alike Project/program

Provide dietician services for Per
Hospitals patients (Psychiatric Hc
Jidhafs Maternity Hospital, Mu
Maternity Hospital, Geriatric Unit)

Proposed date commencement

Expected date of completion

Planned source of funding

U Realignment U Additior

~ NN

Are the Project / Program dependent on
approval of any other program? If yes,
please provide details

No

Q0

Has the manpower for the program been
approved by CSB?

Yes

Priority (A, B. C or B)
(A indicates highest Priority)

A

Amount for 2005 Amount for

10

Project Budget required for:
Construction / Building, Medical and other
Equipment, Furniture etc.

TOTAL PROJECT BUDGET

Budget Required for Manpower:
If you required additional manpower,
please

attached a separate sheet showing the
following information for each additional
employee:

Position Title: Dietician

Specialization: Clinical

Section: Food Services

Grade: P3

Shift/Regular: (R)

No. Of Staff: 2

12

Budget Required for Services:
Electricity & Water
Telecommunications

Cleaning Contracts
Others

13

Budget Required for Consumables:

235 -8-




Drugs and Medicines

Surgical Dressings & Disposables
Laboratory and Other Chemicals
X-Ray Materials

Other Materials

Budget Required for Assets:
(Reé)lacement Only):
Medical Equipment

14 Computer Equipment
Furniture
Other Assets (Please Specify)
15 Budget Required for Maintenance:

(Please Specify)

TOTAL RECURRENT BUDGET

-9- 235 -9-




APPENDIX 10-2

BUDGET REQUIRED FOR THE VEARS 2005 AND 2006

S.N

PARTICULARS

RESPONSE

Name and brief description of the
program

Land Escaping for Hospital Garden

Supervising Department

Objectives alike Project/program

It is a Part of the treatment for the psyc
patients.

Proposed date commencement

March 2004

Expected date of completion

||| WD

Planned source of funding

U Realignment L Additional

Are the Project / Program dependent
on

approval of any other program? If yes,
please provide details

No

Has the manpower for the program

been
approved by CSB?

Priority (A, B. C or B)
(A indicates highest Priority)

A

Amount for 2005 Amount for

10

Project Budget required for:
Construction / Building, Medical and
other Equipment, Furniture etc.

TOTAL PROJECT BUDGET

Budget Required for Manpower:
If you required additional manpower,
please

attached a separate sheet showing the
following information for each
additional employee:

Rosition—Litle—Specialization Secfion
7

Grade, Shift/ Regular, No. Of Staff.

-10-
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Budget Required for Services:
Electricity & Water

12 | Telecommunications

Cleaning Contracts

Others

Drugs and Medicines

Surgical Dressings & Disposables
Laboratory and Other Chemicals
X-Ray Materials

Other Materials***#**%*

13

Budget Required for Consumables:

Required for:
Sand, Plants, Decorations

Budget Required for Assets:
(Replacement Only):
Medical Equipment
Computer Equipment
Furniture

Other Assets (Please Specify)

14

15

(Please Specity)

Budget Required for Maintenance:

TOTAL RECURRENT BUDGET

-11- 235 -11-




Kl GDOM OF BAHRAIN
MINISTRY OF HEALTH
QOFFICE OF THE UNDERSECRETARY

Date: Wednesday, 05 November 2003

To: Dr. Hassan Jaroodi
Periphery Hospitals

Frony: Dr. A. Aziz Hamza
HE the Undersecretary
N RE: Health Policy Praject Appreciation
Dear Dr, Hassan,

This letier is to thank you. I now fully understand that the success of the ‘Health Policy Projec’ has only
been possible because of the excellent efforts of all our stall. I am genuinely proud of you and your
department’s dedication. Your hard work did ot go unnoticed.

For this reason, I ask that you idenlify, in priority order, the Policy Development Coordinaiors (PDCs),
and/or Subcommiltes Members who deserve rightful recognition in developing your department’s DPPs.

Due (o Limiled availability of awards (approximately 150), it is important you rank individuals according to
involvement. It is your responsibility to assure the information is acqurale, realistic, and comprchensive.
Please do not include staff that has already received o Quality Step/Incentive for this project. For each
individual, copy and complete the attached form (Supplementary Form for Incentive Awards). Al fonns
must be submitted to Project Manager, Elizabeth A. Dubois in the Office of Planning and Policy ne
later than November 26, 2003, All correspondence received will be logged and dated. Forms submitted
afler this date will not be accepled. -

Again, thank you all. The Policy initinlive represenls a significant accomplishment for the Ministry as we
approach a true crossroads for how we will provide lhealth services. You should feel proud to be a part of it.

Yours sincerely,

)

Dr, A. Aziz Hamza
Undersecretary

CC: Office of H.E. The Minister
Mr. Sayed Najeeb
Mr, Mahmood Bager .
PAF Team

rH-Beliop-Deslopmont-looardiaaten(ROCa) aud Subcammiltiee Membors

-

Tol: 252755 - Fax: 270044 - P.O. Box: 12 - Manama - Kingdom of Bahrain el ilas = L0l = VY10, pa=T¥r ¢ L4 80T 0TY00 (lisla

C vanlls almmea/Rlvaalilh cacs b
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Kingdom Of Bahrain
Ministey of Health .
Psychiatric Hospital

No P?I/Hj/MS/W‘F/ZOUP}
Date :15/11/2003

To  :Ms. Elizabeth A. Dubois
Project Manger

Sub: Health Policy Project Appreciation

In reference to the lerter dated 5 November 2003, received from Dr. A. Aziz Hamza, the
undersecretary, in regards to the above mentioned subject. Kindly find attached prioritized

selecred candidates as follows:

No. |. . ) Name S CPR : , I’n:,;Hu_spita.ls' A R
1 | Jameela Mansoor Al Sammak | 630059144 Psychiatric Hospital
Hiatham Ali Jahrami 791207412 Psychiatric Hospital

Al Saleh Ashoor 670114332 Jidhafs Maternity Hospital

Adel A. Nabi Sarhan 630040532 - DPsychiatic Hospital

Ali Hameed Ali 710804709 | Muharraq Maternity & Geratric Unit

2
3
4 | Amal A Rasool AlSafar | 750103809 | Muhatraq Maternity & Geriatric Unit
5
6
7

Naeema Omran Yousif 590102583 Jidhafs Maternity Hospiral

Your Cooperation in facilitating this process is highly appreciated.

Yours,

=

o N\
Dr. Hassan Abdulla Al Jaroodi

Periphery Hospitals Administrator




APPENDIX 11-2
Donations to the Psychiatric Hospital

Ministry of Health
Psychiatric Hospital

No :PSY/JS/MS/66/2004
Date: 16/5/2004
To: Dr. Hassan Abdulla Al Jaroodi - Periphery Hospitals Mm

From: Jameela Mansoor Al Sammak - Psychiatric Hospital
Administrator

Sub: Donation during Month of Ramadan

It has been raised to my attention that the psychiatric hospital community
nurses and the social worker are receiving food stuff annually during month
of Ramadan donated by some of business men for out patients’ families.
Based on my own opinion, this function is out of the hospital services, we
are not a Social or Red Crescent society. But because this functions last, for
around 15 years, staffs were not convinced to stop this matter. Therefore,
kindly communicate with Mr. Hassan Ali Jabber, Director of Finance to
have an official written letter in regards to this subject.

Your Cooperation in this matter is highly appreciated.

You're sincerely,

Jameela Mansoor Al Sammak

Conv To:
L e/

Psychiatric Hospital Chairman

-14- 235 -14-




[ APPENDIX 11-3 ]
MINISTRY OF HEALTH _

Healtli tnformation Directoraté (HID) N -
. 2 2 NOV OR03

Tel:289810/289818 Fax: 246243 _ gy,
F-mail:-hid@health.gov.bh 8%755‘

winwfrealth. gov.bh | ot bl =S Lay
mryr

A R » i
MEMORANDUM 2z]nlo3
____ 18" November 2003
To: Mrs. Jameela Al-Sanmunak AdministratorPsych. Hospital

From: Ebrahim Al-Nawalkda HID

Subject: Re: Equipments requirements of Psychiatric Hospital

Regarding the above subject and reference to our previous communications, we would
like to update you of the status of your requests for PC equipments.

HID has {loated a leasing tender for the required PC equipments for year 2004. The
evaluation is under process and the expected time for the equipments to be received is

February 2004,

Please Note thal first priority is to replace the existing old PCs on approval of MoFNE
we will be contacting you with respect to the distribution plan.

‘Thanking you for your continuous cooperation.

Regards,

e

=brahim Al-Nawakda & o2,
Head TSU, HID \ g

Date: 18-Nov-03 9:15 AM By: MHD Page: 1
"% Rel: LACORSP\MoH Directorates\Hospilals\C2003\C004-2003.DOC




Appendix 12
0L sl Lot o gt 6 jladed

CSB Form No. 10

1 May, 2004 Jardl Ao 53 3Ll prnd 156 jlad

oaldl Jaall 58

NOMINATION FOR QUALITY STEP INCREMENT 430 dxiaal dardl) ol
OR AWARD FOR SPECIAL ACT :

CSR 430 BB

3y

Ministry: Ministry of Health raddll 48 ) g uhﬂ‘ pud

Directorate: Periphery Hospitals rA&d gl

Employee Name & CPR No.: Jameela Mansoor Al pil g An

630059144 s yiial) SLLY

Position Title: Psychiatric Hospital Administrator

Grade & Salary: G10 Jadl Ao gi @

el Jaadl @

Nomination For: LAY faka

e Quality Step Increment rdBbal) Al BLSAY ey 5

e Special Act *¥***x*kkkx [ pad 24 a0l Al (ya i
Recommended amount BD: [ pad s Al L e S|

Date of Previous Awards:

More than one year in services: YES / NO s o gl BY Glsal s 1Y

More than one year in grade:  YES / NO Jaall Ao gi BLLSA
If (NO) to either question, : il dJJ:A:l! fu-ui
Employee is not eligible for QSI T LK) 4-}#33‘
s gl
Name of Initiating Supervisor: Dr. Hassan Abdulla Al J: ) .
Position & Grade: Periphery Hospitals Administrator : (il gall 03-‘“:74 Ja
Signature: st 5 a1l
Directorate of Personnel Affairs: :EJ‘?.J_“ Gl
Signature & Grade: s A3 5ll g ans¥)

Ministry’s Approval:
Name & Position:

FOR CSB USE: suital) daddl (o gt Jlaris

-16- 235 -16-




Reviewed by:
Date:

@ e XS
2 R )

3 copies of this form to be send

L) 038 (s 3 Qo

STANDARDS FOR QSI AWARDS
1. justifications must focus on the quality of]

2. quality performance that reflects deverd calbal sk Sy 3l o il 10

work performance

3. quality performance by submitting constriilSil <8l 5 iy Jag yall o il o14Y)

4. quality performance that saves time & co

5. quality performance learns of accurag il c¥lall b4l Gl s oLl

supervision

6. performance of extra duties during emerg
7. provide service to the public without ¢
delay

8. outstanding performance

Jaall dpe 53 e )l 58S 51

oLl sl Y1 anaiy o il eIV §
3539 (e a8 il s 3820 e sl 1S ;1
AU 558 050 ) seenll lasdll i g
.)Lxmac\ﬂ BRI

Jarll Lo i 5 Ple e &y el sulaa] of 2

Standard for sp. Act awards

. Nomination must be submitted within six 1
1e act whether or not it is duty related.

. Performance of a heroic act such as saving of
r protecting public property

. Achievements involving
nprovement.

. Presentation of project studies and suggestiol
1 tangible saving in money, time, efforts, m
rorkforce.

. Acceptance of scientific and technical
rofessional organizations.

. Performance of a tangible voluntary work for
f the country.

substantial

qY\ww\md)Aum)ﬂl

oAl Jandi SEIS.AG.'\A &l gsal ulaa

SV

e bl M&kﬁ Uasi 5

adhalall cShiad) dlea o o8V SEL AL 2

A Y1 gl Ayl Sy 3

Alalall 5 il o ca gl o o gad) o JLall sl
Mu@dﬁwwd\JJ‘dﬂ 5

Algal Aabiaals 5L dge ol Jeely oL@l 6

justification for Nomination

sz il & ) yaa

-17- 235

-17-




Participations in Forming policies for all the departments under the administrations of
the periphery hospitals

Initiating Supervisor: Dr. Hassan Abdulla Al Jaroodi el G il
Position and Grade: Periphery Hospitals Administrator Al g daks Sl
20f2
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