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Abstract
Patient satisfaction is an effective sign for measuring service quality, hence is a crucial consideration in any quality improvement effort aimed at sustaining high standards of services in hospitals. Vital as it is, there appear to be a dearth of studies on patient satisfaction in the local context and these studies show mixed results. Based on these premises, this study assessed the level of satisfaction of inpatients in hospitals in Abu Dhabi with the end view of correlating the satisfaction of inpatients with perceived service quality and hospital care factors. The study further compared the satisfaction of inpatients with the service quality between private and public hospitals and determined the attributes of inpatients that influenced their satisfaction with the perceived service quality of these hospitals. The researcher used the quantitative method of research and a modified SERVQUAL instrument to gather the research data.  The modified questionnaire was pre-tested and the computed reliability coefficient was .944 indicating that it is very reliable for use. A total of 509 inpatients participated in the study. The outcome of the study discovered that the inpatients were generally satisfied with the services rendered by the hospitals in Abu Dhabi. Based on the five dimensions of the SERVQUAL, responsiveness garnered the lowest mean compared to tangibles, reliability, empathy, and assurance. The study found a positive correlation between the satisfaction of inpatients with service quality and hospital care factors. Furthermore, the results revealed that the satisfaction of inpatients with service quality and hospital care factors significantly differed according to the type of hospital and the gender, age, and nationality of the inpatients. Seen in the light of the overall satisfaction of the inpatients, the type of hospital and the gender, age, nationality, and education of inpatients all significantly influenced their satisfaction with the quality of services afforded in the hospital in Abu Dhabi. 
Keywords Patient Satisfaction, Service Quality, SERVQUAL, Private and public hospital.
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[bookmark: _Toc453267874][bookmark: _Toc465331324]1.1. Background of the Study
[bookmark: _Toc446070291][bookmark: _Toc453265173][bookmark: _Toc453265927][bookmark: _Toc453266202][bookmark: _Toc453266388][bookmark: _Toc453266675][bookmark: _Toc453267369][bookmark: _Toc453267875][bookmark: _Toc462765321][bookmark: _Toc462767912][bookmark: _Toc465331325]Over the last decade, process improvement has been one of the most important concerns of health care providers in the United Arab Emirates (UAE). Healthcare facility administrators took measures to ensure that their respective facilities are equipped with technologically advanced gadgets for the diagnosis and treatment of various diseases to sustain the optimum quality of health and wellbeing of the population. Likewise, they sought to ensure that employees rendering healthcare services meet the expectations of the criteria set by health authorities. The said criteria prescribe the qualifications and competences of healthcare professionals. These, among others, are just some of the few measures undertaken by healthcare providers to demonstrate effectiveness and efficiency in delivering healthcare services. These continuing efforts form a major part of the commitment of the Abu Dhabi Health Services Company (SEHA) to upgrade and improve healthcare delivery in Abu Dhabi that is comparable to the best healthcare delivery systems in the world. Towards this end, SEHA has continuously focused on quality, cost, access, and people which are considered the four pillars of world-class healthcare (SEHA, 2013) despite significant improvements; improving patient satisfaction still poses a challenge for healthcare providers.
  
The concern for patient satisfaction has inspired interest in the implementation of patient- centred care which promotes the promise of meeting the needs of the patients at all time.  This in turn improves the perception of the rendered care that aids in the realization of success especially in the private healthcare sectors. The imperative to improve service quality of as a competitive advantage has led the healthcare sector to adopt business models used in private firms.  This was driven by the need to provide the best services in the increasingly competitive field like the healthcare industry (Pamela et al. 2004). Meeting the expectations of the customer through the provision of exceptional services goes a long way in ensuring that individuals choose a particular health facility in spite of the associated costs. It is for instance evident that facilities that are keen on satisfying all the needs of the customer succeed in attracting more patients and even surpass the facilities that offer free services (Agency for Healthcare Research and Quality, 2015). The growing demand of patients for quality in the services rendered to them has resulted to the adoption of patient-centric measures that are intended to bring about optimum patient satisfaction. 

Patient satisfaction with healthcare services is an important performance measure for healthcare providers (Crosier et al., 2012).  In fact, it is one of the universal goals of healthcare providers as patient satisfaction directly reflects the status of any healthcare facility.  Although meeting patient satisfaction is quite complicated due to the ever changing demands and health care needs of patients, it remains an imperative considering that excellent patient feedback equates to hospital success. Patient satisfaction is one of most important indicators in determining patient health outcomes (Fincham & Wertheimer, 1986). Sustaining patient satisfaction is one of the anticipated outcomes of care which in itself is a vital component of the overall health status. Hence the satisfaction or dissatisfaction of patients directly reflects the quality of care provided (Hardy, 2014).    
[bookmark: _Toc453267876]
[bookmark: _Toc465331326]1.2. Statement of the Problem
The researcher’s interest in this investigation stemmed from the observations that firstly, there is a dearth of patient satisfaction studies in the UAE and secondly, the limited literature on the topic in the local context shows mixed results insinuating that that the studies are still inconclusive and show contradicting evidence (Batbaatar et al., 2016). This creates a knowledge gap on patient satisfaction in the local context.  As of 2014, the number of hospitals throughout the UAE has increased to 104 and it has been estimated that there are 19.3 physicians and 40.9 nurses and midwives per 10,000 persons. Abu Dhabi alone has 39 hospitals servicing 2.5 million people. Of these, 14 are government hospitals and 25 are private hospitals. Of this total number of hospitals, 26 are JCI accredited (US-UAE Business Council, 2014). This makes up one third of the total number of JCI accredited hospitals in the UAE making the country one with the highest number of JCI accredited healthcare facilities per population as it aims to establish itself as a destination of choice for healthcare (Colliers International, 2013).

Despite the UAE having one of the countries in the world with the highest per capita income, data on the satisfaction of patients with the quality of health care services rendered appear to be historically scant (The Economist Intelligence Unit, 2015).  A study by Kandela (1999) showed that patients in the UAE were dissatisfied with the quality of healthcare services rendered in hospitals. Jabnoun and Al Rasasi (2005) later showed a more positive outlook since they reported that patients in the UAE were generally satisfied with the services provided by the hospitals. The change in the status of patient satisfaction appears to be logical in the light of the developments that have been institutionalized between the intervals of the two reports. In the context of Abu Dhabi, a more recent report reflected that the satisfaction of patients with hospitals in emirate is low. According to the report, only 25-30% of the total patients admitted were satisfied with the healthcare services provided in both public and private hospitals (UAE Healthcare Overview, 2013). This satisfaction rating raises a red flag considering that the hospitals in Abu Dhabi are well equipped with modern and highly advanced technological facilities. Moreover, the hospitals continue to increase the number of medical personnel and are attracting highly skilled expatriates (The Economist Intelligence Unit, 2015). In June 2015, however, the Health Authority-Abu Dhabi (HAAD) announced the results of the most recent survey conducted by an independently commissioned provider which highlights among others, that patient satisfaction in Abu Dhabi has improved significantly with a rating of 8.7 out of 10. Furthermore, the overall satisfaction rate in the outpatient setting is 86% while that in the inpatient setting is 83% (HAAD, 2015).  The data in these reports goes to show that results of studies on patient satisfaction in Abu Dhabi remain inconsistent.

The inconsistency noted in the reports and studies on patient satisfaction indicate that an understanding of patient satisfaction still appear to be incomplete because of the limitations imposed by the lack of data. In the broader context, Basheti et al. (2014) reported that many patients in the Middle East seek for medical remedies in pharmacies rather than visiting health care facilities. In spite of the possession of well-developed health care facilities, the patients seem to value the advices given at pharmacies more compared to the option of going to hospitals for consultation. It can be surmised that some patients resort to self-medication because it is cheaper since patients do not have to pay for consultation fees. This practice can also be attributed to behavioural and cultural factors. Another factor that can account for this practice is that patients are not satisfied with hospital services or they lack the proper data to make informed choices. The lack of data in the context of patient satisfaction in Abu Dhabi has been documented also in a recent report on investing in the healthcare sector of the UAE (The Economist Intelligence Unit, 2015). Accordingly, the same report claimed that perceptions of low quality may have been the result of insufficient data rather than facts. 
 
The foregoing situations send mixed signals regarding the adequacy and the lack of data on the state of patient satisfaction in Abu Dhabi. This dearth of research data in the local context only contributes limited understanding of the dynamics of patient satisfaction that is grounded on real-time situations. This scenario largely creates a knowledge gap or a gap in understanding the reality patient satisfaction in the local context.  Accordingly, this study can address the gap and contribute evidence-based knowledge that can be consumed and translated to concrete actions by the healthcare authorities, hospitals, and medical practitioners hence increasing the pragmatic value of the investigation. 
To help bridge the research gap, this study was started to measure the level of patient satisfaction with the perceived service quality rendered by hospitals in Abu Dhabi and define the factors that contribute to patient satisfaction in the real time framework. The following section describes the structure of the thesis

[bookmark: _Toc465331327]1.3. Structure of the Thesis  
The study is organized into the following parts:
Chapter 1 is the Introduction consisting of the background of the study, the statement of the problem, the purpose of the study, the research questions and the research objectives.

Chapter 2 is the Literature Review which summarizes related literature and is organized according to the themes reflected in the research questions investigated. This chapter serves as the basis for the hypothesis tested in the study. Hence the hypotheses and research model are also presented in this chapter.

Chapter 3 is the Methodology which describes the research framework, philosophy of the study, the approach used, the method adopted, the strategy employed, the population and sample, data collection protocols, and the analysis of data.

Chapter 4 presents the Findings of the Study. It consists of the salient descriptive findings and inferential analysis that are instrumental in verifying the research hypotheses. The findings are also discussed in the light of given knowledge, concepts, and theories on the topic investigated.

Chapter 5 is the Discussion and Conclusion. This chapter discusses the findings of the study and provides the answers to the research questions together with the recommendations for future research. 

[bookmark: _Toc453267877][bookmark: _Toc465331328]1.4. Purpose of the Study
For and in consideration of the foregoing observations, the study investigated the level of   inpatient satisfaction with hospitals in Abu Dhabi in terms of perceived service quality and hospital care factors.  This study also compared the level of satisfaction of inpatients with private and public hospitals in terms of the perceived service quality and healthcare factors between. Lastly, the study determined whether the level of satisfaction of with the perceived service quality and healthcare factors were significantly influenced by the gender, age, nationality, and education of the inpatients.

The result of this research aims to provide significant insights and knowledge to decision-makers in the health authority as well as in the various healthcare institutions in the emirates and other Arab countries. On the whole, the study purports to contribute to the attainment of the goal of enhancing and sustaining the high standard of quality of healthcare services rendered to the residents of the country. The findings of the study attempts to contribute new knowledge that will address the dearth of research data and the limited understanding of the dynamics of inpatient satisfaction in Abu Dhabi, the UAE, and the rest of the Arab world. 

[bookmark: _Toc453267878][bookmark: _Toc465331329]1.5. Research Questions
In view of the aim of the study, answers to the following research questions were sought:
1. To what extent are inpatients satisfied with the perceived service quality of hospitals in Abu Dhabi based on the SERVQUAL indicators?

2. What is the level of inpatient satisfaction with the perceived hospital care rendered by physicians and nurses as well as perceived quality of the hospital environment? 

3.  Does the level of satisfaction of the perceived service quality of the hospitals relate to the perceived care rendered by physicians and nurses as well as perceived quality of the hospital environment? 

4. Do private and public hospitals significantly differ in terms of the level of satisfaction of inpatients with the perceived service quality provided and hospital care rendered?

5.  Do socio-demographic attributes influence the levels of satisfaction of inpatients with the perceived service quality of the hospitals and the perceived hospital care factors?

[bookmark: _Toc453267879][bookmark: _Toc465331330]CHAPTER 2
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This chapter discusses the academic literature and empirical studies that support the major themes of the study. Accordingly, the chapter  is organized into various sections that discuss  the following topics: (a) The development of the patient satisfaction concept in the historical context; (b) Models and theories of  patient satisfaction; (c) Patient satisfaction in the hospital setting; (d) Reasons  for patient dissatisfaction  in more developed countries; (e). Service  quality ; (f)  Patient satisfaction; (g) Patient satisfaction with service quality in hospitals; and (h) Determinants of patient satisfaction. . After the discussion of the conceptual, theoretical, and empirical literature, this section concludes by describing the study context, the research gap, the theory adopted, the research hypothesis and the resulting model of the study. 
  
[bookmark: _Toc453267881][bookmark: _Toc465331332][bookmark: _Toc408492238][bookmark: _Toc411760140]2.1. Patient Satisfaction in the Historical Context 
The discourse on patient satisfaction has been reflected in various conceptual modes in which the concept is understood, described, and changed in time. The lack of consensus on this concept indicates that patient satisfaction continues to be an evolving phenomenon that will continue to stimulate intellectual and empirical inquiry. To demonstrate the evolution of the notion of patient satisfaction, this section goes back to some of the earlier concepts.  

During the 1970s, patient satisfaction dedicated on satisfaction with treatment and patient needs rather than the consequence of health care experience and different features of how patients have judged satisfaction (Campbell, 1999).  In one early study, Hulka et al., (1971) cited that patient characteristics and their interface with the medical care system were related with level of satisfaction. They further found that better satisfaction with proficient competence was related with higher educational and occupational levels (Hulka, et al., 1971). Based on their findings, Hulka et al., (1971) conceptualized satisfaction as the patient's attitudes toward physicians and medical care.  It comprises of a complex index of an individual's evaluative decision about the quality of medical care received from physicians, nurses and other applicable sources. Ware et al., (1983) appear to agree with this concept and extend that satisfaction is associated with main features of providers and health and medical care services that influence patients’ opinions. In relation to this perception, Ware et al., (1977) were among the earlier investigators who focused on the role of patient expectation.  They cited that patient anticipations are serious as they custom the basis for the particular assessment of care which is a measure of satisfaction. During this time, however, Ware et al., (1977) claimed that patient satisfaction still remains a vaguely defined concept since satisfaction is defined in a different way by different individuals as a significance of fluctuating backgrounds and experiences.  These earlier studies are significant as they projected patient satisfaction not as a pre-determined concept but a concept that can is influenced by both patient-related attributes and health care provider-based factors.

The 70s also saw the emergence of three patient satisfaction models by Lawler which were later investigated by Linder-Pelz in the 80s (Campbell, 1999). These three models include the discrepancy theory model which refers to patient satisfaction as the variance between what a patient wanted and what the patient experienced. The second model is the fulfillment theory model which refers to Patient satisfaction is when person’s need is different than what he/she expected or what he/she got at the end. The third one is equity theory model which emphasized and confirm that patient satisfaction is equal from what person and expect and what he/she got. (Campbell, 1999). These models explained how patient desires are related to patient satisfaction in terms of how these desires were attained and obtained and if the obtained desires are related to contributions by the health services units or the patient.  

Linder-Pelz (1982) later deconstructed the concept of patient satisfaction because the author saw the need to develop a more coherent theory to explain the concept. This was on account of what they found out in their review of  the many components that have been hypothesized to find patient satisfaction such as accessibility/convenience, availability of resources, care continuity, efficacy/results of precaution, finances, humanness, getting information, capability ,  and nice  atmospheres. Linder-Pelz (1982) began her own theoretical work from theories of job satisfaction, as she illustrated that little ethnographic work on patient satisfaction had been shown. Drawing on this, the author came to the conclusion that patient satisfaction is an attitude or emotional response. Theories of attitudes and beliefs end up that there is clear connection between expectations (something might happened or changed) and whether they are achieved or not conclude attitudes. With regard to the job satisfaction literature, theoretical formulations might be to enlarge the understanding of patient satisfaction and hence the above-mentioned discrepancy  

LaMonica et al., (1986) built on the conceptualization of Linder-Pelz (1982) and defined patient satisfaction as the degree of agreement between what a patient assumption to result or getting out from the healthcare experience and the perception of care they really receive. This definition implies that satisfaction is the net result between expectation and what is actually experienced by the patient. Patients have designed expectations beforehand or throughout the healthcare experience, and somehow, patients must carefully show whether or not the services received during the experience meet, do not meet, or exceed those expectations.  

In the 1990s the interest was directed on patient satisfaction might the quality of care connected the need for increased patient satisfaction and the feasibility of a health care facility to sustain modest in the health care market. Towards this end, Stiles (1994) end up with a proven viewing in how technical processes, interpersonal encounters, and service availability were linked with structure, process, and outcomes, where definitions of quality characterized what patients expected. Sitzia and Wood (1997) end up with a definition of patient satisfaction, which shown that patient satisfaction happened in two conditions. The first state is linked to the health care where the dynamic state connected to specific health care interactions. Therefore, these states were considered are significant in identifying the environmental closeness of a physician facility. The environmental closeness included structural, technical, and interpersonal aspects related to a physician facility. The environmental closeness included structural, technical, and interpersonal aspects related to a physician facility. In the late 1990s, patients’ expectations and needs for medical care increased as technology increased. At the same time, health care facility reduced the time assigned for direct patient dealings in response to lower insurance repayment fees (Mechanic, et al , 2001). 

In the midst of these developments, one study questioned the concept of patient satisfaction as a coherent and unitary concept (Williams, 1994). The author perceived that patient satisfaction is associated with better-quality agreement and health results; Doing so, will end up with in affecting many patients and their needs have been answered among health care providers. Lastly, such practice will end up with help to measure efficiency. Yet of all what have been discussed, the author identified that there is still hidden expectations need more clarification and study (Williams, 1994). The first assumption, that there is satisfaction considered a result of previous process, thus, process is undefined; in studying the explanation theoretically, found that these process didn’t give full explanations and an answer to support the model.  It predictable that terminologies of satisfaction with explicit facets of care indicate agreement by the patient. The author determined that patient satisfaction is an ungrounded concept in need of further, in-depth examination of patients’ kindnesses of roles, expectations. Further, it must be grounded “in people’s everyday lives.” In conclusion, the author claims that the overemphasis on quantifying patient satisfaction results in further decreasing an already ungrounded and psychometrically questionable construct. In summary, Avis (1995) succinctly points out that what makes one person satisfied might make another one dissatisfied. 

[bookmark: _Toc408492239][bookmark: _Toc411760141][bookmark: _Toc387176345]As three is somehow uncertainties on the concept of patient satisfaction has led to investigate and opportunities for researchers, health professionals and managers to dig deep details in to improve discussion. Recently, different methods and techniques have been used to measure to find out unbiased procedures of the service’s quality.  One good example of this, when researchers requested patients to write in details their experience with health service using writing and rating scales.  This is on account of the fact that there can be different expectations for different aspects of care, hence patients with lower expectations tend to be more satisfied (Sitzia & Wood, 1997).  As such, patient satisfaction is a subject that has been comprehensively studied and significant effort has gone into developing survey instruments to measure it. However, most evaluations have been serious of its use, since there is seldom any theoretical or conceptual development of the patient satisfaction idea. The concept has little standardization, low consistency and indeterminate validity. It continues to be used interchangeably with, and as a delegation for, perceived service quality, which is a theoretically dissimilar and superior construct (Gill & White, 2009).  Moreover, there is a nonappearance of an agreement on the meaning of satisfaction within the healthcare system due to the multidimensional and individual nature of this concept, which is affected by individuals’ expectations, needs or requirements (Baker, 1997). For example, when users have incomplete knowledge of chances and low expectations of service quality, high satisfaction scores may be charted even yet unsuccessfully standards of care have been confirmed. Factors influencing dissatisfaction could be slightly dissimilar from factors creating satisfaction. The outcome results could be deliberated more supportive in order to identify faintness in the transfer and organization of the health services (Jenkinson, 2002). 

Although efforts were made to clarify how patients become satisfied, there is yet any one worldwide model explaining patient satisfaction. Also as a total experience of health care, satisfaction is the attitude of a person’s general orientation. Satisfaction includes both emotional and mental facets and relates to prior experiences, expectations and social networks (Hills & Kitchen, 2007).

The growing popularity of the quality movement in healthcare in the 2000s also added a flavor to the conceptualization of patient satisfaction. Hence in this study, the concept of patient satisfaction was drawn from researches on quality-related conceptualizations. First, Oliver (1981) conceptualized satisfaction in terms of a psychological state resulting from the confirmation or disconfirmation of expectations about an experience. Second, Kotler (2000) later defined satisfaction in a similar manner but used pleasure and disappointment to describe such psychological state. Third, Hansemark and Albinsson (2004) looked at satisfaction as an attitude towards service providers regarding how they fulfill the expectation and goals of customers and hence equated satisfaction with how customers agree or disagree with what they perceive of their experience with service providers. In this latter definition, the agreement or disagreement of customers is tantamount to the satisfaction or dissatisfaction of what they perceive. Fifth, these related conceptual developments go back to Campbell (1999) who generally defined patient satisfaction as the consumer’s view of services received and the results thereof. The perception of service quality as a measure of satisfaction has been adopted in the studies of Angelova & Zekiri (2011) using the American Customer Satisfaction Model (ASCI) and by Agbor (2011), Gibson (2009) and Ferdous (2008)) using the SERVQUAL.  The study particularly adopted the SERVQUAL because it has been widely used in various studies of the healthcare industry indicating that its validity and reliability are ascertained. More importantly, the SERVQUAL puts emphasis on the human aspects of service delivery and the tangible aspects of service (Daniel & Berinyuy, 2010). This offers the advantage of developing appropriate intervening measures to address service quality gaps depending on the results of the assessment. The SERVQUAL is therefore compatible with the purpose of the study and the study’s aim of formulating workable recommendations and interventions to improve service quality in hospitals.
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The foregoing concepts of patient satisfaction led to the development of both macro and micro models. Macro models of patient satisfaction are derived from the business model of customer satisfaction that look at patients as customers or consumers of goods and services in the healthcare industry. For example, Linder-Pelz (1982) had to turn to general customer satisfaction theories to support the deconstruction of the patient satisfaction concept. Similarly, Duggirala et. al. (2008) asserted that micro-models of patient satisfaction are  useful in the health care system in so far as they are  viewed as  customer or comsumer  perceptions of health care quality. Both views therefore appeal to customer satisfaction  theories in general. According to Oliver (1997), customer satisfaction is a consumer’s self-actualization response. It is a decision that a product or service feature or the product of a service itself, provided an enjoyable level of consumption-related contentment.

Three implications can be drawn from this definition. First, Individuals who use a certain product or service expect some fulfillment in return. Second, satisfaction is a feeling. It is short-term and can be contingent to a multiplicity of factors. It is basically cognitive and resides in the user’s mind.  Third, satisfaction ranges from a lower level (insufficiency or under-fulfillment) and an upper level (excess or over-fulfillment). This means that it is more realistic to look at satisfaction in terms of extent or levels. Homs (2000) noted that people focus upon the lower threshold and neglect the potential for an upper threshold (Hom, 2000). This definition was the basis of the traditional macro-model of customer satisfaction. These implications are related to the nature and intention of the study. Patients in Abu Dhabi expect that the services provided by hospitals fulfill their medical needs. The extent to which these are fulfilled can either lead to satisfaction or dissatisfaction.  The satisfaction or dissatisfaction of patients however, are seen in terms of levels within a given range of choice. Hence the study particularly focuses on these levels or extent of patient satisfaction.
 
Later researches led to a model that highlights the idea of charge as a dynamic force in product choice and satisfaction’s relationship to it as a brief psychological feedback to a module of a value chain (Hom 2000). Oliver (1997) again provides another version of this model, which looks in a shortened form. An important point about customer value models is the use of the decree of the consumer of the overall benefit of the product or service against the cost of the product or service. Another model cited by Hom (2000) segregates between technical service quality and perceived service quality. Shaping this model, the outcome of the satisfaction made of the comparison between what service expected and what services received. This model showed that there is clear about the repeated and feedback loop that affects satisfaction. A customer’s preceding experience joins “other data inputs” to shape existing satisfaction with a service.
The foregoing models are samples of macro-models that provide the framework for the enquiry of customer satisfaction. Hom (2000) also cites micro-models that provide explicit detail about the formation of satisfaction itself. These models relate to the study because it informs the process on how patients derive satisfaction with the services rendered to them. More specifically, these extended the models used by Linder-Pelz (1982) and include the expectations disconfirmation, perceived performance, norms, multiple process, attribution, and equity models of satisfaction. Erevelles and Levitt (1992) summarized the models as follow:

The expectations disconfirmation model links pre-consumption expectations with post-consumption experiences of a product/service to form an attitude of satisfaction or dissatisfaction near the product/service. In this model, expectations stop from views about the level of performance that a product/service will provide.  The perceived performance model achieves especially well in circumstances where a product/service achieves that the customer’s prospects get to minimal in her/his post-consumption response to the product/service. The standards models appear to be similar to the expectations disconfirmation model in that the consumer starting comparing perceived performance with specific standard for performance. In this case, yet, the standard is not a predictive expectation. Moderately than since what will might happen in the consumer experience, he/she will start using what should happen as the evaluation measure therefore is normative rather than observed. So with different process models will help to explain the beginning to understanding of satisfaction process as multidimensional. Usually, customers, try different standard to find out his/her (dis)confirmation finding about an experience with a product/service. The attribution models link the idea of perceived experience for a product/service with the satisfaction process. Consumers use three factors to control attribution’s effect in satisfaction. These are causality, stability, and controllability. Causality can be external. Stability would have a habit of to have more impact in satisfaction since customers are generous as the failure don’t happened regularly in product/service. Finally, controllability affects attribution in some aspect of that a low result in a consumption experience which can be translated as  the consumer will be unhappy with the product/service provider if the consumer have faiths on the supplier had the capacity, that is, control, to perform in a better way. An affective model is not the same as prior models in that it goes beyond rational processes. In these models, emotion, liking, and mood influence (dis)satisfaction feelings following the consumption experience. Lastly, equity models emphasize the consumer’s attitude about fair treatment in the consumption process. Fair treatment tends to be more or less related to the equity ratio or the concept of social comparison (Erevelles & Levitt, 1992). Oliver (1997) further breaks equity down into three categories, procedural fairness; interactional fairness; and distributional fairness. 
From the foregoing, the expectations disconfirmation, norms, multiple process, attribution, and equity models were most helpful in informing the major premises of the study. Firstly, patients encounter the healthcare provider with some pre-formed expectations. With the concrete developments institutionalized in the Abu Dhabi healthcare system together   publications in various media regarding these developments,  patients are generally well informed  of the services offered and it is up to them to confirm whether their expectations of  these services are met or not (expectations disconfirmation). Secondly, the free health insurance of patients allow them to seek the best services from different accessible healthcare systems hence they have a basis of comparing the services of these healthcare providers (norms). Thirdly, since the healthcare system caters to patients with various demographic characteristics, these characteristics or attributes come into play when they assess the quality of healthcare services provided to them (multiple processes). Fourthly, patients are also keen in observing how the infrastructure, setting, and behavior of healthcare providers met their expectations hence they can attribute causality for satisfaction or dissatisfaction from internal factors that they encounter in the healthcare setting (attribution).  Lastly, each patient has his or her notion of fair treatment by comparing the treatment received to that of other patients. This gives the patient a basis for judging fairness and ultimately his or her satisfaction of the services provided (equity).

Another approach to understanding patient satisfaction is to examine the various theories that have been formulated to explain the phenomena. These are summarized in the following subsection. 

[bookmark: _Toc453267883][bookmark: _Toc465331334]2.3. Theories of Patient Satisfaction
The literature reflects that patient satisfaction studies also borrow from psychology to explain the phenomenon of patient satisfaction. The theories in Psychology most cited in these studies include the performance, fulfillment, expectancy-disconfirmation, social equity, primary provider, discrepancy and transgression, determinants and components, multiple models, and healthcare quality theories.
 
The performance theory posits that patient satisfaction is not affected by previous patient expectations at all. Definite performance and the treatment outcome effectively affect patient satisfaction. Actual performance will overcome any psychological response leanings related to expectations (Oliver & De Sabro, 1998). Advanced patient satisfaction can be anticipated to result in an improved clinical outcome and lower patient satisfaction is associated with low clinical outcomes. Basically what the theory means is that the level of patient satisfaction is influenced highly by the quality of care provided and the outcomes of the care. Patients’ pretreatment expectations cannot inhibit the level of patient satisfaction, as it is overwhelmed by the high quality care presented and a higher treatment outcome. Although this study accepts that patients who meeting the healthcare provider have several expectations, the performance theory posits the absence of expectation. This put on pretty well for very new patients who are availing of the services of the healthcare providers for the very first time.

In comparison to the foregoing theory, the fulfillment theory opposes that patient satisfaction is the variance between actual outcome and some other model or other wanted outcomes (Linder-Pelz, 1982). This theory hypothesizes that satisfaction is different from what patient received or get to which he/she expect pretreatment.  So,  patients’ perception of whether the result of a treatment was good or bad was mainly depend on the  expectations that he/she had prior treatment which might let to affect patient satisfaction. This is an indicator to might get positive satisfaction if the treatment result met his/her expectations.
Quite similar to the fulfillment theory, the expectancy-disconfirmation theory states that patients form expectations of their treatment results before the treatment. The suggested here, that the customer usually compares his or her perception about a product or a service in contradiction of a “pre-purchase” comparison level or standard. In a health care setting, patients tend to compare the actual outcomes with that of the perceived outcomes (Oliver & DeSabro, 1998). This suggest, that if a person’s  expectations is high, the less possible that service might encounter or go beyond them, and the outcome would be reduced satisfaction or dissatisfaction. Thus, the higher the perceived level of performance, the possibility that the expectations might exceeded, resulting in increased satisfaction.  The difference lies in the standard used by the patient. Whereas the expectation of patients can be largely personal and experiential (as in the fulfillment theory) some patients are more informed and use known measures as a standard for judgment (as in the expectancy-disconfirmation theory).

The social equity theory is quite different from the three foregoing theories because it uses the treatment of other patients as a standard of comparison. For example, when patient get his/her treatment is equal and same to his/her expectation, he/she will be more satisfied.  Majority of people compare their increases with other consumers and with those of the service provider (Newsome & Wright, 1999). Usually, Patients like their treatment outcome with those feeling the similar treatment processes for a similar illness in the same facility or any other health care setting. If the other patient had developed better treatment services and the consequence in that patient is great to that of the first patient, the first patients more possible get dissatisfied. The usefulness of this theory to the study has already been earlier described in the equity model.

The primary provider theory contends that patient satisfaction happens at the connection of provider power and patient expectations (Aragon, 2003). It is mainly the role of a fundamental network of consistent satisfaction constructs, satisfaction with the primary provider, the sum of time a patient has to wait for the provider, and satisfaction with the provider’s assistant. According to this theory primary providers offer the greatest clinical utility to patients. The theory is mainly worked by patient placed events exclusively, where only patients evaluate the quality for service and other judgments are totally unrelated. So this theory concludes that patients’ level of satisfaction is inherently influenced by the primary care provider. This theory is very much related to this study especially in informing the items used in the responsiveness, empathy, reliability, and assurance aspects of the modified SERVQUAL. More particularly, the items focused on the behavior and actions of the healthcare providers towards the patients as sources of satisfaction or dissatisfaction.

The discrepancy and transgression theory advocates that as patients’ healthcare orientations differ and provider conditions of care differ, hence the congruence of orientations and conditions can lead to either satisfaction or dissatisfaction (Gill & White, 2009).  This theory relates to the study in the sense that the multi-cultural backgrounds of both the healthcare providers and the patients can create conditions that can serve as causal factors for satisfaction or dissatisfaction. This specifically comes into play during the communication between the patient and healthcare provider The factors and components theory  submits that patient satisfaction is a role of patients’ subjective responses to experienced care facilitated by their personal references and expectations (Ware et al., 1977). The multiple models theory claims that expectations are informally refereed, reflecting the health aims of the patient and the amount to which illness and healthcare desecrated the patient‘s personal sense of self (Fitzpatrick & Hopkins, 1983). The usefulness of the determinants and components and the multiple models theories to this study is that these theories informed the hospital-related as well as socio-demographic variables used in the study lastly, the healthcare quality theory or the Donabedian Theory proposes that satisfaction is the principal outcome of the interpersonal process of care. Donabedian argued that the expression of satisfaction or dissatisfaction is the patient’s judgment on the quality of care in all its aspects, but particularly in relation to the interpersonal component of care (Donabedian, 2005). This last theory is related to the study as it informed the hospital care factors used in the modified questionnaire.

To put the theories in the context of the study, a reiteration of the purpose of the study is in order.  Firstly, this study investigated the level of   inpatient satisfaction with hospitals in Abu Dhabi in terms of service quality and hospital care factors.  Secondly, this study also compared the level of satisfaction of inpatients with private and public hospitals in terms of the perceived service quality and healthcare factors between. Lastly, this study determined whether the level of satisfaction of with the perceived service quality and healthcare factors were significantly influenced by the gender, age, nationality, and education of the inpatients.  In relation to the theories presented, the level of satisfaction of patients with the perceived service quality is informed by the expectancy-disconfirmation theory.  The level of satisfaction of patients with the hospital care factors is informed by the healthcare quality or Donabedian Theory and the influence of hospital-related and patient-related attributes on satisfaction are informed by the determinants and components theory. 

[bookmark: _Toc453267884][bookmark: _Toc465331335]2.4. Satisfaction in the Healthcare Setting
This portion of the study discusses satisfaction in the healthcare setting in general and highlights the reasons for the dissatisfaction of patients and illustrates the reasons for the dissatisfaction of patients in developed countries such as the US and the UK.

Satisfaction is meeting the needs and wants of the consumer or end users.  For many years patient satisfaction has been a major objective of health care business organizations, since it has been considered to affect customer retention and companies’ market share.  Therefore, achieving high level of patient satisfaction in the health care service is vital (Ismail & Velnampy, 2013).  It is important for every healthcare system to be aware of their holistic health care service performance level and progress through patient satisfaction and comparative analysis in order to sustain a competitive level in the market. 

Patient satisfaction is used as a key performance indicator of the effectiveness of health care provider in meeting the patient's needs and expectations.  It is also the predictor of a patient's return visits to the health care facility or hospital. Care outcome is a significant tool to see how patient satisfaction is communicated within health care providers. Hence, feedback on patient satisfaction identifies the patient needs and expectations that are needed to be met (Atkins et al., 1996). Furthermore, patient complaints in relation to health care services rendered, though reflects patient dissatisfaction if evaluated meticulously and action is taken may lead to improved healthcare services (Hansemark & Albinsson, 2004).  Consequently, if patient satisfaction within the healthcare facility or system shows a falling level of standard, attention should be given by the healthcare top management to identify the causes and courses of action for immediate resolution (Dimitriades, 2006). 

Previous studies dedicated to satisfaction in the healthcare setting focused on getting a better knowledge of the doctor-patient relationship and how it affects patient satisfaction on healthcare services (Howard, 1999). On the other hand, enhancing patients’ experiences has become a challenge for healthcare management as they see patient as ordinary consumers rather than healthcare services consumers. Quality of patient care provided by primary health care showed a declining level specifically in the public health care system. These healthcare services programs need to be reconstructed while others indicated that the government should be accountable for improving the quality of health care. 

According to Senic and Marinkovic (2013), some of the reasons raised by patients that lead to frustration and dissatisfaction with rendered healthcare services includes lack of empathy towards patients. The patient perceives the attitude of healthcare professional during their interaction as lacking in concern if the verbal and non-verbal communications of healthcare providers does not reflect the persona of care.  Based on this, the patients cited both the lack of empathy due to poor rapport with the healthcare providers as sources of dissatisfaction.  This is highly related to the overuse of medical terminologies and inability of the healthcare providers to break down in simple term the condition of the patient (Senić & Marinković, 2013). 

Patient satisfaction is a vital health care outcome that can be used to measure the performance of health care providers and facilities in general. The feedback that the healthcare facility receives is utilized for the development of plan to continuously improve the quality of service.  Likewise, this feedback keeps them in tract of their level of competitiveness in the market share.  Patient satisfaction in health care is more significant than ever since the industry is now considered competitive especially for the private owned hospitals (York & McCarthy, 2011).

Waiting time plays an important role in the satisfaction level among clientele.  The length of time by which patient’s wait to be attended gives them the impression of being cared for or neglected, thus directly affecting patient satisfaction.  Length of waiting time is determined by several factors: emergency department capacity and current load which result in slower phase of service.  The high number of patients who experience long waiting times coupled with limited ward capacity ends up perceiving low quality of service (Maleki et al., 2014).   On the other hand, a patient who expects some delay will have no problem waiting for laboratory results, admission, or discharge
To receive enough patients, profit-making hospitals have to offer competitive services to ensure that patients will come back to the hospitals or recommend them to their family and friends.  This recommendation will be based on whether they were satisfied or dissatisfied with the healthcare service received from a healthcare provider.  This satisfaction is based on their expectations regarding the healthcare service.  The patients’ expectation stems from their perception of the ideal care or their previous experiences with the use of healthcare services (Zarei et al., 2012). 

Providing healthcare is a resource-based activity and at times patients perceive low quality services and get dissatisfied when hospital resources are not enough to meet their needs.   It is essential for healthcare providers who have limited resources to know how to maximize the utilization of their means.  This will ensure that the organization is not only able to cater for its operational cost but likewise attain a profitable status. Furthermore, patient satisfaction influences the hospital’s image, increasing the use of services and market share, which may lead to long-term success and patient retention (Alrubaiee & Alkaa’ida, 2011). 

Determining patient satisfaction has direct link to the general improvement in the provision of health care especially in the inpatient department.  Similar to any form of practice based business, improvements in the health care sector emanate from identification of flaws in the current practices and gradually working towards eliminating the said flaws.  This improvement driven process bolster productivity in line with the assessment outcomes while fulfilling the wants that the patients introduce in the course of practice (Jackson and Kroenke, 1997). 

Patients’ perception on the quality of services is an essential indicator that is utilized to measure the performance of a health care facility (Zamil, Areiqat, & Tailakh, 2012).  In most cases, the patients’ perception affects the satisfaction level as expectations on how the services should be delivered develops within their own view (Werner & Chang, 2008). Commonly, interaction between the primary caregiver and the patient during the delivery of healthcare services plays an important factor in patient satisfaction.  A study concluded that if healthcare management would like to increase patient satisfaction, they should focus primarily on the enhancement of nursing and staff care to achieve optimum improvement in quality (Otani, et al., 2012). 

The need to improve quality services in hospitals entails knowing what patients expect from healthcare providers. Survey is one of the most common methods of collecting information on the expectations of the patients.  Simple survey that collects patient’s views on the areas that require improvement in the workplace is a tool that if used appropriately will provide management with information essential to the enhancement of patient outcomes. (Aaron and Roger, 2012).  Information collected from patient’s survey that are analyzed and interpreted accurately can introduce changes that will make patient gain better care while reinforcing hospital efficiency.  Hence, resulting in happy patients who will likely to revisit or even refer patients to the specific health care facility (Jackson and Kroenke, 1997).

The primary hindrance to the effective utilization of regular surveys rest on the proper analysis and interpretation of the data collected.  This is one of the rationales behind the reliance on other tools such as patient interviews, follow-up calls, and informal patient feedback that provide some form of information on the improvement in the facility and services rendered.    However, use of these tools can potentially produce negative effects in the hospital operations as these require the engagement of trained personnel in order to properly reflect the requirements perceived by the patients, which is the ultimate goal of any survey or feedback system in the health sector (Agency for Healthcare Research and Quality, 2015). 

The bottom line in studies such as that of Linder-Pelz (1982) is that patients feel more satisfied if healthcare services matched their needs and fulfill their expectations. Patients give their feedback depending on whether or not their experience met their expectations. Therefore, if patient expectations are met by the healthcare provider, patient satisfaction is likewise met. 

.Patients’ overall satisfaction depends on the quality of service rendered at the hospital in terms of services and equipment used (Badri et al., 2008).  However, the expectation of the patient is the major determinants for each patient rates the quality of health care services rendered using individual personal standards.  As a result and as previously mentioned, the same service that may be considered satisfactory to one patient may be rated as poor by another.  Therefore, understanding the patients’ expectations is an important step in improving their satisfaction in a developed society.

The patient is the most important factor in the provision of healthcare service.  Therefore, patient’s expectations play a central role in the overall recognition of the hospital outcomes.  Healthcare facilities cannot operate efficiently without a regular pool of patient thus centering care on patient’s expectation is vital in any healthcare facility (Wathek, 2012). This assertion relates to the effectiveness of meeting patient’s needs with the potential growth of a specific healthcare facility. Patient expectations further serves as important source of data for institutionalizing patient-centric interventions.  Information on the market needs aids in developing effectiveness of the health provision sector by futuristically projecting areas that requires improvement in accordance to the request of patients (Campbell et al., 2000). 

Identification of patients as customers makes the issuance of surveys a strategy that any health practitioner cannot ignore.  In the contemporary times where health provision sector has evolved into a business with numerous competitors, it is essential to invest regular business knowledge to ensure the emergence as the best in the industry (Muslem, 2009).  In the diverse healthcare provision sector, surveys provide a mechanism to understand customer sentiment thereby working towards providing tailor made solutions in accordance to their needs.  This mechanism of satisfying patient sentiments must be embraced if healthcare facility wants to achieve evolution and fulfill client needs in the best way possible (Scardina, 1994). 

The growing population in the United Arab Emirates (UAE) as well as the changing demographics makes it imperative for the healthcare sector to make a pro-active response to the changing market needs. Measures to ensure that healthcare sector remains competitive and comparable to the best facilities in the rest of the world should be implemented (Scardina, 1994). The UAE healthcare sector is measuring up to this expectation by continuously improving its facilities and upgrading the expertise of its personnel in order to have a world-class healthcare system. Empowered by this commitment, SEHA for instance has focused on the four pillars of excellence namely quality, cost, access, and people to bring a world-class healthcare system to Abu Dhabi. By and large, the effectiveness of these developments will depend on the extent that these also meet the growing health demands of the population. It is within this vein that patient satisfaction measures become an imperative.
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The preceding section made mention of the lack of empathy as well as extended waiting time as some of the reasons for patient dissatisfaction. This section extends the discussion on patient dissatisfaction by looking into other causal factors that account for this feeling or attitude.  Patient satisfaction depends on various parameters.  One of the key indicators of patient satisfaction is based on the relationship between the patient and the physician (Aditi, 2009). The reasons behind dissatisfaction are in fact the inverse of the satisfaction factors with the main reason coming in the form of lack of good patient-physician relationship (Bakar, Seval, and Assaf, 2007). In the provision of surveys, it is imperative that individuals put into consideration this important area of inquest as it is easy to skip the same in favor of other metrics aligned to personal opinions of the patient. Poor patient-physician relationships for instance present challenges in terms of the acquisition of information necessary to deal with the problems presented by the patient (Norazah, et al., 2009). Where a patient feels that the physician is not keen, then it is possible that the patient will not disclose essential information regarding their health problems. The physician must further be able to use various methods of acquiring patient information without portraying him or herself as intrusive or being unprofessional. Taking the patient as a customer and the health facility as a business is one of the ways of ensuring that patient dissatisfaction is minimized (Sewell, 1997). 

In the inpatient setting, patient dissatisfaction can further stem from lack of professionalism on the part of the caregivers as well as poor environmental considerations.  Professionalism from the patient’s perspective is the overall impression that he or she gets from the encounter with doctors or nurses. It derives from three aspects: how they look in relation to what is expected in their profession; how they behave towards patients, and how they perform their expertise and manifest professional know-how. Any experienced deficiency in these would tantamount to a perceived lack of professionalism.  When patients are admitted in a health facility, they effectively transform their rooms or even wards as their dwelling place for the duration of their stay in the hospital. It is therefore imperative that health facilities work towards ensuring that the hospital environment is conducive for the patients in a bid at ensuring that the client gets the services required in the best way possible (Shan, 1998). 

Another important consideration with the tendency to introduce dissatisfaction has direct links to staffing ratios. In-patient as well as outpatient facilities with low staffing ratios are likely to suffer from high rates of patient dissatisfaction mainly because the limited number of personnel has to work with a large volume of patients. This result to employee burnout manifested as lack of dedicated care to the various patients in the facility. It is for instance very likely that a single nurse caring for twenty patients in an eight-hour shift will at one point be forced to deal with emergency cases at the expense of the other patients who might be forced to wait for long periods before they are attended (Teamur et al., 2014). The same nurse is also likely to suffer from burnout with consequences that range from poor provision of services to the employees to even the provision of wrong medication because of poor concentration. In cases where such issues arise then the patients are likely to suffer with this leading to patient dissatisfaction and worst putting patient’s life at risk. 

Another important source of patient dissatisfaction is the failure of health facilities to provide quality healthcare (AHRQ, 2015a). This is for instance endemic in public facilities funded by the government where the employment terms are normally on a permanent and pensionable basis. In most regions around the world, public health facilities often suffer from poor management as well as lack of sufficient funds to uphold the provision of quality services. Private health facilities however try to avoid the problems that relates to the poor provision of care. Private health facilities achieve this by ensuring the provision of all the necessary drugs, supplies and equipment at the right time. Apparently, the connotation of quality healthcare in this context has to do with quality as fitness for use, following the right specifications for service, and just-in-time service delivery. The aspect of quality of care goes hand in hand with accessibility of care (Miaoulis, Gutman, and Snow, 2009). It is for instance frustrating for patients to wait in line for several hours before seeing a competent medical officer yet the patient is already suffering from the effects of disease. It is also important to consider the fact that the patient that seeks the services will eventually pay the hospital for any services rendered (AHRQ 2015b). 

As mentioned earlier, problems leading to patient dissatisfaction are easy to avoid when health care facilities practice as though they were business ventures out to make profits and benefit from treating patients. This may sound materialistic but if we consider the adage in business that “the customer comes first,” then it may put some redeeming value to it. For instance, ensuring that  patients are  to make an appointment with a doctor in a public health facility or even get a referral  in a business-like manner can play an integral role in getting patients on time for their appointments and eliminating patient dissatisfaction on account of waiting time (Becker, 2013). This has to be complemented by interpersonal warmth as portrayed by aspects of staff showing care and compassion. Just like business, providing greater access to patients would also help eliminate dissatisfaction. More importantly, obtaining patient feedback would be of great help in improving specific areas of operation. (Fatma, 2005). After all, the healthcare sector is an area of investment very similar to any other business in the world with this making it subject to various factors that influence the effectiveness and success of any business venture. 

Language barrier and differences in cultural practices result in a wide range of satisfaction ratings by patients who come from different countries. In a study conducted on patient satisfaction in the United State of America (USA), Hispanic patients expressed lower satisfaction in the medical services rendered to them as opposed to white English speakers (O’Brien & Shea, 2011).  Language barrier leads to communication breakdown between the patient and healthcare providers resulting in patient dissatisfaction (Zamil et al., 2012).  Another study stated that some patients were not able to express themselves while health care providers could not freely communicate with the patient essential information.  Information needed to be communicated carefully and accurately to patients include facts about procedures and the duration of their treatment and its associations with health status.  Likewise, information about health insurance or the absence thereof, and care limitations for low income patients are to be discussed with the patient (Becker & Newsom, 2003). 

A study conducted in Boston showed that English-speaking patients were less satisfied with the courtesy shown by the staff as compared to Spanish speaking patients who were happy with the gestures in the emergency department (Carrasquillo et al., 1999).  Cultural norms and values affect patient dissatisfaction.  American culture promotes independence, hence, if healthcare provider tends to be overly assistive leads to dissatisfaction.  On the contrary, American with Hispanic ancestry tends to be dissatisfied if healthcare providers insist on them high level of independence and projects lesser level of assistance. 

In their study, it was pointed out that the health literacy is an important determinant of whether patients will be satisfied by the services of a particular health provider or facility (O’Brien & Shea, 2011).  Patients who have lesser knowledge of their health conditions tend to be dissatisfied despite the provision of high quality service.  Likewise, patients who are not informed of the duration of waiting time or time it will take for certain procedures or test to be completed verbalized high level of disappointment and dissatisfaction. 

Patients show a high level of dissatisfaction due to accessibility problems with health care services. Availability of appointments and geographical access to the health care facilities leads to a low patient satisfaction rating. Thus, the concepts of satisfaction and dissatisfaction do not capture the complex feelings, beliefs and values that patients expressed about their illness and its treatment (Coyle & Williams, 1999). Table 1 shows a summary of various reasons for patient dissatisfaction.
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	Authors
	Results

	Maleki et al., 2014
	· One of the causes of dissatisfaction among patients is hospital waiting time, which makes patients and relatives feel neglected eventually will increases mortality rate and dissatisfaction.  
· Overcrowded result in having slow service, limits the capacity of the ward and end up of low quality of the service delivered to the patient.  

	Hardy, T. S.,2014
	· Improving the quality of patient care is important to patient’s overall
· Health

	Basheti, Iman A; Qunaibi, Eyad A; Hamadi, Salim A; Abu-Gharbieh, Eman; Saleh, Suhair; AbuRuz,
Salah; Mohamoud, Mohammed; Bulatova, Nailya R,2014
	· Many patients in the Middle East prefer looking for medical helpfulness at pharmacies, rather than visiting health care facilities.
· In spite well-developed health care facilities, the patients seem to value the services provided at pharmacies as different to visiting hospitals. This indicates that UAE patients are not fully satisfied with the services provided within Middle East hospitals

	Alasadi & Hicham Al Sabbagh,; Zarei, Arab, Froushani, Rashidian,2013& Ghazi Tabatabaei,2012
	· Patients shown higher satisfaction in private hospitals compared to public hospitals
· A general patient satisfaction with most of the facilities and services provided by the hospitals.
· For the hospitals to receive enough patients, profit-making hospitals have to offer competitive services to ensure that patients will come back to the hospitals  or recommend them to family and friends

	Coyle & Williams,1999;Badri, Samaa Taher Attia, & Ustadi,2008
	· Patients feel more satisfied if the services delivered to them match and fulfill their needs and what they expect.  Patients’ satisfaction might be used as to compare different healthcare systems within area  
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The study found it prudent to include this section of the study to demonstrate that patient dissatisfaction is a phenomenon that happens even in more affluent countries. For this purpose, patient dissatisfaction in the United Kingdom and the United States are hereby discussed. The United States has the most expensive healthcare system in the world today which suggests that the population is provided with the best services.  In spite of the superiority of care, the United States still suffers from a lack of high performance in this sector (Shi and Singh, 2005). This is a situation that places the nation in an awkward position as it is evident that other nations in the world actually provide better care and perform more efficiently compared to the super power. Similarly, Shia and Singh (2005) noted that the United Kingdom performs exceptionally in the provision of care as well as in ensuring that the nation benefits from affordable and easily accessible healthcare. Apparently, the level of patient dissatisfaction is lower in the United Kingdom compared to that in the United States with factors such as access and affordability marking the areas that the United States can capitalize on in a bid at lowering its inefficiencies in the provision of care (Shi and Singh, 2005). In terms of quality, the United States is among the best nations in the provision of both preventive and patient-centered care. These aspects have helped both the United Kingdom and United States tackle some of the problems that have major impacts on patient satisfaction. The provision of care that has its focus on the customer is one of the ways through which these nations have managed to ensure that the patients present fewer complaints in terms of the patient-physician relationship. Furthermore, these nations are equipped with highly trained physicians who ensure that patient get the best treatment options at all times (Irene, Mariam, and Emelia, 2014). 

Another area that is a source of dissatisfaction aligns to safe and coordinated care. The United States has a relatively poor record of the above compared to the United Kingdom (Shia & Singh, 2005).  This however countered by the adoption of information technology as a tool for monitoring and potentially improving the patient outcomes and bolstering patient satisfaction. Another source of patient dissatisfaction is the cost of care, which is expensive especially in the United States (Tucker and Adams, 2001). This leads to poor access to care in the region making the nation similar to many other nations that lack sufficient healthcare facilities. The difference is however on the poor access brought about by the high costs of care in the nation. Poor access has also been noted in the comparative study of Irene et al., (2014). Related to this, the authors also noted that in the UK and US, high costs and the lack of properly coordinated systems that lower the chances of benefiting from care with minimal interruptions. This is a potential source of dissatisfaction, as individuals tend to notice the inefficiency, which has a direct relation to the high costs of care (Irene et al., 2014). The problem of access has also been found to be associated with lack of access to insurance coverage (Shi et al., 2013) and discrimination of the minority (Perez et al., 2009). Similarly, inability of patient to immediately settle deposit in healthcare facility lead to delay in rendering service further leading to prolong waiting time that results to dissatisfaction with the health care services (Perez et al., 2009).

Another important consideration emanates from a lack of equity in the provision of care in the United States. The high costs associated with medical care prohibit the effective access to care in the nation where in spite of the presence of numerous health facilities, the low and some of the people in the middle class lack access to quality care. The high costs of treatment even for minor medical problems makes it prohibitive for people without good medical insurance covers to access health care (Tucker and Adams, 2001). This presents a major source for concern for the population as it places the poor in a situation similar to the populations in the third world nations where access is limited by the lack of health facilities. 

In the United Kingdom, affordable health ensures that the population is able to deal with all medical problems with ease. In comparison, the United States suffers from complex problems in the healthcare system that has in turn led to the dissatisfaction of patients meant to benefit from the system. In the aspects of patient satisfaction, it is evident that the United Kingdom offers a better benchmark for the UAE in terms bolstering the healthcare sector and the provision of universal access to care (Irene, Mariam, and Emelia, 2014). The United States for instance ranks poorly in indicators such as infant mortality, life expectancy, and even death rates from treatable diseases compared to the United Kingdom and other European nations. The main problem is however, a lack of affordable care in the United States that goes on to present complex issues that lead to poor scores on health indicators.

Likewise, many patients are disappointed with healthcare service delivery in the United States because of the shortage of available facility for healthcare service delivery (Fincham & Wertheimer, 1986). Another study pointed out that patients in the UK and the USA were satisfied with the quality of services but dissatisfied with the health care service cost (Tomes & Ng, 1995).  A study concluded in 2004 showed that the USA spends double of UK, but still failed to achieve satisfactory health care outcomes (Cromwell & Kolb, 2004). 

These findings were confirmed by a study conducted by Schoen et al. (2004) which showed that adult patients in the UK, the USA, and three other developed countries were dissatisfied with the services rendered in hospitals.  A comparison of the results between countries revealed that patients in the United States listed the highest dissatisfaction on the cost of medical care (Schoen et al., 2004).  Research study link patients’ satisfaction in Europe and the United States hospitals with good work environments and high quality of care (Aiken & Sermeus, 2012).  This is associated to the high charge of insurance cover, as 25% of the charges are for administrative costs in health care spending (Kahn et al., 2005).  

In another study that was conducted in two walk-in centers in the United Kingdom, which were developed to bring healthcare closer to the people, the survey conducted reported a 93% of either highly or fairly satisfaction in center A, while center B recorded 86% satisfaction.  The difference on patients’ satisfaction was due to the waiting time and delays in center B (Arain, et al., 2013). 

Customer dissatisfaction may lead to unfavorable behavior, forcing client shift to another service provider.  In addition to several medical providers and the provision of medical insurance coverage, patients are free to make choices on which medical facility to visit; therefore, the need to satisfy patients is essential in attracting patients’ and their retention (Stavins, 2004).
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This study assesses the satisfaction of patients with perceived service quality hence it is important to explore the concept of service quality. An understanding of service quality involves an understanding of the concepts of quality and service. Currently, quality is not only a means but a strategy of attaining competitiveness by institutions, to attract consumers and achieve excellence. More often than not, academic literature uses the “guru” approach in defining quality with reference to the so called founders of the quality movement. These ‘gurus’ were those Americans who took the message of quality to Japan in the late 1940s and early 1950s, the Japanese who developed new concepts in response to the Americans in the late 1950s and western gurus who followed the Japanese industrial success in the 1970s and 1980s (UK Department of Trade and Industry, 2000).  The Americans scholars who taught the concept of quality to the Japanese included W. Edwards Deming, Joseph Juran, and Armand Feigenbaum. In response the Japanese built on these quality concepts and developed industry applications for these. To date, the concepts and tools developed by Kaoru Ishikawa, Genichi Taguchi, and Shigeo Shingo, among others, are currently being used in a number of progressive industries worldwide (Lakhe & Mohanty, 1994).  
	
The following shows the meaning of quality from the perspective of the gurus and those who came after them:
· “A quality product is one that provides performance at an acceptable price or conformance at an acceptable cost” (Garvin, 1984:.37).
· “Quality is conformance to requirements” (Crosby, 1984, p.8).
· “Quality is neither mind nor matter, but a third entity independent of the two…even though quality cannot be defined, you know what it is”(Pirsig, 1974: 185)
·  “Quality refers to the amount of unpriced attributes contained in each unit of priced attribute”(Leffler, 1982:956)
· “Quality is fitness for use”(Juran, 1974:2-2)
· “In the final analysis of the marketplace, the quality of a product depends on how well it fits the pattern of consumer preferences” (Kuehn & Day, 1962:101)
· “Quality consists in the capacity to satisfy wants” (Corwin, 1968: 37)

According to Garvin (1984), the first definition is value-based, the second is manufacturing-based, the third is a transcendent definition, the fourth is product-based, and the last three are user-based definitions. The ultimate realization from these definitions is that quality is a multidimensional concept.

Accordingly Gronroos (2000) argues there is no single universal definition of quality. Despite efforts of many researchers to define quality, there appear to be the lack of consensus regarding a single definition. This may be due to reasons that relate to different attributes of quality. According to Veres, (2005:68): 
· quality is objective and subjective at the same time, therefore it can’t be generalized to some extent;
· quality factors have some specifications, that can be measured while others can only be appraised;
· Quality has perceivable effects as well as effects that users do not consciously perceive.

Attempts to provide a more recent definition of quality have not added substantive meaning as these go back to the earlier concepts. For instance, Joudeh (2004:19) defined quality “product fitness for use, the primary criterion for judging product quality if the product suitable for use or inappropriate regardless of product’s status.”  Likewise, Samerai (2007:28) cited the American Quality Control Society’s definition of quality as: "the set of properties and special qualities product that affect its ability to satisfy consumer specific needs explicit and implicit ones, and amplified needs indicates consumer satisfaction." 

Service on the other hand is defined as the "activity or benefit provided by one party to another and are basically intangible (not entailing of any ownership) and its production might be associated or not with a material commodity” (Kotler and Keller, 2006:402). Gronroos (2001) defines  services as  activities of a more or less intangible nature that normally take place in interactions   between the customer and service employees and/or physical resources or goods and/or systems of the service provider, which are provided as solutions to customer problems. 

Service quality in its primary concept is identical with adaptation (Palmer & O’Neill, 2001). This means that service institutions have to establish certain specifications and requirements for services they provide. 

Many researchers have developed service quality concepts from the perspectives of the expectations and perceptions of customers.  Parasuraman et al. (1985) stated that service quality is defined as the variance between predicted, or expected, service (customer expectations) and perceived serviced (customer perceptions). Expectations are customers’ needs that they sense a service provider should offer. Perceptions refer to the consumers’ assessment of the service provider (Lim and Tang, 2000). Service quality can be defined from the perspective of the service provider and the beneficiary perspective of this service quality from the perspective of the service provider matching the criteria set in advance for this service. The quality of service from the perspective of the beneficiary / customer harmonizes the customer and providers. Service quality is also defined as “the delivery of excellent or superior service relative to customer expectations” (Zeithaml and Bitner, 2000, p. 117). 

Brady and Cronin, (2001) extending the definition of Gronroos (1984) pointed out that service quality consists of three primary aspects: outcome quality, interaction quality, and physical service environment quality. Outcome quality refers to evaluation of core service which is the main motivating factor for obtaining the required services.  Communication quality refers to customer’s assessment of service delivery process, which is typically reduced through a physical line between service provider, in person or via technical equipment, and the customer. The physical service setting quality measurement refers to consumer’s evaluation of any touchable feature related with the facilities or equipment that the service is provided in. 

On the other hand, service quality is often attributed to two dimensions: technical quality and functional quality (Gronroos, 2000). Technical quality states to service product quality. This means what client buys and whether the service fulfills its technical conditions and standards. Functional quality defines the method in which the service product is carried to the consumer and the relationship between the company and its customers. Parasuraman et al. (1988) explained that service quality is based on five dimensions: tangibles, reliability, responsiveness, assurance, and empathy. 
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[bookmark: _Toc465331341]2.6. Quality Service Models and Measures.
According to the technical and functional quality model of Gronroos (1984), service quality has three components: technical quality, functional quality, and image. Satisfaction with service quality occurs when expected quality is matched by perceived qualityWorking on the same concepts, the gap model of Parasuraman, et al.(1985) located servicequality in the difference between expected and perceived quality. To this effect, they developed a model that visualized five different gaps in service quality. To measure the gaps, they developed an instrument called SERVQUAL.
	
Haywood-Farmer’s (1988) attribute service quality model purports that service quality is the consistent match of customer preferences and expectations. This is based on the conceptualization of service quality as having three basic attributes: physical facilities and processes; people’s behavior; and professional judgements.The synthesized model of service quality (Brogowicz, 1990) likewise considers three factors: company image, external influences, and traditional marketing activities. Based on these, service quality can be pre-conceived based on word-of-mouth, advertising, or other advocacies mediated through communications.Cronin and Taylor (1994) based their performance only model on the framework of Parasuraman et al.(1985) and developed an instrument known as the SERVPERF. They illustrated that service quality is a form of consumer attitude and argued that their model is an enhanced means of measuring service quality.Mattsson (1992) came up with a value-based model or the ideal value model of service quality which suggests the use of a perceived ideal. Service quality results from comparing this ideal with actual customer experience.Teas (1994) found issues with the SERVQUAL and proposed two frameworks for service quality which are integrated into the evaluated performance and normed quality model. In their model, satisfaction results from the confirmation/ disconfirmation between the ideal standard and the experienced outcome.
	
The attribute and overall effect model of  Dabholkar (1996) is a synthesized model based on two frameworks: attribute and effect. This model however, is based on the practice of self-service which is popular nowadays in supermarkets, petrol stations, and other services. The attribute model is based on customer satisfaction with the self-service option and the overall effect model is based on the consumer’s feelings about the use of technology. The model aims to explain the use and re-use of technology in a self-service facility.The model of perceived service quality and satisfaction (Spreng & Mackoy, 1996) highlights the effect of expectations, perceived performance desires, desired congruence, and expectation disconfimation in an attempt to enhance the understanding of the construct’s perceived quality and consumer satisfaction. These are meansured using ten attributes of advertising.The PCP attribute model (Philip & Hazlett, 1997)  is based on three attributes: pivotal, core, and peripheral. According to the model, the pivotal attributes satisfy the customer on initial use of the service. Service re-use will however, highlight the significance of the core and peripheral attributes.Oh (1999) proposed an integrative model or the service quality, customer value, and customer satisfaction model. This model focuses on the re-use of services. The model explains the causal relations of variables such as perceptions, service quality, consumer satisfaction, customer value, and intention to re-purchase or re-use.
	
Dabkolhar et al., (2000) developed the antecedents and mediator model which considers antecedents, consequences, and mediators to understand the conceptual underpinnings of service quality.  Frost and Kumar (2000) developed the internal service quality model. Using the gap model as their foundation, the model determines service quality among internal customers and internal suppliers in large service organizations. 
	
There are also industry specific models developed for banks (Broderick & Vachirapornpuk, 2002), information technology (Zhu et al., 2002) and, e-services (Santos, 2003),  among others.
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Every health care provider has its own method in providing services which is based on similar standards thus, the quality differs among each services. (Youssef, et at., 1995).  Patients either in or outpatient receive several services of medical care and has his/her own judgment of the quality of services delivered (Kui-Son Choi et al., 2004). As earlier mentioned, the quality of service has two dimensions: (a)  technical or the core service provided and (b) functional dimension or how the service is provided (Chakraborty & Majumdar, 2011). Accordingly, most of the patients focus on functional quality to evaluate the health services as they  lack of medical expertise for evaluating the technical attributes (Ramez, 2012). The  elements of quality control, quality service and effectiveness of medical treatment have become extremely important in the assessment of functional quality (Norazah et al., 2011).  Hence, patient satisfaction is considered as the marketing strategy to sustain long term viability and success (Andaleeb, Siddiqui, & Khandakar, 2007). 

 Since the introduction of SERVQUAL, it has widely remains the complete attempt  to quantify and measure factors that determine patient satisfaction with hospital service quality (Al-Borie & Sheikh Damanhouri, 2013). The SERVQUAL instrument has been used in different type of services industries as health care industry, hotels, and dentistry, education, travel and construction services.  It has been observed that  most of the measurement within health care services delivered (inpatient/outpatients) are based on SERVQUAL (Jabnoun & Chaker, 2003).

Parasuraman et al. (1985) initially developed the SERVQUAL scale. The five dimension of SERVQUAL  (Parasuraman, Zeithaml, & Berry, 1988) and their applications to service (Arasli,et al., 2008) are shown in the following:
(1) Tangibility – facilities, equipment and the presence of personnel;
(2) Reliability – ability to perform the promised service responsibly and accurately;
(3) Responsiveness – willingness to provide help and a prompt service to customers;
(4) Assurance – the knowledge and courtesy of employees and their ability to inspire trust and confidence; and
(5) Empathy – caring and understanding, which a company provides and/or offers its customers in terms of its individualized and personalized attention

Service quality in the health sector has two dimensions, which are the technical and functional dimensions. The former deals with the actual care provided and its effect in terms of providing the required relief while the latter looks into other aspects such as the process of care delivery which encompasses the patient-physician relationship, the provision of clean facilities, and even the quality of rooms for the inpatients (Ranajit and Anirban, 2011). The assumption is that patients require levels of treatment that help health facilities compete effectively in the highly competitive health sector (Ranajit and Anirban, 2011). The patient is therefore a customer who is the most valuable asset for the business. As such, the hospital must ensure that the care provided is patient-centered to ensure it meets the needs of each individual patient to guarantee patient satisfaction. 

The aspect of quality health services is currently very significant especially now that healthcare provision is a right that governments must endeavor to deliver to the public. The provision of universal healthcare is a task that governments are keen on providing to the public albeit with numerous problems that align to aspects of patient satisfaction and the detachment of many health institutions from patient-centered care (Raghu, 2014). The UAE is for instance keen on ensuring that the population benefits from the free government- provided healthcare services by encouraging the development of the private sector. This can be seen in terms of partnerships with global brands such as Johns Hopkins or Cleveland Clinics. In this way, the free health insurance given by government allows the population to have access to the best care provided by these private entities in partnership with the government. The increasing population as well as the ills associated with urbanization continue to make this an enormous task that must be tackled urgently to avoid situations where access to care is a problem (Arsanam and Khanchitpol, 2014). The move by the government towards developing the nation as a hub for medical tourism is a good start that hints at the realization of the need for quality care. The region already boasts numerous tourist attractions therefore ensuring that a new avenue for revenue collection in the form of medical tourism will guarantee the nation a good supply of income from this venture. The private sector has already realized the benefits of providing quality services as is evident in the large number of patients opting to use the privately owned paid medical facilities as opposed to the free government run facilities (Butt and De Run, 2010). The investment by the government provides the incentives necessary for investment in health facilities that will ensure patients benefit from high quality care at all times. Once the nation ensures that all facilities provide patient-centered care, then it will be possible to attract patients from all over the world. This is evident as it becomes clear that patients will always be ready to pay for services as long as the said services align to aspects of quality and are as reliable and assuring to patients (Batalden and Splaine, 2002).
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Recent years witnessed an increasing interest in hospital services because living standards have changed and due to increase demand for better medical care to improve lifestyles. Therefore improving medical care services quality become a primary concern for patients and service quality has become increasingly important for hospitals with respect of satisfying and retaining patients (Alhashem et al., 2011). This section presents some of the important measurements described in the literature. These include technical/functional measurement, the three components model, the 5Qs model, the JCAHO model, and the SERVQUAL.

Technical and functional measurement were used in many studies to degree health care services. Technical quality in health care industry states to the accurateness of analytical and healing processes while functional quality refers to the style and behavior of the health care providers throughout the service delivery procedure (Babakus  and Mangold, 1992). 

The three-component model measures the quality of structures, process, and outcome. According to Zifko‐Baliga and Krampf (1997), structure is defined as the hospital itself including physical facilities and environment while process refers to service events that patients encounter such as communication, interaction, availability. Outcome refers to healthcare services result, which is traditionally defined and measured in terms of mortality or length of stay. 

The 5Qs model is an instrument with reasonable relevance, validity and reliability in measuring service quality. The model was originated by Zineldin (2000) which integrates both the technical/functional measures with the SERVQUAL dimensions. Zineldin (2004) explains  that interaction process between service provider and receiver is influenced by the atmosphere in a specific environment in which they cooperate and operate .In this context Zineldin( 2006) argued  that this is applicable in the healthcare setting where patients, physicians, nurses and other health care staff interact .Hospital atmosphere can affect  service quality positively or negatively. In this sense, healthcare service quality  does not only depend on physicians quality but  it also includes  other staff, nurses, building, waiting rooms, technical apparatus, machines used and other related items. The model is called the 5Qs model because it measures the following:
· Quality of object which refers to technical quality or, what customer receives.  Quality of object measures the treatment itself; the main reason of why a patient is visiting a hospital. it measures the technical quality of health care process
· Quality of process which refers to functional quality or how health care providers deliver the core service. Quality of process measures the extent to which health care activities are implemented.  It involves the measurement of the functional quality of the medical delivery system. 
· Quality of infrastructure which  measures the basic resources required to perform the health care services such as the quality of internal competence and skills, experience, know-how, technology, internal relationships, motivation, quality of health care attitudes, internal resources and activities, and how these activities are managed, co-operated and co-ordinate.
· Quality of interaction which measures information exchange quality such as percentage of patients who are informed when to return for a check-up, time spent by physicians or nurses to understand the patient’s needs),financial exchange and social exchange.
· Quality of atmosphere which refers to relationship and interaction process between parties that are influenced by atmosphere quality in a specific environment where they cooperate and operate. The atmosphere indicators should be considered very critical and important due to the belief that lack of frankly and friendly atmosphere explains poor quality of care in developing countries (Karaganda and Zineldin ,2010 )

Despite the fact there are some mutual features between SERVQUAL scale and 5Qs model, the latter is more inclusive and combines essential attributes missing in SERVQUAL scale. Such qualities are structure, atmosphere and the communication between patients and health care staff. Although the 5Qs is more comprehensive, this study used the SERVQUAL because the indicators of the SERVQUAL are more defined compared to the 5Qs. For instance, there is the difficulty of measuring the quality of atmosphere and the quality of interaction in the 5Qs and the quality of process is very specific to single healthcare systems which makes it problematic for use when comparing systems, i.e., private hospitals vs. public hospitals. The comprehensive model should also include a module on goals, with questions directed at what patient satisfaction should eventually lead to, such as better trust, better probability for optimistic endorsements (Eckerlund et al., 1997).

The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) model identifies nine dimensions of perceived health care quality such as: efficacy, appropriateness, efficiency, respect and caring, safety, continuity, effectiveness, timeliness, and availability (Sower, et al, 2001). Efficacy refers to the degree the patient care procedures accomplish the desired  outcomes. Appropriateness refers to relevant degree of care provided to patient’s clinical needs. Efficiency refers to the degree of patient involvement in his/her own care decisions. Respect and caring refer to rendered services that respect patients’ needs, expectations, and individual differences. Safety involves reducing the risk of care and intervention for patient and others including care provider. Continuity refers to the stability of services provided to patient with respect to other services, practitioners, and providers over the time. Effectiveness refers to the correctness of the manner in which the health care service is provided to the patient. It involves effectiveness of tests, procedures, treatments, and services provided. Timeliness refers to the time necessary for providing health care services and lastly, availability refers to the degree of the appropriate care that is available for the purpose of meeting patient’s needs.

The SERVQUAL developed by Parasuraman et al. (1985), is a scale commonly used to measure different quality dimensions. It originally consisted of ten dimensions used by customer to judge a company’s service. The ten dimensions were reduced by Berry et al., (1992) into five major dimensions: tangibles, reliability, responsiveness, assurance and empathy. The SERVQUAL constructs are used to measure service quality and to identify service quality gaps (Wisniewski and Wisniewski, 2005). In effect, the SERVQUAL scale is widely used in the healthcare industry. Some researchers use the original 22‐item instrument with modification and adjustment   to some specific settings such as private hospitals and walk‐in clinics. Others use the SERVQUAL instrument and incorporate other dimensions that are not addressed instrument. The SERVQUAL instrument is used frequently in health care industry, but it faces some criticisms.  For example, some researchers found that the five dimensions of service quality measured by SERVQUAL may vary in healthcare industry, depending on the specific application areas while others argue that gap measurement is not appropriate in healthcare industry since many patients have no expectations regarding healthcare services.

 The SERVQUAL model utilizes the five dimensions of service quality which include tangibles such as facilities and even staff presentation, reliability which entails the ability to provide services as promised, responsiveness which aligns to the process of service delivery, assurance which aligns to aspects of trust and confidence, and finally empathy which epitomizes care and empathy (Lam, 1997). SERVQUAL aids in the determination of quality by relying on various items presented in the Likert style. These items measure both the expected levels of service on the part of the organization as well as on the part of the customer. Another set of items measures the perceived service levels with the differences in scores helping determine the functional service quality (Lam, 1997). Firms in different areas of operations for example retailing, passenger airlines, banking, and even law have used SERVQUAL measure service quality with positive results. The same has been deployed in hospitals in the recent past with results that portray the model as the single most widely used quality measurement tool in various healthcare settings (David, 1998). 
An important criticism of the tool is evident in the use of expectations. The criticism aligns to the notion that the expectations posed by consumers are likely to be unfounded thus the ambiguity of the use of expectations and the eventual generalization of the same for the whole population. Compounding this even further is the difficulty in determining the expectations posed by each individual as personal backgrounds play a major role in the determination of expectations (David, 1998). The use of words such as should in the determination of expectations further points towards the aspect of forecasts that make it difficult to differentiate between what is perceived and what is actually experienced. This makes it difficult to determine the difference between these two areas thus a lack of reliable outcomes. On the other hand, the expectations are likely to be the ideals for the situation that might be impossible to achieve or unattainable due to aspects of cost (Buttle, 1996). The same might for instance be attainable in a high cost facility while remaining a challenge in a public facility designed for the provision of free care. The tool further suffers from a technical problem that occurred during the design phase where the respondents filled both expectations and perceptions at the same setting. The use of a limited number of respondents further adds to the criticism of the tool.  

Duggirala, et al (2008 ) came up with a more comprehensive model that integrates some of the elements of the foregoing measurements. Table 2 shows the dimensions of such measurement and an explanation of each dimension.
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	Dimension
	Explanation

	Physical Facilities
	This dimension investigates  the availability and quality of physical facilities such as equipment,  hospital building layout, waiting rooms, clinical and diagnostic test rooms, ambulance services, operation theatres, pharmacy and blood banks, which contribute to higher patient well-being of patients and higher satisfaction

	Personnel quality
	This dimension refers to care provided by doctors, nurses and support staff which are important determinants of patient satisfaction with healthcare. Their skill, experience, warmth, responsiveness and courtesy are covered under this dimension

	Process of clinical care
	This dimension includes (treatment processes and outcomes of care) in the hospital, since they are critical indicators of patient satisfaction with medical care 

	Administrative procedures
	This dimension investigates the experience of patient with the administrative (admission, process and exit procedures) in the hospital. Since  these procedures are critical indicators of patient satisfaction with overall medical care 

	Safety indicators
	The patient’s perception of safety measures taken during different stages of the patient’s stay in hospital, such as taking into account the patient’s allergy or reaction to certain drugs, hygiene maintained by the hospital personnel, handrails in aisles, ramps designed for the use of wheelchairs, etc. are assessed in this dimension 

	Overall experience of medical care received
	This dimension measures patient’s experience with the hospital as a  whole, the possibility  of patient’s recommending the hospital to family member or friend, care expected and received at the hospital, quality of care in this hospital with respect to other competitive hospitals

	Social responsibility
	Hospital social responsibility  and contribution to society, in terms of fair medical treatment to all classes of society, at reasonable cost of medical care, free medical services to the poor, or at nominal costs, hospital ethical principles, and patient a maintaining privacy and confidentiality .


*Sources: Duggirala et al. (2008), p568
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Health service quality is a multifaceted aspect of care (Friedenberg, 1997). In order to understand consumer satisfaction, one must first identify the needs of each consumer in order to develop a benchmark. This benchmark eventually aids in reaching conclusions on the level of consumer satisfaction. Consumer satisfaction in the health sector relies largely on aspects of practice such as patient-based care approaches that seek to customize each patient’s experience depending on the needs they present (Jabnoum and Chaker, 2003). The determination of quality relies on instruments that range from surveys such as the SERVQUAL instrument, which provides users with the ability to access various areas of service quality. The SERVQUAL instrument presents the benefits of ease of use in collecting data from the patients. This data undergoes processing to determine the various areas of practice that either meet, or fail to meet the patients’ expectations. The fact that quality of service influences aspects of customer satisfaction makes this an important tool for determining the level of quality in the hospital setting with results that are both valid and reliable (Al-Borie and Sheikh, 2013). Customer satisfaction in the healthcare sector is an important area that must be addressed especially by the public sector if it is to compete effectively against the private sector which adopted measures aligned to patient-based care and the overall fulfillment of the patient’s needs while providing quality care (Wong, 2002). With the implementation of Vision 2030 or the long-term economic vision of Abu Dhabi, the momentum has been set for the further improvement of nt service quality while enhancing access to care making it a necessity to ensure that the hospitals especially those that are run by the government strive to uphold quality by ensuring that services meet the expectations of all the patients in various facilities. 

In general, perception of health service quality depends on patient judgment of the services provided by the hospital, such as the relationship between patients and nurse, doctor and staff. The interpersonal interaction between patients and services has the greatest impact on service quality perceptions and patients’ experience with hospital services, and the relationship between patients and the hospital are mainly influenced by functional and technical quality dimensions (Brady et al., 2006). Patients are able to evaluate doctors and nurses skills when they deal with patients (Trumble et al.,2006) and the  patients’ ability in understanding and perception of hospital services outcomes influence overall patients evaluation experiences (Marley et al., 2004).  Patient and doctor relationship is greatly influenced by interaction behaviors that enhance patients’ confidence (Gaur et al., 2011).  Hariharan et al., (2004) however pointed out that it is not easy for a patient to understand service quality level because hospital is a complex area that is unique in all its characteristics and involves many dimensions to evaluate service quality. Eleuch (2011) further explains that  patients have no  knowledge or skill to judge medical service quality  properly due to hospital  services technical aspects .They can  judge functional quality dimensions, such as lab cleanliness, than technical quality aspects (Bakar et al., 2008). Therefore, their evaluation of hospital services quality refers to interaction between patients and doctors, which in turn will develop patients’ confidence in medical services quality provided by a hospital (Suki et al., 2011).

Eiriz and Figueiredo, (2005) found that quality is positively correlated with satisfaction. The   predictive relationship is unclear however when it comes to the direction and strength between quality and satisfaction remains. They further reiterated the views of   some authors the complex nature of healthcare services and patient’s lack of technical knowledge for assessing them necessitates the incorporation of broader healthcare quality measures, including financial performance, logistics, professional and technical competence. Delivering service quality has significant relationship with customer satisfaction, customer retention, loyalty, profitability, service guarantees and growth of organization (Sohail, 2003;, Boshoff and Gray, 2004;Wilson 2008). Meuter et al. (2000) stated that the interaction between customers and service providers when providing a service is an important key to measure service quality which customers perceive. Therefore, service encounter has become one of the most important topics in services marketing (Zhou  et al , 1998). Hennig-Thurau et al. (2006) also asserted that the positive affect of customers have become an important variable that can affect the level of customer satisfaction. Meuter et al. (2000) also suggested that the interaction process between customers and service providers when providing services is critical for evaluating service quality for customers. Therefore, the interaction between customers and employees providing service has a significant influence on the perception and expectation of customers. Pollack (2008) indicated  that higher service quality level leads to higher levels of satisfaction .Many  studies have confirmed that service quality is an antecedent to customer satisfaction ( Dabholkar et.al., 2000; Dagger & Sweeney, 2006 ) . Choi et al. (2004) indicated that customer satisfaction and service quality are two distinct but related constructs. Dabholkar et al., (2000) recommended that customer satisfaction and perceived service quality should be measured separately for the purpose of understanding how customers evaluate service quality. In this respect satisfaction with health care is related to concepts of health care quality.  

Donabedian (2005) claimed that patient satisfaction has developed a significant result of healthcare service quality but it is not only a significant component of quality of care nevertheless a main funder in the definition of quality from the viewpoint of patient expectations. The patient’s perception of service quality definitely affected patient satisfaction, indicating that patient satisfaction is a key outcome of care (Andaleeb, 2001). Therefore, there is a strong link between healthcare service quality and patient satisfaction. Many studies have discussed the relationship between quality of hospital services and patient satisfaction. Such relationships have been investigated by many researchers (Badriet al. 2009; Scotti et al., 2007; Sohail, 2003). Tucker and Adams (2001) confirmed that electronic service quality has a positive relationship with patient satisfaction.  Badri et al. (2009) analyzed the relationship between healthcare service quality and patient satisfaction at United Arab Emirates public hospitals and created that the perceived service quality is positively linked to patient satisfaction. Relationship between service quality and patient satisfaction is reinforced by numerous other empirical studies. (Alrubaiee and  Alkaa’ida, 2011; Dagger et al., 2007; Scotti, et al , 2007; Choi et al., 2005) . 

The translation of perceptions of quality to satisfaction of customers can come in several forms. However, the study adopted the premises of earlier studies in order to derive the level of satisfaction from the perception of service users. The premise that was adopted by the study is that the agreement or disagreement of service customers with the perceived service quality is tantamount to their satisfaction or dissatisfaction. In this regard, the researcher sought other studies outside the hospital setting which dealt with measurement of satisfaction with perceived quality. This was used in the study of Angelova and Zekiri (2011) using the ASCI model. Accordingly, they measured customer satisfaction with service quality using the American Customer Satisfaction Model in Macedonia.  From the study conceded out, it was found out that the generally service quality perceived by the customers was not satisfactory, that expectations were higher than perceptions. Customers were not satisfied with service. The results and findings deliver further evidence about customers’ needs, wants and their satisfaction. It also subsidizes to research since this study sets the minced for further research in determining service quality in the service industries such as in Macedonia.  

Agbor (2011) also adopted this premise in her study of the relationship between customer satisfaction and service quality in three service sectors in UMEA. She used the SERVQUAL as major instrument and came up with the conclusion that that that service quality is considered a lead to customer satisfaction in service sectors and that service quality dimension differs in the different service sectors. Organizations need to improve the dimensions of service quality as the main findings to improve quality service in order to meet customer needs and satisfy him/her satisfy customers.  The adoption of the same premise using the SERVQUAL is also seen in the study of Gibson (2009) and Ferdous(2008). Gibson (2009) assessed the customer satisfaction level of the Oregon HIDTA ISC Analytical unit using SERVQUAL and found that the administration of the SERVQUAL customer perception tool and the subsequent analysis of the results have revealed that the overall perception of the quality of service provided by the Oregon HIDTA ISC Analytical Unit is acceptable for the five aspects of service quality (tangibles, reliability, responsiveness, assurance, and empathy) measured by the SERVQUAL instrument.  Ferdous (2008) also used SERVQUAL to assess customer satisfaction with the Shahjal Islami Bank and found that the concept of loyalty, keeping customers, and gaining new customers apply equally to the bank and that customers of the bank who are dissatisfied will become less loyal and will go somewhere else. The results of other studies are summarized in Table 3
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	Authors/Year
	Study
	Results

	Aladham,2004
	Exploration of the  possibility of applying quality  management in health care system through the identification of the already applicable and perceived service level in Nablus public, private and charitable hospitals
	The study concluded that the majority of Nablus hospitals have no workable system that identifies all types of actions imposed in this direction. This study showed different trends and differences by care and service recipients to contribute to understanding and identifying the receive process for the service .The study indicates a direct relationship in all hospitals between service procedures and patient satisfaction. 


	Ibrahim et al., 2005
	Evaluation of patients’ satisfaction with Primary Health Care Centers’ services at Capital Health Region.
	The study concluded that the highest satisfaction was for pharmacy and the lowest for buildings. Moreover the study found   that subjects aged above 50 years showed the highest overall and differential satisfaction. Male subjects and those who completed primary school showed the highest overall satisfaction. Other socio-demographic characteristics were not significantly related to overall satisfaction scores.


	Zineldin, 2006
	Investigation of the major factors affecting patients’ perception of cumulative satisfaction and to address the question whether patients in Egypt and Jordan evaluate quality of health care similarly or differently.
	The study found that hospital C has above-average total and dimensional qualities and patients are the most satisfied in accordance with all dimensions of services. While hospitals A and B have under-average total qualities as the majority of patients are not satisfied with services. The study found that the quality in hospital B is higher than in hospital A. Patients’ satisfaction with different service quality dimensions is correlated with their willingness to recommend the hospital to others. 


	Lekidou et al.,2007
	Investigation of the relationship of patients’ admission, accommodation aspects, external environment and the care provided by doctors, nurses and assistant personnel with service quality on patients’ satisfaction.
	The study found significant associations which shed light on determinants of patients’ satisfaction. The study also revealed that visiting hours, doctor’s consistency, kind of insurance, days of hospitalization, type of clinic and hygiene’s observance have a positive relationship with patients’ satisfaction. In addition, the lack of communication with nurses, doctors’ impoliteness, orderly improper behavior, and health deterioration after patients’ hospitalization exert negative impact on satisfaction.


	Duggirala et al., 2008
	Identification of the dimensions of patient-perceived total quality service in the healthcare sector.
	The study  results  indicated that positive and significant relationships among the dimensions and patient satisfaction

	Elleuh,A. 2008
	Extension of existing knowledge about health care quality and patient satisfaction by exploring Japanese context.
	The study results indicated that patient-provider interaction, physical attributes and process quality attributes were patient satisfaction antecedents. 


	Naidu, 2009
	Building of a  comprehensive conceptual model to understand and measure variables affecting patient satisfaction-based healthcare quality
	The study found that patient satisfaction is a multi-dimensional healthcare construct affected by many variables. Healthcare quality affects patient satisfaction, which in turn influences positive patient behaviors such as loyalty. 


	Camgoz-akdag & Zineldin, 2010
	Investigation of the major factors affecting patients’ perception of cumulative satisfaction and to address the question whether patients in Istanbul evaluate quality of health care is similar or different from the Kazakhstani, Egyptian and Jordanian patients
	The study concluded that five quality dimensions of tangibility, reliability, responsiveness, assurance, and empathy were identified to be the most relevant.


	Birhanu, et al. 2010
	Assessment of patient satisfaction with health care provider interactions and its influencing factors among out-patients at health centers in West Shoa, Central Ethiopia.
	The results indicated that seventy three percent of the respondents perceived that provider’s empathy was good and 35% complained that providers were not technically competent enough. In addition, 82% of the respondents rated non-verbal communication by the providers to be good, very good or excellent. 62.6% of the patients reported that they have been satisfied with their visit.


	Murante, 2010
	Identification of the main factors that affect patient experience with hospital services and if there are differences depending on whether they are hospitalized in medical, surgical or obstetrical, gynecological and paediatric hospital wards.
	The study concluded that patient satisfaction is consistently predicted by patients’ perceptions of physicians’ and nurses’ attitudes, the ability of the hospital staff to work as a team and the communication process. Moreover, statistically significant differences were observed among patients in charge by medical, surgical and obstetrical, gynecological and paediatric hospital wards.


	Padma et al., 2010
	Conceptualization of  hospital service quality into its component dimensions from the perspectives of patients and their attendants; and to analyse the relationship between service quality and customer satisfaction in government and private hospitals in India
	The results indicated that patients and attendants treat the interpersonal aspect of care as the most important one. The study also revealed that the hospital service providers have to understand the needs of both patients and attendants in order to gather a holistic view of their services. 



	Atinga et al., 2010
	Investigation of how communication, provider courtesy, support/care, environment of the facility and waiting time significantly predict patients’ satisfaction with quality of healthcare in two hospitals located in northern Ghana
	The study results revealed that of the five-factor model, support/care, environment of the facility and waiting time determine patients’ satisfaction with quality of healthcare delivery.


	Eleuch, 2011
	Evaluated Japanese patients’ perceptions of service, health care and shed light on the most prominent service features.
	The results showed that Japanese patients perceive health care services through compensation linear process, for example, the quality of technical features and employees’ behavior offset each other to determine service quality of service.


	Al-Rafaie, 2011
	Investigation of the factors,  such as hospital performance, hospital stay, hospital facilities, interaction with patients, service quality,  that affect significantly patient satisfaction and revisit intention in Jordanian hospitals using structural equation modelling
	The results showed that hospital performance has no significant effect on patient satisfaction and revisit intention. These results also indicated that the patients are facing troubles in admission, registration, waiting time, and response time for results of medical tests. Also, the hospital stay, hospital facilities, service quality, and patient security culture are found significantly important in achieving patient satisfaction and revisit intention. Further, the interaction with patients’ requirements and needs significantly related to service quality and hospital stay. 


	Sodani & Kalpa, 2011
	Assessment of  the satisfaction level of investigative patients at  public health facilities of Madhya Pradesh, a State of India
	The study found that more than 80% of the total investigative patients reported the behavior of the technicians as good. Nearly 50% of the respondents, who availed the services of laboratory and X-ray, reported that privacy and confidentiality was good whereas rest found it satisfactory. 


	Kabir et al., 2012
	Investigated  the effective factors on satisfaction from the view point of patients at the emergency Wards in Tabriz Emma and Sina hospitals
	The results indicated that physical environment factors, personnel resources, equipment factors and management factors have an impact on patient’s satisfaction level.


	Saleh et al., 2012
	Identification of the factors that affect patient satisfaction in the surgical ward of a university hospital and provide useful information for the hospital management, wishing to improve patient satisfaction in Saudi Arabia.  
	The study found that the overall satisfaction rate was 89.6%. The study found  that the factors that influence patient satisfaction are old age, male .gender, waiting time in emergency department and out-patient department (clinic), quality of food, quick response of consulting doctors of other departments, explanation of surgical team about lifestyle after surgery (eating habits, wound management, having shower and exercise), and length of hospital stay.


	Fouzia et al., 2012
	Identification of the barriers and critical success factors, which are affecting patients’ satisfaction level.
	The study concluded that the majority of the patients are satisfied with the services provided by the in-patient department of Aga Khan Hospital.


	Yousef et al.,2012
	Measurement of  the impact of health service quality on patient’s satisfaction in the hospitals of public and private sectors in Jordan
	The result revealed that there is an impact for the health service quality on patient’s satisfaction and there is a significant statistical difference of the impact of health service quality on patient’s satisfaction between hospitals of public and private sector. The study also found that the impact of health service quality on patient’s satisfaction in private hospitals sector is better than that in public hospitals sector.

	Sreenivas & Babu, 2012
	Examination of the satisfaction levels of the patient in sample hospitals to suggest measures to strengthen the administrative practices that improves patient satisfaction in hospitals in India.  
	The study results indicated that 38- items scales having good reliability and validity was developed. They identified seven dimensions of perceived quality: admission procedure, physical facilities, and diagnostic services, behavior of the staff, cleanliness, dietary services and discharge procedure. 


	Yasin & Al Hashem, 2012
	Measured the actual and expected quality of health services in governmental  hospitals in the city of Amman from the patients perspective
	The study found that there is a negative gap between the actual quality of health services and the quality of health services expected by patients for the benefit of the expected service. The study also found that there is no impact of gender, age, educational level, variable on patients assessing for the actual health services from hospitals in the city of Amman

	Al Badayneh, 2012
	Measured quality dimensions of medical services provided in government hospitals in Jordan from a staff and patients point of view.
	The study concluded many important findings including that hospital staffs respond that government hospitals apply medical service dimensions of reliability, tangibility, empathy, and safety. Patients’ assessment of the same dimensions is equally matched with regard to all dimensions except responsiveness and empathy. The study revealed no differences in the dimensions of quality attributed to any of the demographic variables.


	Ramez,2012
	Evaluation of the level of service quality of health care providers in Bahrain and investigated the relationship between service qualities dimensions and the overall patients’ satisfaction while analyzing behavioral intention of patients.
	The study results show that SERVPERF scale was more efficient than SERVQUAL scale in explaining the variance in service quality. Positive and significant relationships were found between overall service quality, patients’ satisfaction, and their behavior intention.


	Abro & Ali Jalbani, 2012
	Assessment of the satisfaction levels of patients approaching public hospitals for health care services with a deep focus upon socio demographic status of patients.
	The study results showed that majority of patients were poor having income in between Rs 5000-10000 per month. Out of all variables tangibility (Physical Infrastructure) has received lesser satisfaction by patients but overall patients were found satisfied with services provided by the hospital.


	Muslaeh,2012
	Identification of the quality level of actual services perceived by staff and patients in hospitals operating in Qalqilya city in West Bank and identified differences in their responses depending on the ,following variables: hospital, respondent, gender, marital status, age educational qualification, and function
	The study results showed that sample’s responses towards actual and perceived services quality were high. The study also concluded that there were significant differences in safety, trust, and empathy due to gender in favor of males. 


	Devija et al., 2012
	Investigation of the five factor model that explains considerable variation in customer satisfaction with hospitals.
	The study found that all five variables (tangibles, responsiveness, reliability, assurance, and empathy) were significant in the model.



	Sreevinas & Babu, 2012
	Investigation of  patient satisfaction in hospitals in India
	The study found that perceived quality at public facilities is only marginally favorable, leaving much scope for improvement. Better staff and physician relations, interpersonal skills, infrastructure, and availability of drugs have the largest effect in improving patient satisfaction. In this study patient
Refer to inpatient.

	Wanjau et al., 2012
	Exploration of the factors affecting provision of service quality in the public health sector in Kenya.
	The study found that low employees capacity, low technology adoption, ineffective communication channels and insufficient fund affect delivery of service quality


	Ramez, 2012
	Investigation of patients’ perceptions of healthcare quality, satisfaction, and behavioral intentions in Bahrain
	The study results show that SERVPERF scale was more efficient than SERVQUAL scale in explaining
The variance in service quality. Two – Factor solution was provided by the SERVPERF scale, where reliability,
responsiveness and assurance and the majority of empathy dimension were highly correlated and loaded on the
First factor, while the second factor covered only the tangible dimension. Responsiveness, empathy and tangible dimensions had the largest influence on the overall service quality. Positive and significant relationships were found between overall service quality (OSQ), patients’ satisfaction (SAT), and their behavior intention (BI).

	Noor & Bahari, 2013
	Investigation of the effects of perceived service quality on patient satisfaction in public hospital.
	The study concluded that there  were no statistically significant relationships between perceived service quality construct and the hospital infrastructure constructs ,interaction with care providers construct The  results also indicated that the path coefficients were significant between perceived service quality construct and patients’ perception of administrative procedure construct , patients ‘perception of medical care construct and patients’ perception of nursing care construct. The constructs were considered the key factors that influence the perceived service quality in their study.

	Amin & Nasharuddin, 2013
	Investigation of hospital service quality and its effect on patient satisfaction and behavioral intention.
	The results confirmed that the five dimensions: admission, medical service, overall service, discharge and social responsibility, are a distinct construct for hospital service quality, each of which has a significant relationship with hospital service quality. The findings indicate that establishment of higher levels of hospital service quality will lead to high level of patient’s satisfaction and behavioral intention.


	Khosravi & Anvari,2013
	Investigation and comparison of factors affecting customer satisfaction in public and private sector hospitals in Iran
	The study found positive relationship between tangibles, responsiveness, reliability, assurance, and empathyand customers’ satisfaction. The study also found a significant difference between public sector and private sector hospitals, and patients’ satisfaction level in private sector is higher than that in the public sector.


	Mishra & Mishra, 2014
	Investigation of patient satisfaction at a super specialty tertiary care hospital
	The study found that the five major satisfiers were behavior of doctors,
Explanation about disease and treatment, courtesy of staff at admission counter, behavior and cooperation of nurses. The five major dissatisfies were cleanliness of toilets, quality of food, explanation about rules and regulation, behavior of orderlies and sanitary attendant and room preparedness.

	Batbaatar et al., 2015
	Reviewed current conceptual frameworks on patient satisfaction to investigate the determinants for designing patient satisfaction measurement
	Results showed that most of the patient satisfaction theories and formulations are based on marketing theories and defined as how well health service fulfils patient expectations. However, review demonstrated that a relationship between expectation and satisfaction is unclear and the concept expectation itself is not distinctly theorised as well.



From the foregoing table, it appears that researches on patient satisfaction shows a trend towards compartmentalization in terms of providers, departments, specific medical cases, and refinement of measurement system. Evans (2016) for instance focused on investigating nursing –patient interaction in the light of current nursing research trends and priorities with the aim of adding to the base of nursing knowledge that will facilitate the highest quality of nursing care and patient satisfaction. Still on nursing care, Jun and Oh (2016) did a cross-sectional study that explored the level of satisfaction in women a day after surgery. Their study reported a high level of patient needs that needs to be satisfied a day after surgery which added to the body of knowledge on pre-operative nursing interventions to bring about optimum satisfaction among women surgical patients.

Other researchers investigated patient satisfaction in departments such as rehabilitation centers and the HRM section of the hospital. Torabipour et al., (2016) for instance analyzed the quality gaps in the services of rehabilitation centers in Iran using SERVQUAL and noted a negative gap between patients’ expectations and perceptions. The authors called for improvements in all the five dimensions in the rehabilitation center investigated. Jiang, Rogers, and Intindola (2016) investigated patient satisfaction in US hospitals using strategic HRM theory and found that there was positive association between HRM practices, volunteer workforce attributes, and patient satisfaction.

Interest in patient satisfaction across medical cases such as pediatrics, radiology, surgery, and gastroenterology has also been noted. Ye et al. (2016) assessed the relative impacts of factors in four service areas in the pediatrics department on patient satisfaction and found that the influence of factors on pediatric satisfaction varied significantly across service areas. They used their findings to customize a patient experience models to achieve optimal outcomes in the pediatric department. Nichol et al., (2016) also identified patient and operational characteristics associated with pediatric patient satisfaction and found that the emergency department for pediatrics should focus their efforts in decreasing door-to-room times in order to increase patient satisfaction. In surgical cases, Cudre et al.(2016) assessed patient satisfaction during implementation of care pathways for recurrent surgeries in a university hospital in France and found out that the high patient satisfaction obtained was due to complete and personalized information which involved surgical patients in decision-making and care. Satisfaction with specific treatments in Orthopedics (Clements et al., 2016) and radiology (Zeidenberg et al., 2016) are also evident in the literature. It appears that improvement of patient satisfaction metrics whether in particular cases or specific departments are attracting growing interests among practitioners. This can range from reviewing questionnaires to assess patient satisfaction (Bettoni et al.,2016), validation of patient satisfaction survey (Moon, et al.,2016),using layered models (Soric,Glowczewski, & Lerman, 2016), and use of web-based computer testing to determine patient satisfaction (Chien & Lin, 2016).All these recent researches add knowledge to the existing narrative on patient satisfaction considering different hospital realities, medical cases, and use of varied tools to measure patient satisfaction. However the results of the studies do not lead to a consensus or a universal basis for understanding the dynamics of patient satisfaction and the various factors that contribute to it which can be applied in the local context
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This section of the study describes the hospital-related and patient-related attributes that can affect patient satisfaction
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The healthcare provision sector is a highly competitive industry, which is essential for the growth of economies around the world. This sector depends on both the government and private sector for the provision of essential medical services to the population. According to Jabnoum and Chaker (2003), the private sector is more efficient compared to the public sector in delivering services in both the health and other sectors. While it is evident that the private sector is efficient, little research exists on the difference in quality between these two especially in the health sector (Yesilada and Direktör, 2010). Looking at the implications of quality from a business point of view, one might assume that the private sector is likely to offer better services because such facilities run on a purely business based model that views the customer as an important asset to any business venture. Historically, the private sector is better in terms of service delivery. It is because of this reason that government run public facilities are currently working towards effectively competing with the private sector (Jabnoum and Chaker, 2003). The public hospitals have for a long time run on the traditional premise of episode-based care, which has effectively alienated service provision from the client needs. The outcome is a large number of patients going through the public hospitals albeit with minimal patient satisfaction (Caha, 2007). This is however different from the private hospitals that consider providing quality care which is patient-based. The outcome is a highly competitive private healthcare sector, which has managed to surpass the quality of care associate with public hospitals. This has further led to more individuals in the population opting for private hospitals as opposed to public hospitals mainly because of the quality of care (Irene, Mariam, and Emelia, 2014). Individuals opt to pay a little bit more money to access care tailored to their specific needs as opposed to the generic care evident in some of the public health facilities in many regions of the world. The situation reverberates with many hospitals even in the UAE where the private sector suffices as a better alternative to public hospitals mainly because of the aspect of quality, patient-centered care. 

The differences between the private and public healthcare facilities further incorporate aspects of comfort especially for the patients admitted in these facilities. In the UAE, the government offers residents free medical care in the public facilities while further offering subsidized health services to foreigners. According to Jabnoum and Chaker (2003), the nation has worked to improve the delivery of care by increasing the inpatient bed capacity to a bed for every 250 individuals, a nurse for every 225 people, and a doctor for every 600 people in the nation. While these numbers are low going by the World Health Organization’s recommended staffing ratios, nevertheless, these reflect significant improvements in the provision of healthcare services in the country (Jabnoun & Chaker, 2003) .. However, this does not however water down the fact that individuals still opt for the private medical facilities mainly because of the flexibility they offer in terms of service provision as well as the fact that services in these facilities are always tailored to meet the needs of each patient (Ramsaran-Fowdar, 2005). The private health facilities for instance provide rooms that are less crowded which allows the opportunity to deliver personalized care (Papanikolaou and Zygiaris, 2012). These facilities further ensure that the delivery of care is efficient while also ensuring that patients receive the best services at all times. The private facilities further provide specialized services while ensuring that patients have the option of enjoying various amenities such as provisions for parking and accommodations for family members while undergoing their treatment. The ability to deliver tailor-made services for each patient is the main justification behind the costs associated with choosing private facilities over the free public facilities in the UAE. Understanding that patients require a little more than receiving their medication is the main strengths of private facilities. The researcher observed that providing care with a smile and even  an action as simple as greeting a patient can make a difference in making the patient feel at home in the hospitals.  This has been demonstrated in the Absher program now being implemented in the public hospitals in Abu Dhabi.

Private and public hospitals both may have patient dissatisfaction. The reason behind the said dissatisfaction may differ.  A comparison between public owned hospitals in Quebec, Canada, and California showed that there was no clear distinction between private and public health care institutions in terms of patient satisfaction (Pierre-Yves Crémieux et al., 2005).  While study in the Middle East Region showed that patients of both public and private hospitals similarly were served adequately (Andaleeb et al., 2007).  Thus, adequate service leads to a higher level of patient satisfaction.

Another study indicated that patients who took treatment from private hospitals recorded higher satisfaction compared to public hospitals.  Data showed that only one percent (1%) could not be served by medical specialists and consultants in private hospitals.  In another study, results indicated that only 40% of patients from a public hospital would prefer to see a consultant rather than a clinician (Hurst, 1992).

A recent study by Bishop et al. (2012) revealed that the service provision in private and public health care facilities differ in terms that private hospitals offered greater opportunities and treatment options.  Private hospitals likewise offered services by appointment system with high level of flexibility even with short notice to respond to clients demand leading to a better level of patient satisfaction compared to public hospitals (Owusu-Frimpong, Nwankwo, & Baba Dason, 2010).

For profit-making hospitals to receive enough clients, they have to offer competitive services to ensure that patients revisit the facilities or recommend them to family and friends (Zarei et al., 2012).  As a result of receiving high number of patients and percentage of revisits, the private profit-making hospitals are able to lower the cost associated with the acquisition of new clients.  Private hospitals have higher healthcare quality than public hospitals and patient are more satisfied and have trust in healthcare service provider compared to the public hospitals (Alrubaiee & Alkaa’ida, 2011).

However, another study found contradicting result which showed that public hospitals were significantly more efficient with relatively fewer resources.  The study reflected that public hospitals ensure optimum utilization of their limited resources that result to productivity.  Certain percentage of private hospitals tends to compromise the quality of services in the efforts of maintaining profitability and high net income (Roh, Moon, & Jung, 2013).  Evidently, the efficiency of hospitals translates to better services, which lead to patient satisfaction. 

Private hospitals possess certain edge in market share compared to public hospitals as the former have the capacity and resource to conduct marketing and advertising campaigns. As indicated by Willcocks (2008), marketing in health care assists commercial purposes.   Considerable high level of clientele results in long waiting and insufficient time to explain patient condition that reflects as inadequate customer service therefore defying it’s social and care giving objectives.

A study by Jabnoun and Chaker (2003) on the comparison between the services offered by public and private hospitals in the UAE showed significant difference in terms of service quality.  The study has shown that the public hospitals outscored private hospitals on tangibles and reliability. The finding recommended a careful design of patient-oriented programs and procedures to improve patient satisfaction within private hospitals to attain competitive level with their public counterparts (Jabnoun & Choker, 2003).

Numerous studies have concentrated on providing a lasting solution to improve patient satisfaction in both public and private hospitals.  Clinical authority leadership is a vital factor in the endowment of satisfactory health care services as their aim should be to utilize the techniques and concepts of addressing the complexity of health care and improving hospital performance and effectiveness in general (Willcocks, 2008).
A study by Jabnoun and Al Rasasi (2005) took a different twist as they investigated the relationship of transformational leadership and service quality in UAE hospitals. Their findings indicated that patients showed general satisfaction with the quality of service rendered by their chosen hospitals. Their study also found that the hospital leaders were rated low in terms of transformational leadership. An interesting aspect of their findings is that service quality which they measured using SERVQUAL was positively correlated with all of the dimensions of transformational leadership investigated. On the whole their study showed that the leadership demonstrated by managers of healthcare facilities positively influenced service quality.  

Another study indicated that the demand for quality services started taking shape a few decades ago, when hospitals started paying more attention to their patients and their respective needs (Holloway & Mobbs, 1994).  Hospitals that offer excellent quality of services were found to record higher patient satisfaction (Jha, Orav, Zheng, & Epstein, 2008) with good experience for the patient due to the availability of competent nurses that directly increases patient satisfaction compared to other hospitals that performed average that resulted to patients recommendation of the healthcare provider to other people (Jha et al., 2008).

Another solution provided to improve healthcare services is the collaboration between healthcare facilities and resources.  Additionally, the use of resources and technology is essential in improving patient satisfaction.  Resources include health care professionals who possess the necessary qualification and competence.  Wise utilization of other resources such as building space and consumables also increases productivity.  These resources help in minimizing risks for the patients and improving the quality of health care services thus increasing patient satisfaction (Zigan, Macfarlane, & Desombre, 2008).

The United Kingdom’s healthcare system provides an exemplary approach to consumer satisfaction due to its patient-consumer approach, which offers patient oriented solutions. The patients are handled as customers by providing them with the information they require and focusing on their right to treatment so their needs are met as expected (MOLD, 2011).  Additionally, if the patients are satisfied, this will result in improving the image of the hospital, increasing service utilization and market share that leads to progress and long-term success (Alrubaiee & Alkaa’ida, 2011).  So, the health care facility will be able to operate within their capacity; thus, maximizing their resource utilization leading to improve profitability.  Table 4 describes some previous studies comparing public and private hospitals in general and comparisons using SERVQUAL
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	Authors
	Results

	Roh et al,2013
	· Contradicting evidence showed that public hospitals were significantly more efficient with relatively fewer resources to ensure the best utilization of their limited resources than private hospitals due to the reason that the private hospitals may compromise on the quality of services, as their focus is profitability and making income 

	Alrubaiee&Alkaa’ida,2011
	· Private hospitals have higher healthcare quality than public hospitals and patient of private hospitals are more satisfied and have trust in healthcare service provider compared to the public hospitals.

	Jha, Orav, & Zheng, 2008; Kessler &Mylod,2011
	· Private hospitals with higher level performance generated higher patient satisfaction compared to public hospitals that performed at an average level. The satisfaction of patients was due to the availability of nurses. Hospitals with higher level  performance are likely to be recommended by patients who are satisfied with the services rendered in these facilities

	Owusu-Frimpong et al., 2010
	· Private hospitals tend to offer services as appointment and accessibility and flexibility in a short notice, leading to more satisfaction compared to public hospitals. 

	Jabnoun&Chaker,2003
	· The study revealed that public hospitals outscored private hospitals on tangibles and reliabilities and the finding recommended a careful design of patient-oriented strategies to improve patient satisfaction within private hospitals so it can compete effectively with public hospitals.
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	Author/Year
	Study
	Results

	Torabipour, et al., 2016.
	Assessment of the quality gap in the services provided by rehabilitation centers in Iran using SERVQUAL
	There was a negative gap between the patients’ expectations and what they actually perceived in the studied rehabilitation centers (with the exception of one public clinic); therefore, improvements are needed across all five dimensions.

	Tahmasbi et al., 2015
	Comparison and analysis of quality of services at private and public hospitals based on the SERVQUAL model in Iran
	Statistically meaningful difference exists between public and private
Hospitals in all dimensions of quality of services. Mean quality in the dimensions of tangibles, responsiveness and empathy was higher in private compared to public hospitals, while the dimensions of dependability and guarantee had higher quality in public hospitals. The
hospitals were not able to respond to the expectations of the patients in any of the five constituents of service quality. In public hospitals, the area that needed to be improved was physical factors such as infrastructure and equipment. In private hospitals, there was the need to instil the feeling of trust and confidence in the patients.

	Cinaroglu, 2014
	Comparison of patients’ perception of reputation and image between private and public hospitals in Turkey
	Results show that private hospitals have better corporate reputation and image in the eyes of patients. Results support that private hospitals are much better than public ones in terms of service quality, giving importance to customer satisfaction and physical appearance of hospital buildings.

	Yousapronpaiboon & Johnson, 2013
	Comparison between private and public hospitals in Thailand
	Differences in service quality exist, as private hospitals were perceived by patients as better than the public hospital on most of the indicators of assurance dimension – including knowledge, personality and experience, sense of trust by the personnel, and polite of hospital personnel; followed by tangibles dimension – such as appearance of hospital personnel, convenient timing for patients, and up-to-date equipment; followed by responsiveness, empathy and reliability dimensions.

	Sabir et al., 2013
	Comparison of the impact of service quality of combined military, private, and government hospitals in Pakistan
	The findings specified that private and combined military hospitals were more anxious about quality of service, but, little attention has been paid on service quality dimensions by public health care centers.

	Zamil et al., 2012
	Investigation of the impact of health service quality on patients’ satisfaction in private and public hospitals in Jordan
	Results revealed that there is an impact for the health service quality on patient's satisfaction;  There is a significant statistical difference of the Impact of Health Service quality on patient's satisfaction between Hospitals of public and private sector.;  The Impact of health service quality on patient's satisfaction in private Hospitals sector is better than that in public Hospitals sector; The responsiveness diminution of health service quality has the lowest mean out of other service quality diminutions in public and private sectors.

	Calisir, et al., 2012
	Investigation of the effects of service quality dimensions on customer satisfaction and return intentions in different hospital types
	Results showed that for private hospitals’ patients, responsiveness is influential on return intentions. This might be due to the perception that if they pay for the promised service, then they might expect to receive more attention and information from employees when they need it. In case of university hospitals, assurance is the only influential factor on return intentions. This is consistent with the fact that since most patients of university hospitals look for special care for their chronic/rare/serious diseases, they might look for higher assurance from a hospital. Both responsiveness and assurance have an effect on the return intention of public hospitals’ patients.

	Khattak et al., 2012
	Comparison of patient satisfaction between public and private hospitals in Pakistan
	The study concluded that patients in private sector hospitals are more satisfied than those in public sector hospitals. Both the groups are equally unsatisfied about the time spent with doctors.

	Ijaz, 2011
	Comparison of service quality between private and public hospitals in Pakistan
	Results showed that private hospitals
are delivering better quality of services to their patients as compared to public hospitals.

	Shu, 2010
	Comparison of service quality between private and public hospitals in Cameroon
	The findings of the study revealed that generally, there was no difference between public and private hospitals users in terms of selection factors. Customers’ expectations from both types of hospitals were low. A significant relationship was found between service quality dimensions and overall customer satisfaction. A positive significant relationship also existed between overall customers’ satisfaction, loyalty and positive word of mouth.

	Siddiqui & Khandaker, 2007
	Comparison of services of public, private, and foreign hospitals in Bangladesh
	This study confirmed the general opinion that the quality of service of physicians in terms of availability, assurance/competency, and empathy
in the Bangladeshi hospitals are poor compared to foreign hospitals. This study confirmed the general opinion that the quality of service of physicians in terms of availability, assurance/competency, and empathy
in the Bangladeshi hospitals are poor compared to foreign hospitals.

	Andaleeb, 2000
	Comparison of service quality and predictors of hospital of choice in public and private hospitals in Bangladesh
	The results support the premise   that market incentives would explain differences in the perceived quality of services provided by public and private hospitals. This contention was
reasonably supported: private hospitals were evaluated better on responsiveness, communication, and discipline. By responding to these needs, hospitals in Bangladesh can improve their image and be perceived more favourably.



[bookmark: _Toc453267899][bookmark: _Toc465331351]2.10.2. Patient-related Attributes
[bookmark: _Toc446070312][bookmark: _Toc453265198][bookmark: _Toc453265952][bookmark: _Toc453266413][bookmark: _Toc453266700][bookmark: _Toc453267394][bookmark: _Toc453267900][bookmark: _Toc462765348][bookmark: _Toc465331352][bookmark: _Toc419584198]Gender, age, education, marital status, employment and ethnicity are some of the patient-related attributes that were found to also influence the satisfaction of patients with perceived service quality and hospital care factors. Table 6 shows some of the studies that investigated the influence of patient-related factors on patient satisfaction. 
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	Authors/Date
	Study
	Results

	Batbaatar et al., 2016
	Identification and review of evidence regarding determinants of patient satisfaction between 1980 and 2014
	The study found that Health care service quality indicators were the most influential determinants of patient satisfaction across the studies &e socio-demographic characteristics were the most varied in the review. The strength and directions of associations with patient satisfaction were found inconsistent. Therefore, person-related characteristics should be considered to be the potential determinants and confounders simultaneously.

	Choudhary et al., 2016
	Investigation of the relationship between the patient’s mental attitude with age, sex, and educational qualification
	Within the limitations of this study, it was claimed that the mental attitudes of patients could vary according to gender, age, and educational status, which could affect patient cooperation and satisfaction with oral rehabilitation, eventually manipulating the overall success of the treatment rendered.

	Kirwan et al., 2015
	Investigation of the determinants of patient satisfaction and function related to vision following cataract surgery
	The study showed that Dysphotopsia is an important determinant of a patient having difficulty with vision-related tasks following cataract surgery, and patient satisfaction is positively associated with patient age and negatively associated with spectacle dependence, dysphotopsia and function related to the vision

	Ammo, et.al., 2014
	Investigation of the determinants of patient satisfaction at tertiary care centers in Lebanon
	The results showed that patient satisfaction was influenced by age, educational level, and medical insurance coverage class. Most respondents were pleased with overall nursing care, and physician consultations. The study concluded that patient satisfaction with hospital care is significantly influenced by patient’s provider interactions during the episodes of care. Furthermore, the surrounding physical environment also has an influence on patient satisfaction. Also, our results showed the acceptable level of satisfaction about the healthcare system delivered in Lebanon.

	Grant, 2012
	Investigated patient satisfaction with inpatient services at the national referral hospital of Belize
	The study found among others that age and gender were not predictors of patients’ overall evaluation of hospital care but education was a predictor for many of the variables

	Aldaqal et al., 2012
	Investigation of the determinant of patient satisfaction in the surgical ward of the University Hospital in Saudi Arabia
	The results showed that there was a strong relation between the patient dissatisfaction and patient’s age, and gender. There was greater satisfaction among females with longer duration of hospital stay  The study concluded that the factors that influence patient satisfaction are old age, male gender, waiting time in emergency department and out-patient department (clinic), quality of food, quick response of consulting doctors of other departments, explanation of surgical team about lifestyle after surgery, and length of hospital stay.

	Naseer et al., 2012
	Investigation of the determinants of patient satisfaction with healthcare system in Pakistan
	The results showed that patient expectations which are influenced by the patient characteristics such as age,
Social class, education and to lesser extent gender and ethnicity were found to be important predictors of patient satisfaction in many surveys. However, patient perceptions and other psychological factors are potentially neglected determinants.

	Chimed-Ochir, 2012 
	Investigation of patient satisfaction and service quality perception at district hospitals in Mongolia
	The study showed that no other background factors such as age, gender, education and occupation appeared to influence patient satisfaction.   

	Abro & Jalbani, 2012
	Investigation of healthcare facilities and patient satisfaction in civil hospitals in Karachi
	The study concluded that patients of Civil Hospital are satisfied but the level of satisfaction does not seem very high. The socio economic analysis of the patients suggested that, female patients are more satisfied as compared to male patients. However, gender, age and educational status make no difference in terms of overall patients‟ satisfaction

	Mokhlis, 2012
	Compared genders on the basis of the influence of service quality on satisfaction
	The results generally support the hypothesis that gender affects service quality perceptions and the relative importance attached to dimensions of service quality. The study also revealed that that tangibles, reliability and responsiveness were critical service quality dimensions for determining satisfaction of both male and female customers.

	Chimed-Ochir, 2010
	Investigation of perceived quality of healthcare service and patients’ satisfaction in district hospitals in Mongolia
	The study found among others that patients’ perceptions and their satisfaction may depend on their age, gender, health status, length of stay, type of hospital, and length of admission. However, the result of the study showed no significant relationship between ages, gender, occupation, education, self- reported health status and length of stay in hospital with patient satisfaction.

	Theodosopoulou et al., 2007
	Compared patients’ satisfaction of the quality of care between Greece and Poland
	The study found among others that There was no correlation among age and global patients’ satisfaction. Men in both of groups were expressed greater satisfaction with perceived quality of doctor care than women.  Age positively correlated with the satisfaction with the time that doctor spends for medical history taking. Patient’s education correlated with satisfaction with availability of nurse’s night.



[bookmark: _Toc453267902][bookmark: _Toc465331354] 2.11. The Study Context: UAE Health Care Sector
The healthcare sector in the UAE continues to attract investors especially now that the region is looking forwards to transform into a medical tourism hub. According to the UAE Ministry of Health, the region saw expenses in excess of AED36 billion in the year 2011 (US-UAE Business Council, 2013).This portrays the potential for growth in this sector with projections for spending in the current year reaching AED 40 Billion. The plan by the government seeks to address the aspect of accessibility, quality of care, and holistic patient satisfaction by ensuring that the population has easy access to healthcare. The Dubai Health Authority for instance seeks to ensure that by the end of the planned development phase, each health facility will be within twelve kilometers radius of the population it seeks to serve (US-UAE Business Council, 2013). This coupled with the development of thirty-five healthcare facilities in the region will ensure that the population benefits from the ambitious plan, which aims at tapping into the rapidly growing medical tourism sector (US-UAE Business Council, 2013). The rapidly growing population in the region has further elicited the need to tap into the business potential aligned with the growing population as well as the increase in the number of people suffering from various lifestyle diseases requiring medical care (Boshoff and Gray, 2004). The increasing life expectancy has further made this an important sector with this evident especially in the government as well private sector spending on new medical facilities. The healthcare sector in the region is actually at a rate similar to the growth of other investment sectors. The influx of expatriates in the region has further made it necessary to provide high quality medical care for the population (US-UAE Business Council, 2013). 

The government has taken the move to liberalize the health sector in a bid of attracting foreign investors.   Attracting investors has led to an increased number of private health facilities that have helped increase the bed capacity ratio. The Ministry of Health forecasts a seven percent annual growth rate in the healthcare sector over the next five years (US-UAE Business Council, 2013). The need for more hospital beds as well as accessible care is in tandem with the high population growth rate. The population for instance grew by forty three percent between the years 2003 and 2008. Projecting this growth over the next decade clearly shows the need for more healthcare facilities in the nation. In this regard, the nation will require up to a 160% increase in the number of hospital beds by the year 2025. The lack of even distribution of hospitals in the region further presents the need for the development of health facilities in all the regions in a bid at marching the regional population with the inpatient bed spaces as well as medical personnel (US-UAE Business Council, 2013). To reach the inpatient bed capacity of nations such as Germany, the region has to build more hospitals. In the year 2008, bed space per 10,000 people in Dubai was at an average of 22 beds while that in Germany was at 83 beds in spite of the differing population demographic in the two nations. 

One of the realizations in the region is the need for private sector participation in the provision of healthcare services to the population. Characterizing the region is a high expenditure in the public health facilities compared to the private sector facilities (US-UAE Business Council, 2013). The rising income levels in the region are further making the provision of quality healthcare an important concern for the population, which can now afford private healthcare in various high-end facilities in the region. This hints at an area of investment that can easily increase the national income from such practices as medical tourism. The projected increase in the aging population over the next four decades points to an area that will benefit from increased access to quality care (US-UAE Business Council, 2013). Chronic diseases as well as lifestyle related diseases further provide an area that requires the immediate attention of healthcare providers as the urbanization and associated health costs aligned to poor dietary intake and poor work practices continue to provide more people that require specialized healthcare. Overall, the healthcare sector in the region is in a phase of rapid growth with this offering an opportunity for investment as well as the provision of skilled labor in the medical field (US-UAE Business Council, 2013). The sector has grown rapidly in a bid at ensuring that the nation provides essential healthcare services to its population.  
Since its unification in 1971, UAE enjoyed a remarkable advancement in all aspect of progress including health care services (Badri, Attia, & Ustadi, 2009).  The approximately 8.2 million residents of the country enjoy the utilization of high standard healthcare facilities.  The said facilities were established favorably due to the country’s oil deposits and maintained peaceful environment.  But the growing population of UAE increases the demand for further growth in the healthcare sector.  This in turn increase the demand for healthcare personnel and facilities which is expected to drive the country’s health care market to Dh3.5 billion to Dh4 billion by 2018 (WAM, 2013). 

As of 2009, UAE had a total of 26 public hospitals, with 4100 total bed capacity, excluding 28 private health care facilities. The country, through the initiative of the ministry of health, is encouraging the establishment of more private hospitals with the provision of operating within the set rules and policies of the ministry to maintain healthcare standard.   This initiative is to satisfy the objective of creating a competitive environment that will boost the quality of health care services within the country (Badri et al., 2009).  In addition, the UAE government has established 106 primary health care centers in its aim to bring health care service closer to the population (Alshammari, 2014).  All of this leads to UAE being ranked 27th out of 191 countries in terms of quality health care service, according to the World Health Organization.
   
In a Gallup survey of more than 4,000 GCC nationals, the UAE ranked second (87%) in the aspect of availability of quality health care. Despite this trend, the International Medical Travel Journal showed that nearly 30,000 Emiratis travel abroad annually for treatment with approximate expenditures of 250,000 US Dollars (Dh918,000)  per visit (Ismail, 2012)
Private hospitals in the Middle East are able to offer health care services at a lower cost with the aim of attracting more clients. This gives the impression that patients receive higher quality of healthcare, and are better satisfied. In turn, patients shift their preferences to private hospital rather than public or government counterparts (Alrubaiee & Alkaa’ida, 2011).

On the whole, this chapter presented and discussed the academic literature and empirical studies that support the major themes of the study. It commenced with a discussion of the development of the patient satisfaction concept in the historical context followed by a discussion of the models and theories that have evolved from these developments. Patient satisfaction in the hospital setting is next discussed which highlighted some reasons for patient dissatisfaction even in more developed countries such as the US and UK. Since the object of the patients’ perception in the study is service quality, a section was devoted to the discussion of the topic which was later contextualized into the healthcare setting including how service quality is measured. A discussion of patient satisfaction and service quality followed and a section on patient satisfaction with service quality in hospitals was later discussed.. The chapter culminated with a discussion of the determinants of satisfaction both in the context of hospital types and patient-related variables.
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This chapter describes the research methodology used in the study. It includes the research philosophy, approach, method, and strategy adopted together with the data collection and data analysis protocols employed. As a prelude to the methodology, the research gap is identified and the research framework is described
[bookmark: _Toc453267905][bookmark: _Toc465331357]3.1. The Research Gap
From the literature reviewed in the preceding chapter there are evident gaps in knowledge regarding patient satisfaction. The study classifies these gaps as conceptual, substantive, contextual, and methodological in nature. The conceptual gap arises out of the multi-dimensional meaning of patient satisfaction which can lead to multiple understanding of the concept.  The multi-dimensionality of the concept without an agreed consensus makes the narrative of patient satisfaction a continuing conversation among scholars and practitioners alike. This allows room for new findings to fill in the gap of meaning. The substantive gap arises out of the content of studies on patient satisfaction. As shown in the review, empirical studies yield a considerable amount of statistical sophistication in terms of the models built but with very little grounding to realities in the local context. Hence despite these models, there is still a lack of data that supports a good understanding of patient satisfaction. The contextual gap is very evident from the review as there are only a handful of evidence-based studies on patient satisfaction in the context of the UAE and the Arab world hence making the concept of patient satisfaction that is anchored on ground realities a fertile soil for future research. Lastly, the methodological gap arises out of the mixed results derived from the use of a common instrument (SERVQUAL). This allows room for further investigation or further verification of the results yielded by the said instrument. On the other hand, the need for further qualitative validation of the quantitative results yielded by the instrument is also a fertile ground for investigation.

This study investigated the level of   inpatient satisfaction with hospitals in Abu Dhabi in terms of perceived service quality and hospital care factors.  This study also compared the level of satisfaction of inpatients with private and public hospitals in terms of the perceived service quality and healthcare factors. Lastly, this study determined whether the level of satisfaction of with the perceived service quality and healthcare factors were significantly influenced by the gender, age, nationality, and education of the inpatients.  Based on the stated purpose of the study, the level of satisfaction of patients with the perceived service quality is informed by the expectancy-disconfirmation theory. The level of satisfaction of patients with the hospital care factors is informed by the healthcare quality or Donabedian theory and the influence of hospital-related and patient-related attributes on satisfaction is informed by the determinants and components theory. 

Accordingly, patient satisfaction with health care services could either be high or low.  This can be both affected by hospital-related factors or personal attributes of patients. If patients perceive that they are treated well and their needs and expectations are met, they will express satisfaction and happiness and start to share their experiences with friends and family thus indirectly recommending the health care provider. Oliver (1981) conceptualized satisfaction in terms of a psychological state resulting from the confirmation or disconfirmation of expectations about an experience. Kotler (2000) defined satisfaction in a similar manner but used pleasure and disappointment to describe such psychological state. Hansemark and Albinsson (2004) looked at satisfaction as an attitude towards service providers regarding how they fulfill the expectation and goals of customers and hence equate satisfaction how customers agree or disagree with what they perceive of their experience with service providers. In this latter definition, the agreement or disagreement of customers is tantamount to the satisfaction or dissatisfaction of what they perceive.  Angelova & Zekiri (2011) adopted this assumption on perception of service quality as a measure of satisfaction in their study using the American Customer Satisfaction Model (ASCI). Likewise, satisfaction was equated with the perception of service quality in the studies of  Agbor (2011), Gibson (2009) and Ferdous (2008)) using the SERVQUAL.  Henceforth, the study adopted the foregoing theoretical premises in the determining the level of satisfaction of the inpatients investigated.
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[bookmark: _Toc465331358]3.2. Hypotheses
Based on the foregoing theoretical considerations, the study tested the following hypotheses:
H1: There is no correlation between physician care and the perceived service quality dimensions
H2: There is no correlation between nursing care and the perceived service quality dimensions
H3: There is no correlation between the hospital environment and the perceived service quality dimensions
H4: There is no significant difference between private and public hospitals in terms of the level of satisfaction of inpatients with the perceived service quality dimensions.
H5: There is no significant difference between private and public hospitals in terms of the overall satisfaction of inpatients
H6: There is no significant difference between private and public hospitals in terms of the level of satisfaction of inpatients with the perceived hospital care factors
H7: There is no significant difference between male and female inpatients in their level of satisfaction with the perceived service quality dimensions.
H8: There is no significant difference among inpatients of various age groups in their level of satisfaction with the perceived service quality dimensions 
H9: There is no significant difference among inpatients of various nationalities in their level of satisfaction with the perceived service quality dimensions
H10: There is no significant difference among inpatients of various educational attainments in their level of satisfaction with the perceived service quality dimensions.
H11: The overall satisfaction of inpatients does not significantly differ according to the gender of the inpatients.
H12: The overall satisfaction of inpatients does not significantly vary according to the age of the inpatients.
H13: The overall satisfaction of inpatients does not vary significantly according to the nationality of the inpatients.
H14: The overall satisfaction of inpatients does not vary significantly according to the education of the inpatients.
H15: There is no significant difference between male and female inpatients in their level of satisfaction with the hospital care factors.
H16: There is no significant difference among inpatients of various age groups in their level of satisfaction with the hospital care factors
H17: There is no significant difference among inpatients of various nationalities in their level of satisfaction with the hospital care factors
H18: There is no significant difference among inpatients of various educational attainments in their level of satisfaction with the hospital care factors.

[bookmark: _Toc453267908][bookmark: _Toc465331359]3.3. Research Model and Variables
Based on the formulated hypothesis, the researcher came up with the following model which was tested in the study:
[bookmark: _Toc453265961][bookmark: _Toc453266422][bookmark: _Toc453266709][bookmark: _Toc453267403][bookmark: _Toc453267909][bookmark: _Toc453268819][bookmark: _Toc465331360]Figure 1. Research Model
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The model shows the interaction of the dependent, independent, and moderating variables in the study. The dependent variable in this research is patient satisfaction which is dependent on the perceived service quality of hospitals which is in turn, is postulated to be related to perceived hospital care factors.  The study adopts Hansemark and Albinsson’s (2004) definition of satisfaction as an attitude towards service providers regarding how they fulfill the expectation and goals of customers and hence equate satisfaction how customers agree or disagree with what they perceive of their experience with service providers. The independent variable in the study is the perceived service quality which can be affected by hospital care factors. These factors consist of physician care, nursing care, and the hospital environment. Physician care refers to health care services delivered comprehensively in the clinical setting to meet patients’ needs and clarification of treatment plan. The elements affecting physician care include friendly and welcoming behavior of the physician, provision of an adequate medical treatment, explanation of type of diseases etc. but most importantly are their role during the time of emergency for quick medical resolution of acute crisis etc. (Chahal & Mehta, 2013). Nursing care refers to the ability of the care nursing professional care provider to evaluate patients’ needs and take measures to make them feel safe and cared for.  It relates to the process of providing timely and adequate medical assistance as per the instructions given by physicians. It involves friendliness, accessibility on time, and provision of adequate services etc. (Chahal & Mehta, 2013). Hospital environment includes hospital’s appearance and cleanliness including rooms and general hygiene which are important factors in patient satisfaction. Lastly, the moderator variables consist of hospital-related attributes such as the type of hospital and patient-related attributes such as their sex, age, nationality, and education. 
[bookmark: _Toc453267910][bookmark: _Toc465331361] 3.4. Methodology
The methodology and method are instrumental in the research design which led to the obtaining the findings of the study. According to Rajasekar, Philominathan and Chinnathambi (2013:5), methodology is a systematic way to solve a problem. It is a science of studying how research is to be carried out. Essentially, the procedures by which researchers go about their work of describing, explaining and predicting phenomena are called research methodology. It is also defined as the study of methods by which knowledge is gained. Its aim is to give the work plan of research. Method, on the other hand is distinguished by the authors as the various procedures, schemes and algorithms used in research (Rajasekar et al. (3013:5). From this distinction, it becomes clear that methodology is broader in scope encompassing the method used. In short, methodology covers the whole of the research design while method deals with specific operations, procedures, and techniques used.  
[bookmark: _Toc453267911][bookmark: _Toc465331362]3.5. Research Philosophy
Creswell (2004) advised that after a researcher has chosen a research problem for investigation, the next step is to adopt the most appropriate paradigm or philosophy that will serve as the basis for the selection of specific approaches, strategies, and methods used in the study. Accordingly, a research philosophy is a belief system that has three elements: ontology, epistemology, and methodology. Ontology deals with assumptions on the nature of reality. Epistemology deals with the nature of truth and knowledge, and methodology deals with how knowledge can be constructed from what is held to be real.  Based on the various assumptions on the nature of reality and knowledge, there are basically six philosophical positions: positivism, post-positivism, critical theory, constructivism, advocacy/participatory, and pragmatism. The salient features of each paradigm are shown in the following table adopted from Lincoln and Guba (1994) and Creswell (2009).
[bookmark: _Toc453266712][bookmark: _Toc453267406][bookmark: _Toc453267912][bookmark: _Toc453268730]
[bookmark: _Toc465331363]Table 7. Comparison of Research Paradigms
	Positivism
	Ontology: Realism. There is a "real," objective reality that is knowable 
Epistemology: Objectivist. The researcher can, and should, avoid any bias or influence on the outcome. Results, if done well, are true.
Methods: Tends toward quantification and controlled experiments.

	Post positivism
	Ontology: Critical Realism. There is a "real," objective reality, but humans cannot know it for sure.
Epistemology: Modified Objectivist. The goal is objectivity, but pure objectivity is impossible. Results are "probably" true.
Methods: Includes both qualitative and quantitative methods. Seeks reduction of bias through qualitative validity techniques (e.g. triangulation)

	Critical Theory
	Ontology: Historical Realism. Reality can be understood, but only as constructed historically and connected to power. 
Epistemology: Knowledge is mediated reflectively through the perspective of the researcher.
Methods: Focused on investigator/participant dialogue, uncovering subjugated knowledge and linking it to social critique

	Constructivism
	Ontology: Relativist. All truth is "constructed" by humans and situated within a historical moment and social context. Multiple meanings exist of perhaps the same data.
Epistemology: Researcher and participants are linked, constructing knowledge together.
Methods: Generally qualitative, research through dialogue.

	Advocacy/Participatory  
	Ontology: Varied 
Epistemology: The distinction between researcher and researched breaks down. Insider knowledge highly valued.
Methods: Works with individuals on empowerment and issues that matter to them. Tends toward social, cultural or political change, using any appropriate method.

	 Pragmatism
	Ontology: Varied. Pragmatists may be less interested in what "truth" is and more interested in "what works" 
Epistemology: Accepts many different viewpoints and works to reconcile those perspectives through pluralistic means
Methods: Focuses on a real world problem, by whatever methods are most appropriate, and tends toward changes in practice.



Based on the Table 7, the philosophy adopted in the study is positivism since the aim of the study is to objectively explore patient satisfaction and to measure the behavior of variables that influence this phenomenon. The study involved the verification and testing of hypothesis.
[bookmark: _Toc453267913]
[bookmark: _Toc465331364]3.6. Research Approach
In general, the major approaches that can be adopted when undertaking a study include the deductive, inductive, and adductive approaches. These approaches can be used independently or concurrently by a researcher (Thomas, 2004). The deductive approach starts from general theory as the basis for coming up with specific findings hence a movement from the general to the specific. In the deductive approach, the researcher first develops hypotheses or propositions related to a theory from the academic literature, and then design a research strategy to examine those (Saunders et al., 2012). In this approach, a theory has usually been developed before the collection of data (Eisenhardt & Graebner, 2007; Saunders et al., 2009). The approach involves rigorous testing of the research hypotheses which leads to explanations of causal relationships between different variables relating to a phenomenon. The deductive approach is associated with quantitative studies (Saunders et al., 2012).

The inductive approach is the opposite of the deductive approach because it starts with specific data moving towards more abstract generalizations. In the inductive approach, the researcher collects data and generates theory in the form of a conceptual framework as the outcome of data analysis. It is a protracted way of building a theory (Saunders et al., 2012). It is a protracted approach to building theory. The inductive approach involves the use diverse data collection methods in order to explore different views of phenomena (Easterby-Smith et al., 2008; Saunders et al., 2012). It also deals with a small sample of research subjects as it deals with contexts and events that have already occurred (Saunders et al., 2012). Hence, the inductive approach is mainly associated with the qualitative research design (Bryman, 2012; Saunders et al., 2012).
The growing use of the mixed method of research brought about adductive reasoning where researchers investigate a phenomenon, discover themes, and explain patterns in order to generate or modify a theory through subsequent data collection (Saunders et al., 2012). This approach moves back and forth between deduction as the ‘theory to data’ approach and induction as the ‘data to theory’ approach, in order to integrate them (Suddaby, 2006; Saunders et al., 2012). This allow researchers to direct their research procedures particularly data collection based on data analysis, to adopt their methodological choices flexibly, and to study unexplored issues. 

Based on the features of the different approaches in research, the researcher finds that the features of the deductive approach is most suitable for the investigation hence the deductive logic is adopted as the research approach for this study.

[bookmark: _Toc453267914][bookmark: _Toc465331365]3.7. Research Method
Three research methods are commonly identified in the academic literature and used by researchers in the investigation of various phenomena: quantitative, qualitative, and mixed methods. Teddlie and Tashakkori (2009) cited that quantitative methods refer to a set of  techniques associated with gathering, analysis, interpretation, and presentation of numeric information Quantitative research is consistent with the philosophical assumptions of positivism and post-positivism which posit the view that research should adopt the scientific method.  On the other hand, qualitative methods refer to a set of techniques associated with the gathering, analysis, interpretation and presentation of narrative information. According to Teddlie and Tashakkori (2009), many of the qualitatively oriented researchers adopt the world view of constructivism in terms of having defined questions, using narratives as units of analysis, and the use of a variety of inductive and iterative techniques including categorical and contextualizing strategies. 

The mixed method research tradition is comparatively recent compared to the quantitative and qualitative traditions. Mixed methodologies are innovative alternatives that advocate the use of whatever methodological tools are proper in order to answer the research questions (Teddlie&Tashakkori, 2009). Tashakkori and Teddlie (2003) defined mixed method research as the simultaneous or sequential use of quantitative and qualitative approaches in types of research questions, data collection, and analysis procedures or inferences. In other words, it is a method of research in which data is collected and analyzed, findings are integrated, and inferences are drawn using both quantitative and qualitative methods (Tashakkori& Creswell, 2007). The philosophical orientation of the mixed methods is both pragmatic and transformative. (Teddlie&Tashakkori, 2009).   A more detailed comparison of the three methods is shown in Table 8
[bookmark: _Toc453266715][bookmark: _Toc453267409][bookmark: _Toc453267915][bookmark: _Toc453268731][bookmark: _Toc465331366]Table 8. Comparison of Research Methods
[image: ]
Based on the features of the three methods, the researcher adopted the quantitative method for the following reasons: First, the philosophical underpinning of the study is positivism. Second, the study involves the testing of hypotheses. Third, the study employs the survey in data collections using a structured and validated instrument. Fourth, the study measures data using quantitative tools and analyses data using statistical methods. Fifth, the findings of the study are interpreted using deductive reasoning.  Lastly, the study aims to come up with generalizable results that could be applied in similar situations.  
[bookmark: _Toc453267916][bookmark: _Toc465331367]3.8. Research Strategy
Research strategies link the research philosophy, approach, and methods with actual practice of researchers in order to fulfill their research aim and objectives (Bryman&Bell, 2007).  There are several considerations regarding the decision to adopt a particular research strategy and these include the research subject, aim and objectives, existing knowledge, research philosophy, recourses, and time frame ( Saunders et al., 2009). 

Based on these considerations, the researcher can choose from a menu of strategies.  Based on Hussey and Hussey (1997); Ghauri and Grønhaug, (2005); and Saunders et al., (2012) research strategies include:
· Experiment -more commonly used in the natural sciences and in the social sciences particularly psychology.
· Survey- this is associated with deductive approach such as the use of structured observation, structured interviews, and questionnaires.
· Case study- this involves the investigation of a particular contemporary phenomenon within its real life context.
· Action research- this is a kind of research conducted by the problem-solving team in a flexible and iterative way in order to enhance the performance.
· Grounded theory- this involves the inductive approach to develop theory developed from data generated by a series of in-depth interviews.
· Ethnography- this uses the inductive approach involving the in-depth, descriptive study of a culture.
· Archival research- this is concerned with current and past documents and administrative records as the original data.
· Narrative inquiry–this involves story-telling on the nature of a qualitative interview or a personal account of an experience.

[bookmark: _Toc465331368][bookmark: _Toc453267917]Based on the foregoing research strategies, the researcher adopted the survey because its features are compatible with the aim of the study to derive as many views of the phenomenon investigated from a diverse group of respondents using the questionnaire as the basic tool for data collection.
[bookmark: _Toc465331369]3.9. Study Participants

Considering that a fixed population of inpatients could not be established due to patient mobility and the occasional occurrence of hospital admissions, the researcher ruled out probability sampling in the selection of the study participants, hence purposive sampling was resorted to. The participants were selected based on the following criteria: First, that they were admitted in the hospitals within the 120 days of the data collection period. Second, that the inpatient should have had a minimum hospital stay of five days.  Third that the inpatient was willing to participate in the study. Fourth, that the minimum age of the inpatient is 18 years.  Based on these criteria, a total of 509 inpatients were selected to participate in the study from a random record of private and public hospitals in Abu Dhabi. The corresponding profile of the participants is described in the following chapter. 

[bookmark: _Toc453267918][bookmark: _Toc465331370]3.10. Data Collection
The study made use of a structured questionnaire to gather the research data. To measure the satisfaction of patients with the perceived service quality and healthcare factors, the researcher adapted the SERVQUAL scale (Parasuraman et al., 1988). To reiterate, the study particularly adopted the SERVQUAL because it is widely used in the healthcare industry hence its validity and reliability has been ascertained. More importantly, the SERVQUAL puts emphasis on the human aspects of service delivery and the tangible aspects of service (Daniel & Berinyuy, 2010). This offers the advantage of developing appropriate intervening measures to address service quality gaps depending on the results of the assessment. The SERVQUAL is therefore compatible with the purpose of the study and its aim of coming up with workable recommendations and interventions for service quality improvement in hospitals The SERVQUAL measures service quality along the following dimensions: tangibles; reliability; responsiveness; empathy and assurance. The items in the original instrument were modified by the researcher by paraphrasing the items in both wording and contextual applications to suit the research purposes. Therefore, the researcher developed a modified SERVQUAL scale for public and private hospitals ( see Appendix B)  in the Emirates of UAE in order  to compare service quality in both types of hospitals in terms of their effectiveness in meeting the expectation of their inpatients. The Lickert scale was used with close ended questions to facilitate discovery of the potential relationship between inpatient satisfaction as dependent variable and other independent variables. The survey questionnaire came in both English and Arabic versions to cater to the language preferences of the respondents.

The modified questionnaire was pretested for reliability and the Cronbach’s Alpha yielded r=.0.944 indicating reasonable validity of the scale and the high internal reliability of the individual constructs. As a whole, the final modified questionnaire has 40 components with 37 statements making up the five service quality dimensions and hospital factors investigated.

[bookmark: _Toc453267919][bookmark: _Toc465331371]3.11. Data Analysis
The study made use of both descriptive and inferential statistics in analyzing the data. On the whole, the response to the Lickert scale was treated using the weighted mean. On the basis of the theoretical assumption which equates satisfaction with how customers agree or disagree with what they perceive of their experience with service providers (Hansemark and Albinnson, 2004), the weighted mean derived were interpreted as follows:
[bookmark: _Toc453266720][bookmark: _Toc453267414][bookmark: _Toc453267920][bookmark: _Toc453268732][bookmark: _Toc465331372]Table 9. Qualitative Equivalents
	Mean Range
	Level of Satisfaction

	4.20 – 5.00
	Very satisfied

	3.40 – 4.19
	Satisfied

	2.60 – 3.39
	Moderately satisfied

	1.80 – 2.59
	Fairly satisfied

	1.00 – 1.79
	Dissatisfied



Accordingly, the weighted mean was used to derive the answers to research questions 1 and 2. Pearson Bivariate Correlation was used to derive the answer to research question 3 and the ANOVA was used to determine significant differences to test the research hypothesis in consonance with research questions 4 and 5.
 
[bookmark: _Toc453267921][bookmark: _Toc465331373]3.12. Research Ethics
The practice of ethical conduct in research has been emphasized by  Berger and Patchner (1994) as well as  Blaxter et al. (2001), among others. Hence in the actual investigation done by the researcher, the following ethical principles were upheld: 
a. That no harm was caused to the participants and all related risks were avoided (DiCicco-Bloom & Crabtree, 2006).
b. The privacy and anonymity of respondents is protected (Cresswell, 2005).
c. The participants’ information is protected and confidentiality of information is maintained (Creswell, 2005).
d. Informed consent of the respondents was obtained and they were duly informed about the 
e. Finally, no participant was exploited. 
[bookmark: _Toc465331374]CHAPTER 4
[bookmark: _Toc465331375]FINDINGS OF THE STUDY

This chapter presents the results of the study and discusses the findings in the light of their implications to existing knowledge on patient satisfaction. It presents the information essential to answering the research questions.  To situate the findings in the study context, the chapter first provides an overview of the socio-demographic attributes of the participants followed by the sections that reflect the findings which are sequenced after the logic and themes of the research questions. More specifically, the main sections present, analyze, and interpret the findings on (a) the level of satisfaction of inpatients on the perceived service quality rendered by hospitals in Abu Dhabi; (b) the level of satisfaction of inpatients on the perceived care provided by doctors and nurses and the hospital environment; (c) the correlation between the satisfaction of the perceived care factors and the perceived service quality dimensions; (d) the difference in the level of satisfaction among inpatients on the perceived service quality between private and public hospitals; (d) the difference in the level of satisfaction among inpatients on the perceived hospital care factors between public and private hospitals; and (e) the influence of the socio-demographic factors on the levels of satisfaction among inpatients with the perceived service quality of the hospitals and hospital care factors.

[bookmark: _Toc453267924][bookmark: _Toc465331376]4.1. Socio- Demographic Characteristics of Patients
This section describes the profile of the inpatients who participated in the study in terms of their sex, age, and marital status, level of education, nationality, occupation, language proficiency, and hospital of admission.

[bookmark: _Toc453266725][bookmark: _Toc453267419][bookmark: _Toc453267925][bookmark: _Toc465331377]Sex. Table 10 shows that male and female participants almost attained an equal distribution in the sample with only a difference of 2 female respondents more than the males.
[bookmark: _Toc453266726][bookmark: _Toc453267420][bookmark: _Toc453267926][bookmark: _Toc453268733][bookmark: _Toc465331378]Table 10. Sex of the Participants
	Sex
	F
	Actual %

	Male
	231
	49.78

	Female
	233
	50.22

	Missing
	45
	

	Total
	509
	100



The sex ratio is almost 50:50 but is atypical considering that the UAE is one of the countries that has the highest male to female population ratios in the world due to its male-dominated workforce (Gulf News, 2016).

[bookmark: _Toc453266727][bookmark: _Toc453267421][bookmark: _Toc453267927][bookmark: _Toc465331379]Age.  Table 11 shows that inpatients belonging to the 26 to 35 age group comprise the modal category in terms of the participants’ age. This is followed by participants in the 18-25; 35-45; 46-55; and 56 and above age groups, in a descending order of percentage, respectively.
[bookmark: _Toc453266728][bookmark: _Toc453267422][bookmark: _Toc453267928][bookmark: _Toc453268734][bookmark: _Toc465331380]Table 11. Age of the Participants
	Age
	F
	Actual %

	18 – 25
	109 
	24.1

	26 – 35
	224 
	49.4

	36 – 45
	74 
	16.3

	46 – 55
	32 
	7.1

	56 – 65
	14 
	3.1

	Missing
	56
	

	Total
	509
	100



It is evident from the table that young adults pre-dominate the study sample. The 30.3 years median age in the UAE (CIA World Fact Book, 2014) falls within the modal age category of the study sample.
[bookmark: _Toc453266729][bookmark: _Toc453267423][bookmark: _Toc453267929][bookmark: _Toc465331381]Marital Status. Table 12  shows that majority (56.3%) of the participants are married with quite a number (32.5%) who are single and few (11.2%) who are either widows, widowers, separated, or divorced from their spouses. 
[bookmark: _Toc453266730][bookmark: _Toc453267424][bookmark: _Toc453267930][bookmark: _Toc453268735][bookmark: _Toc465331382]Table 12. Marital Status of the Participants
	Marital Status
	F
	%

	Single
	151 
	32.5

	Married
	261
	56.3

	Others
	52 
	11.2

	Missing
	45
	

	Total
	509
	100




Since majority of the participants are married, the services extended by the hospitals to family members would also constitute an essential aspect in their over-all perception of service quality. 

[bookmark: _Toc453266731][bookmark: _Toc453267425][bookmark: _Toc453267931][bookmark: _Toc465331383]Level of Education. Inpatients who have a high school degree (51.2%) typify the modal category of the sample in terms of educational achievement. This is followed by participants with BA degrees (33.3%) and few (6.2%) with higher degrees. Those without schooling experience make up only 9.4% of the sample.
[bookmark: _Toc453266732][bookmark: _Toc453267426][bookmark: _Toc453267932][bookmark: _Toc453268736][bookmark: _Toc465331384]Table 13. Level of Education of the Participants
	Level of Education
	F
	%

	No schooling
	44 
	9.4

	High School
	240 
	51.2

	BA
	156 
	33.3

	Higher degree
	29 
	6.2

	Missing
	40
	

	Total
	509
	100



The distribution of the sample shows that most of the participants in the study are equipped with the basic literacy and numeracy competences with some having more advanced competences due to their educational attainment.

[bookmark: _Toc453266733][bookmark: _Toc453267427][bookmark: _Toc453267933][bookmark: _Toc465331385]Nationality. Emiratis (60.1%) constitute the modal category of the nationality of the participants. Next to this are patients who are non-Emirati Arabs (27.7%) with 3.4% who are westerners and only 1.1% belonging to other nationalities.  
[bookmark: _Toc453266734][bookmark: _Toc453267428][bookmark: _Toc453267934][bookmark: _Toc453268737][bookmark: _Toc465331386]Table 14. Nationality of the Participants
	Nationality
	F
	%

	Emirati
	282
	60.1

	None Emirati Arab
	130 
	27.7

	Asian
	36 
	7.7

	Western
	16 
	3.4

	Others
	5 
	1.1

	Missing
	40
	

	Total
	509
	100



The distribution of participants in Table 14 is atypical because it does not reflect the demographics in the UAE where almost 80% of the population are expatriates coming from more than 200 countries and roughly 20% comprise UAE nationals. 

[bookmark: _Toc453266735][bookmark: _Toc453267429][bookmark: _Toc453267935][bookmark: _Toc465331387]Occupation. Table 15 shows that employed inpatients make up the modal category for occupation and comprise also majority (65.7%) of the sample. This is followed by participants who stay at home (15.1%) who presumably are spouses or dependents of employed individuals. Students make up 15.1% of the participants and 7.8% make up the unemployed participants.

[bookmark: _Toc453266736][bookmark: _Toc453267430][bookmark: _Toc453267936][bookmark: _Toc453268738][bookmark: _Toc465331388]Table 15. Occupation of the Participants
	Occupation
	F
	%

	Unemployed
	36
	7.8

	Employed
	304
	65.7

	Student
	53 
	11.4

	Stay at home
	70 
	15.1

	Missing
	46
	

	Total
	509
	



With the exception of the unemployed inpatients, all the rest are assumed to have medical insurance which means that they have higher expectations on the quality of services that they receive.

[bookmark: _Toc453266737][bookmark: _Toc453267431][bookmark: _Toc453267937][bookmark: _Toc465331389]Language. Table 16 shows that Arabic is the predominant language of the participants with few among them using English (7.6%) and a handful using Urdu (1.1%) and other languages (0.9%).
[bookmark: _Toc453266738][bookmark: _Toc453267432][bookmark: _Toc453267938][bookmark: _Toc453268739][bookmark: _Toc465331390]Table 16. Language of the Participants
	Language 
	F
	%

	Arabic
	415 
	90.4

	English
	35 
	7.6

	Urdu
	5 
	1.1

	Others
	4 
	0.9

	Missing
	50
	

	Total
	509
	100



The distribution of the participants according to the language that they use has an implication on the medium of communication in the hospitals. Since most of the inpatients are Arab speakers, the use of Arabic in communicating with them forms part of their expectation in evaluating the overall quality of services.

[bookmark: _Toc453266739][bookmark: _Toc453267433][bookmark: _Toc453267939][bookmark: _Toc465331391]Language Proficiency. In relation to the language used by the participants, Tables 17 and 18 show their corresponding proficiencies.  The researcher clarifies at this juncture that the language proficiencies reflected in the tables are based on the respondents’ self-appraised proficiencies and not the results of standardized language proficiency tests.    
[bookmark: _Toc453266740][bookmark: _Toc453267434][bookmark: _Toc453267940][bookmark: _Toc453268740][bookmark: _Toc465331392]Table 17. Arabic Proficiency of the Participants
	Arabic Proficiency
	F
	%

	Very poor
	22
	4.8

	Poor
	13 
	2.8

	Fair
	30 
	6.5

	Good
	370 
	80.1

	Very good
	27 
	5.8

	Missing
	47
	

	Total
	509
	100



[bookmark: _Toc453266741][bookmark: _Toc453267435][bookmark: _Toc453267941][bookmark: _Toc453268741][bookmark: _Toc465331393]Table 18. English Proficiency of the Participants
	English Proficiency
	F
	%

	Very poor
	40 
	8.6

	Poor
	70 
	15

	Fair
	184 
	39.5

	Good
	146 
	31.3

	Very good
	26 
	5.6

	Missing
	43
	

	Total
	509
	100



Accordingly, 80.1% of the participants have good proficiency in Arabic and 31.3 % have good proficiency in English. Arabic constitutes the predominant language of the inpatients and again this underscores the importance of the use of Arabic as a medium of communication in the hospitals. 

[bookmark: _Toc453266742][bookmark: _Toc453267436][bookmark: _Toc453267942][bookmark: _Toc462765390][bookmark: _Toc462767981][bookmark: _Toc465331394]Hospital Admission. In terms of hospital admission, 55.9% of the participants were in public hospitals and 44.1% in private hospitals during the time of the study (Table 19). This shows that there are more patients admitted in public hospitals because of their size and capacity. 

[bookmark: _Toc453266743][bookmark: _Toc453267437][bookmark: _Toc453267943][bookmark: _Toc453268742][bookmark: _Toc465331395]Table 19. Hospital of Admission of the Participants
	Hospital of Admission
	F
	%

	Private
	207
	44.1

	Public
	262
	55.9

	Total
	509
	



Based on the foregoing information, the typical participant in the study is either a male or female young adult who is an Emirati by nationality, married, high school graduate with good proficiency in Arabic, employed, and admitted in a public hospital. The mediating effects of the socio-demographic attributes of the inpatients are accordingly discussed in the later section of this Chapter.  
[bookmark: _Toc453267944][bookmark: _Toc465331396]4.2. Level of Satisfaction of Inpatients with the Perceived Service Quality of Hospitals
To situate the satisfaction of inpatients in the context of the hospital services which they perceived, the researcher deems it important to first qualify how this construct was interpreted in the study. Oliver (1981) conceptualized satisfaction in terms of a psychological state resulting from the confirmation or disconfirmation of expectations about an experience. Kotler (2000) defined satisfaction in a similar manner but used pleasure and disappointment to describe such psychological state. Hansemark and Albinsson (2004) looked at satisfaction as an attitude towards service providers regarding how they fulfill the expectation and goals of customers and hence equated satisfaction with how customers agree or disagree with what they perceive of their experience with service providers. In this latter definition, the agreement or disagreement of customers is tantamount to the satisfaction or dissatisfaction of what they perceive. Hence Campbell (1999) generally defined patient satisfaction as the consumer’s view of services received and the results thereof. This assumption on the perception of service quality as a measure of satisfaction has been adopted in the studies of Angelova & Zekiri (2011) uses the American Customer Satisfaction Model (ASCI) and by Agbor (2011), Gibson (2009) and Ferdous (2008) using the SERVQUAL. The study likewise adopted the foregoing assumption in determining the level of satisfaction of the inpatients investigated. 

Accordingly, this section presents the general level of satisfaction of inpatients with the perceived service quality of hospitals in Abu Dhabi along the five dimensions of the SERVQUAL.

[bookmark: _Toc453267945][bookmark: _Toc465331397]4.2.1. Tangibles
Parasuraman et al., (1991) identified that tangibles consist of physical evidence in the service facility including personnel and equipment. Carman (1990) extended this in the hospital setting to include admission, accommodation, food, privacy, nursing explanations, discharge planning, and patient accounting. The indicators for tangibles used in the study fall within the foregoing typologies of tangibles.

In this context, Table 20 shows the general satisfaction of inpatients with the tangible dimensions of service quality in the hospitals in Abu Dhabi.   
[bookmark: _Toc453266746][bookmark: _Toc453267440][bookmark: _Toc453267946][bookmark: _Toc453268743][bookmark: _Toc465331398]Table 20. Satisfaction with the Tangibles of Hospital Service Quality
	Tangibles
	Xwt.
	Level of Satisfaction

	1. This hospital is equipped with the latest devices, technologies and medical equipment
	4.330
	Very satisfied

	2. The hospital has a feeling of wellbeing
	4.1032
	Satisfied

	3. The hospital’s rooms are clean, comfortable and attractive
	4.0405
	Satisfied

	4. There are enough beds for patients in this hospital
	3.4639
	Satisfied

	5. Doctors at the hospital are dressed  professionally
	4.2680
	Very satisfied

	6. Nurses at the hospital are dressed professionally
	4.2535
	Very satisfied

	7. In the hospital, after each meal the plates were cleared straight away
	3.7859
	Satisfied

	8. The meals were still hot when they were served
	3.7976
	Satisfied

	9. In the hospital inside the ward, noises were kept at minimum level during night times
	3.7061
	Satisfied

	Average Xwt
	3.9720
	Satisfied



As a whole, the inpatients were generally satisfied (M=3.9720) with the tangible aspects of the hospital services. Particularly, inpatients were satisfied with the feeling of well-being in the hospital (M=4.1032); cleanliness of the rooms (M=4.0405); number of beds (3.4639); carting away of meal trays (M=3.7859); freshness of the meals served (M=3.7976); and the minimum level of noise during the night (M=3.7610). The table also highlights the findings that inpatients were generally very satisfied with the latest devices, technologies, and medical equipment (M=4.33) in the hospital as well as the professional attires of doctors (M=4.268) and nurses (M=4.2535).   

Ramez (2012) cites the reliability assessment done by Churchill (1979) where he found tangibles to have posted the lowest value relative to the other SERVQUAL dimensions. In his own study on patient satisfaction, Ramez (2012) likewise  found that tangibles rated low in terms of patient satisfaction but has a large influence on the overall service quality of hospitals in Bahrain.  In the UAE, Jabnoun and Al Rasasi (2005) in their study on the relationship between transformational leadership and service quality in six UAE hospitals showed that the tangibles dimension had the lowest score of all five dimensions. The results of the study on the tangible dimension of services in Abu Dhabi hospitals appear to be the opposite of the aforementioned findings as the summary ratings of the five dimensions show that tangibles posted the second highest weighted mean among the five dimensions. The researcher accounts for the difference in the results in terms of the various developments that have been introduced considering that the Jabnoun and Al Rasasi study was done in 2005. Today, hospitals in Abu Dhabi have the latest advanced equipment and technology in medicine. This is confirmed by the patients as this indicator posted the highest weighted mean for the dimension indicating that they were very satisfied with this indicator together with the professional attire of doctors and nurses.  

[bookmark: _Toc453267947][bookmark: _Toc465331399]4.2.2. Reliability 
Reliability denotes the ability to perform the services accurately and dependably (Parasuraman..al., 1991). Edvardson, et al.,(1994) extended the attributes of this dimension to include experience, knowledge and competence of hospital personnel combined with their commitment and willingness to serve, and handling of critical factors. The indicators of reliability in the study fall within the purview of these typologies of attributes.

Accordingly, Table 21  shows the satisfaction of the inpatients with the reliability of services in the hospitals in Abu Dhabi. In general, inpatients were satisfied (M=3.8944) with the reliability of hospital services. They were particularly satisfied with the timely provision of service (3.8056); constructive feedback given to address problems and complaints (M=3.6620); provision of consistent services (M=3.8089); willingness of doctors (M=4.0344) and nurses (M=3.9859) to listen; dependability of the doctors (M=4.002); comfortable physical examination (M=3.8652); accessibility of patient records (M=4.044); and the immediate response of nurses (M=3.8414). On the whole, the perception of the patients on the reliability of service quality all fell within the mean range (M=3.400 to M=4.190) of satisfaction indicating that they were satisfied with the reliability of service quality in the hospitals.  
[bookmark: _Toc453266748][bookmark: _Toc453267442][bookmark: _Toc453267948][bookmark: _Toc453268744][bookmark: _Toc465331400]Table 21. Satisfaction with the Reliability of Hospital Services
	Reliability
	Xwt.
	Level of Satisfaction

	1. The hospital provides services at the time it promises.
	3.8056
	Satisfied

	2. The hospital addresses problems or complaints effectively by providing constructive feedback
	3.6620
	Satisfied

	3. The hospital provides services that are consistent and timely throughout the day.
	3.8089
	Satisfied

	4. Doctors in the hospital are willing to listen carefully about my condition
	4.0344
	Satisfied

	5. Doctors are dependable in the hospital
	4.0020
	Satisfied

	6. In the hospital, physical examination conducted by the doctors was comfortable and met my expectation
	3.8652
	Satisfied

	 7. The hospital maintains patient records that are accessible on time
	4.0444
	Satisfied

	8. In the hospital, nurses respond immediately when called
	3.8414
	Satisfied

	9. In the hospital, nurses are willing to listen and help me
	3.9859
	Satisfied

	Average Xwt
	3.8944
	Satisfied



In the study of Ramez (2012) reliability was rated as most important among the service quality dimensions. In contrast, the study of Abu-Kharmeh (2012) reported reliability as the least ranked among the service quality dimensions that followed after empathy. In the study of Ahmed and Samreen (2011) on private hospital of Karachi in Pakistan, reliability & responsiveness, among others, were found to have greatly influenced patient satisfaction. In the study, reliability was third in rank in terms of weighted means just next to tangibles. This can be on account not only of the developments in infrastructure and technology but also because there is a continuing effort to get the best talents in the medical field.

[bookmark: _Toc453267949][bookmark: _Toc465331401]4.2.3. Empathy 
Empathy refers to the caring and individualized attention given to patients (Parasuraman et.a., 1991). Accordingly, the following table (Table 22) shows the satisfaction of inpatients with the perceived empathy experienced in the services provided by the hospitals. 
[bookmark: _Toc453266750][bookmark: _Toc453267444][bookmark: _Toc453267950][bookmark: _Toc453268745][bookmark: _Toc465331402]Table 22. Satisfaction with the Empathy of Hospital Services
	Empathy
	Xwt.
	Level of Satisfaction

	1. In the hospital, the doctors pay special attention to my case
	4.0605
	Satisfied

	2. In the hospital, the nurses pay special attention to my case
	3.9737
	Satisfied

	3. The hospital does not have my best interest at heart.
	2.9674
	Moderately satisfied

	4. In the hospital, the assistance is always available(support staff/nurse etc.) whenever needed
	3.8814
	Satisfied

	5. The doctor attending to my condition in the hospital was committed about the care I received.
	4.0602
	Satisfied

	6. The nurses in the hospital spent time with me to discuss my concerns about my condition
	3.8289
	Satisfied

	7. Employees of the hospital don’t know what my needs are
	2.8661
	Moderately satisfied

	Average Xwt
	3.9926
	Satisfied



The inpatients were generally satisfied (M=3.6626) with the perceived empathy shown by service providers. More particularly, they were satisfied with the attention given to them by doctors (M=4.0605) and nurses (M=3.9737); availability of assistance by the medical staff (M=3.8814); commitment of the doctors (M=4.0602); and the time given by nurses to discuss the problems of inpatients (M=3.8289). The findings however indicate that the inpatients were moderately satisfied with the hospital not having the best interest of patients at heart (M=2.9674) and employees not knowing what the needs of the inpatients are (M=2.8661). 

Empirical evidence on this dimension of service quality shows varying results. Dean (1999) found empathy to be the most important dimension of quality and satisfaction rated by patients in Australia. Kitapci et al. (2014) in their study of customer satisfaction of hospital services using word-of-mouth communication and repurchase intention in Turkish healthcare industry found empathy as one of the dimensions positively related to satisfaction. Likewise Zaim et al. (2010) confirmed that empathy was significant to customer satisfaction in hospitals in Turkey. In the study of Zarei et al. (2012), however, they found that the lowest expectation and perception related to the empathy dimension among hospitals in Iran.

[bookmark: _Toc465331403]In this study, empathy was ranked second to the last among the five dimensions based on weighted means. Two indicators under this dimension have the lowest weighted means which influenced the overall rating for this dimension: the hospital not having the best interest of the patients at heart and employees not knowing the needs of the patients. Deducing from experience, this may be on account of the fact that the normal scenario in the hospital setting is fast-paced. On any normal day, the hospital personnel including the administrative staff are always on the go attending to multiple needs of patients. This gives the hospital a semblance of formality and a having a business-like atmosphere. Moreover, the multi-cultural composition of the staff and the in-patients may also result to various expectations and approaches of expressing care among the staff.
[bookmark: _Toc453267951]
[bookmark: _Toc465331404]4.2.4. Assurance 
Assurance refers to the provider’s knowledge, courtesy, and ability to convey trust and confidence (Parasuraman et al., 1991). Table 23 shows the satisfaction of inpatients in the assurance of the services they perceived in the hospitals. In general, the inpatients were satisfied (M=4.1192) with the perceived assurance of services provided in the hospitals. Particularly, they were satisfied with the trustworthiness of doctors and the treatment they provide (M=4.0783); politeness of the doctors (M=4.1875) and nurses (M=4.1377); feeling of security with the treatment given (M=4.1270); and the confidence-building behavior of the nurses (M=4.0691). On the whole, the perception of the patients on the assurance of service quality all fell within the upper mean range of satisfaction (M=3.400 to M=4.190) indicating that they were satisfied with the assurance of service quality in the hospitals
[bookmark: _Toc453266752][bookmark: _Toc453267446][bookmark: _Toc453267952][bookmark: _Toc453268746][bookmark: _Toc465331405]Table 23. Satisfaction with the Assurance of Hospital Services
	Assurance
	Xwt.
	Level of Satisfaction

	1. In the hospital, I have confidence and trust in   the doctor’s treatment.
	4.0783
	Satisfied

	2. The doctors are polite in the hospital
	4.1875
	Satisfied

	3. I feel safe with the treatment from the hospital
	4.1270
	Satisfied

	4. The nurses are polite  in this hospital
	4.1377
	Satisfied

	5. The behavior of nurses in the hospital builds confidence in me.
	4.0691
	Satisfied

	Average Xwt
	4.1192
	Satisfied



The evidence from research using the SERVQUAL in the hospital setting shows mixed results. Ramez (2012) found that patients in Bahrain rated the assurance dimension as the least important. Likewise, Zaim et al. (2010) confirmed that assurance was not significant to customer satisfaction in hospitals in Turkey. Robini and Mahadevappa (2006) found that assurance got the least negative score in their study of patients' satisfactions of service quality in Bangalore - based hospitals in India. In the study of Abu-Kharmeh (2012) they found that among the service quality dimensions that assurance ranked second in order of importance. Dean (1999) in his study of both medical care and health care settings of Australia found assurance as one of the most important dimensions in the health care environment and  Kitapci et al. (2014) cited that the assurance dimension to be positively related to customer satisfaction in Turkish hospitals.

The results of the study shows that assurance got the highest weighted mean among the five dimensions of service quality indicating that hospitals in Abu Dhabi have a very good capacity of conveying assurance to patients. This may be on account of the emphasis of the hospitals on giving importance to providing positive patient experience. Hence the results of the study confirm the results of the foregoing studies that specifically ranked assurance as one of the significant factors for creating patient satisfaction. 

[bookmark: _Toc453267953][bookmark: _Toc465331406]4.2.5. Responsiveness 
Responsiveness is the readiness or quickness to respond to customers’ needs manifested in terms of the willingness to help customers and deliver prompt services (Parasuraman, et.al., 1991). This was extended to the hospital setting to include prompt communication, accessible services, and no waiting (Zeithmal and Bitner, 1996) .Table 24 shows the satisfaction of patients with the perceived responsiveness of hospital services. 
[bookmark: _Toc453266754][bookmark: _Toc453267448][bookmark: _Toc453267954][bookmark: _Toc453268747][bookmark: _Toc465331407]Table 24. Satisfaction with the Responsiveness of Hospital Services
	Responsiveness
	Xwt.
	Level of Satisfaction

	1. The hospital provides prescription  with quality medicines
	4.0996
	Satisfied

	2. The hospital provides prompt services to patients
	3.3824
	Moderately satisfied

	3. Doctors in the hospital  tell me exactly when treatment will be performed
	2.5481
	Fairly satisfied

	4. Doctors of the hospital  are too busy to respond to my request promptly
	2.4289
	Fairly satisfied

	5. Nurses of the hospital  are too busy to respond to my request promptly
	2.2651
	Fairly satisfied

	6. Nurses in the hospital  tell me exactly when treatment will be performed
	2.2332
	Fairly satisfied

	7. Willingness of employees to help patients
	2.0990
	Fairly satisfied

	Responsiveness
	3.0942
	Moderately Satisfied




In general, inpatients were moderately satisfied with the responsiveness of hospital services (M=3.0942). Particularly, they were satisfied with the prescription for quality medicines given (M=4.0996); moderately satisfied with the prompt services rendered (M=3.3824) and fairly satisfied with doctors (M=2.5481) and nurses (M=2.2332) not telling inpatients when treatment will be performed; prompt response of doctors (M=2.4289) and nurses (M=2.2651); and willingness of employees (M=2.0990) to help patients.  

The study found that responsiveness posted the lower satisfaction ratings from among the inpatients. This indicates that the services in the hospitals were not prompt enough to cater to the expectations of the inpatients. The low ratings for the prompt attention given by the medical personnel can mean that the patient to doctor or nurses ratio can be low which keeps the medical personnel mostly occupied during the day. A study by Ahmed and Samreen (2011) on private hospitals in Pakistan shows the significance of responsiveness in influencing patient satisfaction and recommended that this can be improved by reduced waiting time and increased availability of doctors during the appointed time. On the contrary Zaim et.al., (2010) in their study of Turkish hospitals found that responsiveness was not significant for customer satisfaction.  

In summary, Table 25 reflects the foregoing data which shows that inpatients are generally satisfied with the perceived service quality of the hospitals in Abu Dhabi. Particularly, they are satisfied with the tangibles (M=3.94840), reliability (M=3.8298), empathy (M=3.5923), and assurance (M=4.034 of hospital services but are moderately satisfied with the responsiveness of the services provided. The dimension of service quality that merited a highest mean rating is assurance (M=4.0340) and the lowest is responsiveness (M=2.7223),   
[bookmark: _Toc453266755][bookmark: _Toc453267449][bookmark: _Toc453267955][bookmark: _Toc453268748][bookmark: _Toc465331408]Table 25. Summary of  the Satisfaction of Inpatients
	Dimensions
	Xwt.
	Level of Satisfaction

	Tangibles
	3.9484
	Satisfied

	Reliability
	3.8298
	Satisfied

	Empathy
	3.5923
	Satisfied

	Assurance
	4.0340
	Satisfied

	Responsiveness
	2.7223
	Moderately satisfied

	Average Xwt
	3.6253
	Satisfied



In Abu-Kharmeh’s (2012) study, the service dimensions were ranked as follows: responsiveness, assurance, tangibles, empathy, and reliability were ranked in order of importance respectively.  In Zaim et al.’s (2010) study measuring service quality for hospitals in Turkey, tangibility, reliability, courtesy and empathy were found significant for customer satisfaction, while responsiveness and assurance were not.

The descriptive findings of this study  vis-à-vis other studies using the SERVQUAL in the hospital setting shows similarities and differences. This  study however offers the advantage to health care administrators, decision-makers, practitioners, and researchers because it pinpoints specific indicators that shows both strengths and weaknesses relative to each indicator. For further analysis, significant differences on the level of satisfaction on these dimensions on the basis of the type of hospital and patient variables are presented and discussed in the later sections.  

[bookmark: _Toc453267956][bookmark: _Toc465331409]4.2.6. Overall satisfaction of inpatients 
Based on the overall assessment of the inpatients, the following table shows that the patients were satisfied with the quality of services provided by the hospital (M=4.0160) and that the services they received met their expectations (M=3.8958). As such, they are willing to recommend the hospital to a friend or family member (M=3.9739).
[bookmark: _Toc453266757][bookmark: _Toc453267451][bookmark: _Toc453267957][bookmark: _Toc453268749][bookmark: _Toc465331410]Table 26. Overall Satisfaction of Inpatients
	Overall Satisfaction
	Mean
	Level of Satisfaction

	Recommending  the hospital to a friend or family member
	3.9739
	Satisfied

	Overall quality of service provided by the hospital
	4.0160
	Satisfied

	Extent of meeting inpatients’ service expectations
	3.8958
	Satisfied

	Overall Service Rating
	3.9619
	Satisfied



The above findings a far cry from Kandela’s (1999) findings that patients in the UAE are dissatisfied and the report of the UAE Healthcare Overview (2013) that the satisfaction of patients with hospitals in Abu Dhabi is low. The results however, bear similarities with the conclusion of Jabnoun and Al Rasasi (2005) and HAAD (2016) that patients in the UAE are generally satisfied with the services provided by hospitals. Despite these latter findings, the level of satisfaction based on the means posted by inpatients should not be a reason for hospitals to rest on their laurels because this can still be improved to attain a “very satisfied”  rating, which is the highest level that can translate to customer loyalty (Ferdous, 2008).

[bookmark: _Toc453267958][bookmark: _Toc465331411]4.3 Satisfaction on the Perceived Hospital Care Rendered to Inpatients
This section presents the satisfaction of the inpatients with the care rendered by physicians and nurses and the quality of the hospital environment. Accordingly, Table 27 shows that the inpatients are satisfied with the care provided by doctors (M=3.6836), nurses (M=3.6119) and the quality of the hospital environment (M=3.8654).On the whole, they were satisfied with the hospital care factors that they perceived (M=3.7203).
[bookmark: _Toc453266759][bookmark: _Toc453267453][bookmark: _Toc453267959][bookmark: _Toc453268750][bookmark: _Toc465331412]Table 27. Satisfaction of Inpatients with the Perceived Hospital Care Dimensions
	Hospital Care Dimension
	Xwt
	Level of Satisfaction

	Physicians Care
	3.6836
	Satisfied

	Nursing Care
	3.6119
	Satisfied

	Hospital Environment
	3.8654
	Satisfied

	
	3.7203
	Satisfied



The hospital care dimensions represent the service quality indicators that were segregated according to those pertinent to doctors, nurses, and the hospital environment. Accordingly, the level of satisfaction on physicians’ care is a function of the satisfaction of inpatients with the  (a) perceived tangibles indicated by the way doctors are professionally     attired; (b) perceived reliability indicated by the willingness of physicians to listen, their dependability, and meeting the expectation of patients in conducting physical examinations; (c) perceived empathy indicated by the commitment of doctors and attention given to the inpatients; (d) perceived assurance indicated by the politeness of the doctors and the confidence placed by inpatients on the treatment given; and (e) perceived responsiveness indicated by communicating to the patients when treatment will be done and the prompt response of doctors to the requests of the patients. With expertise as a given attribute, the satisfaction with the care provided largely depended on how patients perceived the physician’s physical appearance, behavior and attitudes, and communication with patients in meeting their expectations.

The physical attire influences the impression that doctors make on patients (Kurihara, Maeno, & Maeno, 2014).  Patients have different tastes and this is reflected in their preferences for the attire that their doctors should wear. A study in Europe and Asia revealed formal attire and white coats were more preferred by patients and that their preferences were influenced by the age of patients, locale, setting, and context of care (Petrilli, Mack, Petrelli, Hickner, Saint, & Chopra, 2015). This was also the finding of Kurihara et al. (2014) where they found that patients preferred the white coat followed by the surgical scrub. Furthermore, scrubs were found to be less appropriate attire by older patients compared to younger ones.   

Patient satisfaction on doctors’ behaviors and attitudes is well documented in the literature and continues to be a continuing discourse in recent literature ( Sreenivas & Babu, 2012; Ofili, 2014;Singh, Kariwal, Gupta, & Shrotria, 2015). Some people felt that the doctors have become less sensitive and empathetic to problems of patients (Mishra & Mishra, 2014). In independent studies done, 90% were satisfied with the behavior of doctors but most agreed that doctors need to give more attention to patients (Sreevinas & Babu, 2012). In the study of Mishra &Mishra (2014) they found that 90% of the study participants were satisfied with the behavior of doctors but still insisted that the new generations of doctors should be trained in soft skills and value of empathic care must be reemphasized (Mishra & Mishra, 2014).

As ever, the professional performance of physicians is enabled by good communication skills. Narenjiha, Haghighat, Bahaddor.H., Shajari, & Jameie, (2012) cite that these ranges from showing respect to and greeting the patients at the beginning and at the end of a visit, establishing a friendly rapport, responding to patients’ questions. The questioning technique of doctors can either lead to satisfaction or patient anger, anxiety and stress leads to patient dissatisfaction.
Inseparable to the care given by doctors is nursing care. Accordingly, the level of satisfaction on nurses’ care in the study is a function of the satisfaction of inpatients with the (a) perceived tangibles indicated by the way nurses are professionally attired; (b) perceived reliability indicated by the willingness of nurses to listen and their prompt response when called;(c) perceived empathy indicated by the attention given to the inpatients and their willingness to spend time with them; (d) perceived assurance indicated by the politeness of the nurses; and (e) perceived responsiveness indicated by communicating to the patients when treatment will be done and the prompt response of nurses to the requests of the patients. It can be inferred from the results that on the whole, the satisfaction with the care provided largely depended on how patients perceived the nurses’ physical appearance, behavior and attitudes, and communication with patients in meeting their expectations.

Since nursing care works hand on hand with the care provided by doctors, the satisfaction of inpatients on the care given by nurses likewise impinges on their attire; behavior and attitudes; and communications. During the MPSC Annual Conference in 2010, it was reported that patients had a difficulty in identifying the members of the health care systems because most wore scrubs. Using the proper attire would make it easy therefore for patients to identify the healthcare providers in the hospitals. In terms of behavior, Rafii, Hajinezhad, & Haghani, (2006) reported that the caring behavior of nurses has been found to be correlated with patient satisfaction. They further cited Valentine (1997) who found that patients were more concerned with humane treatment as compared to cost, convenience and time of care. The correlation of nurse communication with patient satisfaction is also cited in the study of Johansson et al., (2002) in Sweden and Chaaya et. al (2003)  in Lebanon.
Finally, the level of satisfaction of inpatients on the hospital environment is a function of the satisfaction of inpatients on the infrastructure, facilities, and employees. More specifically, this includes the satisfaction with the (a) perceived tangibles denoted by the hard technology, the rooms, and the meals; (b) perceived reliability denoted by the timely provision of promised services, consistency of services, providing feedback, and easy access to records; (c) perceived empathy denoted by the interest in the inpatients and availability of assistance and support; (d) perceived assurance denoted by the feeling of security while in the hospital; and (e) perceived responsiveness denoted by the prescription of quality medicines, prompt services, and willingness of employees to help patients. Patient satisfaction with the hospital environment comprise mostly of encounters with the hospital facility which can include parking lot, physical infrastructure, admissions processes, employees and other service providers, rooms, the discharge process and other related factors. Regardless of the environment represents the actual care conditions surrounding treatment (Grondhal, 2012). These are also known as organizational factors and are significant to patients because they provide the support mechanisms that enhance the confidence of patients in the hospitals (Bacon & Mark, 2009). 

The hospital environment can create a lasting impression on the satisfaction and decision of patients to return back. The moment patients they lay eyes on the hospital, they already form a judgement on it.  According to Ross & Venkatesh (2015), before a service experience even begins, the patient usually has already decided whether they will be returning to the hospital again. On understanding the connection between the quality in physical facilities and patient satisfaction, one can know that, it can have lasting impact on both hospital’s performance and its ability to provide quality care. Quality in lobby, out-patient clinics, inpatient rooms, operating rooms, exam/procedure rooms, support areas, reception counters, and administrative areas contributes to patient satisfaction. Hence aside from individual factors, organizational factors such as the type and size of the facility have an effect of patient satisfaction. Significant correlations between organizational factors and individual satisfaction have also been found in numerous studies examining patient satisfaction levels in military treatment facilities within the United States (Mangelsdorf & Finstuen, 2003; Mangelsdorff, Finstuen, Larsen, & Weinberg, 2005). 

On the whole, the patients were satisfied with how each aspect of hospital care was perceived to be in place together with the corresponding services rendered to them. The researcher can infer from the findings that these are the results of the improvements done in terms of upgrading the hospital infrastructure, updating the technology used, and recruitment of the best talents in both the medical and the nursing fields.  

[bookmark: _Toc453267960][bookmark: _Toc465331413]4.4. Correlation of the Level of Satisfaction on the Service Quality Dimensions and Hospital Care Factors 
The foregoing sections independently presented the levels of satisfaction of inpatients with the perceived service quality and the care provided by doctors and nurses as well as the quality of the hospital environment. This section presents a correlation of these constructs to determine their relationships. In terms of the direction of correlation, it can be seen in Table 28  that these two constructs are positively correlated which indicates that any increase in the level of satisfaction with physicians’ care, nursing care, and hospital environment is likely to increase the level of patient satisfaction with the tangible, reliability, empathy, assurance, and responsiveness dimensions of hospital services.
[bookmark: _Toc453266761][bookmark: _Toc453267455][bookmark: _Toc453267961][bookmark: _Toc453268751][bookmark: _Toc465331414]Table 28. Correlation of the Level of Satisfaction with the Perceived Service Quality Dimensions and Hospital Care Factors
	
	Physicians Care
	Nursing Care
	Hospital Environment

	Tangibles
	
	0.635
	0.697*
	0.949*

	
	
	0.000
	0.000
	0.000

	Reliability
	
	0.866
	0.848*
	0.803*

	
	
	0.000
	0.000
	0.000

	Empathy
	
	0.817*
	0.781*
	0.632*

	
	
	0.000
	0.000
	0.000

	Assurance
	
	0.830*
	0.812*
	0.693*

	
	
	0.000
	0.000
	0.000

	Responsiveness
	
	0.357*
	0.309*
	0.038

	
	
	0.000
	0.000
	0.391

	Overall Service Rating
	
	0.530*
	0.593*
	0.675*

	
	
	0.000
	0.000
	0.000



In terms of the strength of correlation, physician care is very strongly correlated with reliability; r=.866, p≤.05; empathy, r=.817, p≤.05; and assurance, r=.830, p≤.05. Physician care is moderately correlated with tangibles, r=.635, p≤.05 but has a weak correlation with responsiveness, r=.357, p≤.05. Physician care is moderately correlated with the overall service rating, r=.530, r= p≤.05. Based on these findings, the hypothesis that there is no correlation between physician care and the perceived service quality is not supported hence H1 is not affirmed.  

The findings generally confirms the results study of  Farid (2008) in Egypt that succeeded in demonstrating that  physician reliability, physician assurance (Security), physician's empathy (Professionalism), physician interaction (Empathy/Responsiveness), physician's competence (Assurance) have significant effects on healthcare service quality. It was also found that communication by doctors which is an indicator of reliability and responsiveness was highly correlated with patient satisfaction in India (Sabherwal, 2015). 

Nursing care is very strongly correlated with reliability, r=.848, p≤.05 and assurance, r=.812, p≤.05. Nursing care is moderately correlated with tangibles, r=.697, p≤.05 and weakly correlated with responsiveness, r=.309, p≤.05. Nursing care is moderately correlated with the overall service rating, r=.539, r= p≤.05. Based on these findings, the hypothesis that there is no correlation between nursing care and the perceived service quality is not supported hence H2 is not affirmed. 

The results generally have parallels with the findings of Farid’s (2008) study in Egypt that nursing reliability, nursing assurance (Security), nursing interaction (Empathy), nursing professionalism (Responsiveness) have an effect on healthcare service quality. Likewise, the results of the study finds some similarities with the findings of Fini, Mousavi, Sabdani, & Hajbaghery, (2012) that a significant positive correlation was found between nursing care and patient satisfaction in Iran. The results however, contrast with the findings of a recent study by Soliman, Kassam, & Ibrahim(2015) that the caring behavior of nurses had a negative correlation with patient’s satisfaction. The authors however, explained that there are many variables that influence patient satisfaction with nursing care hence they recommended that further qualitative studies are recommended to fully capture the realities of these variables. 

The hospital environment is very strongly correlated with tangibles, r=.949, p≤.05 and reliability, r=.803, p≤.05 and is moderate correlated with empathy, r=.632, p≤.05 and assurance, r=.693, p≤.05. The hospital environment however is very weakly correlated with responsiveness, r=.038, p≤.05. Hospital environment is moderately correlated with the overall service rating, r=.675, r= p≤.05. Based on these findings, the hypothesis that there is no correlation between hospital environment and the perceived service quality is not supported hence H3 is not affirmed.
The findings generally have parallels with the some of the results of the study of Farid (2008) that diagnostic service competence, diagnostic service reliability; hospital premises and employees tangibles; admission responsiveness, admission knowledge, admission courtesy (Assurance); meals tangibles; rooms tangibles and housekeeping courtesy (Assurance); discharge knowledge and discharge courtesy (Assurance) have a significant effect on healthcare service quality.
  
In correlating the hospital care factors with patient satisfaction, there are studies that show a negative, weak, and significant relationship between the two variables indicating that higher service quality is associated with lower patient satisfaction (Latiff, Yunus, Din, & Ma'on, 2013). The general trend in literature is indicative of a positive correlation between these two constructs. Mostafa (2005) using 22 attributes of SERVQUAL in Egypt found these to be significantly correlated in terms of both expectation and perception. In Bangladesh, Andaleeb (2001) found a positive correlation between the five factors and patient satisfaction. The same conclusion was also arrived at by Choi et al., (2005) in their study of South Korean healthcare. 

The findings of the study have positive implications for the continuing development of healthcare in Abu Dhabi because it communicates the message that the improvement of hospital care factors would significantly translate to higher patient satisfaction. In contrast to other published studies on patient satisfaction which simply point to whether there is a correlation between constructs or not, this study offers the advantage to health authorities, administrators, decision-makers, and practitioners because it pinpoints focal areas for improving healthcare quality indicated in the findings.

[bookmark: _Toc453267962][bookmark: _Toc465331415]4.5. Difference in the Level of Satisfaction on the Perceived Quality of Services According to Type of Hospital
The globalization of communication and other market factors have made patients more conscious of products and services offered by the healthcare industry which have influenced their demands preferences, and expectations. As a result, quality has become a key determinant for patients’ choices of health care providers. To a certain extent, the quest for quality among hospitals has made the industry highly competitive highlighting the dichotomy between services offered in private and public hospitals.

This section presents the difference in the level of satisfaction of patients on the perceived service quality of public and private hospitals in Abu Dhabi. Accordingly, the responses of inpatients were segregated according to the hospital of admission to allow comparison in the levels of satisfaction on the perceived service between private and public hospitals along the five dimensions of SERVQUAL. 

[bookmark: _Toc453266763][bookmark: _Toc453267457][bookmark: _Toc453267963][bookmark: _Toc465331416]Tangibles. Table 29 shows the difference in the level of satisfaction of inpatients on the tangible dimension of services between private and public hospitals in Abu Dhabi. 

[bookmark: _Toc453266764][bookmark: _Toc453267458][bookmark: _Toc453267964][bookmark: _Toc453268752][bookmark: _Toc465331417]Table 29. Difference in the Satisfaction of Inpatients with the Tangibles of Services in Public and Private Hospitals
	Tangibles
	Hospital

	
	Public
	Private
	
	

	
	Public
n=281
	Private
n=224
	Computed t value
	P value

	1
	This hospital is equipped with the latest devices, technologies and medical equipment
	4.2785
	4.3778
	-1.472
	.142

	2
	The hospital has a feeling of wellbeing
	3.9773
	4.2145
	-2.991
	.003*

	3
	The hospital’s rooms are clean, comfortable and attractive
	3.9217
	4.1306
	-2.339
	.020*

	4
	There are enough beds for patients in this hospital
	3.2785
	3.6296
	-2.977
	.003*

	5
	Doctors at the hospital are dressed  professionally
	4.2136
	4.3358
	-1.621
	.106

	6
	Nurses at the hospital are dressed professionally
	4.2000
	4.3162
	-1.451
	.147

	7
	In the hospital, after each meal the plates were cleared straight away
	3.6986
	3.8577
	-1.682
	.093

	8
	The meals were still hot when they were served
	3.7248
	3.8539
	-1.332
	.183

	9
	In the hospital inside the ward, noises were kept at minimum level during night times
	3.5493
	3.8396
	-2.876
	.004*

	
	Tangibles
	3.8713
	4.0617
	-6.5123
	.000*


[bookmark: _Toc446070351][bookmark: _Toc453266765][bookmark: _Toc453267459][bookmark: _Toc453267965][bookmark: _Toc462765413][bookmark: _Toc462768004][bookmark: _Toc465331418]Comparatively, inpatients in public hospitals were generally satisfied with the tangible aspects of the hospital services (M=3.8713). They were particularly satisfied with the feeling of well-being in the hospital (M=3.9773); cleanliness of the rooms (M=3.9217); number of beds (M=3.2785); carting away of meal trays (M=3.6966); freshness of the meals served (M=3.7248); and the minimum level of noise during the night (M=3.5493). In public hospitals, the inpatients were very satisfied with the latest devices, technologies, and medical equipment (M=4.2785) in the hospital as well as the professional attires of doctors (M=4.2136) and nurses (M=4.200). It can be noted that the trend in the response of inpatients in the public hospitals is similar to the general trend in the study sample presented in Table 20.

On the other hand, inpatients in private hospitals were generally satisfied with the tangible aspects of hospital services (M=4.0617). Based on the descriptive scale, the level of satisfaction of the inpatients in private hospitals mostly follow the trend in the level of satisfaction of the study sample and inpatients in public hospitals except for indicator 2 or the feeling of well-being. Accordingly, inpatients were very satisfied with the feeling of well-being in private hospitals (M=4.2145) whereas inpatients in public hospitals were only satisfied (M=3.9773) with this. It is also evident in the table that the response means of patients in private hospitals are higher than those in public hospitals across all the indicators of the tangible dimension. In which case, the t-test was used to determine whether the observed mean differences statistically differed or not.

Based on the comparative sample means, the t-test revealed that  t=6.5123, p=.000` ≤p =.05 indicating that there is a significant difference in the observed means regarding the general satisfaction of inpatients with the perceived tangibles of service quality between public and private hospitals. The difference can be attributed to the perceived difference in the feeling of well-being, t=2.991, p=.003≤p =.05; cleanliness and comfortable rooms, t=2.339,p=.02≤p =.05; number of beds, t=2.997, p=.003≤p =.05; and keeping noise at a minimum level during night times, t=2.547, p=.004≤p =.05. In all these cases, private hospitals were perceived to have an advantage over public hospitals in terms of the satisfaction of inpatients. The satisfaction of inpatients in public and private hospitals did not differ however, relative to the professional attire of doctors, t=1.621, p=.106 ≥p=.05, and nurses t=1.451, p=.147≥p=.05; carting of trays after meals, t=1.682. p=.093 ≥p=.05 and the freshness of the meals served, t=1.332, p=.183≥p=.05. 

On the whole, there is a significant difference in the level of satisfaction of inpatients with the tangibles of service quality between public and private hospitals, t=6.5123, p=.000≤p =.05. This denotes that the type of hospital where the patient is admitted is a significant factor that discriminated their level of satisfaction relative to the tangible aspects of the service provided. In the case of the study, private hospitals were perceived to have an advantage over public hospitals in terms of service quality in terms of the tangible dimension.

The result of the study is similar to the findings of Irfan & Ijaz (2011) in their study comparing public and private hospitals in Pakistan. Tangible hospital matters also scored higher in private hospitals compared to public hospitals in Bangladesh ( (Siddique & Khandaker, 2007). Likewise, the study of Arasli, Ekis, & Katircioglu (2008) in Cyprus showed that there was better service quality perceived by inpatients in private hospitals in terms of facility-related activities as well as infrastructure and equipment. A study of  Polsa, Spens, Soneye, & Antai, (2011) also showed that private hospitals in Nigeria were considered to be superior to public hospitals in terms of  having up-to-date environment, appearance of hospital employees, accurate storage of records. The higher satisfaction of patients with the tangibles of private hospitals compared to public hospitals is also shown in the studies of Zamil, Areiqat, & Tailakh(2012) in Jordan as well as in more recent studies in Thailand (Yousapronpaiboon & Johnson, 2013); Pakistan (Sabir, Noor, Ahmad, Qaisar, Kamil, & Khurshid,2014)  and Iran  (Tahmasbi, Abdi, Saeed, & Ehsan,2015). In the paper of  Calisir, Gumussoy, Bayraktaroglu, & Kaya, (2012), they explained that intangible dimensions are more important to patients in public hospitals compared to private hospitals in Turkey.         

[bookmark: _Toc453266766][bookmark: _Toc453267460][bookmark: _Toc453267966][bookmark: _Toc465331419]Reliability. Table 30 shows the difference in the level of satisfaction of inpatients on the reliability between private and public hospitals in Abu Dhabi. 

Comparatively, inpatients in public hospitals were generally satisfied with the reliability hospital services (M=3.8853). They were particularly satisfied with the timely provision of service (M=3.6530); constructive feedback given to address problems and complaints (M=3.5091); provision of consistent services (M=3.6636); willingness of doctors (M=4.8904) and nurses (M=3.7136) to listen; dependability of the doctors (M=3.8744); comfortable physical examination (M=3.7727); accessibility of patient records (M=4.0137); and the immediate response of nurses (M=3.8853). It can be noted that the trend in the level of satisfaction among inpatients in the public hospitals is similar to the general trend in the study sample presented in Table 21.
[bookmark: _Toc453266767][bookmark: _Toc453267461][bookmark: _Toc453267967][bookmark: _Toc453268753][bookmark: _Toc465331420]Table 30. Difference in the Satisfaction of Inpatients with the Reliability of Services in Public and Private Hospitals
	.
Reliability
	Hospital

	
	Public
n=281
	Private
n=224
	
	

	
	
	
	Computed t value
	P value

	10
	The hospital provides services at the time it promises.
	3.6530
	3.9373
	-2.970
	.003*

	11
	The hospital addresses problems or complaints effectively by providing constructive feedback
	3.5091
	3.7807
	-2.735
	.006*

	12
	The hospital provides services that are consistent and timely throughout the day.
	3.6636
	3.9398
	-3.077
	.002*

	13
	Doctors in the hospital are willing to listen carefully about my condition
	3.8904
	4.1541
	-3.107
	.002*

	14
	Doctors are dependable in the hospital
	3.8744
	4.1111
	-2.676
	.008*

	15
	In the hospital, physical examination conducted by the doctors was comfortable and met my expectation
	3.7727
	3.9403
	-1.771
	.077

	16
	 The hospital maintains patient records that are accessible on time
	4.0137
	4.0743
	-.687
	.493

	17
	In the hospital, nurses respond immediately when called
	3.7136
	3.9405
	-2.223
	.027*

	18
	In the hospital, nurses are willing to listen and help me
	3.8853
	4.0669
	-1.912
	.056

	
	Reliability
	3.8853
	4.0669
	-9.0800
	.000*



On the other hand, patients in private hospitals are generally satisfied with the tangible aspects of hospital services (M=4.066). Based on the descriptive scale, the table shows that the trend in the level of satisfaction of the inpatients in private hospitals similarly follows the general trend in the study sample and that of inpatients in public hospitals. It is also evident that the response means of patients in private hospitals are higher than those in public hospitals on all the indicators of reliability.  In which case, the t-test was used to determine whether the observed mean differences statistically differed or not.

Based on the comparative sample means, the t-test revealed that  t=9.080, p=.000 ≤p=.05 indicating that there is a significant difference in the observed means regarding the general satisfaction of inpatients with the perceived reliability of service quality between public and private hospitals. This could be on account of various indicators that differentiate public and private hospitals. These indicators include the timely provision of services, t=2.97, p=.003 ≤ p=.05; providing constructive feedback to address problems, t=2.735, p=.006 ≤p=.05; providing consistent services, t=3.077, p=.002≤.p=05; willingness of doctors to listen, t=3.107. p=.002≤.p=05; dependability of the doctors, t=2.676, p=2.767 ≤.p=05; and the immediate response of nurses, t=2.223,p=.027≤.p=05.  In all these indicators, private hospitals were perceived to have an upper hand over public hospitals in terms of the satisfaction of inpatients.

The level of satisfaction of the patients in public and private hospitals however did not significantly differ in terms of the comfort and conduct of physical examination, t=1.771, p=.077≥p=.05; accessibility of patient’s records, t=.687, p=.493≥p=.05; and willingness of the nurses to listen to patients, t=1.545, p=.123≥p=.05

On the whole, there is a significant difference in the level of satisfaction of inpatients with the reliability of service quality between public and private hospitals, t=9.080, p=.000 ≤p=.05. This means that the type of hospital where the patient is admitted in is a significant factor that discriminated the level of satisfaction among inpatients relative to the reliability of services provided. Accordingly, private hospitals scored higher than public hospitals in this dimension.

Similar results were also reported by Zamil et al., (2012) in their study of hospitals in Jordan. Similarly, Khattak, Alvi, Yousaf, Shah, & Akhter (2012) found that private hospital reliability was higher in hospitals in Peshawar,Pakistan compared to public hospitals. Sabir et al.(2013) likewise reported that private hospitals scored a higher reliability than public hospitals in five cities in Pakistan. In contrast, reliability in terms of guarantee and dependability was found to be higher in public hospitals in Iran (Tahmasbi et al. (2015) while Shu (2010) reported that patients showed dissatisfaction with the reliability dimension of service quality in both public and private hospitals in Cameroon.

[bookmark: _Toc453266768][bookmark: _Toc453267462][bookmark: _Toc453267968][bookmark: _Toc465331421]Empathy.  Table 31 shows the difference in the satisfaction of inpatients with the perceived empathy experienced in the services provided by public and private hospitals. Compared to private hospitals, inpatients in the public hospitals were generally satisfied (M=3.562) with the perceived empathy shown by service providers.

More particularly, they were satisfied with the attention given to them by doctors (M=3.9128) and nurses (M=3.8578); availability of assistance by the medical staff (M=3.8018); commitment of the doctors (M=3.8591); the time given by nurses to discuss the problems of inpatients (M=3.5909).  They were however, moderately satisfied with employees knowing what their needs are (M=2.8796) and having the best interest of patients at heart (M=3.0208). The trend in the satisfaction of inpatients with the empathy shown by public hospitals is similar with the trend in the study sample presented in Table 22.
[bookmark: _Toc453266769][bookmark: _Toc453267463][bookmark: _Toc453267969][bookmark: _Toc453268754][bookmark: _Toc465331422]Table 31. Difference in the Satisfaction of Inpatients with the Empathy of Services in Private and Public Hospitals
	Empathy
	Hospital

	
	Public
n=281
	Private
n=224
	
	

	
	
	
	Computed t value
	P value

	19
	In the hospital, the doctors pay special attention to my case
	3.9182
	4.1679
	-2.939
	.003*

	20
	In the hospital, the nurses pay special attention to my case
	3.8578
	4.0597
	-2.192
	.029*

	21
	The hospital does not have my best interest at heart.
	3.0280
	2.9104
	.947
	.344

	22
	In the hospital, the assistance is always available(support staff/nurse etc.) whenever needed
	3.8018
	3.9392
	-1.447
	.148

	23
	The doctor attending to my condition in the hospital was committed about the care I received.
	3.8591
	4.2230
	-4.537
	.000*

	24
	The nurses in the hospital spent time with me to discuss my concerns about my condition
	3.5909
	4.0313
	-4.622
	.000*

	25
	Employees of the hospital don’t know what my needs are
	2.8796
	2.8694
	.085
	.933

	
	
	3.562
	3.742
	-2.424
	.025*



 Inpatients in private hospitals were likewise generally satisfied (M=3.742) with the empathy dimension of the services provided. The trend in their satisfaction is quite similar to the trend in the study sample and that of inpatients in public hospitals except for the commitment of doctors (M=4.2230) which they were very satisfied about.  To test whether the observed mean differences statistically differed or not, the t-test was used.

Based on the comparative sample means, the t-test revealed that  t=2.424, p=.023 ≤ p=.05, denoting that there is a significant difference in the observed means regarding the general satisfaction of inpatients with the perceived empathy dimension of service quality between public and private hospitals. This could be on account of the indicators that differentiated the level of satisfaction of inpatients in public hospitals from those in private hospitals in terms of the empathy shown. These indicators include the timely provision of services, t=2.97, p=.003 ≤ p=.05; providing constructive feedback to address problems, t=2.735, p=.006 ≤p=.05; providing consistent services, t=3.077, p=.002≤.p=05; willingness of doctors to listen, t=3.107. p=.002≤.p=05; dependability of the doctors, t=2.676, p=2.767 ≤.p=05; and the immediate response of nurses, t=2.223,p=.027≤.p=05.  

In comparison, indicators such as the hospital having the best interest of patients at heart t=2.9104, p=.344 ≥p=.05; the availability of assistance, t=1.447, p=.148 ≥p=.05; and the knowledge of employees of the needs of the patients, t=.085, p=.933 ≥p=.05, did not discriminate the level of satisfaction of inpatients with the empathy shown in public and private hospitals. 

On the whole, there is a significant difference in the level of satisfaction of inpatients with the empathy demonstrated in the services rendered between public and private hospitals, t=2.424, p=.023 ≤ p=.05. This means that the type of hospital where the patient is admitted in is a significant factor that discriminated the level of satisfaction among inpatients relative to the empathy shown in the services provided.
 
The results of the study finds similarities with of earlier studies. Boshoff & Gray (2004) found that empathy had a greater impact in private hospitals in South Africa. The same conclusion was also reached in independent studies comparing private and public hospitals in Pakistan (Irfan & Ijaz, 2011; Sabir et al., 2014). Tahmasbi et al. (2015) reported that the mean quality of empathy was higher in private hospitals in Iran while Calisir, et al (2012) found that empathy in private hospitals was the only dimension having a predictive impact on customer satisfaction in Turkey. An earlier study by Arasli et al (2006) showed however, that public and private hospitals in Cameroon did not differ since both did not meet the expectations for empathy.  

[bookmark: _Toc453266770][bookmark: _Toc453267464][bookmark: _Toc453267970][bookmark: _Toc465331423]Assurance. Table 32 shows the difference in the level of satisfaction of inpatients regarding the assurance of the services they perceived in public and private hospitals. 

[bookmark: _Toc453266771][bookmark: _Toc453267465][bookmark: _Toc453267971][bookmark: _Toc453268755][bookmark: _Toc465331424]Table 32. Difference in the Satisfaction of Inpatients with the Assurance of Services in Private and Public Hospitals
	Assurance
	Hospital

	
	Public
n=281
	Private
n=224
	
	

	
	
	
	Computed t value
	P value

	26
	In the hospital, I have confidence and trust in   the doctor’s treatment.
	3.9818
	4.1636
	-2.074
	.039*

	27
	The doctors are polite in the hospital
	4.0776
	4.2873
	-2.831
	.005*

	28
	I feel safe with the treatment from the hospital
	3.9954
	4.2388
	-2.921
	.004*

	29
	The nurses are polite  in this hospital
	4.0228
	4.2406
	-2.693
	.007*

	30
	The behavior of nurses in the hospital builds confidence in me.
	3.8889
	4.2172
	-3.845
	.000*

	
	
	3.993
	4.229
	-6.421
	.000*



In general, the inpatients in public hospitals were satisfied (M=3.993) with the perceived assurance of services provided in the hospitals. Particularly, they were satisfied with the trustworthiness of doctors and the treatment they provide (M=4.981); politeness of the doctors (M=4.077) and nurses (M=4.022); feeling of security with the treatment given (M=3.995); and the confidence-building behavior of the nurses (M=3.888). The perception of the patients on the assurance of service quality all fell within the upper mean range of satisfaction (M=3.400 to M=4.190) indicating that they were satisfied with the assurance of service quality in the hospitals.

Comparatively, inpatients in private hospitals were satisfied with the trustworthiness of doctors and the treatment they which provided (M=4.1636) but were very satisfied with the politeness of the doctors (M=4.287) and nurses (M=4.240); feeling of security with the treatment given (M=4.238); and the confidence-building behavior of the nurses (M=4.217). On the whole, patients in private hospitals were very satisfied (M=4.229) with the assurance the perceived in the services delivered. To test the statistical difference in the observed means, the t-test was used.

The t-test revealed that  t=6.421, p=.000 ≤ p=.05, indicating that there is a significant difference in the observed means regarding the general satisfaction of inpatients with the perceived assurance in  the services provided by public and private hospitals. This could be on account of the differences in the perceived assurance in the services provided relative to the trustworthiness of doctors and the treatment they which provided, t=2.074, p=.039≤ p=.05;the politeness of the doctors, t=2.381, p=.005≤ p=.05, and nurses t=2.639, p=.007 ≤ p=.05; feeling of security with the treatment given, t=2.921, p=.005≤ p=.05; and the confidence-building behavior of the nurses, t=3.845,p=.007≤ p=.05.

On the whole, there is a significant difference in the level of satisfaction of inpatients with the assurance provided in the services rendered between public and private hospitals, t=6.421, p=.000 ≤ p=.05. This means that the type of hospital where the patient is admitted in is a significant factor that discriminated the level of satisfaction among inpatients relative to the assurance shown in the services provided. 

The foregoing results are similar to the findings of earlier studies that private hospitals deliver greater assurance compared to public hospitals. For instance, Andaleeb (2000) reported that private hospitals provide better quality service in terms of assurance in Bangladesh. The same conclusions were also reached by Taner and Antony( 2006) in their study of private and public hospitals in Turkey. The study of Irfan and Ijaz(2011) in Pakistan and  Yousapronpaiboon and Johnson (2013) in Thailand came up with the same conclusions. In one study, assurance was the only factor that influenced the return intentions in private hospitals in Turkey (Calisir et al.(2012). However, an earlier study by Siddiqui and Khandaker (2007) in Bangladesh showed that private and public hospitals did not have a significant difference in terms of the assurance dimension in the delivery of hospital services.  

Responsiveness.  The following table (Table 33) shows that inpatients in public hospitals were moderately satisfied with the perceived responsiveness of hospital services (M=2.769). In terms of specific indicators, they were satisfied with the prescription for quality medicines given (M=3.995) and were moderately satisfied with the prompt services they expect (M=3.339) and the prompt response of the doctors (M=3.627). They were however fairly satisfied with doctors (M=2.594) and nurses (M=2.2374) not telling the inpatients when treatment will be performed; prompt response of nurses (M=2.2374); and the willingness of employees (M=2.174) to help patients. It can be noted that the trend in the perceived level of satisfaction of inpatients in public hospitals is generally similar to the trend in the study sample except for the prompt response of doctors which merited a higher mean (M=2.627) among patients in public hospitals relative to the general study sample (M=2.428).
[bookmark: _Toc453266772][bookmark: _Toc453267466][bookmark: _Toc453267972][bookmark: _Toc453268756][bookmark: _Toc465331425]Table 33. Difference in the Satisfaction of Inpatients with the Responsiveness of Services in Private and Public Hospitals
	Responsiveness
	Hospital
	

	
	Public
n=281
	Private
n=224
	
	

	
	
	
	Computed t value
	P value

	31
	The hospital provides prescription  with quality medicines
	3.9954
	4.1910
	-2.443
	.015*

	32
	It is realistic from patients to expect prompt service from the hospital’s employees
	3.3394
	3.4275
	-.882
	.378

	33
	Doctors in the hospital  tell me exactly when treatment will be performed
	2.5945
	2.5113
	.730
	.466

	34
	Doctors of the hospital are too busy to respond to my request promptly
	2.6273
	2.2519
	3.281
	.001*

	35
	Nurses of the hospital are too busy to respond to my request promptly
	2.4155
	2.1407
	2.576
	.010*

	36
	Nurses in the hospital  tell me exactly when treatment will be performed
	2.2374
	2.2318
	.045
	.964

	37
	Employees of the hospital are not willing to help patients
	2.1743
	2.0373
	1.426
	.155

	
	Responsiveness
	2.7692
	2.6845
	1.1238
	.152



Comparatively, inpatients in private hospitals were satisfied with the prescription for quality medicines given (M=4.190) and the prompt services they expect (M=3.427). However, they were fairly satisfied with the responsiveness of the hospital relative to the remaining indicators as the means of these indicators fell within the range of M=2.60 to M=3.39. The trend in the level of satisfaction among inpatients in private hospitals is generally similar to the trend in the study sample except for the prompt services rendered by the hospital which merited a higher mean (M=3.427) among patients in private hospitals compared to the study sample (M=3.382). To determine whether the observed mean variances statistically varied or not, the t-test was used.  

Accordingly, the t-test revealed that t=1.123, p=.152≥p=.05, indicating that there is no significant difference in the general level of satisfaction among inpatients regarding the responsiveness of the perceived hospital services. Based on specific indicators however, the findings show that inpatients in public and private hospitals significantly differed in their level of satisfaction only relative to the following indicators: provision of prescription for quality medicines, t=2.443,p=.015≤ p=.05; and the promptness of doctors, t=3.281,p=.001≤ p=.05, and nurses, t=2.576,p=.010≤ p=.05,  to respond. It can be noted that the responsiveness public hospitals was perceived to have an upper hand over private hospitals in terms of the satisfaction of inpatients. 

On the whole, there is no significant difference in the level of satisfaction among inpatients on the perceived responsiveness of public and private hospitals, t=1.123, p=.152≥p=.05. This indicates that the type hospital where the patient is admitted in did not discriminate between the levels of satisfaction among the inpatients. In other words, the level of satisfaction of the responsiveness of the services provided to inpatients did not vary according to type of hospital.
The results of the study are in consonance with the findings of earlier studies on the difference between private and public hospitals. Shu (2010) for instance reported that there is a significant difference between the responsiveness of public and private hospitals in Cameroon. They however did not indicate what type of hospital was more responsive.  In Bangladesh, it was found that private hospitals scored better than public hospitals in terms of responsiveness (Andaleeb, 2000; Siddiqui and Khadaker, 2007). Likewise, private hospitals were found to be more responsive in attending to patients in Pakistan (Irfan & Ijaz, 2011; Sabir et al.,2014) and Iran (Tahmasbi et al.,2015). In the study of Calisir et al. (2012), private hospital responsiveness in Turkey was found to be an influential to patients’ return intentions but not in public hospitals. A study by Zamil et al (2012) however, found that responsiveness scored the lowest for both public and private hospitals in Jordan.

On the whole, a comparison of the level of satisfaction of perceived service quality between private and public hospitals shows t=2.45,p=.034≤ p=.05  indicating that private and public hospitals differ in terms of perceived service quality. Based on this finding, the hypothesis that there is no significant difference between private and public hospitals in terms of the level of satisfaction of inpatients with the perceived service quality dimensions is not supported hence H4 is not affirmed. 

[bookmark: _Toc453266773][bookmark: _Toc453267467][bookmark: _Toc453267973][bookmark: _Toc462768012][bookmark: _Toc465331426]Overall Satisfaction. Based on the overall assessment of patients  shown in Table 34, the type of hospital is a significant factor that influenced their level of satisfaction, t=18.015,p=.001≤ p=.05. This is shown in the significant differences in the agreement of patients on the quality of services provided, t=3.128,p=.002≤ p=.05; the ability of services to meet the expectations of patients, t=2.966p=.003≤ p=.05; and the intention of recommending the hospital to a friend or family member, t=3.371,p=.001≤ p=.05. Based on these findings, the hypothesis that there is no significant difference between private and public hospitals in terms of the overall  level of satisfaction of inpatients is not supported hence H5 is not affirmed.
   
[bookmark: _Toc453266774][bookmark: _Toc453267468][bookmark: _Toc453267974][bookmark: _Toc453268757][bookmark: _Toc465331427]Table 34. Difference in the Overall Satisfaction of Inpatients According to Type of Hospital
	Overall Satisfaction
	Hospital

	
	Public
n=281
	Private
n=224
	
	

	
	
	
	Computed t value
	P value

	I would  recommend the hospital to a friend or family member
	3.8136
	4.1074
	-3.371
	.001*

	Overall I am satisfied with quality of service provided by the hospital
	3.8818
	4.1296
	-3.128
	.002*

	The services I received at the hospital have met my expectations
	3.7591
	4.0111
	-2.966
	.003*

	Overall Service Rating
	3.8182
	4.083
	-18.0157
	.001



The significant difference in the level of satisfaction between private and public hospitals in Abu Dhabi can be seen against the background of developments that have been institutionalized in the UAE healthcare system as a whole. The same situation can also help to account for the difference in the satisfaction of patients with the hospital care dimension that is presented in the following section. 

[bookmark: _Toc453267975][bookmark: _Toc465331428]4.6. Difference in the Level of Satisfaction on the Perceived Hospital Care Factors between Public and Private Hospitals
Table 35 shows the difference in the satisfaction of inpatients on the hospital care dimensions between public and private hospitals. Generally, there is no significant difference in the level of satisfaction of inpatients with the hospital care factors, t=3.769, p=.072≥p=.05. Based on specific indicators, the table shows that there is no significant difference in the satisfaction of inpatients with the perceived care provided by physicians, t=.774, p=.439≥p=.05, and nurses, t=1.166, p=.244≥p=.05, in public and private hospitals. It is noted however, that the level of satisfaction of inpatients significantly differed, t=2.952, p=.003≤ p=.05 relative to the hospital environment of public and private hospitals. This shows that the hospital environment of hospitals influenced the level of satisfaction among the inpatients.
[bookmark: _Toc453266776][bookmark: _Toc453267470][bookmark: _Toc453267976][bookmark: _Toc453268758][bookmark: _Toc465331429]Table 35. Difference in the level of Satisfaction of Inpatients with Hospital Care Factors According to Type of Hospital
	
Hospital Care
	Hospital

	
	Public
n=281
	Private
n=224
	
	

	
	
	
	Computed t value
	P value

	Physicians Care
	3.6557
	3.7059
	-.774
	.439

	Nursing Care
	3.5675
	3.6436
	-1.166
	.244

	Hospital Environment
	3.7550
	3.9576
	-2.952
	.003*

	
	3.694
	3.769
	-2.3286
	.072



On the whole, the results indicate that the type of hospital where the patient is admitted to did not discriminate the level of satisfaction among inpatients relative to the care provided. Regardless of the type of hospital, inpatients were satisfied with the perceived care provided by doctors and nurses and the quality of the hospital environment.  Based on the findings, the hypothesis that there is no significant difference between private and public hospitals in terms of the level of satisfaction with the hospital care factors is supported hence H6 is affirmed.

Earlier studies dichotomize the satisfaction of patients with the care provided by physicians in favor of private hospitals. For instance, Khattak et al. (2012) found that doctors’ care significantly differed between private and public hospitals in Pakistan. This may be because doctors lack the financial support to provide care in public hospitals compared to that of private hospitals (Irfan et al., 2012). Arasli et al. (2008) found that there is better quality of services  provided by doctors in private hospitals in North Cyprus. In the same manner, Cinaroglu (2014) reported that there is greater perceived trust in doctors in private hospitals as demonstrated in the case of Turkey. In Jordan, Zamil et. al.,(2012) found that patients perceived that doctors’ care in private hospitals is better because of its possession of distinguished doctors in addition to expertise. 

The UAE demonstrates a similar case with Saudi Arabia in terms of its reliance on foreign expertise (Al Hawary, 2012) as such, private and public hospitals both recruit doctors from a pool of global medical experts which can account for the similarities in health care provided by doctors in both type of hospitals.  It is worthy to note that a study that evaluated the comparative performance of private and public healthcare systems in low and middle income countries did  this systematic review do not support the claim that the private sector is usually more efficient, accountable, or medically effective than the public sector (Basu, Andrews, Kishore, Panjabi, & Stuckler, 2012).

In terms of the satisfaction of patients with nursing care in private and public hospitals, Tanner and Antony (2006) found that better quality of services were perceived to be provided by nurses in private hospitals in Turkey. Tolga and Jiju (2006) found this also to be the case among inpatients in Turkey. Arasli et al.(2008) likewise came to the same conclusion in their study of hospitals in North Cyprus. Irfan and Ijaz (2011) reported that nurses were perceived to be more empathic in private hospitals in Pakistan because nurses in public hospitals were perceived to be less committed. The results of the study appear not to support any of the foregoing studies. Just like doctors in the UAE, both private and public hospitals openly recruit the best nursing talents from the global talent pool hence the variation in quality of nurses and nursing care offered by both types of hospitals is lessened. 

The results of the study on the hospital environment highlight the difference between private and public hospitals in Abu Dhabi where private hospitals outscored public hospitals in terms of mean scores for satisfaction. The results find some similarities in the findings of studies that investigated the quality of hospital infrastructure, equipment, and facility-related activities in different countries. Private hospital environment were found to be better than public hospital environment in Bangladesh (Siddiqui & Khandaker, 2007); Pakistan (Irfan & Ijaz, 2011; Sabir et al.,2014); Thailand (Yousapronpaiboon & Johnson, 2013);Nigeria (Polsa, et.al., 2011); Cyprus (Arasli, et.al.,2008); Turkey (Calisir et al.,2012); Iran (Tahmasbi, et. al.,2015); and Jordan (Zamil et al., 2012). Likewise, Frimpong, Nwankwo and Dason (2010) explored patients' satisfaction in public and private healthcare centers in London. The results showed that patients in public hospitals as opposed to their private counterparts were dissatisfied with the service climate factors. 
[bookmark: _Toc453267977][bookmark: _Toc465331430]4.7. Difference in the Levels of Satisfaction on the Service Quality Dimensions According to Socio-demographic Variables
This section shows whether the socio-demographic attributes of the inpatients influence their level of satisfaction with the perceived service quality in Abu Dhabi hospitals. Accordingly, the difference in the level of satisfaction the various service quality dimensions are described according to the gender, age, education, and nationality of the inpatients. In the literature, patient characteristics such as gender, age, and education, among others, are often used globally in patient satisfaction surveys (Bleich, Ozaltin, & Murray, 2009). In addition, the researcher included nationality as a patient attribute considering the unique cultural plurality of the UAE which is rare in other countries.  

[bookmark: _Toc453267978][bookmark: _Toc465331431]4.7.1. Difference According to Gender 
This section presents the level of satisfaction of inpatients according to their gender. It shows whether there is a significant difference in the satisfaction between male and female patients with the quality of services rendered in Abu Dhabi hospitals. Accordingly, the differential satisfaction of male and female patients on the tangibles, reliability, empathy, assurance, and responsiveness dimensions of the hospitals are described. 

[bookmark: _Toc453266779][bookmark: _Toc453267473][bookmark: _Toc453267979][bookmark: _Toc465331432]Tangibles.  Based on the descriptive data, Table 36 shows that both males and females were satisfied with the tangible dimension of hospital service with males (M=4.145) posting a higher mean relative to females (M=3.886). On account of this observed difference, the t-test was used to further determine whether the mean difference is statistically significant or not. In effect, the result of the t-test shows that male and female inpatients significantly differed in their level of satisfaction with the perceived tangible dimensions of hospital services, t=4.73, p=.001 ≤ p=.05

[bookmark: _Toc453266780][bookmark: _Toc453267474][bookmark: _Toc453267980][bookmark: _Toc453268759][bookmark: _Toc465331433]Table 36. Difference in the Level of Satisfaction with the Tangibles of Hospital Services According to Gender
	Tangibles
	      Gender

	
	Male
	Female
	

	
	
	
	Computed t
	P value

	1
	This hospital is equipped with the latest devices, technologies and medical equipment
	4.4592
	4.2051
	3.790
	.000*

	2
	The hospital has a feeling of wellbeing
	4.2405
	3.9362
	3.750
	.000*

	3
	The hospital’s rooms are clean, comfortable and attractive
	4.1154
	3.9610
	1.698
	.090

	4
	There are enough beds for patients in this hospital
	3.4788
	3.4298
	.400
	.689

	5
	Doctors at the hospital are dressed  professionally
	4.3966
	4.1447
	3.307
	.001*

	6
	Nurses at the hospital are dressed professionally
	4.3755
	4.1574
	2.689
	.007*

	7
	In the hospital, after each meal the plates were cleared straight away
	3.8147
	3.7404
	.773
	.440

	8
	The meals were still hot when they were served
	3.7974
	3.7564
	.415
	.678

	9
	In the hospital inside the ward, noises were kept at minimum level during night times
	3.7339
	3.6507
	.808
	.419

	
	Tangibles
	4.045
	3.886
	4.73
	.001*



The significant difference in the general level of satisfaction between male and female inpatients can be on account of the difference in their perception of specific tangible indicators. Accordingly, male and female inpatients perceived a difference in hospital devices, technology, and equipment, t=3.790,p=.000 ≤ p=.05; feeling of well-being, t=3.750, p=.000 ≤ p=.05; and the professional attire of doctors, t=3.307, p=.001 ≤ p=.05 and nurses, t=2689, p=.000 ≤ p=.05 in the hospital. However, there was no difference in the level of satisfaction between male and female inpatients regarding the other indicators of tangibles such as cleanliness, comfort, and attractiveness of the rooms; carting away of meal plates; freshness of served means; and minimum level of noise at night. For these latter indicators, p=   ≥p=.05.

On the whole, the results indicate that the level of satisfaction on the tangibles of hospital services among the inpatients is gender-specific. This means that the gender of inpatients patients influenced their perception of the tangible dimension of quality service, hence the significant difference in their level of satisfaction. It can also be noted in the table that males posted higher mean values compared to females on the all indicators that were perceived to be significantly different. This can indicate that males are easier to please and that females might be more discriminating in their perceptions. 

[bookmark: _Toc453266781][bookmark: _Toc453267475][bookmark: _Toc453267981][bookmark: _Toc465331434]Reliability.  The following table (Table 37) shows the difference in the level of satisfaction between male and female inpatients regarding the perceived reliability of hospital services provided to them. Based on the differential means, males and females were generally satisfied with the reliability of hospital services with males posting a higher mean value (M=3.99) compared to females (M=3.781). On account of this observed difference in means, the t-test was used to further determine whether the mean difference is significant or not.

The result of the t-test shows that the level of satisfaction on the perceived reliability of hospital services significantly differed between male and female inpatients, t=6.185, p=.000 ≤ p=.05. The significant difference in the general level of satisfaction between male and female inpatients can be on account of the differences in their perception of specific reliability indicators. Accordingly, there is a significant difference in the level of satisfaction between male and female inpatients pertinent to the reliability of the hospitals in addressing problems and complaints by providing constructive feedback, t=2.227, p=.0230 ≤ p=.05; consistent and timely service throughout the day, t=3.558, p=.000 ≤ p=.05; willingness of the doctors to listen, t=2.784, p=.000 ≤ p=.05; maintaining accessible patient records, t=3.002, p=.003 ≤ p=.05;immediate response of nurses, t=3.248, p=.000 ≤ p=.05; willingness of nurses to help the patient, t=1.993, p=.047 ≤ p=.05.
[bookmark: _Toc453266782][bookmark: _Toc453267476][bookmark: _Toc453267982][bookmark: _Toc453268760][bookmark: _Toc465331435]Table 37. Difference in the level of Satisfaction with the Reliability of Hospital Services According to Gender
	Reliability
	      Gender
	

	
	Male
	Female
	
	
	

	
	
	
	Computed t
	P value
	

	10
	The hospital provides services at the time it promises.
	3.8432
	3.7277
	1.175
	.240
	

	11
	The hospital addresses problems or complaints effectively by providing constructive feedback
	3.7542
	3.5234
	2.279
	.023*
	

	12
	The hospital provides services that are consistent and timely throughout the day.
	3.9573
	3.6332
	3.558
	.000*
	

	13
	Doctors in the hospital are willing to listen carefully about my condition
	4.1489
	3.9087
	2.784
	.006*
	

	14
	Doctors are dependable in the hospital
	4.0766
	3.9087
	1.862
	.063
	

	15
	In the hospital, physical examination conducted by the doctors was comfortable and met my expectation
	3.8723
	3.8590
	.140
	.889
	

	16
	 The hospital maintains patient records that are accessible on time
	4.1810
	3.9149
	3.002
	.003*
	

	17
	In the hospital, nurses respond immediately when called
	4.0043
	3.6709
	3.248
	.001*
	

	18
	In the hospital, nurses are willing to listen and help me
	4.0776
	3.8851
	1.993
	.047*
	

	
	Reliability
	3.990
	3.781
	6.185
	.000*
	




However, there was no difference between males and females in their level of satisfaction relative to the  perceived reliability of  services provided  pertinent to providing services at the time it was promised; dependability of the doctors, and the conduct of physical examination by the doctors. For these latter indicators, p=  ≥p=.05.

On the whole, the results indicate that the level of satisfaction on the reliability of hospital services among the inpatients is gender-specific. This means that the gender of inpatients patients influenced their perception of the reliability of hospital services, hence the significant difference in their level of satisfaction. It can also be noted in the table that males posted higher mean values compared to females on the all indicators of reliability that were perceived to be significantly different. 

[bookmark: _Toc453266783][bookmark: _Toc453267477][bookmark: _Toc453267983][bookmark: _Toc465331436]Empathy. Table 38 shows the difference in the level of satisfaction between male and female inpatients regarding the perceived empathy in the hospital services provided to them. Based on the observed means, males and females were generally satisfied with the perceived empathy in the hospital services with males posting a higher mean value (M=3.704) compared to females (M=3.617). On account of this observed difference in means, the t-test was used to further determine whether the mean difference is significant or not.

The  t-test reveals that the level of satisfaction on the empathy in the perceived hospital services significantly differed between male and female inpatients, t=6.842, p=.000 ≤ p=.05. The significant difference in the general level of satisfaction between male and female inpatients can be on account of the differences in their perception of specific empathy indicators. Accordingly, there is a significant difference in the level of satisfaction between male and female inpatients pertinent to attention given by doctors, t=3.043, p=.002 ≤ p=.05 and nurses, t=3.216, p=.001 ≤ p=.05; having the best interest of patients at heart, t=2.801, p=.005 ≤ p=.05;commitment of the doctors attending the case of the inpatient, t=2.152, p=.032 ≤ p=.05; and the time given by nurses to discuss the concern of the inpatients, t=2.133, p=.033 ≤ p=.05.
[bookmark: _Toc453266784][bookmark: _Toc453267478][bookmark: _Toc453267984][bookmark: _Toc453268761][bookmark: _Toc465331437]Table 38. Difference in the Level of Satisfaction with the Empathy of Hospital Services According to Gender
	Empathy
	      Gender
	

	
	Male
	Female
	
	
	

	
	
	
	Computed t
	P value
	

	19
	In the hospital, the doctors pay special attention to my case
	4.1830
	3.5188
	3.043
	.002*
	

	20
	In the hospital, the nurses pay special attention to my case
	4.1164
	3.5162
	3.216
	.001*
	

	21
	The hospital does not have my best interest at heart.
	2.8009
	2.5143
	-2.801
	.005*
	

	22
	In the hospital, the assistance is always available(support staff/nurse etc.) whenever needed
	3.9221
	3.7384
	.862
	.389
	

	23
	The doctor attending to my condition in the hospital was committed about the care I received.
	4.1624
	3.6872
	2.152
	.032*
	

	24
	The nurses in the hospital spent time with me to discuss my concerns about my condition
	3.9348
	3.3249
	2.133
	.033*
	

	25
	Employees of the hospital don’t know what my needs are
	2.8120
	2.3926
	-.576
	.565
	

	
	Empathy
	3.704
	3.241
	6.842
	.000
	



However, there was no difference between males and females in their level of satisfaction relative to their perceived empathy in the services pertinent to the availability of assistance and the knowledge of employees regarding the case of the patient. For these latter indicators, p=  ≥p=.05. 

On the whole, the results indicate that the level of satisfaction on the perceived empathy of hospital services among the inpatients is gender-specific. This means that the gender of inpatients patients influenced their perception of the empathy of hospital services, hence the significant difference in their level of satisfaction. It can also be noted in the table that males posted higher mean values compared to females on the all indicators of empathy that were perceived to be significantly different. 

[bookmark: _Toc453266785][bookmark: _Toc453267479][bookmark: _Toc453267985][bookmark: _Toc465331438]Assurance. The following table (Table 39) shows the difference in the level of satisfaction between male and female inpatients regarding the assurance perceived in the hospital services provided to them. Based on the differential means, males and females were generally satisfied with the hospital services in terms of its assurance with males posting a higher mean value (M=4.1976) compared to females (M=4.054). On account of this observed difference in means, the t-test was used to further determine whether the mean difference is significant or not.

Accordingly, the t-test reveals that the level of satisfaction on the perceived assurance of hospital services significantly differed between male and female inpatients, t=6.842, p=.000 ≤ p=.05. The significant difference in the general level of satisfaction between male and female inpatients can be on account of the differences in their perception of specific empathy indicators. Accordingly, there is a significant difference in the level of satisfaction between male and female inpatients pertinent to confidence and trust in the doctor’s treatment t=2.076, p=.031 ≤ p=.05; politeness of the doctors, t=2.816, p=.005 ≤ p=.05 and nurses, t=2.690, p=.007 ≤ p=.05; feeling of security in the treatment given, t=2.920, p=.004 ≤ p=.05; and the confidence-building behavior of nurses, t=3.133, p=.000 ≤ p=.05
[bookmark: _Toc453266786][bookmark: _Toc453267480][bookmark: _Toc453267986][bookmark: _Toc453268762][bookmark: _Toc465331439]Table 39. Difference in the Level of Satisfaction with the Assurance of Hospital Services According to Gender
	Assurance
	      Gender
	

	
	Male
	Female
	
	
	

	
	
	
	Computed t
	P value
	

	26
	In the hospital, I have confidence and trust in   the doctor’s treatment.
	4.1660
	3.9838
	2. 076
	.031
	

	27
	The doctors are polite in the hospital
	4.2596
	4.0495
	2.816
	.005
	

	28
	I feel safe with the treatment from the hospital
	4.1745
	3.9312
	2.920
	.004
	

	29
	The nurses are polite  in this hospital
	4.2298
	4.0122
	2.690
	.007*
	

	30
	The behavior of nurses in the hospital builds confidence in me.
	4.1581
	3.83
	3.133
	.000
	

	
	Assurance
	4.1976
	3.9613
	9.473
	.000
	



On the whole, the results indicate that the level of satisfaction on the perceived assurance of hospital services among the inpatients is gender-specific. This means that the gender of inpatients patients influenced their perception of the assurance in the hospital services provided, hence the significant difference in their level of satisfaction. It can also be noted in the table that males posted higher mean values compared to females on the all indicators of assurance that were perceived to be significantly different. 

[bookmark: _Toc453266787][bookmark: _Toc453267481][bookmark: _Toc453267987][bookmark: _Toc465331440]Responsiveness. Table 40 shows the difference in the level of satisfaction between male and female inpatients regarding the perceived responsiveness of the hospital services provided to them. Based on the differential means, males and females were generally satisfied with the reliability of hospital services with females posting a higher mean value (M=2.8370) compared to females (M=2.611). On account of this observed difference in means, the t-test was used to further determine whether the mean difference is significant or not.
[bookmark: _Toc453266788][bookmark: _Toc453267482][bookmark: _Toc453267988][bookmark: _Toc453268763][bookmark: _Toc465331441]Table 40. Difference in the Level of Satisfaction with the Responsiveness of Hospital Services According to Gender
	Responsiveness
	      Gender
	

	
	Male
	Female
	
	
	

	
	
	
	Computed t
	P value
	

	31
	The hospital provides prescription  with quality medicines
	4.1552
	4.0693
	1.056
	.292
	

	32
	It is not realistic from patients to expect prompt service from the hospital’s employees.
	3.2130
	3.5345
	-3.205
	.001*
	

	33
	Doctors in the hospital do not tell me exactly when treatment will be performed
	2.4914
	2.6316
	-1.203
	.230
	

	34
	Doctors of the hospital  are too busy to respond to my request promptly
	2.3489
	2.5319
	-1.561
	.119
	

	35
	Nurses of the hospital  are too busy to respond to my request promptly
	2.1021
	2.4372
	-3.088
	.002*
	

	36
	Nurses in the hospital do not tell me exactly when treatment will be performed
	1.9765
	2.4469
	-3.866
	.000*
	

	37
	Employees of the hospital are not always willing to help patients
	1.9915
	2.2078
	-2.263
	.024*
	

	
	Responsiveness
	2.6112
	2.8370
	-3.3809
	.007*
	



The  t-test reveals that the level of satisfaction on the perceived responsiveness of the hospital services provided significantly differed between male and female inpatients, t=3.3809, p=.007 ≤ p=.05. The significant difference in the general level of satisfaction between male and female inpatients can be on account of the differences in their perception of specific responsiveness indicators. Accordingly, there is a significant difference in the level of satisfaction between male and female inpatients pertinent to their expectation of prompt services, , t=3.205, p=.001 ≤ p=.05; nurses’ prompt response , t=3.088, p=.002 ≤ p=.05; nurses telling the patients when the treatment will be performed, , t=3.866, p=.000 ≤ p=.05; and willingness of the hospital employees to help the patients, , t=2.263, p=.024 ≤ p=.05

However, there was no difference between males and females in their level of satisfaction relative to the perceived responsiveness of the services provided pertinent to doctors being busy to respond to the need of the patients and telling patients when the treatment will be performed. For these latter indicators, p=  ≥p=.05 indicating  no significant difference. 

On the whole, the results indicate that the level of satisfaction on the perceived responsiveness of hospital services among the inpatients is gender-specific. This means that the gender of inpatients influenced their perception of the responsiveness of the hospital services provided, hence the significant difference in their level of satisfaction. It can  be noted in Table 41 that females posted higher mean values compared to males on the all indicators of empathy that were perceived to be significantly different. 

Based on the foregoing findings, the hypothesis that there are no significant difference between male and female inpatients in their level of satisfaction with the perceived service quality dimensions is not supported hence H7 is not affirmed.

[bookmark: _Toc453266789][bookmark: _Toc453267483][bookmark: _Toc453267989][bookmark: _Toc465331442]Overall Satisfaction. The overall satisfaction between male and female inpatients is shown in the following table. Accordingly, males posted a higher mean satisfaction (M=4.0482) compared to females (M=3.8707). The t-test was used to further determine the statistical significance between the observed means. Accordingly, the result reveals that male and female inpatients significantly differed in their overall satisfaction of the services provided to them, t=4.302, p=.012 ≤ p=.05.  Based on these findings, the hypothesis that the overall satisfaction of inpatients does not significantly differ according to the gender of the inpatients is not supported hence H11 is not supported.
[bookmark: _Toc453266790][bookmark: _Toc453267484][bookmark: _Toc453267990][bookmark: _Toc453268764][bookmark: _Toc465331443]Table 41. Difference in the Overall Satisfaction with Hospital Services According to Gender
	Overall Satisfaction
	      Gender
	

	
	Male
	Female
	
	
	

	
	
	
	Computed t
	P value
	

	I would  recommend the hospital to a friend or family member
	4.0511
	3.8966
	1.746
	.081
	

	Overall I am satisfied with quality of service provided by the hospital
	4.1106
	3.9138
	2.461
	.014*
	

	The services I received at the hospital have met my expectations
	3.9830
	3.8017
	2.104
	.036*
	

	
	4.0482
	3.8707
	4.302
	.012*
	



Based on specific indicators, there is a significant difference between male and female inpatients in the overall quality of services provided by the hospitals, , t=2.461, p=.014 ≤ p=.05 and that the services received met their expectation, , t=2.104, p=.036 ≤ p=.05. There was however, no significant difference between male and female inpatients in their willingness to recommend the hospital to friends or relatives, t=1.746, p=.081 ≤p=.05. On the basis of the findings, the hypothesis that there is a significant difference in the level of satisfaction between male and female inpatients is accepted.

In the literature, gender difference in patient satisfaction shows varied results. A study by Chimed-Ochir (2012)     in Mongolia showed that patient satisfaction did not significantly vary according to the gender of patients. However, studies done in Belize (Grant, 2012); Lebanon (Ammo, Kobrosly, & Al-Tannir, 2014); Pakistan (Abro & Jalbani, 2012; Naseer, Zahidie, & Shaihk, 2012); Saudi Arabia (Aldaqal, Alghamadi, AlTurki, El-deek, & Kensarah, 2012); and India (Bilkish, Sangita, Prakash, & Manjumath, 2012) showed the association of gender with patient satisfaction with females showing greater satisfaction than males.

The results of the study is closely similar to that of  a cross-sectional study of hospitals done by Quintana et al., (2006) which found that gender is a determinant for patient satisfaction and that males posted a higher level of satisfaction to females. Another similar study is that of Kuttichira and Regani (2011) who found that there is gender difference in patient satisfaction with women being less satisfied compared to men. The results of the study are similar to this study in the sense that in all the dimensions, males had a higher weighted mean compared to females.

[bookmark: _Toc453266791][bookmark: _Toc453267991][bookmark: _Toc465331444]4.7.2. Difference According to Age
This section presents the level of satisfaction of inpatients according to their age. It shows whether there is a significant difference in the satisfaction with the quality of services rendered in Abu Dhabi hospitals when the inpatients are segregated according to age.  Accordingly, the differential satisfaction with the tangibles, reliability, empathy, assurance, and responsiveness dimensions of the hospitals are presented as perceived by inpatients belonging to the 18 to25, 26 to 35, 36 to 45, 46 to 55, and 56 to 65 age groups. 

[bookmark: _Toc453266792][bookmark: _Toc453267486][bookmark: _Toc453267992][bookmark: _Toc465331445]Tangibles.  Table 42  shows that the inpatients belonging to the 18 to25 (M=3.9764), 26 to 35(M=3.9587), 36 to 45 (M=3.9956), 46 to 55(M=3.8724), and 56 to 65 (M=4.1805) age groups were all generally satisfied with the tangible dimension of services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to determine further the significant difference in the means observed among the different age groups.
[bookmark: _Toc453266793][bookmark: _Toc453267487][bookmark: _Toc453267993][bookmark: _Toc453268765][bookmark: _Toc465331446]Table 42. Difference in the Level of Satisfaction with the Tangibles of Hospital Services According to Age
	Tangibles
	Age:

	
	18-25
	26-35
	36-45
	46-55
	56-65
	Computed F value
	P value

	1
	This hospital is equipped with the latest devices, technologies and medical equipment
	4.3482
	4.3188
	4.2703
	4.2813
	4.4375
	.238
	.917

	2
	The hospital has a feeling of wellbeing
	4.0446
	4.0952
	4.1772
	4.0938
	4.2500
	.381
	.822

	3
	The hospital’s rooms are clean, comfortable and attractive
	4.1009
	3.9956
	4.0658
	3.9063
	4.1875
	.456
	.768

	4
	There are enough beds for patients in this hospital
	3.4107
	3.3913
	3.6667
	3.6563
	3.4375
	.893
	.468

	5
	Doctors at the hospital are dressed  professionally
	4.3929
	4.2294
	4.2025
	3.9688
	4.5000
	2.146
	.074

	6
	Nurses at the hospital are dressed professionally
	4.4732
	4.2078
	4.1899
	4.0625
	4.5000
	2.804
	.025*

	7
	In the hospital, after each meal the plates were cleared straight away
	3.7387
	3.7922
	3.7949
	3.6333
	4.2500
	1.024
	.395

	8
	The meals were still hot when they were served
	3.5818
	3.8788
	3.8590
	3.6875
	4.0000
	1.796
	.128

	9
	In the hospital inside the ward, noises were kept at minimum level during night times
	3.6972
	3.7200
	3.7342
	3.5625
	4.0625
	.578
	.679

	
	Tangibles
	3.9764
	3.9587
	3.9956
	3.8724
	4.1805
	1.24
	.307



Accordingly, the ANOVA reveals that there is no significant difference in the level of satisfaction among the various age groups of inpatients relative to the tangible dimensions of hospital services which they experienced, F=1.24,p=.307≥p=.05. Based on specific indicators, the inpatients regardless of age group did not significantly differ in their level of satisfaction on the perceived tangible dimension of hospital services relative to the latest devices, technology, and equipment, F=.289, p=.197≥p=.05; feeling of well-being, F=.381, p=.822≥p=.05;  cleanliness, attractiveness and comfort of the rooms, F=.456, p=.768≥p=.05; adequacy in the number of beds, F=.893, p=.468≥p=.05; professional attire of doctors, F=2.146, p=..074≥p=.05; carting away of plates after use, F=1.024, p=.395≥p=.05; freshness of the meals, F=1.796, p=.128≥p=.05and the minimum level of noise at night, F=.578, p=.697≥p=.05. Table 42 shows however that there is a significant difference in the level of satisfaction among inpatients when grouped according to age relative to the professional attire of nurses, F=2.804,p=.025≤p=.05.   

On the whole, the findings indicate that the age of the inpatients did not significantly influence their level of satisfaction on the perceived tangible dimensions of hospital services. The level of satisfaction on the perceived tangible dimension of hospital service is therefore not age-specific in the case of the inpatients investigated.

[bookmark: _Toc453266794][bookmark: _Toc453267488][bookmark: _Toc453267994][bookmark: _Toc465331447]Reliability.  The following table (Table 43) shows that the inpatients belonging to the 18 to25 (M=3.8711), 26 to 35(M=3.900), 36 to 45 (M=4.0121), 46 to 55(M=3.6583), and 56 to 65 (M=4.1050) age groups were all generally satisfied with the reliability of the services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to determine further the significant difference in the means observed among the different age groups.
[bookmark: _Toc453266795][bookmark: _Toc453267489][bookmark: _Toc453267995][bookmark: _Toc453268766][bookmark: _Toc465331448]Table 43. Difference in the Level of Satisfaction with the Reliability of Hospital Services According to Age
	Reliability
	Age:

	
	18-25
A
	26-35
B
	36-45
C
	46-55
D
	56-65
E
	Computed F value
	P value

	10
	The hospital provides services at the time it promises.
	3.7679
	3.7879
	3.7975
	3.9063
	4.1333
	.486
	.746

	11
	The hospital addresses problems or complaints effectively by providing constructive feedback
	3.5714
	3.6739
	3.8205
	3.4375
	4.0000
	1.374
	.242

	12
	The hospital provides services that are consistent and timely throughout the day.
	3.6667
	3.7982
	4.0506
	3.5556
	3.8125
	2.275
	.060

	13
	Doctors in the hospital are willing to listen carefully about my condition
	4.0804
	4.0262
	4.1266
	3.5926
	4.5000
	2.907
	.021*

	14
	Doctors are dependable in the hospital
	4.0089
	3.9868
	4.1899
	3.8667
	4.4375
	1.772
	.133

	15
	In the hospital, physical examination conducted by the doctors was comfortable and met my expectation
	3.7768
	3.9134
	4.0000
	3.6333
	4.0625
	1.173
	.322

	16
	 The hospital maintains patient records that are accessible on time
	4.2182
	4.0522
	4.2152
	3.1667
	3.9375
	9.050
	.000*

	17
	In the hospital, nurses respond immediately when called
	3.7946
	3.8528
	3.9615
	3.7667
	3.8125
	.312
	.870

	18
	In the hospital, nurses are willing to listen and help me
	3.9554
	4.0087
	3.9474
	4.0000
	4.2500
	.336
	.853

	
	Reliability
	3.8711
	3.9000
	4.0121
	3.6583
	4.1050
	6.007
	.000



Based on specific indicators of reliability, the ANOVA reveals that inpatients regardless of age group did not significantly differ in their level of satisfaction on the perceived reliability of hospital services relative to timely provision of promised services, F=.486, p=.746≥p=.05; addressing complaints through constructive feedback, F=1.374, p=.242≥p=.05; consistency of services throughout the day, F=2.272, p=.060≥p=.05; dependability of the doctors, F=1.772, p=.133≥p=.05; meeting patient’s expectation on physical examination done, F=1.173, p=.322≥p=.05; and the immediate response, F=.312, p=.87≥p=.05  and willingness of nurses to listen, F=.336, p=.853≥p=.05. It can be noted though that inpatients significantly differed in their level of satisfaction relative to the willingness of doctors to listen, F=2.907,p=.021≤p=.05 and the accessibility of patients’ records, F=9.050,p=.000≤p=.05.

Between the age groups, the ANOVA reveals that there is a significant difference in the level of satisfaction on the perceived reliability of hospital services between groups of patients, F=6.007,p=.000≤p=.05.  Accordingly, the Scheffe’s post-hoc test in Table 44  points out that the significant difference is on account of the differences between the age groups 36-45, F=3.641,p=.019≤p=.05  and 46-55 and between the age groups 46-55 and 56-65, F=4.598, p=.001≤p=.05. It is evident that the difference in the level of satisfaction on the reliability of hospital services involves the higher age groups of patients. It is possible that they are less tolerant or more demanding at this stage of their lives.

[bookmark: _Toc453268767]Table 44. Post-hoc test between age groups
	Treatments
	Scheffé
	Scheffé
	Scheffé

	pair
	T  -statistic
	p-value
	Inference

	A vs B
	0.2971
	0.9990097
	Insignificant

	A vs C
	1.4511
	0.7168812
	Insignificant

	A vs D
	2.1899
	0.3262621
	Insignificant

	A vs E
	2.4079
	0.2356736
	Insignificant

	B vs C
	1.154
	0.854154
	Insignificant

	B vs D
	2.487
	0.2073977
	Insignificant

	B vs E
	2.1108
	0.363483
	Insignificant

	C vs D
	3.641
	0.0195096
	* p<0.05

	C vs E
	0.9567
	0.9206045
	Insignificant

	D vs E
	4.5978
	0.0016339
	** p<0.01


 
On the whole, the findings indicate that the age of the inpatients significantly influenced their level of satisfaction on the perceived reliability of hospital services. The level of satisfaction on the perceived reliability of hospital service is therefore age-specific in the case of the inpatients investigated.

[bookmark: _Toc453266796][bookmark: _Toc453267490][bookmark: _Toc453267996][bookmark: _Toc465331449]Empathy.  Table 45  shows that the inpatients belonging to the 18 to25 (M=3.6615), 26 to 35(M=3.6564), 36 to 45 (M=3.7665), 46 to 55(M=5.118), and 56 to 65 (M=3.7693) age groups were all generally satisfied with the empathy perceived in the services provided in the hospitals. On account of the difference in the observed means, the ANOVA was used to determine further the significant difference in the means observed among the different age groups.

Accordingly, the ANOVA reveals that there is no significant difference in the level of satisfaction among the various age groups of inpatients relative to the empathy perceived in the services provided, F=.1177,p=.975≥p=.05. Based on specific indicators, the inpatients regardless of age group did not significantly differ in their level of satisfaction on the perceived empathy in the services provided by hospitals relative to the attention given by doctors, F=1.650, p=.158≥p=.05 and nurses to patients, F=.993, p=.411≥p=.05; having the best interest of patients at heart, F=1.856, p=.117≥p=.05;  availability of assistance, F=.828, p=.507≥p=.05; and the time given by nurses to discuss the patients’ case, F=1.777, p=.132≥p=.05.Table 44 shows however that there is a significant difference in the level of satisfaction among inpatients when grouped according to age relative to the commitment of doctors attending to the cases of physicians nurses, F=3.793,p=.005≤p=.05 and the knowledge of employees regarding the needs of patients, F=2.949,p=.020≤p=.05.   
[bookmark: _Toc453266797][bookmark: _Toc453267491][bookmark: _Toc453267997][bookmark: _Toc453268768][bookmark: _Toc465331450]Table 45. Difference in the Level of Satisfaction with the Empathy of Hospital Services According to Age
	Empathy
	Age:
	

	
	18-25
	26-35
	36-45
	46-55
	56-65
	Computed F value
	P value

	19
	In the hospital, the doctors pay special attention to my case
	4.0179
	4.0435
	4.2436
	3.8667
	4.3750
	1.659
	.158

	20
	In the hospital, the nurses pay special attention to my case
	3.8559
	4.0519
	3.9872
	3.8000
	3.9333
	.993
	.411

	21
	The hospital does not have my best interest at heart.
	3.1111
	2.9524
	3.0779
	2.4483
	3.4000
	1.856
	.117

	22
	In the hospital, the assistance is always available(support staff/nurse etc.) whenever needed
	3.8108
	3.9345
	3.9211
	3.7857
	4.2667
	.828
	.507

	23
	The doctor attending to my condition in the hospital was committed about the care I received.
	4.0179
	3.9827
	4.3671
	3.9333
	4.4375
	3.739
	.005*

	24
	The nurses in the hospital spent time with me to discuss my concerns about my condition
	3.7156
	3.7857
	4.0769
	4.0333
	3.7857
	1.777
	.132

	25
	Employees of the hospital don’t know what my needs are
	3.1019
	2.8442
	2.6923
	3.2759
	2.1875
	2.949
	.020*

	
	Empathy
	3.6615
	3.6564
	3.7665
	3.5118
	3.7693
	.11770
	.975



On the whole, the findings indicate that the age of the inpatients did not significantly influence their level of satisfaction on the perceived empathy in the services provided by the hospitals. The level of satisfaction on the perceived empathy of hospital service is therefore not age-specific in the case of the inpatients investigated. 

[bookmark: _Toc453266798][bookmark: _Toc453267492][bookmark: _Toc453267998][bookmark: _Toc465331451]Assurance.  Table 46  shows that the inpatients belonging to the 18 to25 (M=4.075), 26 to 35(M=4.1225), 46 to 55(M=3.9266) and 56 to 65 (M=4.4125) age groups were all generally satisfied with the assurance of the services which they experienced in the hospitals. It can be noted however, that those belonging to the age group 36-45 (M=4.286) were very satisfied with the perceived assurance of the hospital services provided. On account of the difference in the observed means, the ANOVA was used to determine further the significant difference in the means observed among the different age groups.
[bookmark: _Toc453266799][bookmark: _Toc453267493][bookmark: _Toc453267999][bookmark: _Toc453268769][bookmark: _Toc465331452]Table 46. Difference in the Level of Satisfaction with the Assurance of Hospital Services According to Age
	Assurance
	Age:
	

	
	18-25
A
	26-35
B
	36-4
C
	46-55
D
	56-65
E
	Computed F value
	P value

	26
	In the hospital, I have confidence and trust in   the doctor’s treatment.
	4.0625
	4.0476
	4.3462
	3.9667
	4.5000
	2.574
	.037*

	27
	The doctors are polite in the hospital
	4.1250
	4.1834
	4.3590
	3.8667
	4.3750
	2.401
	.049*

	28
	I feel safe with the treatment from the hospital
	4.0545
	4.1299
	4.3462
	3.9333
	4.5000
	2.430
	.047*

	29
	The nurses are polite  in this hospital
	4.1364
	4.1404
	4.2405
	3.9333
	4.5000
	1.351
	.250

	30
	The behavior of nurses in the hospital builds confidence in me.
	4.0000
	4.1116
	4.1392
	3.9333
	4.1875
	.578
	.679

	
	Assurance
	4.075
	4.1225
	4.2862
	3.9266
	4.4125
	25.670
	,000*



Based on specific indicators, the ANOVA reveals that the level of satisfaction on the perceived assurance of hospital services significantly differed among the various age groups of inpatients relative to the confidence in the doctors’ treatments, F=2.574, p=.037 ≤p=.05; politeness of the doctors, F=2.401, p=.049 ≤p=.05; and the feeling of security with the treatment given, F=2.430, p=.047 ≤p=.05. However, inpatients did not significantly differ in their level of satisfaction with the politeness of nurses,  F=1.351, p=.250≥p=.05 and the confidence-building behavior of nurses,  F=.578, p=.697≥p=.05. 

Between the age groups, the ANOVA reveals that there is a significant difference in the level of satisfaction on the perceived empathy of hospital services between groups of patients, F=25.670,p=.000≤p=.05.  Accordingly, the Scheffe’s post-hoc test  in Table 47 points out that the significant difference is on account of the differences between the age groups 18 to 25 ans 36 to 45, F=3.9959, p=..0153 ≤p=.05; 18 to 25 and 56 to 65, F=6.3925, p=.000 ≤p=.05; 26 to 35 and 46 to 55, F=3.7184, p=.026 ≤p=.05; 26 to 35 and 56 to 65, F=5.5024, p=.000 ≤p=.05; 36 to 45 and 46 to 55, F=6.8241, p=.000 ≤p=.05; and 46 to 55 and 56 to 65, F=9.2208, p=.000 ≤p=.05.
[bookmark: _Toc453268770]Table 47. Post-hoc test Between Age Groups
	treatments
	Scheffé
	Scheffé
	Scheffé

	Pair
	T  -statistic
	p-value
	Inference

	A vs B
	0.8901
	0.9364505
	Insignificant

	A vs C
	3.9959
	0.0153753
	* p<0.05

	A vs D
	2.8283
	0.1333844
	Insignificant

	A vs E
	6.3925
	0.0001132
	** p<0.01

	B vs C
	3.1057
	0.083073
	Insignificant

	B vs D
	3.7184
	0.0265614
	* p<0.05

	B vs E
	5.5024
	0.0006968
	** p<0.01

	C vs D
	6.8241
	4.79E-05
	** p<0.01

	C vs E
	2.3967
	0.2587595
	Insignificant

	D vs E
	9.2208
	5.71E-07
	** p<0.01



On the whole, the findings indicate that the age of the inpatients significantly influenced their level of satisfaction on the perceived assurance of hospital services. The level of satisfaction on the perceived assurance of hospital service is therefore age-specific in the case of the inpatients investigated. It can be noted that the difference according to age involves all age groups of inpatients.  The 56-65 years age group however, significantly differed with all the other age groups. This age group has also the highest weighted mean (M=4.41) in terms of assurance. It can be surmised that the elderly are given higher priority attention in the hospital as a matter of policy, hence they perceived that they are well attended to and accommodated. Evidently, they comprise the oldest individuals among the in- patients. In contrast, in-patients in the 46-55 age category have the lowest weighted mean (M=3.92). This can be on account of the varying levels of rising expectations characteristic of this age group which make them sensitive to attention given to them.

[bookmark: _Toc453266800][bookmark: _Toc453267494][bookmark: _Toc453268000][bookmark: _Toc465331453]Responsiveness. Table 48  shows that the inpatients belonging to the 18 to25 (M=2.7905), 26 to 35(M=2.7817), 36 to 45 (M=2.6232), 46 to 55(M=2.5769), and 56 to 65 (M=2.7997) age groups were all moderately satisfied with the responsiveness of  the services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to determine further the significant difference in the means observed among the different age groups.
[bookmark: _Toc453266801][bookmark: _Toc453267495][bookmark: _Toc453268001][bookmark: _Toc453268771][bookmark: _Toc465331454]Table 48. Difference in the Level of Satisfaction with the Responsiveness of Hospital Services According to Age
	Responsiveness

	Age:

	
	18-25
	26-35
	36-45
	46-55
	56-65
	Computed F value
	P value

	31
	The hospital provides prescription  with quality medicines
	4.1161
	4.0739
	4.2400
	4.1000
	4.3571
	.816
	.515

	32
	It is not realistic from patients to expect prompt service from the hospital’s employees.
	3.4324
	3.4518
	3.3590
	3.3103
	2.9286
	.910
	.458

	33
	Doctors in the hospital do not tell me exactly when treatment will be performed
	2.6296
	2.5822
	2.4810
	2.4333
	2.4375
	.290
	.885

	34
	Doctors of the hospital  are too busy to respond to my request promptly
	2.6696
	2.4416
	2.2785
	2.1333
	2.2500
	1.777
	.132

	35
	Nurses of the hospital  are too busy to respond to my request promptly
	2.4054
	2.3030
	2.1667
	2.1786
	2.1875
	.563
	.689

	36
	Nurses in the hospital do not tell me exactly when treatment will be performed
	2.1705
	2.4294
	1.9016
	1.9545
	3.5000
	5.140
	.000*

	37
	Employees of the hospital are not always willing to help patients
	2.1101
	2.1905
	1.9359
	1.9286
	1.9375
	1.156
	.329

	
	Responsiveness
	2.7905
	2.7817
	2.6232
	2.5769
	2.7997
	.1225
	.973



Accordingly, the ANOVA reveals that there is no significant difference in the level of satisfaction among the various age groups of inpatients relative to the perceived responsiveness of the hospital services  F=.1225,p=.973≥p=.05. Based on specific indicators, the inpatients regardless of age group did not significantly differ in their level of satisfaction on the perceived responsiveness in the services provided by hospitals relative to providing prescription for quality medicine, F=.816, p=.515≥p=.05; expectation on prompt services, F=.910, p=.458≥p=.05; telling patients exactly when treatment will be performed, F=.290, p=.885≥p=.05; doctors, F=1.777, p=.132≥p=.05  and nurses are too busy to respond to the requests of patients, F=.563, p=.689≥p=.05; willingness of the hospitals to help the patients, F=1.156, p=.329≥p=.05. It can be noted however, that the different age groups of inpatients significantly differed in their level of satisfaction in terms of nurses not telling them when the treatment will be performed, F=5.140, p=.000≤p=.05. 

On the whole, the findings indicate that the age of the inpatients did not significantly influence their level of satisfaction on the perceived responsiveness of the services provided by the hospitals. The level of satisfaction on the perceived responsiveness of hospital service is therefore not age-specific in the case of the inpatients investigated.

It can be observed that the p value varies from one dimension to the other hence the difference in the level of satisfaction of the inpatients was determined for all the service quality dimensions. Accordingly, the results showed F=14.16, p=.000 ≤p=.05 indicating that there is no significant difference in the level of satisfaction of inpatients with the perceived service quality dimensions when grouped according to age. Based on these findings, the hypothesis that there is no significant difference among inpatients of various age groups in their level of satisfaction with the perceived service quality dimensions is not supported hence H8 is not affirmed.

[bookmark: _Toc453266802][bookmark: _Toc453267496][bookmark: _Toc453268002][bookmark: _Toc465331455]Overall Satisfaction. The means of the inpatients belonging to the 18 to 25 (M=3.999), 26 to 35(M=3.9638), 36 to 45 (M=4.090), 46 to 55(M=3.5714), and 56 to 65 (M=4.1041) age groups all indicate that they are satisfied with the services provided in the hospitals in Abu Dhabi. The ANOVA was used to further test for significant difference and consequently, the test revealed that there is a significant difference in the level of satisfaction among inpatients according to their age, F=12.440, p=.000 ≤ p=.05. This is shown in Table 49.
[bookmark: _Toc453266803][bookmark: _Toc453267497][bookmark: _Toc453268003][bookmark: _Toc453268772][bookmark: _Toc465331456]Table 49. Difference in the Overall Satisfaction with Hospital Services According to Age
	Overall Satisfaction

	Age:

	
	18-25
A
	26-35
B
	36-45
C
	46-55
D
	56-65
E
	Computed F value
	P value

	I would  recommend the hospital to a friend or family member
	3.9821
	3.9481
	4.1795
	3.6786
	4.1250
	1.791
	.129

	Overall I am satisfied with quality of service provided by the hospital
	4.0089
	4.0303
	4.1538
	3.6429
	4.1875
	2.042
	.088

	The services I received at the hospital have met my expectations
	4.0089
	3.8831
	3.9359
	3.3929
	4.0000
	2.596
	.036*

	Overall Service Rating
	3.999
	3.9538
	4.089
	3.5714
	4.1041
	12.440
	.000*



The Scheffe’s test was used to pinpoint the difference among the different age groups and the results are shown as follows:
[bookmark: _Toc453268773]Table 50. Post-hoc test Between Age Groups
	treatments
	Scheffé
	Scheffé
	Scheffé

	Pair
	T  -statistic
	p-value
	Inference

	A vs B
	0.5295
	0.9896335
	Insignificant

	A vs C
	1.0302
	0.8936141
	Insignificant

	A vs D
	4.9177
	0.0097205
	** p<0.01

	A vs E
	1.1959
	0.8332229
	Insignificant

	B vs C
	1.5597
	0.6660232
	Insignificant

	B vs D
	4.3883
	0.020018
	* p<0.05

	B vs E
	1.7253
	0.5834424
	Insignificant

	C vs D
	5.9479
	0.0025457
	** p<0.01

	C vs E
	0.1656
	0.9998885
	Insignificant

	D vs E
	6.1136
	0.0020718
	** p<0.01



Accordingly, there is a significant difference in the overall satisfaction of inpatients belonging to the age groups 18 to 25  and 46 to 55, F=4.9177, p=.009 ≤ p=.05; 26 to 35 and 46 to 55, F=4.3883, p=.020 ≤ p=.05; 35 to 45 and 46 to 55, F=5.9479, p=.002 ≤ p=.05; and 46 to 55 and 56 to 65, F=6.1136, p=.002 ≤ p=.05.On the basis of these findings, the hypothesis that there is a significant difference in the level of satisfaction among inpatients according to their age is accepted. Based on these findings, the hypothesis that the overall satisfaction of inpatients does not significantly vary according to the age of the inpatients is not supported hence H12 is not affirmed.

The results of the study have some similarities with earlier studies such as that of Brawnberger and Gates (2002) in their studies of Italian and Irish hospitals which found that age influenced patient satisfaction. Likewise, Aldaqal et al.(2012) in their study in Saudi Arabia indicated that patient satisfaction depended on the age of patients. Kirwana, Nolan, Stack, Moore, & Beatty (2015) also came up with the same conclusion in their study of Opthalmology clinics in Germany. Ammo, et al.(2014) also reported that patient satisfaction was influenced by age in their study of hospitals in Lebanon.

In contrast, Tucker and Adams (2001) found that  demographic factors such as age did not significantly affect patient satisfaction. Chimed-Ochir (2012) likewise found that patient satisfaction did not depend on the age age in their study of district hospitals in Mongolia. Similarly, the same conclusion was reached by Abro and Jalbani (2012) in their study of hospitals in Pakistan. Overall, the results imply that heath care providers should be sensitive to the needs of patients of different ages and respond to their needs appropriately. 

[bookmark: _Toc453268004][bookmark: _Toc465331457]4.7.3. Difference According to Education
This section presents the level of satisfaction of inpatients according to their education. It shows whether there is a significant difference in the satisfaction with the quality of services rendered in Abu Dhabi hospitals when the inpatients are segregated according to educational levels.  Accordingly, the differential satisfaction with the tangibles, reliability, empathy, assurance, and responsiveness dimensions of the hospitals are presented as perceived by inpatients that are classified according to their profile as having no schooling and those with high school experience, BA degrees, and higher degrees

[bookmark: _Toc453266805][bookmark: _Toc453267499][bookmark: _Toc453268005][bookmark: _Toc465331458]Tangibles.  Based on the descriptive data in Table 51,  inpatients who have no schooling (M=4.0464) and those with high school experience (M=3.9974), BA degrees (M=3.9038), and higher degrees (M=3.7969) were all generally satisfied with the tangible dimension of services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to further ascertain the significant difference in the means observed among the different groups.
[bookmark: _Toc453266806][bookmark: _Toc453267500][bookmark: _Toc453268006][bookmark: _Toc453268774][bookmark: _Toc465331459]Table 51. Difference in the Level of Satisfaction with the Tangibles of Hospital Services According to Education
	Tangibles.
	Level of Education

	
	No school
	High School
	BA
	Higher Degree
	Computed F Value
	P value

	1
	This hospital is equipped with the latest devices, technologies and medical equipment
	4.4681
	4.3522
	4.2675
	4.1379
	1.619
	.184

	2
	The hospital has a feeling of wellbeing
	4.1522
	4.2103
	3.9625
	3.6552
	5.209
	.002*

	3
	The hospital’s rooms are clean, comfortable and attractive
	4.2222
	4.1935
	3.8217
	3.5172
	8.241
	.000*

	4
	There are enough beds for patients in this hospital
	3.4468
	3.4297
	3.4780
	3.2414
	.269
	.848

	5
	Doctors at the hospital are dressed  professionally
	4.2766
	4.3028
	4.2075
	4.1034
	.757
	.519

	6
	Nurses at the hospital are dressed professionally
	4.2979
	4.3227
	4.1132
	4.2069
	1.855
	.136

	7
	In the hospital, after each meal the plates were cleared straight away
	4.0217
	3.8080
	3.6731
	3.6897
	1.527
	.207

	8
	The meals were still hot when they were served
	3.7826
	3.7218
	3.8599
	3.8621
	.601
	.615

	9
	In the hospital inside the ward, noises were kept at minimum level during night times
	3.7500
	3.6360
	3.7516
	3.7586
	.432
	.730

	
	Tangibles
	4.0464
	3.9974
	3.9038
	3.7969
	1.1014
	.362



Accordingly, the ANOVA reveals that there is no significant difference in the level of satisfaction among the inpatients when grouped according to their education relative to the tangible dimensions of hospital services which they experienced, F=1.1014, p=.362≥p=.05. Based on specific indicators, the inpatients regardless of educational experience did not significantly differ in their level of satisfaction on the perceived tangible dimension of hospital services relative to the latest devices, technology, and equipment, F=1,619, p=.184≥p=.05; adequacy in the number of beds, F=.269,p=.848≥p=.05; professional attire of doctors, F=.757 p=.≥p=.05 and nurses, F=1.855,p=.136≥p=.05; carting away of plates after use, F=1.527, p=.207≥p=.05; freshness of the meals, F=.601, p=.615≥p=.05and the minimum level of noise at night, F=.432, p=.7307≥p=.05. The table shows however that there is a significant difference in the level of satisfaction among inpatients when grouped according to education relative to the feeling of well-being, F=5.209,p=.002≤p=.05, and cleanliness, attractiveness, and comfort of the rooms, F=8.241,p=.000≤p=.05.

On the whole, the findings indicate that the education of the inpatients did not significantly influence their level of satisfaction on the perceived tangible dimensions of hospital services. The level of satisfaction on the perceived tangible dimension of hospital service is therefore not education-specific in the case of the inpatients investigated.

[bookmark: _Toc453266807][bookmark: _Toc453267501][bookmark: _Toc453268007][bookmark: _Toc465331460]Reliability. The descriptive data in Table 52  shows that inpatients who have no schooling (M=3.8670) and those with high school experience (M=3.9307), BA degrees (M=3.806), and higher degrees (M=3.920) were all generally satisfied with the tangible dimension of services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to further ascertain the significant difference in the means observed among the different groups.

Based on specific indicators of reliability, the ANOVA reveals that inpatients regardless of education did not significantly differ in their level of satisfaction on the perceived reliability of hospital services relative to timely provision of promised services, F=.563, p=.640≥p=.05; addressing complaints through constructive feedback, F=.249, p=.862≥p=.05; dependability of the doctors, F=1.965, p=.118≥p=.05; the willingness of doctors to listen, F=1.262, p=.287≥p=.05 and the accessibility of patients’ records, F=2.062, p=.104≥p=.05; meeting patient’s expectation on physical examination done, F=1.399, p=.242≥p=.05; and the immediate response, F=1.807, p=.134≥p=.05  and willingness of nurses to listen, F=.780, p=.506≥p=.05.  It can be noted though that inpatients significantly differed in their level of satisfaction relative to consistency of services throughout the day, F=3.901,p=.009≤p=.05.
[bookmark: _Toc453266808][bookmark: _Toc453267502][bookmark: _Toc453268008][bookmark: _Toc453268775][bookmark: _Toc465331461]Table 52. Difference in the Level of Satisfaction with the Reliability of Hospital Services According to Education
	Reliability
	Level of Education

	
	No school
	High School
	BA
	Higher Degree
	Computed F Value
	P value

	10
	The hospital provides services at the time it promises.
	3.8913
	3.8167
	3.7044
	3.7241
	.563
	.640

	11
	The hospital addresses problems or complaints effectively by providing constructive feedback
	3.7021
	3.6532
	3.5975
	3.7586
	.249
	.862

	12
	The hospital provides services that are consistent and timely throughout the day.
	3.9333
	3.9076
	3.5796
	3.8462
	3.901
	.009*

	13
	Doctors in the hospital are willing to listen carefully about my condition
	4.2340
	4.0279
	3.9419
	3.9231
	1.262
	.287

	14
	Doctors are dependable in the hospital
	4.2553
	3.9679
	3.9032
	4.1786
	1.965
	.118

	15
	In the hospital, physical examination conducted by the doctors was comfortable and met my expectation
	3.6596
	3.8800
	3.8089
	4.1379
	1.399
	.242

	16
	 The hospital maintains patient records that are accessible on time
	3.8936
	4.1411
	3.9363
	3.9310
	2.062
	.104

	17
	In the hospital, nurses respond immediately when called
	3.4681
	3.8920
	3.8089
	3.7931
	1.870
	.134

	18
	In the hospital, nurses are willing to listen and help me
	3.7660
	4.0000
	3.9427
	4.0690
	.780
	.506

	
	Reliability
	3.8670
	3.9307
	3.8026
	3.9290
	.9132
	.445



On the whole, the findings indicate that the education of the inpatients did not significantly influence their level of satisfaction on the perceived reliability dimension of hospital services. The level of satisfaction on the perceived reliability dimension of hospital service is therefore not education-specific in the case of the inpatients investigated.
[bookmark: _Toc453266809][bookmark: _Toc453267503][bookmark: _Toc453268009][bookmark: _Toc465331462]Empathy.  The descriptive data in the following table (Table 53)  shows that inpatients who have no schooling (M=3.635) and those with high school experience (M=3.7479), BA degrees (M=3.4735), and higher degrees (M=3.8051) were all generally satisfied with the tangible dimension of services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to further ascertain the significant difference in the means observed among the different groups.
[bookmark: _Toc453266810][bookmark: _Toc453267504][bookmark: _Toc453268010][bookmark: _Toc453268776][bookmark: _Toc465331463]Table 53. Difference in the Level of Satisfaction with the Empathy of Hospital Services According to Education
	Empathy
	Level of Education

	
	No school
A
	High School
B
	BA

C
	Higher Degree
D
	Computed 
F Value
	P value


	19
	In the hospital, the doctors pay special attention to my case
	4.0638
	4.1290
	3.9045
	4.0345
	1.848
	.138

	20
	In the hospital, the nurses pay special attention to my case
	3.6739
	3.9960
	3.9359
	4.1379
	1.659
	.175

	21
	The hospital does not have my best interest at heart.
	2.6889
	3.1888
	2.6903
	3.1724
	5.362
	.001*

	22
	In the hospital, the assistance is always available(support staff/nurse etc.) whenever needed
	4.1556
	3.9676
	3.5871
	4.2222
	6.960
	.000*

	23
	The doctor attending to my condition in the hospital was committed about the care I received.
	4.0870
	4.0797
	3.9363
	4.2759
	1.568
	.196

	24
	The nurses in the hospital spent time with me to discuss my concerns about my condition
	3.7826
	3.9590
	3.5921
	3.7931
	3.817
	.010*

	25
	Employees of the hospital don’t know what my needs are
	3.0000
	2.9157
	2.6688
	3.0000
	1.500
	.214

	
	Empathy
	36359
	3.7479
	3.4735
	3.8051
	.5191
	.673



Based on specific indicators, the ANOVA reveals that the inpatients regardless of education did not significantly differ in their level of satisfaction on the perceived empathy in the services provided by hospitals relative to the attention given by doctors, F=1.848, p=.138≥p=.05 and nurses to patients, F=1.659, p=.175≥p=.05; commitment of the doctors, F=1.568, p=.196≥p=.05; and the knowledge of employees regarding the case of the patients, F=1.500, p=.214≥p=.05. The table shows however, that there is a significant difference in the level of satisfaction among inpatients when grouped according to education relative to the having the best interest of patients at heart,F=5.362,p=.001≤p=.05; availability of assistance when needed, F=6.960,p=.000≤p=.05; and nurses spending time with patients to discuss their cases, F=3.817,p=.010≤p=.05. 

Between the age groups, the ANOVA reveals that there is no significant difference in the level of satisfaction among the inpatients when grouped according to education relative to the empathy perceived in the services provided, F=.519,p=.,673≥=.05.  On the whole, the findings indicate that the education of the inpatients did not significantly influence their level of satisfaction on the perceived empathy dimension of hospital services. The level of satisfaction on the perceived empathy dimension of hospital service is therefore not education-specific in the case of the inpatients investigated.

[bookmark: _Toc453266811][bookmark: _Toc453267505][bookmark: _Toc453268011][bookmark: _Toc465331464]Assurance. The descriptive data in Table 54  shows that inpatients who have no schooling (M=3.9417) and those with high school experience (M=4.1878), BA degrees (M=4.007), and higher degrees (M=4.1971) were all generally satisfied with the assurance dimension of services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to further ascertain the significant difference in the means observed among the different groups.
[bookmark: _Toc453266812][bookmark: _Toc453267506][bookmark: _Toc453268012][bookmark: _Toc453268777][bookmark: _Toc465331465]Table 54. Difference in the Level of Satisfaction with the Assurance of Hospital Services According to Education
	Assurance
	Level of Education

	
	No school
A
	High School
B
	BA

C
	Higher Degree
D
	Computed F Value
	P value

	26
	In the hospital, I have confidence and trust in   the doctor’s treatment.
	4.0851
	4.1640
	3.8981
	4.1034
	2.416
	.066

	27
	The doctors are polite in the hospital
	3.9574
	4.2339
	4.1274
	4.2759
	1.847
	.138

	28
	I feel safe with the treatment from the hospital
	4.1556
	4.1960
	3.9299
	4.2069
	2.884
	.035*

	29
	The nurses are polite  in this hospital
	3.8085
	4.1951
	4.1083
	4.1034
	2.517
	.058

	30
	The behavior of nurses in the hospital builds confidence in me.
	3.7021
	4.1504
	3.9745
	4.2963
	3.964
	.008*

	
	Assurance
	3.9417
	4.1878
	4.0076
	4.1971
	5.932
	.006.*



Based on specific indicators, the ANOVA reveals that the level of satisfaction on the perceived assurance of hospital services significantly differed among the inpatients when grouped according to education relative to feeling of security with the treatment given, F=2.884, p=.035   ≤p=.05 and the confidence-building behavior of nurses,  F=3.964, p=.008≤p=.05. The test also shows that there is no significant difference in the level of satisfaction among patients when grouped according to education relative to the confidence in the doctors’ treatments, F=2.416, p=.066≥p=.05; politeness of the doctors, F=1.847, p=.138≥p=.05 and nurses F=2.517, p=.058≥p=.05.

Comparing the inpatients grouped according to educational level, the ANOVA reveals that there is a significant difference in the level of satisfaction on the perceived assurance of hospital services between groups of patients, F=5.932,p=.006≤p=.05.  Accordingly, the Scheffe’s post-hoc test in Table 55 points out that the significant difference is on account of the differences between:
[bookmark: _Toc453268778]Table 55. Post-hoc Test Between Levels of Education
	treatments 
pair
	Scheffé 
T  -statistic
	Scheffé 
p-value
	Scheffé 
inference

	A vs B
	3.2947
	0.0362833
	* p<0.05

	A vs C
	0.8821
	0.8535661
	insignificant

	A vs D
	3.4192
	0.0288786
	* p<0.05

	B vs C
	2.4126
	0.1638061
	insignificant

	B vs D
	0.1245
	0.9994663
	insignificant

	C vs D
	2.5371
	0.1345137
	insignificant



This shows that there is a significant difference in the level of satisfaction between patients with no schooling experience and those with high school education, F=3.2947, p=.0362 p<0.05 and between inpatients with no schooling experience and those with higher degrees, F=3.419, p=.0288 p<0.05.

On the whole, the findings indicate that the education of the inpatients significantly influenced their level of satisfaction on the perceived assurance of hospital services. The level of satisfaction on the perceived assurance of hospital service is therefore education-specific in the case of the inpatients investigated.

[bookmark: _Toc453266813][bookmark: _Toc453267507][bookmark: _Toc453268013][bookmark: _Toc465331466]Responsiveness. The descriptive data in Table 56  shows that inpatients who have no schooling (M=2.6030) and those with high school experience (M=2.7566), BA degrees (M=2.6915), and higher degrees (M=3.0115) were all generally satisfied with the responsiveness of the services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to further ascertain whether there is a significant difference in the means observed among the different groups.
[bookmark: _Toc453266814][bookmark: _Toc453267508][bookmark: _Toc453268014][bookmark: _Toc453268779][bookmark: _Toc465331467]Table 56. Difference in the Level of Satisfaction with the Responsiveness of Hospital Services According to Education
	Responsiveness
	Level of Education

	
	No school
	High School
	BA
	Higher Degree
	Computed F Value
	P value

	31
	The hospital provides prescription  with quality medicines
	4.1915
	4.1189
	4.0255
	4.0690
	.566
	.638

	32
	It is not realistic from patients to expect prompt service from the hospital’s employees.
	3.0000
	3.4593
	3.3484
	3.4483
	2.376
	.069

	33
	Doctors in the hospital do not tell me exactly when treatment will be performed
	2.5957
	2.6129
	2.4200
	2.9655
	1.793
	.148

	34
	Doctors of the hospital  are too busy to respond to my request promptly
	2.1702
	2.4861
	2.4268
	2.8276
	1.696
	.167

	35
	Nurses of the hospital  are too busy to respond to my request promptly
	2.1702
	2.2008
	2.4231
	2.4828
	1.559
	.198

	36
	Nurses in the hospital do not tell me exactly when treatment will be performed
	2.2424
	2.2646
	2.1776
	2.6667
	1.236
	.296

	37
	Employees of the hospital are not always willing to help patients
	1.8511
	2.1538
	2.0449
	2.6207
	3.590
	.014*

	
	Responsiveness
	2.6030
	2.7566
	2.6951
	3.0115
	.4250
	.736



Based on specific indicators, the ANOVA reveals that there is no significant difference in the level of satisfaction among the inpatients when grouped according to education relative to providing prescription for quality medicine, F=.566, p=.638≥p=.05; expectation on prompt services, F=2.376, p=.458≥p=.05; telling patients exactly when treatment will be performed, F=1.793, p=.148≥p=.05; doctors, F=1.696, p=.167≥p=.05  and nurses are too busy to respond to the requests of patients, F=1.559, p=.198≥p=.05; and nurses not telling the patients when the treatment will be performed, F=1.236, p=.926≥p=.05.  It can be noted however, that the inpatients significantly differed in their level of satisfaction in terms of the willingness of the employees to help inpatients, F=3.590, p=.014≤p=.05.

Between inpatient groups, the ANOVA reveals that there is no significant difference in the level of satisfaction among the inpatients when grouped according to education relative to the perceived responsiveness of the services provided, F=.4250,p=.736≥=.05.  On the whole, the findings indicate that the education of the inpatients did not significantly influence their level of satisfaction on the perceived responsiveness of hospital services. The level of satisfaction on the perceived responsiveness dimension of hospital service is therefore not education-specific in the case of the inpatients investigated.

Due to the variation in p values across dimensions, the ANOVA was further used to verify the difference. Accordingly, the results show that F=.616, p=.616≥=.05 indicating that there is no significant difference in the level of satisfaction of inpatients with the perceived service quality dimensions when grouped according to education. Based on these findings, the hypothesis that there is no significant difference among inpatients of various educational attainments in their level of satisfaction with the perceived service quality dimensions is supported hence H10 is affirmed.

[bookmark: _Toc453266815][bookmark: _Toc453267509][bookmark: _Toc453268015][bookmark: _Toc465331468]Overall Satisfaction.  The descriptive means of inpatients who have no schooling (M=3.7517) and those with high school experience (M=3.9411), BA degrees (M=4.0509), and higher degrees (M=3.6322) shows that they were generally satisfied with the perceived quality of services provided in the hospitals in Abu Dhabi. On account of the difference in the observed means, the ANOVA was used to further ascertain whether there is a significant difference in the means observed among the different groups. This is shown in Table 57.

[bookmark: _Toc453266816][bookmark: _Toc453267510][bookmark: _Toc453268016][bookmark: _Toc453268780][bookmark: _Toc465331469]Table 57. Difference in the Overall Satisfaction with Hospital Services According to Education
	Overall Satisfaction
	Level of Education

	
	No school
A
	High School
B
	BA

C
	Higher Degree
D
	Computed F Value
	P value

	I would  recommend the hospital to a friend or family member
	3.7872
	3.9478
	4.0573
	3.7241
	1.579
	.193

	Overall I am satisfied with quality of service provided by the hospital
	3.8298
	4.0201
	4.0764
	3.5517
	3.522
	.015*

	The services I received at the hospital have met my expectations
	3.6383
	3.8554
	4.0191
	3.6207
	2.945
	.033*

	Overall Service Rating
	3.7517
	3.9411
	4.0509
	3.6322
	22.332
	.001*



Accordingly, the test revealed that there is a significant difference in the level of satisfaction among inpatients when grouped according to education, F=22.440, p=.001 ≤ p=.05. The Scheffe’s test  in Table 58 shows that the differences between the groups are as follows:
[bookmark: _Toc453268781]Table 58. Post-hoc Test Between Levels of Education
	treatments 
pair
	Scheffé 
T –statistic
	Scheffé 
p-value
	Scheffé 
inference

	A vs B
	2.9154
	0.1062000
	insignificant

	A vs C
	4.6066
	0.0122129
	* p<0.05

	A vs D
	1.8416
	0.3931098
	insignificant

	B vs C
	1.6912
	0.4597964
	insignificant

	B vs D
	4.7570
	0.0101826
	* p<0.05

	C vs D
	6.4483
	0.0015566
	** p<0.01



This shows that there is a significant difference in the level of overall satisfaction between inpatients without schooling experience with those with BA degrees, F=4.6066, p=.012 p<0.05, between inpatients with high school experience and those with higher degrees, F=4.7570, p=.010 p<0.05; and between inpatients with BA degrees and those with higher degrees, F=6.448, p=.001 p<0.05. Based on these findings, the hypothesis that the overall satisfaction of inpatients does not vary significantly according to the education of the inpatients is not supported hence H14 is not affirmed.

Studies in the literature shows mixed results regarding education as a determinant of patient satisfaction. Studies of Tucker and Adams (2000); Chimed-Ochir (2012); and Grant (2012), among others point out that education did not significantly influence patient satisfaction. The results of the study however finds similarities to the findings of Abro and Jalbani (2012); Ammo et. al. (2014) and Naseer et al. (2012) that patient satisfaction was influenced by educational level (Ammo, 2014) and to a certain extent, Brawnberger and Gates (2002) who concluded that the more educated patients were more satisfied. The findings of the study that satisfaction did not only involve patients belonging to a certain level of education implies that hospitals should be adapted in their service response to patients.  

[bookmark: _Toc453268017][bookmark: _Toc465331470]4.7.4. Difference According to Nationality
This section presents the level of satisfaction of inpatients according to their nationality. It shows whether there is a significant difference in the satisfaction with the quality of services rendered in Abu Dhabi hospitals when the inpatients are segregated according to nationality.  Accordingly, the differential satisfaction with the tangibles, reliability, empathy, assurance, and responsiveness dimensions of the hospitals are presented as perceived by inpatients that are classified according to their profile as UAE nationals, Non-Emirati Arabs, Asians, Westerners, and others.
[bookmark: _Toc453266818][bookmark: _Toc453267512][bookmark: _Toc453268018][bookmark: _Toc465331471]Tangibles. Based on the descriptive data in Table 59,  inpatients who are UAE nationals (M=3.882), non-Emirati Arabs (M=4.0078), Asians (M=4.3633), westerners (M=3.7917) and other nationalities (M=4.1556) were all generally satisfied with the tangible dimension of services which they experienced in the hospitals. On account of the difference in the observed means, the ANOVA was used to further ascertain whether there is a significant difference in the means observed among the different nationalities. 
[bookmark: _Toc453266819][bookmark: _Toc453267513][bookmark: _Toc453268019][bookmark: _Toc453268782][bookmark: _Toc465331472]Table 59. Difference in the Level of Satisfaction with the Tangibles of Hospital Services according to Nationality
	Tangibles
	Nationality:

	
	UAE

A
	NE Arab
B
	Asian

C
	Western

D
	Others

E
	Computed F Value
	P value

	1
	This hospital is equipped with the latest devices, technologies and medical equipment
	4.2877
	4.3986
	4.5135
	3.8750
	4.2000
	2.691
	.031*

	2
	The hospital has a feeling of wellbeing
	4.0103
	4.2786
	4.3514
	3.6250
	4.4000
	4.367
	.002*

	3
	The hospital’s rooms are clean, comfortable and attractive
	3.9682
	4.1500
	4.6486
	3.0625
	4.4000
	9.259
	.000*

	4
	There are enough beds for patients in this hospital
	3.2457
	3.6978
	4.1892
	3.7500
	4.0000
	6.583
	.000*

	5
	Doctors at the hospital are dressed  professionally
	4.1753
	4.4173
	4.4595
	4.1875
	4.4000
	2.533
	.040*

	6
	Nurses at the hospital are dressed professionally
	4.2405
	4.2158
	4.5135
	4.2500
	4.4000
	.883
	.474

	7
	In the hospital, after each meal the plates were cleared straight away
	3.7118
	3.8321
	4.2162
	3.7500
	3.8000
	2.032
	.089

	8
	The meals were still hot when they were served
	3.6969
	3.8905
	4.2973
	3.7500
	3.8000
	2.999
	.018*

	9
	In the hospital inside the ward, noises were kept at minimum level during night times
	3.6050
	3.8201
	4.0811
	3.8750
	4.0000
	2.213
	.067

	
	Tangibles
	3.8823
	4.0778
	4.3633
	3.7917
	4.1556
	5.593
	.001*



Based on specific indicators, the ANOVA reveals that there is a significant difference among the different nationalities relative to tangible indicators such as latest devices, technology, and equipment, F=2.691, p=.031≥p=.05; feeling of well-being, F=4.367,p=.002≥p=.05; cleanliness, attractiveness and comfort of the rooms, F=9.259 p=..000≥p=.05; adequacy in the number of beds, F=6.583, p=.468≥p=.05; professional attire of doctors, F=2.533, p=..040≥p=.05; and freshness of the meals, F=2.99, p=.128≥p=.05. The table shows however that there is no a significant difference in the level of satisfaction among inpatients when grouped according to nationalities relative to the professional attire of nurses, F=.833,p=.474≥p=.05; the carting away of plates F=2.032,p=.089≥p=.05 and the minimum level of noise at night, F=2.213, p=.067≥p=.05. 

Between groups of inpatients, the ANOVA revealed that there is a significant difference in the level of satisfaction among the different nationalities relative to the perceived tangible dimension of hospital services provided, F=5.593, p=.001≤p=.05. The Scheffe’s test shows the difference between the groups compared.   

Accordingly, the noted significant difference is on account of the difference in the level of satisfaction on the tangible dimensions of hospital services between UAE nationals and non-Emirati Arabs, F=3.5544, p=.023<p=0.05; and between Asians and westerners, F=4.224, p= .004 ≤p=.05.

[bookmark: _Toc453268783]Table 60. Post-hoc Test Between Nationalities
	 Treatments 
pair
	Scheffé 
T –statistic
	Scheffé 
p-value
	Scheffé 
inference

	A vs B
	1.4446
	0.7202626
	Insignificant

	A vs C
	3.5544
	0.0239573
	* p<0.05

	A vs D
	0.6703
	0.9774719
	Insignificant

	A vs E
	2.0187
	0.4093052
	Insignificant

	B vs C
	2.1098
	0.3639715
	Insignificant

	B vs D
	2.1149
	0.3614727
	Insignificant

	B vs E
	0.5741
	0.9873495
	Insignificant

	C vs D
	4.2247
	0.0044772
	** p<0.01

	C vs E
	1.5357
	0.6721073
	Insignificant

	D vs E
	2.6890
	0.1463589
	Insignificant



On the whole, the findings indicate that the nationality of the inpatients significantly influenced their level of satisfaction with the perceived tangible dimension of hospital services. The level of satisfaction on the perceived tangible dimension of hospital service is therefore nationality-specific in the case of the inpatients investigated.

[bookmark: _Toc453266820][bookmark: _Toc453267514][bookmark: _Toc453268020][bookmark: _Toc465331473]Reliability. Based on the descriptive data in Table 61, the inpatients who are UAE nationals (M=3.812), non-Emirati Arabs (M=4.0059), Asians (M=4.1329), westerners (M=3.833) and other nationalities (M=4.1778) were all generally satisfied with the reliability of the services which they experienced in the hospitals. On account of the differences in the observed means, the ANOVA was used to further ascertain whether there is a significant differences in the means observed among the different nationalities. 

Based on specific indicators, the ANOVA reveals that there is a significant difference among the different nationalities regarding their level of satisfaction regarding the reliability of hospital services pertinent to provision if timely services, F=4.471, p=.001≤p=.05; consistent services throughout the day, F=3.047,p=.017≤p=.05; willingness of the doctors to listen, F=6.327,p=.000≤p=.05; dependability of the doctors, F=3.141,p=.014≤p=.05; and accessibility of records, F=2.432, p=.047≤p=.05. Table 55 also shows that patients of different nationalities did not significantly differ in their level of satisfaction with the other remaining indicators. 
[bookmark: _Toc453266821][bookmark: _Toc453267515][bookmark: _Toc453268021][bookmark: _Toc453268784][bookmark: _Toc465331474]Table 61. Difference in the Level of Satisfaction with the Reliability of Hospital Services According to Nationality
	Reliability
	Nationality:
	

	
	UAE

A
	NE-Arab
B
	Asian

C
	Western

D
	Others

E
	Computed F Value
	P value

	10
	The hospital provides services at the time it promises.
	3.6632
	4.0000
	4.1892
	3.5000
	4.4000
	4.471
	.001*

	11
	The hospital addresses problems or complaints effectively by providing constructive feedback
	3.5793
	3.7153
	4.0811
	3.6250
	4.0000
	1.975
	.097

	12
	The hospital provides services that are consistent and timely throughout the day.
	3.6920
	3.9925
	4.1111
	3.8125
	4.0000
	3.047
	.017*

	13
	Doctors in the hospital are willing to listen carefully about my condition
	3.8824
	4.3582
	4.0541
	4.1875
	4.0000
	6.327
	.000*

	14
	Doctors are dependable in the hospital
	3.8846
	4.2374
	4.0286
	4.0625
	4.0000
	3.141
	.014*

	15
	In the hospital, physical examination conducted by the doctors was comfortable and met my expectation
	3.7951
	3.8777
	4.1622
	4.1250
	4.2000
	1.441
	.219

	16
	 The hospital maintains patient records that are accessible on time
	4.1224
	3.8489
	4.2162
	3.8125
	4.2000
	2.432
	.047*

	17
	In the hospital, nurses respond immediately when called
	3.7682
	3.9496
	4.1111
	3.6875
	4.4000
	1.535
	.191

	18
	In the hospital, nurses are willing to listen and help me
	3.9239
	4.0735
	4.2432
	3.6875
	4.4000
	1.592
	.175

	
	Reliability
	3.8123
	4.0059
	4.1329
	3.8333
	4.1778
	7.735
	.000



The Scheffe’s test was used to pinpoint differences among the different nationalities as shown in Table 62.
[bookmark: _Toc453268785]Table 62. Post-hoc Test Between Nationalities
	treatments 
pair
	Scheffé 
T –statistic
	Scheffé 
p-value
	Scheffé 
inference

	A vs B
	2.2745
	0.2889514
	Insignificant

	A vs C
	3.7678
	0.0143530
	* p<0.05

	A vs D
	0.2466
	0.9995250
	Insignificant

	A vs E
	4.2942
	0.0037232
	** p<0.01

	B vs C
	1.4933
	0.6947609
	Insignificant

	B vs D
	2.0278
	0.4046463
	Insignificant

	B vs E
	2.0197
	0.4087718
	Insignificant

	C vs D
	3.5211
	0.0258930
	* p<0.05

	C vs E
	0.5264
	0.9908846
	Insignificant

	D vs E
	4.0476
	0.0071038
	** p<0.01



The test shows that the significant difference among nationalities is on account of the difference in the level of satisfaction with the perceived reliability of hospital services between UAE nationals and Asian, F=3.7678,p=.014≤p=.05; between UAE nationals and other nationalities, F=4.294,p=.003≤p=.05; between Asians and westerners, F=3.5211,p=.025≤p=.05; and between westerners and other nationalities, F=4.047,p=.007≤p=.05.

On the whole, the findings indicate that the nationality of the inpatients significantly influenced their level of satisfaction with the perceived reliability of hospital services. The level of satisfaction on the perceived reliability dimension of hospital service is therefore nationality-specific in the case of the inpatients investigated.

[bookmark: _Toc453266822][bookmark: _Toc453267516][bookmark: _Toc453268022][bookmark: _Toc465331475]Empathy. Based on the descriptive data in Table 63, the inpatients who are UAE nationals (M=3.6332), non-Emirati Arabs (M=3.6955), Asians (M=3.8222), westerners (M=3.5625) and other nationalities (M=3.8571) were all generally satisfied with the perceived empathy in the services which they experienced in the hospitals. On account of the differences in the observed means, the ANOVA was used to further ascertain whether there is a significant differences in the means observed among the different nationalities. 

Based on specific indicators, the ANOVA reveals that the inpatients regardless of nationality did not significantly differ in their level of satisfaction on the perceived empathy in the services provided by hospitals relative to the attention given by doctors, F=1.530, p=.192≥p=.05 and nurses to patients, F=1.084, p=.3642≥p=.05; commitment of the doctors, F=1.960, p=.100≥p=.05; the knowledge of employees regarding the case of the patients, F=.597, p=.687≥p=.05; having the best interest of patients at heart, F=1.690, p=.151≥p=.05; availability of assistance when needed, F=2.312, p=.057≥p=.05; and nurses spending time with patients to discuss their cases, F=.582, p=.715≥p=.05.   
[bookmark: _Toc453266823][bookmark: _Toc453267517][bookmark: _Toc453268023][bookmark: _Toc453268786]
[bookmark: _Toc465331476]Table 63. Difference in the Level of Patient Satisfaction with the Empathy of Hospital Services According to Nationality
	Empathy
	Nationality

	
	UAE
	Arab-No Emirati
	Asian
	Western
	Others
	Computed F Value
	P value

	19
	In the hospital, the doctors pay special attention to my case
	3.9792
	4.2044
	4.0811
	4.1250
	4.4000
	1.530
	.192

	20
	In the hospital, the nurses pay special attention to my case
	3.9158
	4.0504
	4.1622
	3.8125
	4.4000
	1.084
	.364

	21
	The hospital does not have my best interest at heart.
	2.9789
	2.8248
	3.4857
	3.0625
	2.8000
	1.690
	.151

	22
	In the hospital, the assistance is always available(support staff/nurse etc.) whenever needed
	3.8440
	3.9485
	4.1351
	3.3125
	4.4000
	2.312
	.057

	23
	The doctor attending to my condition in the hospital was committed about the care I received.
	4.0000
	4.2230
	4.0811
	3.7500
	4.0000
	1.960
	.100

	24
	The nurses in the hospital spent time with me to discuss my concerns about my condition
	3.8028
	3.8931
	4.0000
	3.8125
	4.2000
	.528
	.715

	25
	Employees of the hospital don’t know what my needs are
	2.9120
	2.7246
	2.8108
	3.0625
	2.8000
	.579
	.678

	
	Empathy
	3.6332
	3.6955
	3.8222
	3.5625
	3.8571
	2.3129
	.086



Between the age groups, the ANOVA reveals that there is no significant difference in the level of satisfaction among the inpatients when grouped according to nationality relative to the empathy perceived in the services provided, F=2.3129, p=.086≥p=.05.  On the whole, the findings indicate that the nationality of the inpatients did not significantly influence their level of satisfaction on the perceived empathy dimension of hospital services. The level of satisfaction on the perceived empathy dimension of hospital service is therefore not nationality-specific in the case of the inpatients investigated.

[bookmark: _Toc453266824][bookmark: _Toc453267518][bookmark: _Toc453268024][bookmark: _Toc465331477]Assurance. The descriptive data in Table 64 shows that inpatients who are UAE nationals (M=4.0466), and Asians (M=4.1315) were generally satisfied while, non-Emirati Arabs (M=4.2043), westerners (M=4.2625) and other nationalities (M=4.290) were generally very satisfied with the assurance of the services which they experienced in the hospitals. On account of the differences in the observed means, the ANOVA was used to further ascertain whether there is a significant differences in the means observed among the different nationalities. 
[bookmark: _Toc453266825][bookmark: _Toc453267519][bookmark: _Toc453268025][bookmark: _Toc453268787][bookmark: _Toc465331478]Table 64. Difference in the Level of Satisfaction with the Assurance of Hospital Service According to Nationality
	Assurance
	Nationality:

	
	UAE
	Arab-No Emirati
	Asian
	Western
	Others
	Computed F Value
	P value

	26
	In the hospital, I have confidence and trust in   the doctor’s treatment.
	3.9931
	4.1583
	4.3243
	4.2500
	4.4000
	1.631
	.165

	27
	The doctors are polite in the hospital
	4.0934
	4.2971
	4.4000
	4.3125
	4.2000
	2.239
	.064

	28
	I feel safe with the treatment from the hospital
	4.0385
	4.2446
	4.2973
	4.2500
	4.2000
	1.613
	.170

	29
	The nurses are polite  in this hospital
	4.0729
	4.2426
	4.2703
	4.2500
	4.2500
	1.145
	.335

	30
	The behavior of nurses in the hospital builds confidence in me.
	4.0352
	4.0791
	4.2857
	4.2500
	4.4000
	.834
	.504

	
	Assurance
	4.0466
	4.2043
	4.3155
	4.2625
	4.2900
	12.6430
	.002



The ANOVA reveals on the basis of specific indicators that the level of satisfaction on the perceived assurance of hospital services do not significantly differ among the inpatients when grouped according to nationality relative to  confidence and trust in the treatment given by doctors, F=1.631,p=.165≥p=.05; politeness of doctors, F=2.239,p=.064≥p=.05 and nurses, F=1.145,p=.335≥p=.05; feeling of security with the treatment given, F=1.613,p=.170≥p=.05  and the confidence-building behavior of nurses, F=.834,p=.504≥p=.05.

In comparing the different treatment groups based on nationality, the ANOVA reveals that there is a significant difference in the level of satisfaction on the perceived assurance of hospital services between groups of patients, F=12.643,p=.002≤p=.05.  Accordingly, the Scheffe’s post-hoc test  in Table 65  points out that the significant difference is on account of the differences between UAE nationals compared with all other nationalities.
[bookmark: _Toc453268788]Table 65. Post-hoc Test Between Nationalities
	 Treatments 
pair
	Tukey HSD 
Q statistic
	Tukey HSD 
p-value
	Tukey HSD 
inferfence

	A vs B
	5.2273
	0.0110956
	* p<0.05

	A vs C
	8.9121
	0.0010053
	** p<0.01

	A vs D
	7.1548
	0.0010053
	** p<0.01

	A vs E
	8.0663
	0.0010053
	** p<0.01

	B vs C
	3.6848
	0.1072461
	insignificant

	B vs D
	1.9276
	0.6405165
	insignificant

	B vs E
	2.8390
	0.2983881
	insignificant

	C vs D
	1.7572
	0.7054697
	insignificant

	C vs E
	0.8458
	0.8999947
	insignificant

	D vs E
	0.9114
	0.8999947
	insignificant



The test shows that there is a significant difference in the level of satisfaction on the perceived assurance of hospital services between UAE nationals and non-Emirati Arabs, F=5.227.p=.011≤p=.05; between UAE nationals and Asians, F=8.9121,p=.001≤p=.05; between UAE nationals and westerners, F=7.154,p=.001≤p=.05; and between UAE nationals and other nationalities, F=8.0663,p=.001≤p=.05 .

On the whole, the findings indicate that the nationality of the inpatients significantly influenced their level of satisfaction on the perceived assurance of hospital services. The level of satisfaction on the perceived assurance of hospital service is therefore nationality-specific in the case of the inpatients investigated.

[bookmark: _Toc453266826][bookmark: _Toc453267520][bookmark: _Toc453268026][bookmark: _Toc465331479]Responsiveness. The descriptive data in Table 66  shows that inpatients who are UAE nationals (M=2.7670), non-Emirati Arabs (M=2.5934), Asians (M=2.7134), westerners (M=3.008) and other nationalities (M=2.800) were all moderately satisfied with the responsiveness of the services which they experienced in the hospitals. On account of the differences in the observed means, the ANOVA was used to further ascertain whether there is a significant difference in the means observed among the different nationalities. 

Accordingly, the ANOVA reveals that there is no significant difference in the level of satisfaction among the various nationalities of inpatients relative to the perceived responsiveness of the hospital services, F=.9151,p=.4711≥p=.05. Based on specific indicators, the inpatients regardless of nationality did not significantly differ in their level of satisfaction on the perceived responsiveness in the services provided by hospitals relative to providing prescription for quality medicine, F=1.184,p=.317≥p=.05; expectation on prompt services, F=1.417,p=.227≥p=.05; telling patients exactly when treatment will be performed, F=.747,p=.560≥p=.05; and willingness of the hospitals to help the patients, F=1.430, p=.223≥p=.05. It can be noted however, that the different nationalities significantly differed in their level of satisfaction in terms of nurses not telling them when the treatment will be performed, F=5.135, p=.000≤p=.05 and doctors, F=4.358,p=.002≤p=.05 and nurses being too busy to respond to the requests of patients, F=3.493, p=.008≤p=.05. 
[bookmark: _Toc453266827][bookmark: _Toc453267521][bookmark: _Toc453268027][bookmark: _Toc453268789][bookmark: _Toc465331480]Table 66. Difference in the Level of Satisfaction with the Responsiveness of Hospital Services According to Nationality
	Responsiveness
	Nationality:

	
	UAE
	Arab-No Emirati
	Asian
	Western
	Others
	Computed F Value
	P value

	31
	The hospital provides prescription  with quality medicines
	4.0284
	4.1871
	4.2162
	4.3125
	4.2000
	1.184
	.317

	32
	It is not realistic from patients to expect prompt service from the hospital’s employees.
	3.3345
	3.3650
	3.5135
	4.0000
	3.2000
	1.417
	.227

	33
	Doctors in the hospital do not tell me exactly when treatment will be performed
	2.5965
	2.4118
	2.6757
	2.7500
	2.8000
	.747
	.560

	34
	Doctors of the hospital  are too busy to respond to my request promptly
	2.6021
	2.1727
	2.2162
	1.7500
	2.8000
	4.359
	.002*

	35
	Nurses of the hospital  are too busy to respond to my request promptly
	2.3719
	2.0288
	1.9189
	2.6250
	2.8000
	3.493
	.008*

	36
	Nurses in the hospital do not tell me exactly when treatment will be performed
	2.2979
	2.0250
	2.2647
	3.3125
	1.0000
	5.135
	.000*

	37
	Employees of the hospital are not always willing to help patients
	2.1378
	1.9640
	2.1892
	2.3125
	2.8000
	1.430
	.223

	
	Responsiveness
	2.7670
	2.5934
	2.7134
	3.008
	2.800
	.9151
	.4711



On the whole, the findings indicate that the nationality of the inpatients did not significantly influence their level of satisfaction on the perceived responsiveness of the services provided by the hospitals. The level of satisfaction on the perceived responsiveness of hospital service is therefore not nationality-specific in the case of the inpatients investigated.

Due to the variation in p values across dimensions, the ANOVA was used to further determine the significant difference. Accordingly, the results showed that F=3.076, p=.046≤p=.05 indicating that there is a significant difference in the level of satisfaction of inpatients with the perceived service quality when they are grouped according to nationality. Based on the findings, the hypothesis that there is no significant difference among inpatients of various nationalities in their level of satisfaction with the perceived service quality dimensions is not supported hence H9 is not affirmed.

[bookmark: _Toc453266828][bookmark: _Toc453267522][bookmark: _Toc453268028][bookmark: _Toc465331481]Overall Satisfaction. The descriptive means of UAE nationals (M=3.8846), non-Emirati Arabs (M=4.7019), Asians (M=4.1081), and westerners (3.7292) in Table 67 show that they were generally satisfied with the perceived quality of services provided by the hospitals. Asians (M=4,333) were however very satisfied with the perceived services provided in the hospitals in Abu Dhabi. On account of the difference in the observed means, the ANOVA was used to further ascertain whether there is a significant difference in the means observed among the different groups.
[bookmark: _Toc453266829][bookmark: _Toc453267523][bookmark: _Toc453268029][bookmark: _Toc453268790][bookmark: _Toc465331482]Table 67. Difference in the Overall Satisfaction with Hospital Services According to Nationality
	
	Nationality:

	
	UAE
	Arab-No Emirati
	Asian
	Western
	Others
	Computed F Value
	P value

	I would  recommend the hospital to a friend or family member
	3.8986
	4.1511
	4.0000
	3.5625
	4.2000
	2.389
	.050*

	Overall I am satisfied with quality of service provided by the hospital
	3.9336
	4.0935
	4.1892
	4.0625
	4.4000
	1.467
	.211

	The services I received at the hospital have met my expectations
	3.8217
	3.9712
	4.1351
	3.5625
	4.4000
	2.084
	.082

	Overall Service Rating
	3.8846
	4.0719
	4.1081
	3.7292
	4.3333
	6.725
	.006



Accordingly, the ANOVA reveals that there is a significant difference in the level of satisfaction of inpatients when grouped according to nationality, F=6.725,p=.006≤p=.05. The result of the Scheffe’s test in Table 68 shows the difference in the treatment groups.
[bookmark: _Toc453268791]Table 68. Post-hoc Test Between Nationalities
	Treatments 
pair
	Scheffé 
T –statistic
	Scheffé 
p-value
	Scheffé 
inference

	A vs B
	1.4940
	0.6983603
	insignificant

	A vs C
	1.7825
	0.5551373
	insignificant

	A vs D
	1.2401
	0.8150219
	insignificant

	A vs E
	3.5791
	0.0616736
	insignificant

	B vs C
	0.2885
	0.9990005
	insignificant

	B vs D
	2.7341
	0.1925996
	insignificant

	B vs E
	2.0851
	0.4136888
	insignificant

	C vs D
	3.0226
	0.1320041
	insignificant

	C vs E
	1.7966
	0.5482069
	insignificant

	D vs E
	4.8191
	0.0111038
	* p<0.05



Accordingly, the significant difference noted is between westerners and other nationalities, F=4.8191, p=.001≤p=.05. On the basis of the findings, the hypothesis that there is a significant difference in the level of satisfaction with the hospital services in Abu Dhabi hospitals perceived by inpatients according to nationality is accepted. Based on these findings, the hypothesis that the overall satisfaction of inpatients does not vary significantly according to the nationality of the inpatients is not supported hence H13 is not affirmed.

Studies in the literature on the influence of demographic variables on patient satisfaction notably in Mongolia (Chimed-Ochir, 2012); Belize (Grant, 2012); Pakistan (Abro et al.,2012; Naseer et al.,2012); Saudi Arabia (Aldaqal et al, 2012); India (Bilkish et al.,2012); Germany (Kirwana et al, 2015); and Lebanon (Ammo et al.,2014), among others were carried out in geographic locations which did not reflect multi-cultural diversity on account of the presence of different nationalities. Hence nationality was not investigated as a variable. Although ethnicity was used as a variable in one study reviewed (Grant, 2012), this is intra-cultural or diversity within a given nationality. In contrast, the multicultural diversity in the UAE is inter-cultural. Hence the case of the study is different and unique because the study context is inherently diverse in terms of nationalities. Accordingly, in a culturally diverse environment such as the UAE, nationality influenced the level of satisfaction and this may be on account of differences in cultural sensitivities, language, and language proficiencies. The latter is reflected in the profile of the respondents presented in the beginning of the chapter.

[bookmark: _Toc453268030][bookmark: _Toc465331483]4.8. Difference in the level of Satisfaction with the Perceived Hospital Care Factors According to Socio-Demographic Variables
Patient characteristics such as age, gender, education, and ethnicity are quite related to patients’ experiences and survey responses (Elliot et.al., 2009). Accordingly, this section shows whether these attributes discriminated the level of satisfaction of patients with hospital care factors. In place of ethnicity, the researcher used nationality in consideration of the plurality of nationalities in the UAE. 

[bookmark: _Toc453266831][bookmark: _Toc453267525][bookmark: _Toc453268031][bookmark: _Toc465331484]Gender. Table 69 shows the difference in the level of satisfaction between male and female inpatients on the hospital care factors. Generally, males and females significantly differ in their level of satisfaction with the hospital care factors, t=6.960, p=.010≤ p=.05. This could be on account of the difference in the level of satisfaction of male and female inpatients with physician care, t=2.2262, p=.026≤ p=.05; nursing care, t=2.132, p=.034≤ p=.05; and the hospital environment, t=2.950, p=.003≤ p=.05. In all of the care factors, males had higher weighted means compared to females
[bookmark: _Toc453266832][bookmark: _Toc453267526][bookmark: _Toc453268032][bookmark: _Toc453268792][bookmark: _Toc465331485]Table 69. Difference in the Level of Satisfaction with Hospital Care Factors According to Gender
	Hospital Care Factors
	      Gender
	

	
	Male
	Female
	
	
	

	
	
	
	Computed t
	P value
	

	Physicians Care
	3.7758
	3.6418
	2.226
	.026*
	

	Nursing Care
	3.6892
	3.5507
	2.132
	.034*
	

	Hospital Environment
	3.9504
	3.7457
	2.950
	.003*
	

	????Overall Rating
	3.8051
	3.6460
	6.960
	,010*
	



The finding indicates that the gender of the inpatients influenced their level of satisfaction with the perceived hospital care factors. Hence there is a significant difference in the level of satisfaction of males and females with the perceived hospitals care factors. Based on these findings, the hypothesis that there is no significant difference between male and female inpatients in their level of satisfaction with the hospital care factors is not supported, hence H15 is not affirmed. 

[bookmark: _Toc453266833][bookmark: _Toc453267527][bookmark: _Toc453268033][bookmark: _Toc465331486]Age. The following table (Table 70) shows the difference in the satisfaction of inpatients on the hospital care factors when segregated according to age. Based on specific care factor, there is no significant difference in the level of satisfaction of the different age groups of inpatients with the  perceived care provided by physicians, t=1.635, p=.164≥p=.05, nurses, t=.552, p=.698≥p=.05, and the hospital environment, t=.944, p=.438≥p=.05. When the care factors were taken as a whole, the results show that the different age groups significantly differ in their level of satisfaction with the hospital care factors, t=3.622, p=.044≤ p=.05.

[bookmark: _Toc453266834][bookmark: _Toc453267528][bookmark: _Toc453268034][bookmark: _Toc453268793][bookmark: _Toc465331487]Table 70. Difference in the Level of Satisfaction with Hospital Care Factors According to Age
	Hospital Care Factors


	Age:

	
	18-25
	26-35
	36-45
	46-55
	56-65
	Computed F value
	P value

	Physicians Care
	3.7502
	3.7086
	3.7929
	3.5486
	3.9792
	1.635
	.164

	Nursing Care
	3.6201
	3.6617
	3.6219
	3.5993
	3.8637
	.552
	.698

	Hospital Environment
	3.8141
	3.8671
	3.9359
	3.7348
	4.0876
	.944
	.438

	Overall Rating
	3.7281
	3.7548
	3.7835
	3.6275
	3.9768
	3.622
	.044



It can be noted that the greatest difference in means is between 46 to 55 and the 56 to 65 age groups. The results indicate that the age of the inpatients discriminated their level of satisfaction with the hospital care factors. Hence there is a significant difference in the level of satisfaction with the hospitals care factors perceived by the different age groups of inpatients. Based on these findings, the hypothesis that there is no significant difference among inpatients of various age groups in their level of satisfaction with the hospital care factors is not supported, hence H16 is not affirmed. 

[bookmark: _Toc453266835][bookmark: _Toc453267529][bookmark: _Toc453268035][bookmark: _Toc462765483][bookmark: _Toc462768074][bookmark: _Toc465331488]Education. Table 71  shows the difference in the satisfaction of inpatients on the hospital care factors when segregated according to education. Generally, there is no significant difference in the level of satisfaction of the different age groups of inpatients with the hospital care factors, t=3.622, p=.054≥p=.05. Based on specific indicators, the table shows that different age groups do not significantly differ in their level of satisfaction with the perceived care provided by physicians, t=1.635, p=.164≥p=.05, nurses, t=.552, p=.698≥p=.05, and the hospital environment, t=.944, p=.438≥p=.05.
[bookmark: _Toc453266836][bookmark: _Toc453267530][bookmark: _Toc453268036][bookmark: _Toc453268794][bookmark: _Toc465331489]Table 71. Difference in the Level of Satisfaction with Hospital Care Factors According to Education
	Hospital Care Factors
	Level of Education

	
	No school
	High School
	BA
	Higher Degree
	Computed F Value
	P value

	Physicians Care
	3.6701
	3.7453
	3.5844
	3.8549
	2.377
	.069

	Nursing Care
	3.3840
	3.6752
	3.5538
	3.7347
	2.856
	.037*

	Hospital Environment
	3.8632
	3.9083
	3.7555
	3.7764
	1.401
	.242

	Overall Rating
	3.6391
	3.7762
	3.6312
	3.7886
	.9914
	.444



The results indicate that the education of the inpatients did not discriminate their level of satisfaction with the hospital care factors. Regardless of education, the inpatients were satisfied with the perceived care provided by doctors and nurses and the quality of the hospital environment. Based on these findings, the hypothesis that there is no significant difference among inpatients of various educational attainments in their level of satisfaction with the hospital care factors is supported, hence H18 is affirmed. 

[bookmark: _Toc453266837][bookmark: _Toc453267531][bookmark: _Toc453268037][bookmark: _Toc465331490]Nationality. Based on specific indicators, Table 72 shows that there is no significant difference in the satisfaction of inpatients with the perceived care provided by physicians, t=.1.050, p=.381≥p=.05, and nurses, t=.911, p=.457≥p=.05 when segregated according to nationality It is noted however, that the level of satisfaction of inpatients significantly differed, t=4.822, p=.001≤ p=.05 relative to the hospital environment. 


[bookmark: _Toc453266838][bookmark: _Toc453267532][bookmark: _Toc453268038][bookmark: _Toc453268795][bookmark: _Toc465331491]Table 72. Difference in the Level of Satisfaction with Hospital Care Factors According to Nationality
	
	Nationality:
	

	
	UAE
	Arab-No Emirati
	Asian
	Western
	Others
	Computed F Value
	P value

	Physicians Care
	3.6558
	3.7727
	3.8048
	3.7083
	3.8889
	1.050
	.381

	Nursing Care
	3.6170
	3.5783
	3.7586
	3.7431
	3.9972
	.911
	.457

	Hospital Environment
	3.7624
	3.9617
	4.2670
	3.7240
	4.1167
	4.822
	.001*

	Overall Rating
	3.6784
	3.7709
	3.9434
	3.7251
	4.0009
	4.1361
	.041*



When the care factors were taken as a whole, the results show that the different nationalities significantly differ in their level of satisfaction with the hospital care factors, t=4.1361, p=.041≤ p=.05. This indicates that the nationality of the inpatients discriminated their level of satisfaction with the hospital care factors. Hence there is a significant difference in the level of satisfaction with the hospitals care factors perceived by inpatients of different nationalities. Based on these findings, the hypothesis that there is no significant difference among inpatients of various nationalities in their level of satisfaction with the hospital care factors is not supported, hence H17 is not affirmed. To a certain extent, the results can be on account of how differing expectations between UAE nationals and non-nationals or the expatriates are met. It can be surmised that the non-nationals are members of the multi-national labor force in the UAE or their dependents who might find that the level of advancement of healthcare in the host country is much higher as compared to that in their countries of origin, hence the overall means of this groups is higher compared to that of the UAE nationals.

The influence of patient characteristics on their satisfaction with health care factors shows mixed results across different locations and different times.  In the data obtained from 21 European countries, Bleich et al. (2009) assessed the extent to which patient variables influenced patient satisfaction with the healthcare system. They came up with the conclusion that patient satisfaction with the healthcare system depended more on factors external to the system than on the experience of care by patients. Likewise, a study done by the Wisconsin Hospital Association, (2004) in the USA found that satisfaction with health care factors did not significantly differ according to the gender, age, language, color, income of patients. Miller et al., (2014) in a US study reported that age and sex were not associated with satisfaction with health care. In a study in Nigeria, gender was found not associated with satisfaction with health care but age and education were (Olumodeji & Oluwule, 2015).

Hall and Doman (1990) reported that age and sex were associated with satisfaction with health care A later study in the US showed that demographic characteristics such as age, income levels, and race consistently had a statistical significant effect of satisfaction scores with the healthcare system (Young, Meterko, & Desai, 2000). In a study in Pakistan, age and education significantly affected satisfaction with health care facility in the same way that age, education and insurance coverage did in Lebanon (Ammo, 2014). Al Windi (2005) found that only age but not sex and education significantly influenced satisfaction with health care in Sweden.

Based on the foregoing, the results of the study on the variables gender, age, education, and nationality appear to be atypical of the findings of earlier studies. It shows however that hospitals need to be more gender-sensitive, age-conscious, and culturally adaptive in the care provided by doctors and nurses as well as in their arrangement of the hospital setting.



[bookmark: _Toc453268039][bookmark: _Toc465331492]CHAPTER 5
[bookmark: _Toc446070403][bookmark: _Toc453268040][bookmark: _Toc465331493]DISCUSSION AND CONCLUSION

[bookmark: _Toc453268041][bookmark: _Toc465331494]5.1. Discussion 
[bookmark: _Toc462765490][bookmark: _Toc462768081][bookmark: _Toc465331495]This study was conducted with the end view of contributing knowledge on the status of patient satisfaction with the services provided in the hospitals of Abu Dhabi. This present study provides the most recent updates considering that earlier researches showed varied results ranging from dissatisfaction (Kandela, 1999) or low satisfaction (UAE Healthcare Overview, 2013) on one hand, to satisfaction (Jabnoun & Al Rassasi, 2005), on the other. The low satisfaction can however, be accounted for not on the grounds of satisfaction, per se, but due to the lack of data (Sreenivas & Babu, 2012).This appears to be confirmed by The Economist Intelligence Unit (2015) which reported the lack of data on the quality of services in hospitals and clinics in the UAE. As a result, patients rely more on word of mouth. The results of the study comprehensively cover the dimensions of service quality and healthcare factors. Again, this is a point of departure from other studies on patient satisfaction in the literature which are rich in statistical sophistication but apparently lack the grounded details that have  more practical value to research consumers.

[bookmark: _Toc453267537][bookmark: _Toc453268043][bookmark: _Toc465331496]Inpatient Satisfaction and Perceived Service Quality of Hospitals. The results show that inpatients were generally satisfied with the tangible dimension of hospital services and the results bring to the fore certain highlights and low points. Based on the indicators, inpatients were very satisfied with the latest devices, technologies, and medical equipment in the hospital as well as in the attire of doctors and nurses. These indicators project a semblance of a combination of technological advancement and professionalism which are also indicators considered in the Joint Commission International (JCI) standards. In the UAE, hospital accreditation is becoming a compulsory requirement and according to The Economist Intelligence Unit (2015) report, 58 hospitals in the UAE have received the JCI Gold Seal representing 14% of all accredited hospitals across 63 countries. This shows that the health infrastructure in the UAE has reached an advanced level. It can be noted that the indicators that fell below the level of “very satisfied” but had a higher mean value of satisfaction include the cleanliness, attractiveness, and comfort of the rooms and the feeling of well-being perceived by the inpatients. The indicator that had the lowest mean is the adequacy of beds for patients. This may be because of the shortfall in the growth of hospital beds in public hospitals. On one hand, the required mandatory insurance for citizens and residents as well as the growing population has contributed to the high demand for medical services in the UAE. On the other hand, the number of beds in private hospitals increased from 21% to 33% for a five year period starting 2007 to 2012 but fell from 79% to 67% in public hospitals (The Economist, 2015) hence creating a growth shortfall of beds in public hospitals.

The tangible dimension ranked second in overall means in all five dimensions and is a good sign that the government and private investment and partnership in the healthcare sector has created an infrastructure increasingly at par with international standards (US-UAE Business Council, 2014). There is great optimist that with UAE Vision 2021, patient satisfaction will further increase with the continued investment and partnership with best-in-class companies to build a first-rate healthcare infrastructure while improving expertise and services to fulfil its citizens’ needs and expectations.

Reliability-wise, the inpatients were satisfied with the capacity of the hospitals to perform the services that it promises to the public. The indicators that garnered the highest mean include the dependability and willingness of doctors and nurses to listen and the accessibility of medical records. The priority area in the health sector is to improve staffing in terms of both numbers and skill sets. As of 2012, there was a 42% increase in the number of doctors, a 48% increase in nurses and a 67% increase in the number of dentists. (The Economist, 2015). The strict adherence to recruitment policies set by HAAD and SEHA guarantee the doctors and nurses have the necessary skills and expertise to deliver quality services. In the study of Ramez (2012) the reliability of doctors in terms of their ability to relate with patients is critical to patient satisfaction. Among hospitals in the UAE, the emphasis on providing patients with positive experiences as a part of medical performance has helped to harness the soft skills of doctors and nurses in dealing with a variety of patients. Regarding the accessibility of medical records, this is an offshoot of the increasing automation of the healthcare sector. For instance, the MoH started an initiative called Wareed which integrate electronic medical records in all public hospitals. According to the US-UAE Business Council (2014, p.9):
In the development phase of its Wareed initiative, the  MoH engaged technology partners including Kansas City based Cerner Corporation. Cerner implemented an electronic medical record system with automated clinical decision support that moves paper-based processes online and delivers clinicians a comprehensive view of a patient’s history from a single source. The company continues to work with the MoH to enable the system to track business processes, applications, and interactions throughout the care process. This will help guide future information technology development, give private companies and vendors the ability to integrate their systems into the overall framework, and help healthcare providers measure outcomes for individual patients and the overall population.
Since the initiative is still implemented in Dubai and the Northern Emirates, public and private hospitals in the other emirate have adopted other database systems such as ORACLE and others which are well in place for keeping, tracking, accessing medical records. 

The indicator that had the lowest mean for reliability although well within the level of satisfaction is the capacity to provide constructive feedback to complaints. This may be because of the time it takes for the complaints to be lodged with the patient experience department or its corresponding equivalent and the time for the appropriate personnel to act on the complaint. In instances where there are no patient experience departments, the complaints are lodged with the doctors, nurses, or employees who are just so busy to provide the immediate feedback expected by patients. This is further verified in the dimension of responsiveness where patients perceived doctors and nurses to be too busy to respond to their request.

The views of the researcher on harnessing the soft-skills of physicians and nurses and the emphasis on providing positive experience are further supported by the capacity of the hospitals to show care in serving the patients. Hence in terms of empathy, the perceived attention given by doctors and nurses, the commitment of doctors, and the assistance provided by nurses were perceived to be acts of caring which satisfied the inpatients. The attention given by doctors and nurses to the cases of the patients is a sign of unwavering expertise and commitment on the part of the medical personnel to the extent that patients fell that they are cared for and not taken for granted. It has to be noted that the lower points in perceived empathy concerns the hospital having the best interest of patients at heart and employees not knowing the needs of patients. Regarding employees, it has to be considered that there is quite a number of hospital staff with non-medical functions and hence cannot respond to patients with medical problems. A study also pointed out that extended waiting times negatively correlated with perceived care, This means even if there are waiting rooms provided, that the longer the patients wait, the less care they perceived (Bleustein et al., 2014). 

Of all the dimensions investigated, assurance garnered the highest overall mean. Again the indicators that had the higher means involved the politeness of doctors and nurses and the feeling of security with the treatment provided. This appears to be consistent with the findings on the reliability of the doctors and nurses and the empathy that they show to patients. The perceptual flow of satisfaction among inpatients along these three dimensions reflects consistency in the behavioural expressions of doctors and nurses towards the patients. It also showed that disruptive behaviours by doctors and nurses were perceived to be minimal or nil. A study reported that disruptive behaviours by doctors and nurses influence the overall outlook of patient satisfaction. This means that when patients perceive inconsistencies in the behaviour of doctors and nurses, their trust and confidence in the medical personnel could be undermined (Rosenstein & O'Daniel, 2008).

The responsiveness of the hospitals raises a red flag because the inpatients were generally moderately satisfied with what they perceived. According to Ferdous (2008), the level below the zone of satisfaction is the zone of dissent which means that the perception of inpatients is in variance with what they commonly expect. While inpatients were in common satisfied with the tangible, reliability, empathy, and assurance of the services they perceived, a variance from their level of satisfaction is noted with regards to the responsiveness of the hospitals. The only indicator that they were satisfied with was on the quality of prescribed medicines. While they were moderately satisfied with the prompt services of the hospital, they were fairly dissatisfied with the timeliness of doctors and nurses in responding to their request and informing them when the treatment will be performed. Likewise, they were fairly satisfied with the willingness of employees to help patients, which posted the lowest weighted mean among the indicators. 
The bone of contention in terms of the fair satisfaction with the responsiveness of hospital services is timeliness. In which case, the nature of the study population considering that they are inpatients could have largely contributed to their perception of responsiveness of the services provided. Wait time reduction is in itself an area of research and studies by Syed, et al., (2013); Michael et al.,(2013); and  Shah et al.,(2015), among others, associate wait times with patient satisfaction. According to these authors, wait times depend  on a multiplicity of factors and is highly case-specific. One thing however is for sure among inpatients: they have an extended stay in the hospital and any perceived delay can have its toll on personal cost. According to Day (2013, p. 54), 
‘Even a short wait for care entails some measure of pain and suffering, mental anguish, and lost productivity at work and leisure. In some cases, patient’s lives may be put on hold and activities curtailed. Patients may be struggling with immense pain requiring high doses of painkillers and narcotics’.

From registration to rooming, inpatients have to go through a series of service touch points in the hospital involving a number of personalities. During the duration of stay, they have to wait for doctors rounds and if a single doctor or nurse has several cases, they need to budget their times for each patient. This is still a challenge for healthcare systems and their capacity to shorten wait times would certainly improve the perception of responsiveness by patients.

At this point, how do all of the dimensions intersect in order to portray the level of satisfaction of inpatients with the service quality of the hospitals in Abu Dhabi? Mathematically, the average means of the dimensions indicate a general satisfaction with the perceived services but with special attention needed to improve responsiveness. Conceptually, the results can be cross-referenced with other existing models. In which case, the study adopts the Total Health Quality (THQ) concept that uses the model of Zineldin (2006). According to Zineldin (2006), THQ is a function of 5Q or the quality measurement of object, process, infrastructure, interaction, and atmosphere or OPIIA. Accordingly, quality of object is the technical quality, what the patient receive, the treatment itself; quality of process is the functional quality or how the healthcare providers deliver the service; quality of infrastructure is the environment of the healthcare facility; quality on interaction measures the quality of information exchange; and quality of atmosphere describes the hospital atmosphere if it is friendly, caring, antagonistic, etc. (Zineldin & Zineldin, 2014).  

In effect, the results of the study shows that the inpatients were satisfied with all quality indicators of Zineldin (2006) hence showing total satisfaction with the quality of services provided by the hospital. This however should be seen as a challenge and not an end in itself for two reasons. First there is still a need to improve satisfaction on the measurement indicators for each dimension and second, there is still the need to improve the performance of each dimension of service quality to raise the bar of satisfaction to the point that patients become very satisfied with all of the dimensions of service quality.  

Inpatient Satisfaction and Perceived Hospital Care Factors. The influence of hospital care quality on patient satisfaction is a continuing area of research and in effect, there is an increasing call from researchers in the field for more empirical studies on a cross-cultural context (Choi et al. 2004; Zineldin, M.,2006; Andaleeb, S. ,2001; Brady & Cronin, 2001, Badri et al., 2008; Badri & Ustadi, 2009). In this respect, the findings on the level of satisfaction with perceived hospital care factors highlight the importance of some significant factors that patients perceive beyond the expertise of doctors and nurses that are critical in shaping their satisfaction. It can be noted from the indicators of hospital care that none of these dealt with the technical aspects of the doctors’ or nurses’ expertise. This is because of the notion that patients are not in a position to judge the technicalities of treatment (Rosenstein & O’Daniels, 2008) hence the expertise of the doctors and nurses was considered in the study as a given attribute. 

In this context, the findings on the organizational factors in the hospital environment have implications to hospital image and the findings on physician and nursing care have implications on doctor-patient or nurse-patient interactions and relations. The increasing competitiveness of the healthcare industry goes hand in hand with enhancing the image of the hospital which projects its brand to the public. According to Alrubaiee & Alkaa'ida (2011), hospital image improves healthcare quality and should deliver ‘zero defects’ service to patients to positively influence their satisfaction and gain their trust and loyalty. Hospital image has also economic value since hospital image can increased service use profit and market share. Chan-Wu, (2011) calls hospital image as a lead factor in enhancing service quality, patient satisfaction, and patient loyalty. 

Improving the image of hospitals in the UAE is part of the country’s strategy in attaining its mandates for health according to UAE Vision 2021. Crescent Enterprises (2015) report that among gulf countries, Saudi Arabia leads the way in terms of investments and opportunities, while the UAE currently has one of the most active healthcare sectors. Focus in recent years has been on the northern emirates, with almost 70 per cent of the Ministry of Public Works’ expenditure on infrastructure allocated there, including US$190m worth of healthcare projects. Private operators expanding in the UAE include NMC Healthcare, Al Noor, VPS Healthcare, DM Healthcare, Thumbay Group, Mediclinic, and Cambridge Medical and Rehabilitation Centre, Cleveland Clinic, among others. The favourable perception of the inpatients on the hospital environment can be on account of these developments geared towards making the healthcare sector at par with international standards.

The physical aspect of hospital image is the most concrete aspect of the hospital that can have a lasting impression on patients, what happens within the premises however, is something that sustains their impressions and translate these to the willingness to use the services and recommend the hospital to friends or relatives. Other than hospital image, the findings of the study shows that patient satisfaction with hospital care factors focus on elements of interaction that transpire between health care providers and the patients. By and large, the inpatients are sensitive to the manner in which doctors and nurses listen to them, promptly respond to their requests, and keep them informed about the treatment. Going hand in hand with this is the courtesy shown by doctors and nurses to the inpatients. Central to these are the attitudes, behaviors, and communication skills of doctors and nurses. The influence of positive attitudes and behaviors of doctors in contributing to patient satisfaction is well documented in the studies of Farley, et al., (2014); Sreenivas & Babu, (2012); Ofili, (2014);Singh, et al.,(2015); and Mishra and Mishra (2014), among others. In the same way, Valentine (1997); Johansson et al.,(2002); Chaaya et al.,(2003); Rafii et al.,(2006); and Aiken (2012), among others, shown in their studies that positive nurses attitudes greatly influenced patient satisfaction. 

Farley et al., (2014) has also highlighted the influence of nurses and doctors communication on patient satisfaction. Griffin et al.,(2004)  asserted that communication increases the participation of the patient in clinical encounters because patients themselves wish to provide information to practitioners and in return get specific information about the treatment that they are to receive and attention to emotion. Street et al.(2009)  went a step further to demonstrate that communication with patients can bring about proximal outcomes to patients such as understanding, rapport, and being involved; intermediate outcomes such as commitment to treatment; and health outcomes such as less suffering. 

Providing patient satisfaction beyond medical treatment is providing positive experience to patients which according to Healthleaders Media Industry (2013) is the number one priority for healcare above clinical quality, cost reduction, and many other burning issues. Patients want to be involved, informed, and engaged and therefore medical practitioners should be more engaged with the patient. This is also the priority of hospitals in Abu Dhabi hence government hospitals have patient experience departments and doctors and nurses are constantly assessed in terms of their engagement through engagement surveys and other performance measures. One indicator that hospitals are indeed keen on providing positive patient experience can be seen in the high demand for patient experience specialists in the UAE. The private hopsitals also have their own patient experience promoting counterparts. The continuing investment to improve the healthcare facilities and the continuing efforts to improve the engagement of the medical personnel have definite contributions to the satisfaction of inpatients in the study. 

[bookmark: _Toc453267538][bookmark: _Toc453268044][bookmark: _Toc465331497]Hospital Care Factors and Service Quality. Given the importance of hospital care and service quality, the correlation between these constructs are also well documented in literature but vary in context such as the clinical setting (Gesell, et al., 2005); medical tourism (Rad, Som, & Zainuddin,2010), and healthcare establishments in general (Talib et al.,(2015), These studies also vary in terms of focus on elements of healthcare such as doctors (Sabherwal, 2015; Farid, 2008) or nurses (Soliman et al., 2015; Farley et al., 2014; Fini, 2012). 

The study found that hospital care factors and service quality are positively correlated which bear closer similarity to the work done by Farid (2008) in Egypt where he correlated nursing care, physician care, and aspects of the hospital environment with the service quality dimensions. Farid’s work together with those of Mostafa (2005), Andaleeb (2001), and Choi (2005), among others, confirm that hospital care factors and service quality are indeed correlated.

The results of the study have implications on on-going initiatives on the improvement of healthcare in the emirate. More often than not there are so many challenges in the healthcare system that priorities become confused in the process. The results of the study could easily pinpoint the areas that need improvement in order to bolster patient satisfaction with the hospitals. Two approaches can be used in the process: the Pareto approach and the branding approach. According to MindTools, Pareto Analysis is a statistical technique in decision making that is used for the selection of a limited number of tasks that produce significant overall effect. It uses the Pareto Principle (also known as the 80/20 rule) the idea that by doing 20% of the work you can generate 80% of the benefit of doing the whole job. The Pareto principle is a common tool used in quality improvement. In the context of the study, it means that improving the quality of service to a great extent can be done by focusing on the improvement of 20% of the healthcare factors. In the case of the study, there are 18 correlations and 20% of this is 3.6 or 4 correlations. By looking at the correlation matrix in the previous chapter, one can easily see that the lowest correlations are in terms of the physician care responsiveness, nursing care responsiveness, and hospital environment responsiveness. By improving these priority areas, its effect would contribute to improving patient satisfaction. A lot of effort however is needed along these areas considering that the magnitude of correlation is small. 

The other approach is the branding approach which focuses on image change. This means that when patients see immediate changes in the services that they perceive their level of satisfaction with these services would also increase. The branding approach focuses therefore on the correlations that are likely to bring about big changes. This time the focus would be on the high correlation as these would likely bring about tangible changes. For instance, by way of the coefficient of determination, any improvement in the hospital environment would likely bring about an immediate bring about a 90% change in the perception of tangibles (r=.949) and 64% change in the perception of reliability(r=.803).
By knowing the correlation of the constructs, decision makers, administrators, executive, planners, and policy makers in the healthcare system can be appropriately guided on where to focus investments in hospital improvement. 

[bookmark: _Toc453267539][bookmark: _Toc453268045][bookmark: _Toc462768084][bookmark: _Toc465331498]Determinants of Satisfaction with Perceived Service Quality. While the study established the correlation between hospital care factors and perceived service quality, the satisfaction of patients with these are influenced by the type of hospital and the socio-demographic attributes of the inpatients.

[bookmark: _Toc453267540][bookmark: _Toc453268046][bookmark: _Toc465331499]Type of Hospital.  Historically, it has been claimed that the private sector is better in terms of service delivery. This can be on account of the fact that public hospitals have for a long time run on the traditional premise of episode-based care, which has effectively alienated service provision from the client needs. The outcome is a large number of patients going through the public hospitals although with minimal patient satisfaction (Caha, 2007). This is however different from the private hospitals that consider providing quality care which is patient-based. The outcome is a highly competitive private healthcare sector, which has managed to surpass the quality of care associate with public hospitals. This has further led to more individuals in the population opting for private hospitals as opposed to public hospitals mainly because of the quality of care (Irene, Mariam, and Emelia, 2014). Individuals opt to pay a little bit more money to access care tailored to their specific needs as opposed to the generic care evident in some of the public health facilities in many regions of the world. The private facilities further provide specialized services while ensuring that patients have the option of enjoying various amenities while undergoing their treatment. The ability to deliver tailor-made services for each patient is the main justification behind the costs associated with choosing private facilities over the free public facilities. The situation reverberates with many hospitals even in the UAE where the private sector suffices as a better alternative to public hospitals mainly because of the aspect of quality, patient-centred care. 

The results of the study show that patients were satisfied with the perceived quality of services provided by the hospitals in Abu Dhabi but private hospitals consistently scored higher than public hospitals along all dimensions of service quality. Hence the type of is a discriminating factor for the satisfaction of inpatients with perceived service quality. Jabnoun and Chaker (2003) in their earlier study reported that the private sector  in the UAE is more efficient compared to the public sector in delivering services  in both the health and other sectors. They noted however that public hospitals outscored private hospitals in terms of tangibles and reliability. According to the same authors, the difference in the quality services delivered by public and private hospitals shaped the rationale for the continuing efforts to improve the quality of the public sector. The researcher agrees with this view but notes the consequence of such developments must also be seen in the light of the dynamism and competitiveness of the private sector. According to The Economist Intelligence Unit (2015, p.7):
With the UAE’s health infrastructure at a relatively advanced level, the priority area is to improve staffing—both numbers and skill sets. After a period of decline in the early part of the last decade, the numbers of doctors and nurses have been growing since 2007. The share of doctors in the private sector grew by 15% between 2007 and 2012, while in the public sector their share fell from 47% to 32%. The trend applies to beds as well, with the private sector share growing from 21% to 33%, compared with a fall in the public sector from 79% to 67%. Private-sector growth in overall capacity was particularly marked in 2012, with 37% annual growth in hospital beds (as seven new hospitals opened), a 42% increase in doctors, a 48% increase in nurses and a 67% increase in the number of dentists (an area where the private sector has an 85% share).
Another reason for the difference in the difference in perceived service quality is that private hospitals outnumber public hospitals in Abu Dhabi and the rest of the emirates. While a number of public hospitals are specialized hospitals that cater to specific cases, private hospitals tend to offer a more comprehensive range of medical services that offers greater access to patients. 

In terms of hospital care factors, researches appear to support the view that private hospitals again provide better quality care as compared to public hospitals (Khattak et. a.,, 2012; Irfan et al.,2012; Arasli et al.,2008; Zamil et al.,2012; and Cinaroglu, 2014). The results of the study however show that private and public hospitals in the UAE did not significantly differ in the hospital care factors as perceived by inpatients. This may be due to the continuing effort of the government to improve staffing in the hospitals coupled with the enabling geography of the UAE. The competitiveness of the private and public hospitals in providing doctor and nursing care respectively can be a function of the work environment. To quote The Economist Intelligence Unit (2015, p.7):
Increasing the number of medical personnel and attracting highly skilled expatriates depends in part on the working environment, and the UAE is a strong performer on many liveability indicators. The increased inflow of workers since 2009 suggests that the UAE is an attractive location, thanks to its developed infrastructure, liveability, public services, stability and liberal environment.
Furthermore, the UAE has been continuously encouraging private sector participation in the healthcare industry where the public healthcare sector can benefit from in terms of knowledge exchange and technology transfer. To quote The Economist Intelligence Unit (2015):
Increased private provision can boost quality of service. Some major chains span multiple levels from pharmacies and clinics to laboratories and major hospitals, and have the resources to boost quality and ensure consistency in service delivery. International brands taking on outsourced facilities bring best practices from their home regions to the UAE. Abu Dhabi led the management outsourcing of public hospitals approach with the first contract in 2006 with Johns Hopkins, a US teaching hospital, for the management of Tawam Hospital in Al Ain. Johns Hopkins appoints the senior management of the hospital, provides advice and training and helps to attract high-quality medical staff. Currently five hospitals in Abu Dhabi have outsourced management contracts. The opening of the Cleveland Clinic Abu Dhabi in 2015 will raise the bar in terms of quality further. 

In the light of these findings, the researcher maintains that a perceived levelled playing field in health care factors and perceived difference in service quality can serve as a healthy stimulus for further improvement of the healthcare system as whole.
 
[bookmark: _Toc453267541][bookmark: _Toc453268047][bookmark: _Toc465331500]Gender. Gender appears to be a predominant variable measured in relation to patient satisfaction. This may be because of the known psychological difference between males and females that pre-dispose them to come up with different judgement of the same thing or situation. In the review of Crow et al.,(2002) they found mixed results of the relation of gender to patient satisfaction. According to the authors, some studies found females to have significantly higher satisfaction and in some studies, males were found to have significantly higher satisfaction. Other studies, however, report no significant relations. The results of the study show that the mean scores of males were higher than females along the healthcare factors as well as the service quality indicators except in terms of responsiveness. Whereas, others tend to explain the higher mean score of males in terms of their seemingly more tolerant behavior, this logic falls out of place in the study because of the higher scores of females in terms of responsiveness which signify according to this line of thinking that females after all are more tolerant when it comes to expecting prompt response.   

In other studies, most women appear to be more concerned than men about the multidisciplinary aspects of care (Weisman, Rich, Rogers, Crawford, Grayson, & Henderson, 2000). Spathis, Petridou and Glaveli (2004) found that male clients of Greek banks have a more positive perception of the quality of service they receive than do women clients. Also, other examples in the marketing literature that indicate that female customers tend to rate service quality lower than males (Lin et al., 2001; Tan & Kek, 2004; Juwaheer, 2011). In recognition of the ongoing debate on gender influences patient on satisfaction, Foss (2000) argued that gender differences on patient satisfaction are not straightforward, but vary according to underlying cultural and social factors (p. 3283). The researcher agrees with such a view and puts the debate to rest in the meantime since the purpose of the research is not to argue for accuracy but to pinpoint an existing reality. Being as it is, the results imply that hospitals need to be gender-sensitive in their provisions, policies, and processes.

[bookmark: _Toc453267542][bookmark: _Toc453268048][bookmark: _Toc465331501]Age. In reviewing the literature about factors influencing patient satisfaction, patient age has been identified as a characteristic often found to have the strongest associations with satisfaction (Jaipaul & Rosenthal, 2003). Although studies have yielded conflicting results with respect to the magnitude and direction of association between patient satisfaction and age, they suggest that age significantly influences patient experiences in health care settings.

In another systematic review examining patient characteristics associated with preferences for care, age was one of the most significant factors. Younger patients placed greater emphasis on the expediency of treatment while older patients preferred continuity of care with a primary care provider who made most health care decisions for them. They valued expectant management and care for the whole person rather than the individual disease or symptom (Jung et al., 2003). 

The explanation for age-related differences in how patients perceive health care is unclear (DeVoe, Wallace, & Fryer, 2009). Hence  after their reviews on sex differences in patient satisfaction, both Jaipaul and Rosenthal (2003) and Jung et al.,(2003) came up with the recommendation for further research on age differences in patient satisfaction. What can be inferred from the results of the study is that age indeed is a discriminating factor for satisfaction of generally perceived services and the difference is pronounced across age groups. Again, the implication is for hospitals to be more sensitive to age differentials among patients with special attention to the upper age brackets of patients. The results pose a challenge to the healthcare systems to find out why the difference exists and what makes the difference in order that the services and care provided would truly make a difference.

[bookmark: _Toc453267543][bookmark: _Toc453268049][bookmark: _Toc465331502]Education. Patient expectations which are influenced by the patients’ education, among others, were found to be important predictors of patient satisfaction in many surveys (Naseer et al., 2012). The expectation is that people with lower education tend to me more satisfied. A number of studies appear to conform to this expectation. Ammo et al., (2014) showed that patients with elementary education level significantly more satisfied than patients with postgraduate education level. A cross-sectional survey conducted in Norway found that less educated patients tended to rate the hospital service more positively than the others (Ware et al., 1983). Similarly, a study in Boston, USA Hall et al. concluded after meta-analysis that greater patient satisfaction is associated with less education (Veenstra & Hofoss, 2003). The same results were also attained in the study of Zemencuk, (1996) &  Kareem  (1996). The results of the study likewise bear similarities with the foregoing studies. The reason given why higher level of education is associated with lower level of patient satisfaction is that educated patients are more likely to have good understanding of disease and they expect a better communication from health care providers (Jawaid et. al.,2012). This appear to be plausible in the context of the study because most patients use Arabic with fair proficiency in English and the situation may be the opposite when it comes to health care providers. 

There is however other studies which concluded that overall satisfaction did not depend on education (Chimed-Ochir, 2012; Abro &Jalbani, 2012; Grant 2012). Calnan (1998) explained that disparity between studies might be due to the fact that patients’ needs, desires, or goals are shaped by their socio-cultural system in which the healthcare system is founded. Furthermore, it is also conceivable that the behavior of a patient may vary from one culture to another. Hence he concluded that service satisfaction and dissatisfaction are subject to cultural and personal issues therefore studies in different contexts can have some different results.     

[bookmark: _Toc453267544][bookmark: _Toc453268050][bookmark: _Toc465331503]Nationality. The unique demographics of the UAE where expatriates largely outnumber the national population shape the multicultural character of the country. Cultural heterogeneity brings together people with different behaviors which according to Calnan (1998) can be a cause of satisfaction or dissatisfaction. Since cultural behavior is also shaped by values, the difference in value systems can also account for differential perceptions of services. Since there is a dearth of studies on nationality as a determinant of patient satisfaction, the researcher looked into the values dimension to account for the difference in the level of patient satisfaction when they are compared by nationality. Outside of the hospital setting Van Birgelen et al. (2002) have reported that the perceived quality–satisfaction relationship is moderated by national culture in the case of an after-sales service contact mode. Reimann et al. (2008) investigated cultural dimensions, in particular uncertainty avoidance, as a moderator of the relationship between perceived service quality and customer satisfaction. The role of value systems may as well be applicable to the hospital setting to account for the difference in the level of satisfaction among the different nationalities. 

In this context, the researcher adopted Hofstede’s (1997) cultural dimensions or problem areas which accounts for differences in national cultures. The first of this is power distance which represents how inequality is perceived and accepted in different cultures. Inpatients from high power distance cultures tend to focus on the way hospitals maintain strict adherence to rules and procedures while those from low power distance cultures tend to be more tolerant of the strict implementation of hospital rules and procedures. The second is individualism vs. collectivism. Inpatients with individualist orientations can decide more autonomously compared to those with collectivist orientation who have to consult their families or group first before making a decision. The third is masculinity vs femininity. Inpatients with masculinity orientations may tend to mistrust female medical personnel while those with femininity orientation may feel overpowered with male medical personnel.  

The fourth is uncertainty avoidance or the degree to which individuals feel threatened or uncertain in unfamiliar situations. Inpatients with high uncertainty avoidance require information for every aspect of treatment and must be sure that the process done is right while inpatients from low uncertainty avoidance cultures are readily accepting of what the doctors or nurses tell them about the treatment. The last is long term vs short term orientation. Inpatients from long-term orientation cultures tend to be focused on the future hence the consequences of treatment on the future health of the patient while those from short-term orientation cultures tend to focus on the immediate result of treatment. According to Hofstede, these value orientations can be affected by a variety of factors in time.  
[bookmark: _Toc453268051]
[bookmark: _Toc465331504]5.2. Conclusions
The quality imperative in both product and service industries have made customer satisfaction the centrepiece of quality improvement. In the hospital setting, patient satisfaction is increasingly being utilized as a measure of health system performance and a tool for continuous improvement. As tools for analysis become more and more accessible, it can be observed that  patient satisfaction researches have become increasingly sophisticated in the statistical sense and the corresponding models generated have increasing become increasingly elaborate in terms of statistical soundness. While these findings and models contribute significant knowledge in the universal sense, their application in terms of various hospital contexts is limited because they tend to omit the details that tie up the model to ground realities which sometimes leave consumers of these research products with more questions than answers. Hence patient satisfaction continues to stimulate interest among scholars and practitioners as well. 

One of the observations that motivated the conduct of this research is drawn from the consequence of patient satisfaction research itself. It has been noted that despite numerous investigations done, understanding patient satisfaction appear to be incomplete because it is limited by the lack of data. This connotes both the lack of data that is grounded to hospital realities and the lack of adequate data within a geographic context. This study addresses both scenarios and contributes knowledge that can be consumed and translated to concrete actions by healthcare authorities hence increasing the pragmatic value of the investigation. In terms of the research context, there are just a handful researches done on patient satisfaction in Abu Dhabi hence creating a substantive data gap and a contextual data gap as well. For and in consideration of these observations, the researcher conducted this study on inpatients’ satisfaction of the perceived service quality of Abu Dhabi hospitals using the SERVQUAL dimensions as the focus of assessment.
   
To this effect, a modified SERVQUAL questionnaire was used to gather data from 509 inpatients, 55.9% of whom were taken from public hospitals and 44.1% from private hospitals.
Based on the findings of the study, the following model was heuristically derived: 
[bookmark: _Toc453267545][bookmark: _Toc453268052][bookmark: _Toc453268820][bookmark: _Toc465331505]Figure 2. Patient Satisfaction Model
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The foregoing shows the following points: First, overall inpatient satisfaction is generally influenced by the type of hospital and the socio-demographic variables of the inpatients. This shows that the extent to which the expectations of inpatients were met, their satisfaction of the services provided, and their intention to recommend the hospital to a friend or relative depended on the type of hospital where they were admitted. It also denotes that overall satisfaction was discriminated according to the gender, age, nationality, and education of the inpatients. Second, the hospital care factors are positively correlated with perceived service quality indicating that an improvement in the quality of care would likely yield an increase in the level of perceived hospital service quality. Third, the hospital where the inpatients were admitted, their gender, age, and nationality are significant factors that discriminated the quality of services provided by hospitals. Fourth, gender, age, and nationality are significant factors that discriminated hospital care factors in terms of the physicians’ care, nursing care, and hospital environment. Lastly, the education of inpatients was not a significant factor that discriminated perceived service quality and hospital care factors. On the whole, the results support the concept of patient-focused care and patient-centered services and further specify that these be specifically individualized and customized in the trajectory of greater sensitivity to age, gender, and culture.  

Based on the findings, this chapter concludes the study and identifies the limitations of the investigation and future directions of the research. The formulation of the conclusions cycle back to the following research questions that this study intends to answer, to wit:
1. To what extent are inpatients satisfied with the perceived service quality of hospitals in Abu Dhabi?

2. What is level of inpatient satisfaction with the perceived hospital care rendered by physicians and nurses as well as perceived quality of the hospital environment? 

3.  Does the level of satisfaction of the perceived service quality of the hospitals relate to the perceived care rendered by physicians and nurses as well as perceived quality of the hospital environment? 

4. Do private and public hospitals significantly differ in terms of the level of satisfaction of inpatients with the perceived service quality provided and hospital care rendered?.
5.  Do socio-demographic attributes influence the levels of satisfaction of inpatients with the perceived service quality of the hospitals and the perceived hospital care factors?

In response to the foregoing research questions and on the basis of the research findings, the study concludes the following:
1. The inpatients in the hospitals in Abu Dhabi generally agree that their expectations were met by the services provided to them specifically along the tangible, reliability, empathy, and assurance dimensions of such services. They are however uncertain regarding how the responsiveness of the services met their expectations. On the whole, the general mean indicates that inpatients in the hospitals in Abu Dhabi are generally satisfied with the services rendered to them.

2. The inpatients generally agree that the quality of care provided by the doctors, nurses, and hospital environment in the hospitals in Abu Dhabi met their expectations of the care and are hence generally satisfied with the care factors in their respective hospitals of admission.

3. The perceived care provided by physicians, nurses, as well as the quality of the hospital environment are positively correlated with the tangible, reliability, empathy, assurance, and responsiveness dimensions of hospital services. Improving the quality of hospital care factors would likely improve the perception of service quality and increase the satisfaction of patients.

4. The type of hospital whether public or private is not a discriminating factor for hospital care factors but is a discriminating factor for perceived service quality. This implies that regardless of the type of hospital, the hospital care factors are perceived by patients to be satisfactory. However, patients perceived a difference in terms of the tangible, reliability, empathy, assurance, and responsiveness dimensions between private and public hospitals with private hospitals posting a higher satisfactory means compared to public hospitals on all service quality dimensions. The overall satisfaction of inpatients however, depended on the type of hospital where the patients are admitted.

5. Satisfaction with hospital care factors and the perceived service quality dimensions were commonly influenced by the gender, age and nationality of the inpatients.  On the other hand, the level of satisfaction of inpatients with hospital care factors and perceived service quality were not discriminated on the basis of the education of inpatients. This means that the level of satisfaction of inpatients with hospital care factors and perceived service quality was not influenced by the inpatient’s level of education but was influenced by their gender, age, and nationality. The overall satisfaction of inpatients however, depended on the gender, age, nationality, and education of inpatients  

[bookmark: _Toc453268053][bookmark: _Toc465331506]5.3. Limitations
The researcher recognizes certain conditions that imposed a limitation on the study. First is the limitation imposed by the very nature of inpatients where their mobility in and out of the hospital made it difficult for the researcher to do a follow up informal interviews on their perspectives regarding their answers. This limitation also affected the kind of sampling that was adopted by the researcher. Literature on research statistics recommends that the most suitable sampling technique for quantitative studies is probability sampling. The nature of the inpatient population however, made it difficult to do probability sampling hence the researcher resorted to selective/purposive/convenient sampling to enumerate the participants. Another limitation on the research was on the units of analysis that was treated by the study which are perceptions. Literature indicates that perceptions tend to be unstable and are subject to a number of factors. It is likely that the perceptions of inpatients may also have been influenced by the very state that they are in relative to their medical case during the time of data gathering. The limitation imposed by time also may have an effect on the study. This time limitation can be seen in terms of the timing of data gathering and the time available for the researcher to complete the study. If the researcher was not working on a time frame for the completion of the study, data gathering could have been extended to cover more hospitals and inpatients.  Another limitation is the instrument itself. The number of items might have been too long for the participants and considering their medical conditions, might have been stressful. It is also for this reason that gap analysis was not considered because this would entail doubling the number of questions to cover both expectations and perceptions.

[bookmark: _Toc453268054][bookmark: _Toc465331507]5.4. Directions for Future Research  
[bookmark: _Toc446070407][bookmark: _Toc453267548][bookmark: _Toc453268055][bookmark: _Toc465331508]In recognition of the findings and limitations of the study, the following are recommended as the future trajectory of patient satisfaction research in the UAE:
1. The lack of significant difference in the perceived service quality of inpatients between the public and private hospitals is a cause for concern. The quantum of healthcare expenditure is very high in public hospitals in the UAE than private. The recommendation would be to explore the patient satisfaction factors in the private including cost to meet them and benchmark it in the public hospital.
2. It was from this study that education levels did not affect the perceived service quality among in patients both in public hospitals in the UAE. This finding is a shift from the norm and needs further investigation. It is presumed that information from different sources are enough rather than formal education to assess patient satisfaction unlike the years before information technology
3. The age and gender also affected the perceived service quality satisfaction among inpatients. It is recommended that this finding be explored further to customize satisfaction parameters based on gender and age.
4. The findings of the study that the patient satisfaction was high among inpatients than reported previously by others. The recommendation would be to conduct a nationwide study involving a majority of public and private hospitals using SERVQUAL.
5. A qualitative study on how patients make sense of their hospital experience and give meaning to their satisfaction. This study entails only about between 25 to 50 patients who would be interviewed within longer time frame for data gathering.
6.  The study can be used to further stimulate action research in specific hospital contexts in the various healthcare institutions in UAE.
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PARTICIPANT INFORMATION AND CONSENT FORM FOR RESEARCH PROJECT:
FACTORS AFFECTING INPATIENT SATISFACTION: A STUDY IN THE UAE HEALTHCARE SECTOR
The aim of this study is likely to identify the factors that contribute to in-patients satisfaction which in turn would help the UAE public and private health care systems to provide and maintain high standard of health care to the residents of the country.
The survey is expected to take approximately 5-10 minutes to complete. The results from this study will be used for DBA, PhD thesis, journal articles or conferences presentations. All the results will be available at Abu Dhabi University. Student and the research supervisor will have access to the survey.
	Inpatient in the public and private sector of the Emirates of Abu Dhabi will be the core of this study. There are no questions in the survey that ask participants to reveal any identifying information; therefore no participant will be identified in the research.
	Your participation in this survey is voluntary and you may withdraw at any time. If you choose not to participate or withdraw early, there are no penalties or adverse consequences. 
	If you have any inquiries regarding on the study, please contact the supervisors on their contact details provided below:
	Researcher
Hamda Al Neyadi
Doctoral Candidate		
College of Business Administration
Abu Dhabi University
Abu Dhabi, UAE
Telephone: +971506111521	
E-mail: Hniyadi@tawamhospital.ae


	Supervisor	
Dr Salam Abdullah		
Assistant Professor of Management
College of Business Administration
Abu Dhabi University
Abu Dhabi, UAE	
E-mail: salam.abdallah@adu.ac.ae



	Supervisor	
Dr Mohsan Malak
Assistant Professor of Management
College of Business Administration
Abu Dhabi University
Abu Dhabi, UAE 
E-mail: mohsin.malik@adu.ac.ae
	Supervisor	
Dr. Satish Chandra Nair
Sr. Specialist and Head ClinicalResearch
TawamHospital in Affiliation with Johns Hopkins Medicine
Abu Dhabi, UAE
E-Mail : schandra@tawamhospital.ae


	
	


The following set of statements relates to your experience about his hospital’s care. For each statement, please show the extent to which you believe this hospital has the features.  
Circling “1" means that you strongly disagree that he hospital has the feature, and circling a “5" means that you strongly agree. You may circle any of the numbers in the middle that show how strong your feelings are. There is no right or wrong answer. We are interested in is a number that best describes your perceptions about this hospital’s care.
	I.PERSONALINFORMATION

	Have you ever been admitted in a  hospital 
	☐ NO 

	☐ Yes,
If yes …. please continues  the survey 

	When was your last admission to the hospital  
	☐ Last week
	☐ Last  month   
	☐ Last 3 months 

	☐ Last 6 months 


	Length of stay
	☐ 1-3 days
	☐ 4-6 days
	☐ 7-9days
	☐ 10-12 days
	☐ more than 12 days

	Hospital
	☐Public
	☐Private

	Age:
	☐18 – 25
	☐26 – 35
	☐36 – 45
	☐46 – 55
	☐56 – 65

	Marital Status
	☐Single

	☐Married

	☐others ________________


	Level of Education
	☐No School

	☐High School

	☐Bachelor’s Degree  
	☐ Higher Degree

	Gender:
	☐Male
	☐Female

	Nationality:
	☐ Emirate
	☐ Arab- none emirate
	☐ Asian
	☐Western
	☐ Other_________

	First language 
	☐ Arabic
	☐ English 
	☐Urdu
	☐ Others___________

	I speak Arabic
	☐Very Poor	
	☐Poor
	☐Fair
	☐Good
	☐Very Good

	I speak English
	☐Very Poor	
	☐Poor
	☐Fair
	☐Good
	☐Very Good

	Occupation
	☐Unemployed
	☐Employed
	☐Student
	☐House Maid



	II. SERVICES


	Please  Rate the extent to which you agree or disagree with each statement by putting a tick on the box
	Strongly Disagree
1
	Disagree
2
	Neutral
3
	Agree
4
	Strongly Agree
5

	1. This hospital is equipped with the latest devices, technologies and medical equipment
	☐	☐	☐	☐	☐
	2. The hospital has a feeling of wellbeing
	☐	☐	☐	☐	☐
	3. The hospital’s rooms are clean, comfortable and attractive
	
☐	☐	☐	☐	☐
	4. There are enough beds for patients in this hospital
	☐	☐	☐	☐	☐
	Please  Rate the extent to which you agree or disagree with each statement by putting a tick on the box
	Strongly Disagree
1
	Disagree
2
	Neutral
3
	Agree
4
	Strongly Agree
5

	5. Doctors at the hospital are dressed  professionally 
	☐	☐	☐	☐	☐
	6. Nurses at the hospital are dressed professionally 
	☐	☐	☐	☐	☐
	7. In the hospital, after each meal the plates were cleared straight away
	☐	☐	☐	☐	☐
	8. The meals were still hot when they were served
	☐	☐	☐	☐	☐
	9. In the hospital inside the ward, noises were kept at minimum level during night times
	☐	☐	☐	☐	☐
	10. The hospital provides services at the time it promises.
	☐	☐	☐	☐	☐
	11. The hospital addresses problems or complaints effectively by providing constructive feedback
	☐	☐	☐	☐	☐
	12. The hospital provides services that are consistent and timely throughout the day. 
	☐	☐	☐	☐	☐
	13. Doctors in the hospital are willing to listen carefully about my condition
	☐	☐	☐	☐	☐
	14. Doctors are dependable in the hospital
	☐	☐	☐	☐	☐
	15. In the hospital, physical examination conducted by the doctors was comfortable and met my expectation
	☐	☐	☐	☐	☐

	16.  The hospital maintains patient records that are accessible on time 
	☐	☐	☐	☐	☐
	17. In the hospital, nurses respond immediately when called
	☐	☐	☐	☐	☐
	18. In the hospital, nurses are willing to listen and help me 
	☐	☐	☐	☐	☐
	19. In the hospital, the doctors pay special attention to my case
	☐	☐	☐	☐	☐
	20. In the hospital, the nurses pay special attention to my case
	☐	☐	☐	☐	☐
	21. The hospital does not have my best interest at heart
	☐	☐	☐	☐	☐
	22. In the hospital, the assistance is always available(support staff/nurse etc) whenever needed
	☐
	☐
	☐
	☐
	☐

	23. The doctor attending to my condition in the hospital was committed about the care I received.
	☐
	☐
	☐
	☐
	☐

	24. The nurses in the hospital spent time with me to discuss my concerns about my condition 
	☐
	☐
	☐
	☐
	☐

	Please  Rate the extent to which you agree or disagree with each statement by putting a tick on the box
	Strongly Disagree
1
	Disagree
2
	Neutral
3
	Agree
4
	Strongly Agree
5

	25. Employees of the hospital don’t know what my needs are
	☐	☐	☐	☐	☐
	26. In the hospital, I have confidence and trust in   the doctor’s treatment.
	☐
	☐
	☐
	☐
	☐

	27. The doctors are polite in the hospital

	☐
	☐
	☐
	☐
	☐

	28. I feel safe with the treatment from the hospital
	☐
	☐
	☐
	☐
	☐

	29. The nurses are polite  in this hospital
	☐
	☐
	☐
	☐
	☐

	30. The behavior of nurses in the hospital builds confidence in me. 
	☐
	☐
	☐
	☐
	☐

	31. The hospital provides prescription  with quality medicines
	☐	☐	☐	☐	☐
	32. It is not realistic from patients to expect prompt service from the hospital’s employees.
	☐	☐	☐	☐	☐
	33. Doctors in the hospital do not tell me exactly when treatment will be performed
	☐
	☐
	☐
	☐
	☐

	34. Doctors of the hospital  are too busy to respond to my request promptly
	☐
	☐
	☐
	☐
	☐

	35. Nurses of the hospital  are too busy to respond to my request promptly
	☐
	☐
	☐
	☐
	☐

	36. Nurses in the hospital do not tell me exactly when treatment will be performed
	☐
	☐
	☐
	☐
	☐

	37. Employees of the hospital are not always willing to help patients
	☐
	☐
	☐
	☐
	☐



	Overall Feedback
Please  Rate the extent to which you agree or disagree with each statement by putting a tick on the box
	Strongly Disagree
1
	Disagree
2
	Neutral
3
	Agree
4
	Strongly Agree
5

	I would  recommend the hospital to a friend or family member
	☐	☐	☐	☐	☐
	Overall I am satisfied with quality of service provided by the hospital
	☐	☐	☐	☐	☐
	The services I received at the hospital have met my expectations
	☐	☐	☐	☐	☐
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Quantitative Approach Mixed Approach Qualitative Approach
Sclentific Deductive or “top-down” Deductive and Inductive Inductive or *bottom-up"
Method Test hypothesis and theory with Generate new hypotheses and
data theory from data collected
Most common | Description Muliple objectives Description
':;“'."' Explanation Exploration
Prediction Discovery
Focus Narrow-angle lens Mult-ens Wide and Deep-angle lenses
Testing specific hypotheses Examine the breadth and depth
of phenomenon to leam more
about them.
Nature of study | Study behavior under artifcial, Study behavior in s natural
controlled conditions. environment or context.
Formof data | Collect numeric data using Collect narrative data using
collected structured and validated Semi-or unstructured
instruments (closed-ended instruments (open-ended survey
Survey ftems, rating scales, items, interviews, observatin,
measurable behavioral focus groups, documents)
responses)
Nature of data | Numeric variables. Mixture of numeric variables, | Words, images, themes, and
words, and images. categories
Data analysis | Identiy statistical relationships. | Statstcal and holistic Holstcally identiy patierns,
categories, and themes.
Results Generaiizable fincings. Corroborated findings that may | Partcularistic findings.
‘General understanding of be generalizable. In-depth understanding of
fespondent’s viewpoint. respondent’s viewpoint.
Researcher framed results. Respondent framed resuls
Form of final | Statistial report inclucing Statistcal findings with in-depth | Narrative report including
report correlations, comparisons of | narrative description and contextual descripton,

‘means, and statistically
significant findings.

identification of overall themes.

categories, themes, and
supporting respondent quotes.

"Adapted from Johnson & Christensen. (2004). Educational Research: Quantitative, qualitative and mixes approaches,
ed. Boston: Allyn & Bacon.
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