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Abstract
Background Patient satisfaction is one proxy indicator of the health care quality; however, enhancing
patient satisfaction in low-income settings is very challenging due to the inadequacy of resources as well
as low health literacy among patients. In this study, we assess patient satisfaction and its correlates in a
tertiary public hospital in Nepal.

Methods We conducted a cross sectional study at outpatient department of Bhaktapur Hospital of Nepal.
To recruit participants for the study, we applied a systematic random sampling method. Our study used a
validated Patient Satisfaction Questionnaire III (PSQ-III) developed by RAND Corporation including
various contextual socio-demographic characteristics. We calculated mean score and percentages of
satisfaction across seven dimensions of patient satisfaction. To determine the association between
various dimensions of patient satisfaction and socio-demographic characteristics of the patient, we used
a multi-ordinal logistic regression.

Results Among 204 patients, we observed a wide variation in patient satisfaction across seven
dimensions. About 39 % of patients were satis�ed in the dimension of general satisfaction, 92 % in
interpersonal manner, and 45 % in accessibility and convenience. Sociodemographic factors such as age
(AOR: 6.42; CI: 1.30-35.05), gender (AOR: 2.81; CI: 1.41-5.74), and ethnicity (AOR: 0.26; CI: 0.08-0.77) were
associated with general satisfaction of the patients. Other sociodemographic variables such as
education, occupation, and religion were associated with a majority of the dimensions of patient
satisfaction (p <0.05). Age was found to be the strongest predictor of patient satisfaction in �ve out of
seven dimensions.

Conclusions We concluded that patient satisfaction varies across different dimensions. Therefore,
targeted interventions that direct to improve the dimensions of patient satisfaction where the proportion
of satisfaction is low are needed. Similar studies should be conducted regularly at different levels of
health facilities across the country to capture a wider picture of patient satisfaction at various levels.

Introduction
Patient satisfaction affects clinical processes and patient outcomes. Various studies have shown that
positive patient outcomes are associated with increased patient satisfaction [1, 2]. A prospective study
showed that the satis�ed patient had two times higher odds of improved quality of life [3]. Evidence from
a systematic review showed that patient satisfaction was positively associated with patient safety,
clinical effectiveness, compliance to recommended care, and the use of screening services [4]. Similarly, a
prior study demonstrated that patients in the highest satisfaction quartile were less likely to visit hospital
emergency departments compared to those in the lowest satisfaction quartile [5]. Further, higher patient
satisfaction was found to be associated with decreased use of specialty care, hospitalization, and
laboratory services [6]. Realizing various positive outcomes, patient satisfaction has been adopted widely
in developed countries as an index of health care quality [7, 8].
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In contrast to developed countries, the use of patient satisfaction metrics in low-income countries has
been limited [9]. Resource constraints in low-income settings have led to a more urgent focus on the
availability of basic supplies and services rather than a focus on quality in these settings. Nepal is a low-
income country in South Asia that has not highly prioritized improving patient satisfaction. A survey of
health facilities in Nepal demonstrated that only 3% of facilities have a functional client feedback
system. It further showed that about 23% of the caretakers of sick children were dissatis�ed with the
services provided by higher-level hospitals due to long waiting times [10].

Patient satisfaction can be affected by a variety of factors, including a patient’s individual characteristics.
Association between these characteristics such as age, gender, educational status, religion, race, marital
status (etc.), and patient satisfaction are widely inconsistent and contradictory across studies [11]. In
addition to individual characteristics, clinical settings—either outpatient or inpatient—have been found to
modulate patient satisfaction. Evidence suggests, for example, greater satisfaction in the outpatient
reconstruction of anterior cruciate ligament compared to the same surgery in an inpatient setting [12].
These individual characteristics and clinical settings are different in developed countries compared to
low-income countries like Nepal and they need to be explored.

Despite Nepal’s renewed commitment to improving patient satisfaction, little progress has been made to
understand the level and correlates of patient satisfaction [13]. Indeed, very few studies have been
conducted on patient satisfaction, with most of them occurring in speci�c settings such as maternity
care, inpatient settings, eye care, and physiotherapy units. Recently, Poudel et. al. conducted a patient
satisfaction study in the out-patient department of a public tertiary hospital; however, this study had
sample size of less than 100. Therefore, to address the dearth of literature in patient satisfaction in out-
patient settings in Nepal, this study aims to assess patient satisfaction and determine various factors
associated with satisfaction in the outpatient settings in a tertiary public hospital.

Methods
Study design and settings

We conducted a cross-sectional study in Bhaktapur provincial hospital which has a 75-bed capacity
serving approximately 1000 patients in the emergency department and 9000 in the outpatient department
every month [14]. The hospital provides a range of services including outpatient, inpatient, emergency,
laboratory, and radiology services.

Sample size and recruitment

We recruited 204 patients from the Out-Patient Department (OPD) of Bhaktapur Hospital from May 7,
2019, to May 22, 2019. We excluded the patients if they were severely ill, were 10 years or younger, or
were unable to communicate verbally. The sample size was calculated using 95 % con�dence interval, 5
% margin of error, 86 % of patient satisfaction- as observed in a previous study from a similar setting [15],
and a 10 % non-response rate. Our sampling frame included patients receiving OPD services. We recruited
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15 patients per day until the required sample size was achieved. Using systematic random sampling, we
recruited every 20th participant every day from the hospital registration, starting with the �rst OPD patient.
If the selected patient refused to participate or was ineligible, we recruited the next patient.

Ethics approval of the study was obtained from the Institutional Review Committee of Kastamandap
School of Public Affairs Management, Kathmandu, Nepal. Written consent was obtained prior to the
collection of data. For illiterate patients, we read the informed consent form and obtained their verbal
consent since the risks associated with our study were low and the potential harm for participants was
unlikely.

Data collection

We collected data through face to face interviews using a patient satisfaction questionnaire (PSQ-III)
developed by RAND Corporation [16]. Interviews were conducted in the Nepali language. Each interview
took about 20-25 minutes to complete. The questionnaire consists of 18 items probing seven dimensions
of patient satisfaction: general satisfaction, technical quality, interpersonal manner, communication,
�nancial aspects, time spent with the doctor, and accessibility and convenience. Each question in the
PSQ-III has a 5-point Likert Scale ranging from “Strongly Disagree,” “Disagree,” “Neutral,” “Agree” to
“Strongly Agree.” After translating the questionnaire into the Nepali language, we pre-tested in 20 patients
at Bhaktapur Hospital. The internal consistency reliability of the items within the seven dimensions was
above 0.8 which was above acceptable limit of 0.7 [17]. After pre-testing, we revised the �ow of the Nepali
language, and added one independent variable, whether the respondent was enrolled in the health
insurance program. Realizing the potential role of health insurance in patient satisfaction and the recent
initiation of health insurance program in our study hospital, we added this variable in our study.

Further, we also collected sociodemographic information of the participants, including age, gender,
ethnicity, religion, marital status, occupational status, educational status, the distance of health facility
from their residents, and their enrollment into government health insurance. These data were used as the
predictors of the patient satisfaction in the analyses.

Statistical analyses

Sociodemographic characteristics of the respondents were described in frequency and percentages. We
calculated the mean and standard deviation of the Likert scale of each item of PSQ-III. Further, we
calculated the frequencies and percentages of satis�ed, neutral, and dissatis�ed patients.

According to the guidelines of the patient satisfaction questionnaire (PSQ-III) [see Additional File 1], we
classi�ed the satisfaction in each item as follows:

I. ‘Strongly agree’ or ‘Agree’ = Satis�ed for Items: 1, 2, 3, 5, 6, 8, 11, 15 and 18

II. ‘Strongly disagree’ or ‘Disagree’ = Satis�ed for Items: 4, 7, 9, 10, 12, 13, 14, 16 and 17
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III. For all items, the score ranges from 1 (strongly dissatis�ed) to 5 (strongly satis�ed). The mean score
for each item was calculated in the manner that higher the score more the satisfaction level for all
the items in the PSQ-III.

To calculate the overall score in each domain, we averaged the score of designated items for each
domain as guided by PSQ-III, which is as follows [see Additional File 1].

I. General Satisfaction: Item 3 + 17

II. Technical Quality: Item 2 + 4 + 6 + 14

III. Interpersonal Manner: Item 10 + 11

IV. Communication: Item 1 + 13

V. Financial Aspects: Item 5 + 7

VI. Time Spent with Doctor: Item 12 + 15

VII. Accessibility and Convenience: Item 8 + 9 + 16 + 18

After categorizing the satisfaction score of each domain into three ordinal variables: satis�ed, neutral,
and dissatis�ed, we utilized ordinal logistic regression (OLR) to assess sociodemographic variables
associated with satisfaction level. The variables that were signi�cant in univariable analysis (p<0.05)
were included in the multivariable OLR model. We created our �nal model through backward selection
and the model that had the lowest Akaike Information Criterion (AIC). We reported adjusted odds ratios
with a 95% con�dence interval and a p-value. A p-value of less than 0.05 was considered signi�cant.

Findings
Socio-demographic characteristics

The sociodemographic characteristics of 204 participants are presented in Table 1. The mean age of
patients was 39.1 (SD ± 16.6). More than half of the respondents (52.9%) were female. The majority of
the patients were married (81.9%). Among the respondents, Hindu was the most common religion
(90.2%). About half of the patients (51%) reported that they had to travel less than 30-minute walking
distance to reach the hospital. The majority of the respondents had formal education (62.7%).
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Patient satisfaction in seven Dimensions

Table 2 summarizes the satisfaction level of the participants by each item of PSQ-18. In the domain of
general satisfaction, about 38 % of participants reported that the medical care they have been receiving is
just about perfect. Regarding the items of technical quality’s domain, the majority (83.82%) reported that
their doctors were careful to check everything when treating and examining them. Further, in an
interpersonal manner, about 96% of patients responded that their doctor behaved with them in a very
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friendly and courteous manner. Similarly, in the communication domain, a high proportion of patients
(92%) responded that the doctors were good about explaining the reason for medical tests. About 84% of
patients disagreed that they had to pay for more of their medical care that they could afford. In the
domain of time spent with doctors, the majority of patients (74%) said that their doctors usually spent
plenty of time with them. In terms of accessibility and convenience, about 97 % agreed that they were
able to get medical care whenever they need it.

Table 3 presents the mean score and the percentage of satisfaction in seven dimensions of patient
satisfaction. The highest level of satisfaction (92% satis�ed) was observed in the dimension of the
interpersonal manner of patient satisfaction. Whereas, the lowest level of satisfaction (39% satis�ed)
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was observed in the dimension of general satisfaction. More than 70 % of the patients were satis�ed with
the technical quality and communication and nearly two-thirds of the patients were satis�ed with the
�nancial aspects of medical care.

Association between patient satisfaction and sociodemographic characteristics

Table 4 summarizes the associations between dimensions of patient satisfaction and socio-demographic
characteristics of the patients.
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General satisfaction: In this domain, the odds of patients of age group 40 to 60 years reporting to be
satis�ed compared to neutral and dissatis�ed was 6 times that of patients of 20 years or younger (AOR:
6.42; 95 % CI = 1.30 – 35.05). Further, female patients were more likely to be satis�ed than male patients
(AOR: 2.81; 95 % CI: 1.41-5.74).

Technical quality: In this domain, the odds of patients having education up to the secondary level to be
satis�ed compared to neutral and dissatis�ed were 11 times that of patients having educational
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attainment of more than the secondary level (AOR:11.28; 95 % CI: 2.90-49.56). Further, patients who
reported that agriculture was their primary occupation were less likely to be satis�ed than patients who
responded that their main occupation was service (AOR: 0.01; 95 % CI: 0.00-0.14).

Interpersonal manner: We did not �nd any associations of sociodemographic variables with the
satisfaction level of patients in this domain except religion. Patients who reported as non-Hindu were less
likely to be satis�ed in an interpersonal manner compared to those who reported as Hindu (AOR: 0.17; 95
% CI: 0.03-1.05).

Communication: In this domain, the odds of homemaker patients to be satis�ed compared to neutral and
dissatis�ed were 5 times that of patients who were service holders (AOR: 5.37; 95 % CI: 1.43-21.33).
Patients without health insurance were likely to have less satisfaction than those who had health
insurance (AOR: 0.33 95 % CI: 0.16-0.69).

Financial aspects: In this domain, the odds of patients who had to travel 30 to 60 minutes of walking
distance to be satis�ed compared to neutral and dissatis�ed were 3 times that of patients who had to
travel less than 30 minutes (AOR: 3.15; 95 % CI: 1.63-6.23).

Time spent with the doctor: The odds of patients over 60 years of age to be satis�ed compared to neutral
and dissatis�ed were 17 times that of patients who are age 20 or younger (AOR: 17.09; 95 % CI: 2.63-
127.05). Those who had only informal education were less satis�ed compared to the patients who had
education more than the secondary level in this dimension (OR: 0.24; 95 % CI: 0.08-0.71).

Accessibility and convenience: The odds of patients who had education up to the secondary level to be
satis�ed compared to neutral and dissatis�ed were nearly 3 times that of patients who had education
more than the secondary level (OR: 2.83; 95 % CI: 1.20-7.00).

The only sociodemographic variable, i.e. the marital status did not have any signi�cant association with
any of the seven dimensions of patient satisfaction.

Discussion
Our study assessed patient satisfaction across several dimensions in a tertiary care public hospital in
Nepal. About 92 % of patients were satis�ed with the interpersonal manner of doctors; however, only 39 %
of patients were satis�ed in the dimension of general satisfaction. Several socio-demographic factors
were associated with seven dimensions of patient satisfaction. Age was found to be the strongest
predictor of patient satisfaction across most of the dimensions.

There was a wide variation in patient satisfaction across the seven dimensions in our study. A recent
study conducted in the Bir Hospital, the largest public tertiary hospital in Nepal, did not show such a wide
variation across the seven dimensions of patient satisfaction. Such difference between that study and
our study might be due to difference in service availability. Bir Hospital provides a wide range of services
whereas our study hospital provides comparably a limited range of outpatient, inpatient, diagnostic and
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emergency services. Further, a study in Australia used a similar patient satisfaction questionnaire to that
implemented in our study, but did not �nd such a wide variation across seven dimensions [18]; the
percentage of satisfaction in the �nancial aspect was the highest (87.4%) while the dimension of
accessibility and convenience had the lowest level of satisfaction (72.9%) in their study [18]. Such a wide
discrepancy between various dimensions between our study and the Australian study may be due to
differences in health care settings, �nancing mechanisms, and the priority given to patient satisfaction by
concerned agencies.

In our study, the general satisfaction of the patients was relatively low (39%). Our low general satisfaction
rate was mainly driven by item 17 of PSQ-18, “I am dissatis�ed by some things about the medical care I
receive.” This dissatisfaction may be due to the absence of some facilities or amenities other than
medical services such as availability of drinking water, provision of sanitary toilets etc. A shortage or
scarcity of such non-medical amenities may have reduced general satisfaction. Contrast to our study, a
recent study by Poudel et. al. in a tertiary hospital in Nepal showed a general satisfaction rate of 73%.
The hospital where they conducted their study is the largest public hospital in Nepal that has some super-
specialized services as well; the patients’ disease status and their severity may be totally different in that
hospital compared to our study. Further, a study by Holikatti et al in India observed a general satisfaction
rate of 57 %, which is higher than that presented in our study [19]. Similarly, a study conducted in North
London reported 71 % satisfaction on the general satisfaction scale [20]. Various assessments conducted
in the Netherlands demonstrated from 79 to 88 % general satisfaction [21, 22] along with the upward
shifting of patient satisfaction in Dutch university medical centers [23]. These �ndings contrast with our
study’s �nding of general satisfaction which was much lower (39%). Such a high difference in general
satisfaction could result from a large gap between expectations and reality among patients who
participated in our study. At the same time, the disease status, unavailability of desired amenities or
facilities in our study site might have reduced the general satisfaction rate.

Further, in the speci�c domains of interpersonal manner and communication aspects, patient satisfaction
was signi�cantly higher in our study. A study by Holikatti et al found that the satisfaction rate in the
interpersonal aspects among patients receiving psychiatric services was 71.4% [19]; their �nding was
much lower compared to our �nding of 90% satisfaction in this domain. The higher level of satisfaction
in interpersonal aspects in our study was mainly driven by a friendly and courteous manner of doctors.
Such differential satisfaction rates in interpersonal manner may be due to difference in the nature and
severity of diseases among studies. The patient satisfaction in these two domains also depend upon the
communication skills of the doctors as evidenced by previous studies.[24–26]

A study conducted in a private hospital in India demonstrated that approximately 91% of the patients
were satis�ed with the time spent to the doctor [27], while the proportion of satisfaction of patients in this
dimension in our study was 59%. This could be due to doctors spending less time with patients and no
much effort put into making a doctor-patient relationship in public hospitals—our study hospital is
overstretched with nearly 30 visitation per day per doctor [14]. Regarding affordability, a study by Rizal in
the eye services at Nepal Medical College showed that 76.8% of the patients were satis�ed [28], while our
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study showed 66% satisfaction with �nancial aspects. Eye care services are relatively inexpensive in
Nepal compared to general OPD services [29]. Although Nepal’s government implemented a health
insurance program in Bhaktapur hospital for more than two years with the aim of providing easy access
to health care, our study showed only 45% of patients were satis�ed in the domain of accessibility and
convenience. This low level of satisfaction was largely driven by the unavailability of needed medical
specialists, and the problems in obtaining appointments for medical care right away.

In our study, the main predictors for the general satisfaction of the patient were age, gender, ethnic
groups, education, and occupation. A systematic review of the determinants of patient satisfaction
around the world revealed that age was the most important and consistent predictor of patient
satisfaction [30]. Similarly, we found a strong association of age and satisfaction across six dimensions
of patient satisfaction with a positive association between satisfaction and age. This association could
be explained from different perspectives. First, this could be due to differences in perception of treatment;
the older people are more experienced with the care process and the potential weaknesses of health care
system [31]. Second, the older people are usually more comfortable with paternalistic type of care rather
than patient centered care. Similarly, the elderly people may have a lower than that of younger people
[31].Our study showed that the religion of the patient was an important predictor across four dimensions
of patient satisfaction. A secondary analysis of data from a health and retirement study conducted in the
United States demonstrated that the patients who believed that religion was a very important part of their
life exhibited higher levels of patient satisfaction [32]. Consequently, differences in patient satisfaction
among religions, such as between followers of Hinduism and non-followers, would constitute an
important area for future exploration.

In our study, female patients were more likely to be satis�ed in terms of general satisfaction and time
spent with doctor. Contrast to our �nding, studies in Malaysia [33] and Nigeria [34] showed male patients
were more satis�ed compared to their counterparts. In our study, we believe this could be due to a greater
number of female service providers in Bhaktapur Hospital. Previous studies showed that female patients
were more satis�ed with female health care providers [35] and patients of female physicians were more
satis�ed than those of male physicians [36].

In our study, Janajati ethnic group were more likely to be satis�ed than other groups. This may be due to
the reason that most of the doctors at our study hospital belonged to same ethnic group.

In our study, overall, the educated patients were more likely to be satis�ed. The patient who had higher
level of education may have better understanding about the limitation of public health system. Getting
expected or higher level of care might have raised their satisfaction level compared to the patient who
had lower level of education. Similar to our �nding, a study in psychiatric patient in Qatar showed a
higher satisfaction among educated patient[34]. However, a study in Iran [37] revealed the educated
patient were less satis�ed; this might be due to higher level of expectation in educated people.

Although our study contributed new perspectives in the area of patient satisfaction in Nepal, there are
some limitations. First, our �ndings may not be generalized in the hospitals at the district level or below
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because of differences in the availability of human resources, diagnostics, and health care services.
However, our results could be applicable to the secondary and tertiary level hospitals in Nepal as these
hospitals provide similar types of services as rendered in our study hospital. Usually, in Nepal, the patient
visit to secondary or tertiary hospitals when their illnesses are not properly addressed at primary or
district level hospitals.[38] Similar studies at or below the district level could provide more speci�c
�ndings for primary level hospitals.  Second, there could be a number of correlates of patient satisfaction
which we didn’t include in our questionnaire due to resource constraints. For example, severity of the
patient’s disease status affects their satisfaction. Due to technical complexities to measure severity of
illness, we did not assess patient disease status and severity. Apart from some patient characteristics, we
did not collect the supply-side factors such as doctors’ attitude towards their work, their remuneration and
incentives, and the opportunity for career growth; these may in�uence service delivery, eventually
affecting patient satisfaction. Even though we did not collect data from the perspectives of health
workers, our �ndings from the patient perspectives also provide some signals about doctors’ availability
and their behavior towards patients. Third, due to the cross-sectional nature of the study, we can’t assure
that the correlates of the patient satisfaction in our study are indeed causal. However, these associations
can be used to initiate some interventions to enhance patient satisfaction. A more robust study design
that follows the same patients for a number of visits and controls several explanatory variables can give
causal associations. Fourth, the translation of PSQ-18 in Nepalese context may affect the �nding of the
study; however, during pre-testing we evaluated the internal reliability and consistency, which was above
the acceptance level. Despite such limitations, the �ndings of this study constitute a useful resource for
the Nepalese government to formulate plans and programs to improve patient satisfaction, especially in
tertiary care hospitals.

Conclusions
We concluded that patient satisfaction in a public tertiary level hospital is highly heterogeneous across
various dimensions. Patients were least satis�ed in the general satisfaction domain and most satis�ed in
the interpersonal domain. Sociodemographic factors such as age, gender, and ethnicity were associated
with general satisfaction, whereas education, occupation, and religion were associated with several other
aspects of patient satisfaction de�ned by PSQ-III. Targeted interventions that direct to improve the
dimensions of patient satisfaction where the proportion of satisfaction is low are needed. Similar studies
should be conducted regularly at different levels of health facilities across the country to capture a wider
picture of patient satisfaction at various levels.

List Of Abbreviations
AOR: Adjusted Odds Ratio

PSQ: Patient Satisfaction Questionnaire

OPD: Out Patient Department
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