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ABSTRACT

The present article is an attempt to analyze theguion of the patients as regards to the servicethe
primary health centers in Kashmir, India. The papeaimed to provide an insight into the weakeraaref primary
health care that can help the primary health cermtdeninistrators to take corrective steps. The pdpeuses on the
review of patients’ satisfaction of primary heattbnters as suggested in various studies conducteeotheme. The
paper is expected to be highly beneficial to priynaealth service providers to know their problems @rospects in

their realm of administration.
KEYWORDS: Patient Satisfaction, Primary Healthcare, Healthrdidistrators

INTRODUCTION

Health is considered to be man’s most valuablegssssn for all his activities are influenced by tate of
his health. Health has been defined by the WorldltHeOrganization (WHO) as a state of complete aysmental,
and social well-being and not merely the absendadisifase or infirmity. Disease implies absenceaskeor comfort.
According to Hambers Twentieth Century Dictionahe meaning of the word disease is ‘uneasinessdiscader or
want of health in mind or body or ailment.”"The prsg§ion of medicine has immensely benefited mankinough
restoration of good health. According to the Newetnational Webster's Comprehensive Dictionaryhaf English
Language, medical service means assistance orityagfining to medicine or its practice offeredanother, i.e., the
performance of healing art or the science of prediem of health and of treating disease for thgppse of cure. It
should be clear, therefore, that medical serviagsyi delivering quality medical care to the comntyii.e. Service of

mankind), in treating and curing afflictions of theman body.

The question of professional duty to take careeath has assumed immense significance in the mirdsg
world. The Directive Principal of State Policy undbe Constitution of India requires the State takm effective
provision for public health, and for just and hurmawnditions of work. It is the primary duty of tBéate to raise the
level of nutrition, the standard of living of itegple and the improvement of public health. Ther&me Court has
declared that right to medical aid is an integeat pf the right to life. It is an obligation onetfstate to preserve life by
extending required medical assistance. In factaghex Court has held that the right to health andicaé care is a

fundamental right under the Constitution of India.

The practice of medicine is capable of renderingagiservice to the society provided due care, sigce
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efficiency and skill are observed by doctors. Thedvdoctor’ is derived from the Latin word ‘docérghich means
to teach. The doctor is a teacher who guides Hignqga about how to maintain positive health, préwtisease and
treat it when the need arises. According to the Naernational Webster's Comprehensive Dictionaffiyhe English
Language, doctor means a qualified practitionemetlicine or surgery in any of its branches andepatineans a
person undergoing treatment for diseases or injDoctors need scientific knowledge, technical sailld above all
human understanding. Those who use these with geuveth humility, with wisdom and in accordancetwmedical
ethics provide a unique service to their fellow naed women, and build an enduring edifice of charawithin them.
It is, therefore, anoble profession. Traditionallye family doctor was considered to be a ‘friepHilosopher, and
guide’ for the sick. The relationship between tldignt and the doctor was considered to be vemedai was based
on mutual trust and faith, and it was not mercenbrgreased mechanization and commercializatioth@fprofession
has brought in an element of dehumanization in oa¢diractice. Health care has now been reducedbosmess,

which determines the patient-doctor relationship.

Patient satisfaction is an important factor for rgvprimary health centers. Therefore, the primaegalth
centers have to try to provide better facilitiedhie society. The primary health centre swills heivgear up to meet
the present needs of the people. Nowadays thayliéesf the people in the society has changed thefore. As a
result, very serious diseases occur in the socigtg. poor and downtrodden masses who cannot atffierduixury of
the private primary health centers throng the peréthe primary health centre for tor free metizare. Therefore,
expenditure on public health care by the governrhaatescalated sky high. The Government has tocadisufficient
funds in every budget to augment and provide tiestgfacilities to the masses that depend on threapy health

centers.

Today, the common opinion on the primary healthtees is not encouraging. There are perennial caimgl

that sufficient drugs are not available in the mniynhealth centre sand funds are not sufficient.

In this context, study is highly essential to exé the satisfaction levels of patients towardvices
rendered by the primary health centre so that thesgary health centers can affect proper midwayeszions in their

functioning to provide better facilities and gerera perception of satisfaction all around.
THE HEALTH CARE SECTOR IN INDIA

India’s health care system is characterized by teepaof mixed ownership and with different systeafs
medicine — Allopathy, Ayurveda, Unani, Siddha anoht¢opathy. Three major groups in health care incthentry,
the public health sector, the private health seatat the households who utilize health serviceg piiblic health
sector consists of the central government, statergment, municipal and local level bodies. Hea#tha state
responsibility; however, the central governmentsdoentribute in a substantial manner through grants centrally
sponsored health programs/schemes. There are mathistries and departments of the government, sisctefense,
railways, police, ports and mines who have theimdwealth services institutions for their personriedr other
organized sector employees (public and privateyipimn for health services is through the EmplogeS&tate

Insurance Scheme (ESIS).

The private health sector consists of the ‘notgmfit’ and the ‘for-profit’ health sectors. The tAior-profit

health sector includes various health services igeav by Non-Government Organizations (NGO's), daalte
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institutions, missions, trusts, etc. healthcaréhanfor-profit health sector consists of variougey of practitioners and
institutions. The licensed practitioners range frgemeral practitioners (GPs) to the super spetsalsrious types of
consultants, nurses and paramedics, licentiatesyual medical practitioners (RMPs). The healthegaractitioners
with no formal qualifications constitute the ‘infoal’ sector, which consists of faith healers, locaédicine

men/women, traditional birth attendant priests anslariety of unqualified persons. The private Heaubsector

institutions are heterogeneous in the services piheyide, their size and quality.
The Public Health Sector in India

The public health system in India is financed by @entral, State and Local governments, thougHitsie
two are the most important. Health is a state stilgad the state governments are responsible éodétivery and
financing of public health services. However, thentcal government plays an active part in the ptimnoand
financing of certain health programs through cdiytraponsored schemes. These are typically dissaseific
prevention programs like malaria prevention. Pubpending on health is low in India and has renthstagnant at
around 1% of the gross domestic product. Howewergtare considerable interstate variations inthepending with
some states like Kerala, Punjab and Tamil Nadudipgrntwice per capita compared to states like Barad Madhya
Pradesh (Peters et al. 2002). On the other hanggtprspending on health care is extremely high arwbunts for
nearly80% of all health spending. Most of this ig-of-pocket payments made to private providerthatpoint of use.
This reflects the dominant role the private seammw plays in the provision of curative health seegi. India’s health
system has been particularly unfair to the poonefieincidence studies have shown that public islybfor curative
care is heavily skewed towards the rich with tlehest 20% of the population receiving more thaedhimes the
subsidy the poorest 20% receives (Mahal, YazbeeterB, and Ramana, 2001).

Thesis due to publicly provided services beingasdatowards the rich, and that the richer groupd te use
the costlier hospital based services more thamptiee. However, public subsidy on outpatient car¢hat primary
health care level tends to be pro-poor in its tigtion. Similarly for public subsidy on immunizatis and antenatal
visitant primary care facilities. Despite thesequalities, the public health system plays an ingudrtole in providing
health care to the poor. For example, 61% of habpétions for those in the poorest income quintitzurred at
public hospitals compared to 31% for the richeshtije. Similarly, 73% of institutional deliverigser1000 births in

the poorest income quintile were at public fa@bktcompared to 36%for those in the richest quintile

There is utter neglect of rural areas in provisidmedical care services. The government convelyiémbk
up the responsibility of preventive health serviees left the curative care largely in the handshef private health
sector. It has been clearly shown time and agairvdnous studies the rural-urban disparities imierof health
infrastructure is very wide. Analysis of total gta#xpenditures on health reveals that between W080% of the
investment and expenditure reaches 30% of the ptipalin urban areas. For instance, in 1991 ohadpitals and
beds in the country only 32%, and 20% respectiwalye in the rural areas i.e., 20 beds perl,00,0pdlation in rural
areas as compared to 238 beds per 1,00,000 papulaturbane areas. The poor in the villages warenginferior
health services in the name of Primary Health CHigjonal Programs. For the rural population thisreery little
provision of state funded curative care thoughehsesvices are most demanded. Studies conducted| iy fact that

Primary Health Center's are grossly underutilizeidnprily because they have inadequate resourca#, (stedicine,
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equipment, transport) and because the entire fotthe health program is in completing family plamptargets. The
loss of faith in the public health sector has pded the private health sector, an opportunity tovéhand make its

presence felt as the sole provider of curative tatke rural areas.
The Private Health Sector in India

The private health sector in India is the most d@mt sector in terms of financing and utilizatidnhealth
services. There has been a tremendous amount wthgio physical size, investments, expenditures atilization.

The significance of the private health care seictdndia can be summarized as follows (Bhat, 1999):

e Total health expenditure in India is estimated ® dbout 6% of GDP, of which private health care

expenditure is 75% or 4.25% of GDP. About one-thifdthis expenditure is on secondary and tertiary

inpatient care, the rest meeting the creative naegemary level. Insurance coverage mechanisms ar
* Negligible and most of this expenditure is out-oft:ket.

* Private health care expenditure in India has grathe rate of 12.5% per annum since 1960-61. &cin €%

increase in per capita income, private health eapenditure has increased by 1.47%.

* About 57% of hospitals and 32% of hospital beds iar¢he private sector. The share of private sector

investment in total health infrastructure, e.g.fditads, investment in medical equipment and tecbapg| is

also quite significant.

e At present about 80% of 3, 90,000 qualified allbpadoctors registered with medical councils inigndre
working in the private sector. There are over &60,providers of other systems of medicine prawgidn

India and most of them are in private practice.

Utilization studies show that one-third of in-pati® and three-quarters of outpatients utilize pevaealth
care facilities. Health planners and policy makarsong others have failed to take a holistic assessof the private
health services in the country. There are very $twdies conducted on the role, functioning, size qmality. Data
presented by official agencies has been found tgiossly underestimated (Nandraj, 1994). Recerdietuon
utilization patterns of health care facilities icglie that the role of private health care has fagmt implications for
cost and quality of health care services. Therecases of superfluous and high costs for servieedared by private
physicians and hospitals, but there is no evidénaethese result in any greater use of publidifees. Significantly,
there has been little effort to draw up regulatorgchanisms to promote the development of the grilieglth care

sector in an appropriate direction, even when tieesidence of extravagance and abuse (Bhat, 1993)

Private health facilities tend to perform unnecesgavestigations, tests, consultations and suegeias well
as overcharge and over-prescribe. Due to the iattsurgeries are profitable, many are conductéidowt any regard
for the patients well being. A study revealed B&¥% of deliveries were by cesarean section. Mageifstantly 70%
of the hospitals where cesareans were routine prérately owned. Ultrasound investigations, amnidesis, epidural
anesthesia, etc. are also done unnecessarily maaaeitly in order to recover investment costs. fisieg costs of
health care are also due to the irrational andhicedtpractices resorted to by the private headttice. For specialized

treatment like hospitalization and investigatidias,each referral made, a part of the fee chargetd patient is given
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to the referring doctor. In Mumbai, the profit-ats as high as 30% to 40% of the fees chargeddidfrio94).

In many private hospitals, there is pressure ordtaors to ensure that the beds are occupiednanidaspital
equipment is fully utilized. Many hospitals fix tlagnount of ‘business’ a physician or surgeon masegate. Many of
the private hospitals refuse admission to patiantsss a certain deposit is paid before hand, déggs of the severity

of the patient’s health status. This is inspitéhef fact that the patient may be seriously ill oraacident victim.

In India the private health sector functions pr@adty unregulated and unaccountable to the peopleny
authority. There are no standards of medical praqirescribed for private hospitals in terms oflifjoation of staff
employed, equipment needed, administration, treattroffered. Only recently the private practitiongvere brought
under the preview of the Consumer Protection Agbobicy which was met with great resistance frora thedical

fraternity.

Except for the states of Delhi, Maharashtra anchKtaka there are no rules, laws, or regulationpfivate
hospitals functioning. The practitioners are suppot function broadly under various medical colsnset-up for
various systems by law. However, the functioningh&f medical councils in the country leaves muchealesired.
Majority of the people utilize the services of thevate health sector but have, little or no cointmo the quality or
pricing. The various studies conducted have redetilat households spend a substantial amount dthteae and
the poorer class spends more on health care instefntheir proportion to consumption expenditurel amcome.
Findings from various studies make it evident thaubstantial financial burden of the householabise for meeting

health care needs.

Compared to government expenditure on health thatp household expenditure is nearly 4 to 5 times
more. A substantial portion of their income and stanption expenditure is spent on health. This odytas not a
happy state of affairs, since such expenditure ealth care would mean cutting down on the houselfiobd
consumption. This gains significance when we reatizat nearly half of the country’s population doeg have
enough resources to meet their food requirementswarse still the capacity to earn if the patibappens to be the
sole earning member. Given this socio-economicasgdn in the country, the purchasing power becomesitical
factor, as we have seen above the accessibilithefpublic health service is poor especially imatuareas of the
country. The private health sector becomes unadfuedfor the vast majority of the poor. There is tlmpoverishment
of the lower class or middle class due to illnessctv could be of a chronic nature or that involvimgspitalization or
surgery. The high cost of healthcare makes the pmwe marginalized. There is a need to questiomtiminant role

of the private health sector and consequently, hidith care expenditure.
PATIENT SATISFACTION

Patients are people with defined medical conditisaeking treatment. Since the 1980s, interest én th
measurement of patients' satisfaction with theailthecare experiences has increased, following rtegbat high
patient satisfaction is associated with betterthealitcomes.“Patient satisfaction can be defined pglgment made

by a recipient of care as to whether their expemtatfor care have been met or not”. (Palmer e1@91).

The patient’s judgement or assessment is very @ugea very personal one. It is based on thegpdian of

care and is responsive to the patient’s personatisierather than to any universal code of standardss, the
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healthcare organization has to measure, analyzeegadt the degree to which they are meeting thiemaneeds.

Thus, studying patient satisfaction with medicalveees is very important. Patient satisfaction syrv
provides very important and useful important infatimn about the quality of health services, and thiormation is
valuable to health care providers in evaluatindthemnd medical care services. Then they can imgptheir services
according to patient’s needs and perceptions. Ra&ieformation about the feedback also contalres information
about the structure process and outcome of heaith (dlarquis, et al. 1983). Finally, patient saiision is related to
health and illness behavior. It is widely accepteat satisfied patients will adhere to the physidaecommendations

for treatment use their medications and keep fhaire appointments.

Duckkett (1983), had stressed the need for thead€teditation in hospital industry for improving fuality
of service and also profitability. The hospital slibrender the service on par with an internatiatahdard to survive

in the competitive industry. It is possible onlyevhthere is an establishment, of the JCI accréafitat

Donabedian (1988), had pointed out that since pigtiare often unable to accurately assess theitathn
quality of health care services, functional qualiggd become usually the primary determinant ofepédi quality

perceptions.

IrudayaRajan (1995), in his study, had pointedtbat utilization, as well as the development of phivate
sector, has become a vital factor in Kerala, esgfigan the 1980’s,the utilization of private insiiions by the poorer
sections of the population indicates the healthscmusness among Keralites and the poor performahgeblic
health care institutions.

Bolton and Drewy (1995), said that there is gramavidence to suggest that perceived quality issthgle
most important variable influencing customers’ eaperceptions. These value perceptions, in tufact€ustomers’

intentions to purchase products or services.

PrasantaMahapatra et al., (2007), in their pat@@mtentment survey, found out that the level ofiguat
satisfaction was about 65 percent. The main re&motheir displeasure was corruption in the primbealth centers,
which was rampant. Other significant areas of habgervices contributing to patient displeasureenack of basic

utilities like water, fans, lights, poor maintenaraf toilets, lack of cleanliness, and poor intespeal relationship.

Bart et al., (2014), had found grant-in-aid primbegalth centers to be relatively more efficienttlize public
primary health centers. In their study, the managemand administration of the primary health cemteze found to

have a significant impact on the performance obspital.

Noor Azlinna Azizan and Bahari Mohamed (2013) fazlsed on the effects of perceived service quality
patient satisfaction in a public hospital. They ltadcluded that the infrastructure and interactionstructs were not
considered very important in determining the pesgiservice quality from the patients’ perspectivEserefore,
hospital leaders should place more emphasis oe twsstructs.

Manimaran S. et al., (2014) had analyzed the ovemlice quality gap between patients’ expectation
perceptions and improvements will be required &rosall the following five dimensions

namely, Tangibility,Reliability,Responsiveness,Asswre, and Empathy.
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Mohsin Muhammad Butt, Ernest Cyril de Run (2010urfd that a moderate negative quality gap for dvera
Malaysian private healthcare service quality wakcated. He had also pointed out that a moderagative quality
gap on each service quality scale dimension hagtezkin the primary health centers. He had offeredhy to assess
private healthcare service quality. Secondly, he swzccessfully developed a scale that can be wsewésure health

care quality.

Parvez A. Mir (2015), had viewed that health caeetar is developing at a very fast pace. People are
becoming more and more health conscious and aramtding better quality health care measures. Initedspdustry,
if a patient is a raw material and the patients¢atition is the end product, the fierce competijtlead us to realize that
all primary health centres need to improve theivises quality. To develop and maintain the hospiteage, it was
suggested that the hospital organization shoulceldpvpatient-focused care for its long-term surlvigad it can
achieve only by focusing on continuous quality im@ment and coordination among the various depatsnia

delivering the value care to achieve the desirddoynes.

Karthikeyan and Thirunarayanasamy (2015), found thamoderate negative quality gap for overall
Malaysian private healthcare service quality wakciated. He had also pointed out that a moderagative quality
gap on each service quality scale dimension hadtexkiin the primary health centre shad stated piadient
satisfaction is becoming an increasingly importastie, in terms of both evolution and the shapih@ealthcare.
Patient satisfaction can help to educate medie#fl about their achievements as well as their failassisting them to
be more responsive to their patient’s needs. Thaling of the study was that the majority of resgents had felt that
more or less the behavior of all doctors is goolde httitude of nursing staff behavior was also goblte room
services were found satisfactory in selected pyniealth centres. They were of the opinion thaiepatsatisfaction
survey should be carried out routinely in all asp@d healthcare to improve the quality of servidasther, they were
of the view that providers of hospital facilitiecbosild take some measures to improve some weakes dikee an
expression of language and medical terms used b attitude and behaviour of nursing staff gmel quality of

food provided in rooms.

Patawayati et al., (2015), had concluded that ithst tvariables play an important role in improvioatient
loyalty, for it is the management of the public pitsl that needs to maintain and enhance trusutirdetter system
services. In addition, it was viewed that the cotnmant to variable roles to increase the loyaltyhef patients, the
management of the hospital needs to maintain ahdree this commitment into a relationship at ametiespecially
for patients in treatment. Finally, it was statbédttbeliefs affect patient loyalty. Commitment toproving patient

loyalty may increase the patient’s trust and committ.

Jeyalakshmi. A (2016), had surmised that the dgweént of health care facilities is influenced natyoby
the opening of primary health centers, but moréystheir administration and management. She hadtgabiout that
hospital management has become a place of desgptie tpatient. Hospital management is differeninfiodustrial
management because the hierarchical form of maragefollowed in industrial organization is not stite for

primary health centres.

CONCLUSIONS

This paper is expected to be beneficial to the gowent health policy makers and future researcblach
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who venture to do further research in this fielthisTreview may also prove useful to the acadenatefnity in the

medical and humanities universities besides beighly useful to the public who are the ultimate éfitiaries of

these facilities.
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