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Executive Summary

This survey was undeteken as a basdine for the Hospitd Improvement Initiative

(HII) in Sylhet division.

Objectives of the survey:

HIl, with a repeat survey later in the project.

1. To assess and compare the use and experience of, and
satisfaction with, services provided by the four district
hospitals and the medical college hospital in Sylhet division.
2. To offer insights into reasons for current community
usage patterns, and actionable areas for improvement, that
can be incorporated in the HIl planning and implementation.
3. To serve as a baseline for measuring the effects of the

M ethods

The aurvey coollected quantitetive and quditative
information aout the use, expeience and
perceptions of the four didrict hospitds and the
medicd college hospitd in Sylhet  divisons  from
households in  communities aound the hospitds,
from hospitdl outdoor patients, from hospita  indoor
paients and from community focus groups.
Information was dso collected from the hospitas
themsdves in a focused inditutiond review and in
interviews with adminigration.

Key Findings

Socio-economic status of the survey populations

The evidence base:

>

YV VVY

1149 households

- 312 OPD visits

- 142 IP visits

308 outdoor patients
309 indoor patients
5 hospital reviews
20 focus groups

- 10 female groups
- 10 male groups

» A fifth of the households had an average monthly income of 1000 Tk or less.

» About a third of outdoor and indoor petients interviewed came from households

with an average monthly income of 1000 Tk or less

Knowledge and use of hospital services

» Knowledge of the didrict hospitals was high in the households, except in the case

of Sylhet district hospitdl.

» Two thirds of housdholds chose private

medicd care for an ill family member in | Many households chose private

the last year; only a fifth chose a| Medical
government hedlth fecility. outdoor services.

care, especially

» Some 28% of households hed visted the didrict hospitd as an outdoor patient in

the ladt year; in the same period 71% had sought private outdoor patient care.
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» Some 12% of households hed an indoor petient spdl in the didrict hospitd in the
last year; just 2% hed private indoor petient care in the same period.

» Nealy dl the outdoor and indoor petients interviewed came from the same didrict
as the hospitd, except for the medicd college hospitd where about a third of the
indoor patients came from outsde the didirict.

Referral to hospital services

> More than 90% of outdoor | The great majority of indoor and outdoor
patients and three quarters of | patients attended hospital  without a
indoor paients went directly | referral.
to the hospitas without beng
referred from another facility or doctor.

» Even in the medicd college hospitd, 86% of outdoor patients and 73% of indoor
patients came there without any referrd.

» People go directly to digrict hospitas because they perceive they will get a better
service there, with more doctors and medicines available.

Experience of outdoor patient services

Codts

» Some patients report paying more than the officia regidtration fee.

» Vay few pdients reported meking unofficid payments to gaff, dthough focus
groups mentioned this as a problem.

» A quarter of patients had to borrow money to cover the cogts of the hospitd vigt.

Waiting and attendance by doctor or other health worker

» Only athird of patients were gble to St while wating; the Stuation was a bit better
in Hobiganj and Sylhet digtrict hospitds.

» The reported consultation time . .
with the doctor was one minute | Nearly a third of outdoor patients
or less for 29% of patients and reported they saw the doctor for one

more than five minutes for only minute or less.
10% of paients.

» Conaultation times were rather longer in the medica college hospitd: 21% of
patients saw the doctor for more than five minutes.

Privacy
> Nealy dl (92%) of outdoor patients were seen and examined with the door open
and most (74%) without any screen between them and other patients.

Prescription and receipt of medicines

> Only 16% of outdoor patients reported from households reported recaving dl
prescribed medicines from the hospitdl.

> But 64% of outdoor patients interviewed in the hospitd sad they received dl the
prescribed medicines.
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Followup to visits

» A third of outdoor pdients inteviewed in the hospitds were given follow-up
gopointments and 70% sad they would come back to the hospitd if ther
condition worsened.

> A third of outdoor paients reported from households visted another faclity
(usudly private) after the hospitd, for the same hedth problem.

Satisfaction with outdoor patient services

Less than hdf the outdoor patients (45%) were stisfied with the service overal.

Mogt outdoor patients (82%) were satisfied with deanliness of the fadilities.

Over hdf of outdoor patients (59%) were satisfied with privacy arrangements.

Most outdoor patients (89%) were satisfied with the behaviour of the regigraion
clerk.

Over hdf of outdoor pdtients
(58%) were sttisfied with the
behaviour of the doctor or
other hedlth worker.

Outdoor patient criticisms of the doctor's
behaviour include lack of explanation of
the  problem, failure to  prescribe
medicines and lack of attention.

YV VVVY

Experience of indoor patient services

Admission process

» Morethan haf the indoor patients (52%) were admitted as emergency cases.

» Some 65% of indoor patients in the medicd college hospitd were admitted
through the emergency room, but only 7% of those in Sylhet didtrict hospitd.

> Nealy a third of indoor patients (30%) pad an agent or used a source in the
hospitd to secure admisson.

» Haf (51%) of hospita stays reported by households lasted for five days of less.

Attendants

» Only a fifth of indoor petients reported having more than one atendant Saying
with them

> But nealy hdf the patients (48%) | Focus groups pointed out that
were noted to have two or more | attendants are necessary to help the
datendants  with  them  when | patients with basic needs while in
interviewed in the hospitd. hospital.

Bed availability
» At least a quarter of indoor patients did not get a bed on the day of admisson and
some had to wait severd days.

Codts

» Travd cods were higher for patients in the medicad college hospitd, with a third
paying more than 300 Tk for travel

» Mog patients paid an admission fee and 60% paid more than the officid fee.

»  Some 12% of patients on generd wards reported paying daily bed charges.

» Two thirds of patients had to buy medicines from outsde the hospitd.
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> Overdl, 63% of indoor pdients | Tyo thirds of patients had to borrow

:ﬁg?}g/edto cr;vq/eirngthe tgx borrog money to pay for their stay in hospital.

their hospital Say.

Hospital food

» Mog patients received food from the hospitd, but haf reported that the atendant
or someone e aeit.

» Hadf theindoor patients said they would be willing to pay for ketter hospital food.

Attendance by doctor (s)

» Mog patients (90%) were seen by a doctor on the day of admisson and most
(87%) reported seeing adoctor &t least once aday.

» Some 70% of paients reported being given an explandion of ther condition by
the doctor; we could not assess the adequacy of this explanation.

Privacy
» Doctors and nurses rardy (about 15%) used a screen when examining or bathing
patients and screens were not found on the wards by the viditing teams.

» Useof screenswas particularly low in Sunamganj and Maulavibazar hospitas.

Prescription and receipt of medicines
» Almog dl indoor petients (89%)were prescribed medicines, but nearly hdf (46%)
did not receive any of the prescribed medicines from the hospitd.

Referral to other facilities

» Household respondents reported that a third of indoor patients sought medicd care
elsawhere after discharge, usudly from private facilities.

» Only three indoor paients in digrict hospitds reported being refered to the
medicad college hospitd.

Satisfaction with indoor patient services

Less then hdf the indoor petients (45%) were sttisfied with the service overdl.

Half the indoor patients (51%) were satisfied with the cleanliness of the ward area
Lessthan haf the indoor patients (44%) were sdtisfied with privacy arangements.

Mog patients (60-80%) reported they were stisfied with the behaviour of doctors,
nurses and cdeaners during their

hospital dtay. The most common complaints about

> Nevetheless, pdients (especidly | staff behaviour from indoor patients

those reporting from households) | were lack of attenion and bad
had complaints &out  saff | attitude.

behaviour.

Y VVYVY
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Per ceived problems and suggestions about hospital services: views of service
Users

Main problems

» Household respondents, outdoor patients and indoor petients tended to identify the
samne problems with sarvices from the
hospitals. Focus groups suggested that

» Commorly cited problems indude: lack | hogspital staff treat rich patients
of medicines bed aftitude of s@f, | petterthan poor patients.
overcrowding and lack of beds.

Privacy

» Focus group discussons confirmed that  patients would like better  privacy
arrangements.

» Focus groups voiced paticular concerns about privecy of fande patients and
were unhappy about women being examined by mae doctors.

Complaining about services and staff

» Focus groups suggested reasons for  paients being unwilling to  complain,
induding not knowing where to complain, and fears that daff will behave worse
towards them if they complain.

Suggestions for improvement

» Suggedions for improvement mirrored perceved problems with the sarvice from
the hospitds.

» Common suggestions included: more medicines, more daff , better daff atitudes,
more seats (in OPD) and more beds, and cleaner fadilities

Unofficial payments and user fees

» All focus groups condemned bribes and unofficid payments but some thought
they wereinevitable in order to get asarvice.

» Focus groups were divided on the question of increased user fees about hdf
would support them but only if they are accompanied by a better qudity service.

Community involvement in hospital management

» Paticipants in dl the focus groups
were in favour  of Community between government and people
invalvement  in - district hOS]td Female fo?:us group, SunampganF;
menagement.

» Dedred involvement included:
giving advice and opinions patidpaing in  supervison and  incressing
accountability of aff.

» Focus groups fdt tha community involvement would lead to improved qudity of
sarvice from hospitals.

The proposal is good. 1t will form a bridge
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Per ceived problems and suggestions about hospital services. views of service
providers

» Managers in the medicd college hospitd, and Sylhet and Hobiganj didtrict
hospitlls congdered  ther  service ‘good, whereas in Sunamgan  and
Maulavibezar didrict hospitdls they conddered their sarvice ‘neither good nor
bed'.

» The man concerns of managers included: lack of daff, inadequate materids and
equipment, and inadeguete supplies of medicines

» Suggedions for improvement incduded: devolvement of budgetary control to
hospitals, increasing opportunities for revenue generation (such as user charges),
increasing the number of beds, and increasing Specidist fadilities

Conclusons and recommendations

» The survey has generated basdline data on a number of indicators againgt which to
evduate the effectiveness of the Hospitd Improvement Initigtive in the five
hospitals (see Table).

> A repeat survey at the end of the HIl is recommended, including repest messures
of these indicators (table), as a way of assessing the impact of the various aspects
of the initigive on the use of government hospitd fadilities by households and on
the experience and perceptions of outdoor and indoor patients.

» Clear problems are demondrated with the hospitd outdoor and indoor services,
meany of whic h could be tackled as part of the HIl programme.

» It is recommended that the HIl programme is considered in the light of this
evidence to ensure that planned activities will address the problem aress.  This
should hdp to emphasze a dient centred approach and accountability in the
programme.

» The process of the survey has st the stage for increasng community involvement
in the way the hospitds operate.

» Discussion of the findings of this baseline survey with hospital management and
community representatives is recommended as a concrete way to move forward
with involving communities in planning for improvement of the savice they
recaive from the hospitals.
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Main indicators from baseline survey that can be used to assess effects of HIl on experience
and perceptions of hospital patients.

Indicator Baseline value*

Household opinion and use of hospital services

% households with overall opinion of local hospital as good 21% District hospitals
28% Medical College Hospital

% households using government a nd private outdoor 28% government

patient facilities in the last year 71% private

% households using government and private indoor patient 12% government

facilities in the last year 2% private

Referral

%outdoor patients without referral 97% District hospitals
86% Medical College Hospital

% indoor patients without referral 75% District hospitals
63% Medical College Hospital

Costs

% who borrowed money for OP attendance 25%

% who borrowed money for IP admission 63%

% patients on general wards paying bed charges 12%

Outdoor patient experience

% able to sit down while waiting to be seen 35%

% doctor/health worker spent >5 minutes on consultation 10%

% doctor/health worker spent >1 minute with them 71%

% with screen used for consultation/examination 26%

% examined physically 27%

%received all prescribed medicines from hospital 16% from household reports
64% from OP interviews

% satisfied overall 45%

% satisfied with cleanliness 82%

% satisfied with privacy 59%

% satisfied with doctor or other health worker 58%

Indoor patient experience

% admitted as emergency 52%

% used agent/source in hospital to secure admission 30%

% with two or more attendants at time of interview 48%

% given bed on first day of admission 73%

% with screen always used by doctor when examining 15%

% received all prescribed medicines from hospital 7%

% who bought medicines from outside 60%

% satisfied overall 45%

% satisfied with cleanliness 51%

% satisfied with privacy 44%

% satisfied with doctors 65%

% satisfied with nurses 76%

* The values of the indicators vary between individual hospitals.
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Background

The Hospitd Improvement Initiative (HII), pat of the Hedth and Populaion Sector

Programme (HPSP), has stated gods to:

C improve the hedith of the poor, particularly women and children

C increase access to and use of cogt effective hedth services by the poor,
patic ularly women and children

The purposes of the HIl indude to improve the qudity of services ddivered; and to
ensure the delivery of the hospital dement of the ESP.

As pat of the HPSP, the HII intends to make hospitd services more client centred,
more respondve to needs (especidly of the poor, women and children) and more
accountable to the communities they serve. Thus, the use and experience of, and
saidaction with, hospitd sarvices by community members are important  parameters
in assessing siccess of the HIl.  The basdine survey described here will be one of the
benchmarks for measuring the effects of the HIl, with a planned repeat survey later in
the project. The survey will dso be complementary to the information collected
through the nationd annua CIET Service Ddivery Surveys.

The survey sarves other purposes beyond providing a basdine It offers indghts into
reasons for current community usage paiterns and has provided an opportunity to ask
community members (usars and current non-users) about the acceptability of aspects
of the HIl (such as user chages). In the soirit of promoting the meaningful
paticipation of communities in the planning of sarvices the survey has provided a
chance to hear ther perspective about service priorities, both in individud interviews
and in focus group discussons  The basdine survey provides information to be fed
into the process of the HIl, dlowing for fine tuning and increesng the chances of
SuCCess.

The objectives of the survey are asfollows:
To asess and compare the use and experience of, and sdtisfaction with,
savices provided by the four digrict hospitds and the medicd college
hospital in Sylhet divison

* To offer ingghts into reasons for current community usage paiterns, and
actionable areas for improvement, that can be incorporated in the HIl planning
and implementation.

* To save as a basdine for measuring the effects of the HII, with a repeat
survey later in the project.
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M ethods

The methodologica gpproach follows that used in the CIET basdine Sevice Ddivery
Survey for the HPSP. Annex 1 gives an outline of the methodologica approach.

The survey sample

Community sample

The four didrict hogpitds and one medicd college hospitd in Sylhet divison ae
induded in the pilot HIl. For each of these hospitds a community sample was
desgned to indude communities dose enough to the hospitd to meke access to the
hospitd for primary as wel as secondary care feasble and to incdude both urban and
peri-urban communities.  Communities within the agreed access area were dratified
into urban and peri-urban/rurd types. Within each group of communities a sample
wad or village wes sdected, based on locd knowledge giving two sample
communities (dtes) per hospitd.  Each sample dte will condgs of an enumeration
unit of around 100-150 households, and dl householdsiin the Ste were surveyed.

Hospital outdoor patients

For each hospitd, consecutive petients from morning and afternoon  dinics were
interviewed as they left the hospitd. In the Medicd College Hospitd, the sample
included patients who had attended different specidty dinics.

Hospital indoor patients

For each hospitd, a randomly sdected group of indoor patients was interviewed. If a
patiient was unable to respond to the interview, his or her atendant redive was
gpproached for the interview.

The survey ingruments

Survey indruments were devdoped in conaultation with the HII  programme
managers, the DPM in the Directorate of Hospitds and Clinics and other relevant
individuds and agreed with the Director of Hospitds and Clinics.  These indruments
drew on experience of Smilar surveys dsewhere and used standard questions where
possble to dlow rdevant compaisons. The indruments were piloted before
findisation, with minor changes as a result. The survey indruments are reproduced in
Annex 2.

Training and fiddwork

Two fidd teams were recruited from among universty students and graduates in
Sylhet. Each fidd team comprised dx femde inteviewers and two supervisors one
mde and one femde A four day traning course, covering the survey process and
indruments and incdluding both dassoom and fidd training, wes hdd in Sylhet. This
included a precticd test and only those who were siccessful in the test were included
in the find fiddwork teams. The femde supervisors had previoudy teken pat in the
1999 CIET ndiond basdine Savice Ddivery Survey 0 had expeience of the
ClETeurope April 2000 2



methodology. The traning was underteken by a CIET researcher and by the
Bangladeshi fidld coordinators of the survey, who had previous experience with fidd
supervison in the basdine SDS survey. The supervisors of the fidd teams received
additiond training, both dassoom and in the fidd, in the conduct of focus group
discussons.

Daa collection took place over aout two weeks in November 1999, induding the
housshold survey and the interviews with hospitd peients and the hospitd
Indtitutional Reviews. Each team covered the households in the sample communities
and the didrict hospitd in two digtricts and the two teams together covered the Sylhet
medical college hospital outdoor patient and indoor petient interviews.

After prediminay andydss of the findings from the household and patient interviews,
focus group discussons were hed in February 2000 in the same communities where
the household survey was conducted. The focus groups were homogeneous with
respect to factors such as socio-economic gatus and age (es wel as being single-sex)
with 8-10 participantsin each group.

Data management and analysis

Data entry took place in Dheka and was programnmed usng the Epi Info software
packege. All data were entered twice and verified. After deaning, preiminary
andyss invedigaed frequencies and mgor reationships in the data The results of
the preiminary andysis were discussad in community focus groups.

More definitive andyds explored contrasts in the data and incorporaed the
quditative data from the focus groups and data from the inditutiond reviews and
interviews with hospitd adminigrators. Andyss made use of the Epi Info software

package.

Quiality control in data collection, data management and analysis

The training emphasized the importance of care and attention to detal in interviewing
and recording responses. Only interviewers reaching a good sandard in the training
were sdected.  During fiddwork, the team supervisors checked the work of the
interviewers, checking with some of the vigted households and checking the qudlity
of the data recorded. Any problems were thus rectified. The fidd coordinators and
the CIET researcher dso vidted the fidd gdtes to check on the progress of the fied
teams in the different digtricts.

Data entry operatives were trained and supervised. A data entry programme crested
in Epi Info reduced logicd erors during initid data entry and double data entry with
vaidetion helped to identify and correct keysroke errors.  Further deaning with
logica checkswas carried out on the completed data set prior to anayss.
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Findings

Note that detalled tabulaions of the findings ae given in Annex 3. This section of
the report describes the findings and shows them graphicaly.

1. The survey populations

Household respondents

Information was collected from 1149 households Some 50% (578) were in urban
gtes and 50% (571) in peri-urban dtes. The respondents in most of the households
were femde (79%; 905/1148), the proportion being dightly higher in the peri-urban
gtes (82%,; 467/571) as compared with the urban stes (76%; 438/577). In 71%
(817/1149) of the households the respondents were either heeds of the household or
their spouses.

Mog of the household heads were reported to be mde (81%; 925/1148). This
proportion was higher in urban areas (84%; 483/577) than in peri-urban areas (77%;
442/571). Just over hdf of the household heads (57%; 655/1147) were reported to be
literate. The literacy rate of the household head was higher in urban (77%; 442/577)
than in peri-urben (37%; 213/570) <Htings. The average household size was Sx
people (with no sgnificant difference between urban and peri-urban arees).

In mde-headed households, the main occupation of the head was reported to be
sdeshusness (34%) followed by public sarvice (16%) and labourer either skilled
(11%) or un-skilled (10%). Only 9% of the mde head of the households were
reported as unemployed. Mot of the femde heads on the other hand, were
housawives or unemployed (62%), 12% reported sdesbusness as ther man
occupation and 8% reported working as unskilled labourers (see Table 2, Annex 3).

Figue 1 shows the average monthly
<1001 it 27 income in  uban and  peri-urben

. 146 households. Ovedl, some 21%
100145000 154 (235/1145) houssholds  reported  an
5001-15000 1 income bdow 1001 Tk per month.

] 16 ClUrban Urban households tended to report

>15000 g 9 APeri®an ] higher incomes
0 20 40 60 Nealy a fifth (20%; 229/1148) of the
% of households households were living in the poorest

_ _ housng conditions (Kacha-2), the
Figure 1. Average monthly income (Tk) proportion being higher in peri-urban
among houssholds stings (320 180/571) than in urban
aess (X, 49/578). One third of the households (34%; 389/1149) interviewed

reported living in a rented house. As expected, there are more rented houses in urban
aress (49%; 286/578) than in peri-urban areas (18%; 103/571). (Table 1, Annex 3)
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Hospital outdoor patients

Some 308 outdoor patients were interviewed in the five hospitds as they left the
hospital.

Virtudly dl the outpaients interviewed were from the same didrict as the hospitd
wes dtuated except for the Medicd College Hospitd and Sylhet didrict hospitd
where about 5% of the patients interviewed were from outsde Sylhet didrict. In the
cae of the didrict hospitds nine out of ten paients were from the didrict
headquarter town or the urban area in the immediae vicinity of the hospita. Even for
for the medicd college hospitd eght out of ten patients were from Sylhet town.
Although Didrict hospitals are meant to be secondary or tetiary referrd centres, it
seems tha use of didrict hospitd outdoor services is manly by paients who live
nearby.

Almost all the hospital outdoor patients
lived very close to the hospital.

Sightly more than hdf the outdoor patients interviewed were women. The mgority
(74%; 227/308) were over 14 years of age. Less than hdf of the outdoor patients
interviewed were literate (39%; 120/308).

T | a5 Figure 2 shows the average household

<1001 | 44 monthly ~ income reported by  the

| outdoor patients  interviewed. A

1001-15000 | r50°°  (gativdy high proporion come from
5001-15000 EJS? OMedical College households with a monthly Im less
i than 1001 Tk , compared with the

>15000 i—'f M@ District hospitals generd household urvey (%3 Flgure

. . D). Among the outdoor patients

0 20 40 6o interviewed in the medicd college

% of outdoor natients there are less with a monthly income

Figure 2. Average household monthly income less than 1001 Tk and less living in
(Tk) among outdoor patients Katcha-2 houses (11% vs 23%) then

among the patents visting the other
digrict hospitas. (Table 4, Annex 3).

Hospital indoor patients

Some 309 indoor paients were inteviewed in the five hospitds. Mogt (84%;
258/304) were from the same didrict where the hospitd was Stuated. However,
Sylhet Medicd College Hospitd received more petients (33%; 34/104) from other
digricts compared with the didrict hospitds (8%; 17/205). An indoor patient in a
digrict hospitd is five times more likdy to be from the same didrict where the
hogpitd is Stuated, compared with a patient in Sylhet Medica College Hospitd (OR;
537, %% ClI: 268-1084). Among the four didrict hospitds, Sylhet digrict Hospita
hed the highest proportion (23%; 11/48) of inpatients from didricts other than Sylhet.
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More than hdf the indoor patients (56%; 170/306) were from the didrict headquarter
town or urban aea in the immediae vicinity of the hospitd. The proportion was
higher for Sunamganj didrict hospitd where 81% (43/53) of the indoor patients were
from the didtrict head quarter town, followed by Maulavi Bazar (64%; 33/52).

The intention was to include a spread of age and sex among the indoor patients
interviewed. In the didrict hospitds just over hdf (57%) the indoor patients
intervieved were mde, but a higher proportion (71%) were mde in the medicd
colege  Some 28% of those interviewed (directly or by proxy) in the digtrict
hospitds were under 15 years old, while only 11% were in this age group in the
medicd college. The more complex didribution of peients in different specidized
wards a the medica college hospitd made it difficult to get a bdanced age and sex
digribution among the patients interviewed.

<1001 28 45 Fgure 3 <hows dthe_ digribution of
. average  househol income  among
1001-15000 75 157 indoor pdients. This is amilar to that

- among outdoor paients (Figure 2) and
5001-15000 [rs? 11 | DMedical College agan raher  higher than in the
T household survey (Fgure 1).  Indoor

>15000 frb* EDistricthospitals | ey in the medicd college ae
' " goparently better off. Compared with

0 20 40 60  an indoor patient in the medicd college

% of indoor patients hospitai, a patient intervieved in a

Figure 3. Average household monthly income ditrict hoqjtd was twice as Iikely to

(Tk) among indoor patients belong to a hold with an average

monthly income less than 1000 Taka

(OR 209; 95% CI 1.21-362); and two and a hdf times more likdy to be living in a
Katcha (katchal or katcha?) house (OR 2.56; 95% Cl 1.50 — 4.37).(Table 6, Annex 3)

2. Household knowledge and opinions about the hospitals

Virtudly dl the households have heard
of ther locd didrict hospitd except
for Sylhet Didrict Hospitd where only
80% (195/243) of peri-urban
households have heard of it. Overdl,
nearly hdf (45%) of the households
hed a bad opinion about ther didrict
hogpitd (Figure 4).

Figure 4. Houschold opinions of their district
hospital.

The dtuation was agpparently worse
for Sylhet Medicd college hospitd (this question was only asked in communities in
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Sylhet didrict) for which 60% (296/496) of the households expressed a bad opinion.
(Figure 5). However, the proportion of households having a good opinion of the
medicd college hospitd was higher than for the didrict hospitds (compare Fgure 4
and Fgure 5); the man difference is that less people have ‘no opinion’ about the
medicd college

Not \ The proportion of households having a
used Good bad opinion of the medicd college
1% 28% hospitd  was higher in peri-urban aress
\ than in urban aress. (Table 7, Annex 3)
Bad Good
60% /bad
14%

Figure 5. Household opinions of Sylhet Medical
College Hogpital.

Fgure 6 shows the proportion of householders who raied services from individud
hospitals as good. Of the four digrict hospitals, those in Sunamganj and Maulavibazar
digricts fared worg in terms of people€'s opinion with only 9% and 13% rating ther
sarvices as good. The gtuation superficidly looks better for Sylhet didrict hospita
where 26% of the households rated the services as good. However, for Sylhet didtrict
hospitdl a good proportion of people (47%; 230/494) did not express any opinion:

they ether did not know about the

307 28 2 2 hospitd or did not use its savices
25 | — o (see Table 8, Annex 3). These
2 50 figures suggest that the presence of
2207 Sjhet Medicd Colege Hospitd
315 1 13 nearby has reslted in under-use of
2104 ° Slhe  Disric  Hospitd.  The
S proportion  who reported not  using
o | | | | | the savices of Sylhet Didrict

Hospitdl was higher for peri-urban
SMCH SyDH SuDH MDH HDH aess (530/0’ 127/241) thm fOI'

Figure 6. Proportion of houssholds who rated  Uban areas (41%; 103/253).
hospital servicesasgood
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3. lliness and use of health facilitiesreported by households

Reported illnessin households

Over hdf (54%; 624/1149) of the households reported a leest one member ill in the
last month. Of those reported ill over hdf (55%; 592/1083) were femde. One fifth
(229%; 230/1083) of the reported ill members were less than five year of age, while
over haf (53%; 580) were aged 15 years or more.

Choice of health facility for illness

Information was collected from households about their use of different types of hedth
fadliies. Two different s of informaion were obtaned. HFrs, household
respondents were asked about which hedth care fadility they vigted firg for ill family
members in the la month, in an open question. Second, they were asked direct
guestions aout ther use in the last twelve months of the Didrict Hospitd, Sylhet
Medica College Hospitd, private medicd care, and traditiona and religious methods.

Figure 7 shows the firg choice of

oo X hedth facilities reported by
Tradit'l | 15% Govt houssholds. Almost two thirds of il
2% 20% family members were fird teken to a

private hedth facility. For only a fifth a
government  hedth fadlity (UHFWC,
THC or hospitd) was prefared. Very

Private few il members reported vidting

63% traditiond or religious hedes as ther

firg choice Some 15% of ill family

members were not taken anywhere

Figure 7. Household choice of health care for il and were either sdf trested or
family members received no treatment at dl.

80 - - Responses to direct questions about use

70 A EOutdoor of fadlies as outdoor and indoor

g 60 - Qindoor patients in the last year reveded that

5 50 1 houssholds seem to choose privae

2401 g medicd care for outdoor patient

T 30 A sarvices and government facilities for

2 20 1 12 indoor paient savices (Figure 8).

8 10 1 _| 2 More than a quarter of the houscholds

0 . — had a lees one member who had

Govt hosp Private visted the medicd college or a didrict

hogpitd  for outdoor patient services.
On the othe hand, nearly three
quaters of the households reported
usng outpdient private medicad cae during the same period. One out of ten
households reported a vigt to the didricc or medica college hospitd for indoor
patient services whereas for only 2% households reported usng private medicd care
for indoor patient services.
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A quater (24%; 278/1143) of the households hed a lesst one member who visted a
traditiond or reigious healer for hedth reasons in the last year. Households in peri-
urban areas were three times more likedly to report a member vigting a traditiond or
religious heder in the last year, compared with households in urban arees’. Among
the totd of 532 people who vidted a traditiond or rdigious heder, less than a third
(28%; 151/532) a0 atended for conventiona medica care.

Household use of hospital services
Further information was collected on the totd reported 312 outdoor patient vigts in
the last three months and the 142 indoor patient stays in the last twelve months.

The proportion of femde outdoor paients was dightly higher then mdes. The
mgority of the paients in both the groups were 15 years of age or older (Table 11,
Annex 3). The socio-economic datus indicators for patients using hospitd services
ae dgmila to those in the overdl household sample (see Annex 3), suggesting that
thereis not differentid use of didrict hospitd fadilities by socio-economic status.

Households were asked about ther use (as outdoor or indoor patients) of the didrict
hospitd in their own didrict. In Sylhet, they were asked about ther use of both the
digrict hospitd and the medicd college hospitd.  Almogt dl the hospitd contacts
reported fran Sylhet houscholds were with the medicd college hospitd (96% of the
190 outdoor petient vidts and 90% of the indoor petient Says). The presence of the
medical college hogpitd in Sylhet didrict is goparently undermining the use of the
digrict hospitd by the locd communities. The medicd college hospitd seems to be
functioning as adigtrict hospitd rether than as areferra centre.

! 193/567 (34%) vs 85/576 (15%); Odds Ratio 2.98 (95% Cl 2.21-4.03)
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4. Referral to hospital services

Household reports

One reason for the apparent under-use of the Sylhet didrict hospitd could be the lack
of an effective referrd system from the didrict hospitd to the medical college hospital
and falure to share the client burden gppropriately between these hospitds. There is
dealy not a wdl-functioning referrd system.  Almogt dl (97%; 302/312) of the
outdoor patients  reported  from
households and 87% (123/142) of the

707 66
o | Bless cost indoor pdients visted the hospitds
O More facilities dlrectly without gomg to any other
i O Nearb

20 Nearby pimary or secondary levd  fadlity.
2407 30 The medicd college hospitd was no
,230 T 19 exception: 98% (178/182) of the
< 20 - 10 g outdoor and 84% (65/77) of the indoor
10 - —| — petients came directly. Fgure 9 shows

0 - . » the man reasons  reported by

Outdaar Indoor household petients for choosng to vist
Figure 9. Main reasons reported from  the hospitd directly ingead of going to
householdsfor visiting hospitals directly any other hedth facility first.

Focus groups in the same | I went to the gynae department with my wife but
communities as the household | there was no lady doctor. Then a male doctor
survey confirmed tha people | wanted to examine and treat my wife, to which |
prefer to go directly to the | did not agree. 1 was therefore compelled to take
medicd college or didrict | my wife to Sylhet Medical College hospital from a
hospitl  because they congder | long distance.

there ae more and better | Male Focus group, Maulavibazar

svices and facilities there
(see Anmnex 4). Made groups in particular mentioned thet doctors and medicines are
not avalable a the UHFWC or the THC, or thet the THC is often dosed. The focus
groups, unlike individud household respondents did not mention cost & a mgor
reason for going directly to the medical college or didrict hospitdl.

70 A 66
60 -
950 1

A Less cost
O More facilities
O Nearby

Outdoor patient reports

Nealy dl (94%; 288/308) of the £
outdoor patients interviewed as they 40 ]
left the hospitds hed visted both 5307
digricc and medicd college hospitds 20 1
directly, bypassing other  hedth 10 1
fadlites or providers The proportion 0 - . |

who vidted directly was somewha  Figure 10. Main reasons of outdoor patients

lower for the medicd college hospitd  for visiting hospitals directly

(86%; 88/102) than for the didrict

hospitals (97%; 200/206). Figure 10 shows the main reasons reported by the outdoor
ClETeurope April 2000 10




paients for choosng to vist the hospital directly ingead of going to any other hedth
fadlity fird. A quater of the patients mentioned good qudity of services or better

fedlities as the reason for visting the hospitd directly.

Beng neatby was an

important factor for the district hospitals but not for the medicd college hospitd.

Indoor patient reports

Only three out of ten (29%; 89/308) indoor patients interviewed reported being

O Less cost
O More facilities
O Nearby

Med Coll

Figure 11. Reasons of indoor patients for going

directly to the hospital
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referred to the didrict or medica
college hospitd. The proportion was
somewha higher in the medicd
college hospitd  (37%; 38/104) than
in the digricc hospitds (25%;
51/204). More than hdf of the
paients who were in the hospita
without referrd reported going there
directly because of low cogt and a
third mentioned good savice or
more fadlittes as the man reason.
(Figure 11).



5. Experience of hospital servicesfor outdoor patients

Nearly dl (95%; 298/312) the outdoor patients reported from households visted the
hospital to seek trestment for illness Only 5% reported vidting for sarvices such as
vaccination, antenad care or family planning. This may be agppropriate since the
purpose of these hospitasis to provide tertiary care.

The data from the outdoor patients interviewed as they left the hospitds confirmed the
housshold datac only one patient in the medicd college hospitd and 8 in the didrict
hospitdls reported being there for services such as vaccination, antenatd care or
family planning.

Four out of ten outdoor patients (40%; 40/101) had two or more rddives
accompanying them. In the didrict hospitds this proportion was lower, and only 18%

of the patients had two or more attendants with them.
Costsand payments

Cost of travel

The ovedl average cost of trave for outdoor patients interviewed was 34 Taka
(range 2-300 Taka). The traveling cost was higher for the medicd college hospitd
(51 Teka range 2-300) than for didrict hospitds (25 Taka range 2-200), probably
reflecting the wider catchment areafor the medicd college hospitd.

Indirect costs due to loss of earnings

Ovedl 23% (50/220) of the patients reported that they or their companions took time
awvay from money eaning activities to vist the hospitd. The proportion was dightly
higher for the medicd college hospitd (27%; 23/86) then for digtrict hospitals (20%;
27/134) but this difference could have occurred by chance. In both the setings the
average loss of incomewas 71 Taka

Cost of services

Outdoor patients were asked how much they pad for the regidration fee, medicines,
and laboratory  invedtigations
and x-—ays (where applicable).
The officd regidraion fee
for the hospitds ranged from
22 Tk a Maudavibazar hospitd to 5 Tk in the medicd college hospitd. Only two
patients a the medicd college hospita reported a payment that was more than the
officid regidration fee. However, the gdtuation is different in digrict hospitas. Thus
a Sunamganj and Hobiganj 6% of the patients paid more then the officid regidration
fee. At Sylhet didrict hospitd 23% of the paients pad one Tda more than the
payable amount. In Maulavibazar hospitd, 87% of the paients pad more than the
officid fee. What gpparently happens in Maulavibezar hospitd is that the officid fee
is 220 Tk, but the regidration clerk does not give change when the @tient gives them
3 Tk, and hence they receive 0.80 Tk per patient more than the officid fee.

Outdoor patients frequently pay more than
the official registration fee.
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There were not enough data to comment upon the charges for x-rays and laboratory
savices, as of dl the paients only eght (five from the medicd college hogpitd)
reported requiring an x-ray while only 11 (eight from the medicd college hospitd)
required laboratory investigations.

Officidly no separate charge is made for medicines in government hospitds they are
digributed free to the patients on officid prescription. Of 255 patients who received at
leest some medicines from the hospitad only three (two from the medica college and
one from Sunamganj didrict hospitd) reported having to pay for the medicines they
received. One a Sunamgan] paid 20 Taka wheress two a the medica college paid 60
and 100 Taka respectively.

Un-official and extra payments

None of the outdoor pdients interviewed in the medicd college hospitd reported
meking an unofficid or extra payment. However, five pdients in Sunamgan hospitd
and four in Maulavibazar hospitd reported meking un-officiad or extra payments
When asked to whom they pad extra, eight of them reported that they had pad the
regidration clerk.

Some 5% (17/312) of the outdoor petients reported in the household interviews sad
they made unofficid or extra payments Sx pad extra to the regidration derk, four to
the doctor, three to the ward-boy and two to the pharmacis.

There may be under-reporting of _ : _
extra or unofficid payments made | Few of the outdoor patients interviewed
by outdoor patients and patients | reported making an unofficial payment.

may not undedand  which

payments are officid and which are unofficid. Focus groups expressed concern about
having to make unofficid payments to hedth workers and agents (see section 7
below), so they may be more common than is gparent from the reports of the outdoor
patients interviewed.

Source of funds to cover costs of outdoor patient visits

Ovedl three quarters (74%; 218/308) of the patients reported using ther own money
to make the necessary payments. A quarter (25%; 74/308) reported that they had to
borrow money to pay the codts. A few patients aso reported having to sdll assets (3%)
or take help or donations (6%) from others to cover their expenses. The high reported
need to borrow money to megt costs may seem surprising.  However, many of the
patients ae very poor and the

visit requires not only direct | A quarter of outdoor patients had to borrow

codts but aso indirect costs @ | money to cover the costs of the visit.
wdl as unofficd or extra

payments which some of the patients have to bear. This need to borrow money to
cover costs suggests patients have difficulty coping with the present costs of outdoor
patient hospita vists and would have even more difficulty if fees were increased.
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Waiting time

Among the outdoor patients interviewed as they left the hospitd, the average waiting
time for regigraion was 18 minutes with dmost 70% of the paients reporting thet
they did not have to wat for more than 15 minutes for regidratiion. There was no
mgor vaiaion between hospitds except for Hobigan) didrict hospitd where the
average waiting time for regigration was 12 minutes with 82% reporting thet they got
registered within 15 minutes

The average wating time to be dtended by a doctor or hedth worker following
regidration was 32 minutes with 74% of the patients reporting that they were seen by
a doctor within 30 minutes of regidration. The waiting was lowest for Hobiganj (9
minutes) and highest for Sunamganj (58 minutes).

Only 35% (104/308) of the outdoor
patients reported that they were
ale to gt down while waiting to
be seen by the doctor or other hedth worker. The Stuation was wors a Sunamgan
hospitd where only two patients reported they were able to St while waiting.
Hobiganj hospitd had the best arangements so tha 84% (43/51) were dble to st
down while waiting, folowed by Sylhet hospitd (35%). The data agree with the
findings from the inditutiona review where sedting arangements were noted to be
adequate only in Hobiganj and Sylhet district hospitals (see Annex 5).

Only a third of outdoor patients were
able to sit while waiting to see the doctor.

Attendance by doctor or other health worker

Among the household reports of outdoor patient vidts al but five of the 312 reported
patients were atended by a doctor or hedth worker. The mgority (70%; 216/307)
were seen by a mde doctor or hedth worker; femde patients were somewhat more
likely to be seen by afemale doctor or health worker compared with male patients’.

Smilaly, dl but 13 (4%) of the 308 outdoor patients interviewed reporting being
atended by a doctor or other hedth worker. Overdl, 71% (208/293) were seen by a
mde doctor or hedth worker. In Sunamganj and Hobiganj didrict hospitds, dl the
patients were attended by a mae doctor or hedth worker. The Stuaion in Sunamgan;
was not surprisng, since it was reported during the inditutiond review thet they do
not have any femae medicd officers However, it was surprisng for Hobiganj as they
reported having three femae medicd officers induding a gyneecologis on the daff.
The proportion seen by a femde doctor or hedth worker was highest (68%; 32/48) for
Sylhet digtrict hospitd.

Nearly three out of ten (29%; 85/290) of the patients reported that the hedth worker
or doctor spent one minute or less with them and only 10% (28/290) reported thet the
doctor or hedth worker spent more than five minutes in the corsultation. The

Z 62/180 (34%) Vs 29/126 (23%). Odds Ratio 1.76 (95% Cl 1.01-3.06)
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reported time spent with doctor or hedth worker was longer in the medica college
hospitd  than in the didrict hospitds (Figure 12). Some 21% of outdoor peients in
the medicad college hospitd had a consultation laging more then five minutes

compared with only 45% of those in

70 - @1 or less 62 the didrict hospitds Conaultation
S N I P P S times were somewha longer in
o - D11 plus Hobiganj hospitdl, with 8% (4/51)
£ longer then five minutes, compared
2407 34 with the other district hospitds  In
201 Sylhet digtrict hospitd, al
R 20 A ’— 10 11 conaultations were five minutes or less

10 ~ 4 see Table 18, Annex 3).

° ] | oS ( )
Med Coll Dist Hosp Daa collected in the inditutiond

reviews on the number of outdoor
patients on the day of the survey,
number of doctors atending the dinics
and the duraiion of the dinics dlowed a cdculaion of the maximum average time per
paient conaultation, assuming dl doctors worked the full hours of the sesson and
there were no non-consultetion activities (see Annex 5).  Actud conaultation times
will dearly be shorter than these potentid maximum times. Nevertheess, the longest
potentiad consultation times were in the medicd college hospitd and the shortest in
Sylhet didrict hospitd, tending to vdidate the outdoor patient reports of ther
consultation times.

Figure 12. Consultation times (mins) in
medical college and district hospitals

Privacy during consultation and examination

Nine out of ten (92%; 269/295) outdoor patients interviewed reported that they
conaulted the doctor or hedth worker in a room with the door open. Nearly haf (46%;
133/295) reported that there were other patients in the same room a the time of
consultation, while three quarters (74%; 216/295) reported thet there was no screen
between them and any other petients in the room. The gStuation for privacy was
reported as more or less the same for the medicd college and digtrict hospitas.

Only a quater of the outdoor patients (27%; 79/308) reported being physcdly
examined by the hedth worker. The proportion reporting a physcd examingion wes
higher for the medicd college hospitd (35%) than for didrict hospitds (23%;
47/206). Since the conaultation and examindion were done in the same place, the
privacy during examingtion was no better than thet for consultation.
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Prescription and receipt of medicines

From the houshold reports, According to household reports, only 16%

among i of outdoor patients received all the
seen b;[,he a30r716alt01rjltdo\(l)vrorkp:|en§ prescribed medicines from the hospital.
doctor, 95% (291) were
prescribed medicines. However, only 16% (48/291) reported that they received dl the
prescribed medicines from the hospitd and 41% (120/292) did not receive any of the
prescribed medicines from the hospitd. Mogst of them (78%; 93/119) reported they
had to buy the unavalable medicines from an outsde drug shop. There were five
patients who reported that they could not get the prescribed medicines a dl as they
were not able to buy them from outside.

All but five of the outdoor patients interviewed in the hospitds and seen by a doctor
or other hedth worker were prescribed medicines, nearly dways (98%; 278/284)
usng an offida prescription. Of those prescribed medicines, dmogt two thirds (64%;
181/283)  reported tha  they
received dl  the  prescribed | Among outdoor patients interviewed in
medicines from the hospitd. One | the hospitals, two thirds (64%) reported
out of ten paients (10%; 28/283) | they received all the  prescribed
reported that they did not receive | Medicines.

ay of the prescribed medicines

from the hospitd.
Thee was some vaidion in the
90 - 77 80 proportion of outdoor patients getting
80 - — U 68 dl the prescribed medicines between
270 1 — 3 hospitds (Figure 13). Outdoor patients
g0 % > were less likdy to get dl the prescribed
< 20 medicines from the hospitd in the
S04 medicd college hospitd (5296) and in
3 20 1 Hobiganj hospitd (53%) (See Table
= 10 A 19, Annex 3). The highest proportion
0 ' ' ' ' ' of patients receving dl prescribed

SMCH SyDH SuDH MDH HDH mlc‘n& was in S.Jﬂamgal’f td
Figure 13. Proportion of outdoor patients in (78%). It could be that Jtharr?]afe
hospitals getting all prescribed medicines prescribing  differences  between  the
hospitas. The hospitds with the
longest conaultation times (the medicd college hospitd and Hobiganj hospitd) have
the leest avalability of prescribed medicines while Sunamganj has the shortest
conaultation times and the highest availability of prescribed medicines.  Perhaps fewer
medicines are prexcribed in Sunamganj, or only very basc medicines while perhgps
more, and more specidised, medicines may be prescribed from the medicd college
hospital and Hobigan] hospitd.
The reeson for the big discrepancy in reported avalability of prescribed medicines

between household reports of outdoor petient vidts and interviews with outdoor
paients in the hospitals is not clear. There may have been bias in the recdl of the
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events by household respondents, dthough it is uncdlear why their recdl should be
biased towards not having medicines avalable. The hospitds were aware of the days
when pdtient interviews were taking place, so they may have tried harder to ensure
medicines were available on those days.

Table 20 in Annex 3 gives the lig of medicines reported by outdoor patients as not
bang avalable from the hogpitd pharmecy. These medicines were noted down from
the prescription provided to the patient. This list is incomplete; there were other
prescriptions which interviewers could not read due to poor hand writing.

Outdoor patients who did not receive dl the prescribed medicines from the hospitd
were asked whether they would buy the medicine from outsde. Mogt of these patients
(81%; 83/101) sad they intended to buy the medicines from outsde. Seven out of ten
such patients showed a drong willingness to do 0 by saying that they would
somehow buy them even if they could not afford them.

Follow up to the outdoor hospital visit

Three out of ten (31%; 89/289) of the outdoor peatients interviewed as they left the
hospitd said they were advised to come back to the hospita for follow-up. From dl
five hospitds only 11 patients reported thet they were referred to some other hedth
fadility. Asked what they would do if ther condition got worse most (70%, 198/284)
patients sad they would come back to the same hospitd. A quarter (25%; 70/284)
sad they would go to ancther ] ]
(usually private) doctor or fadility Most (70%) outdoor patients said _they
and 5% (16/284) sdd they would would come back to the same hospital if
‘do nothing or ‘not come back | their condition got worse.

here'.

Household respondents were asked about hospitd visits after the event and so could
report on where they went subsequently (if anywhere), with the same hedth problem.
Almogt a third (32%; 100/312) of the patients reported vigting another hedth facility
ater vigting the hospitd, for the same hedth problem. In nine out of ten cases (92%;
88/96), the second vidt was to a private hedth facility. Vigting another hedth facility
dter vigting the hospitd, for
the same hedth problem, can | A third of outdoor patients reported from
be sem as an indirect | households visited another health facility after
indicator  of  disstisfaction | the hospital, for the same health problem.

with the sarvices of the

hospitds.
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6. Satisfaction with hospital outdoor patient services

Overall satisfaction

Less than hdf (45%; 131/288) the
pdients interviewed on leaving the
hospitd  expressed  overdl  satifaction
with the vist (Figure 14). Saisfaction

Sathifftied Satisficd was lowes for vidts to Sunamgan
48% 45% hospitd  (30% sdtisfied) (see Table 21,

Annex 3).

Neutral
%

Figure 14. Overall satisfaction of hospital
outdoor patients

Cleanliness

Mog  (63%; 192/304)  household
respondents who reported an outdoor
paient vist sad they wee sdidied
with the deanliness of the fadlities (see
Table 22, Anmnex 3). Satidaction with
ceanliness was rather higher (82%;
239/200) among  outdoor  pdients
interviewed as they left the hospitds
(Figure 15). (s2e Table 23, Annex 3).

Not
satisfied
17%

Neutral
1%

Satisfied
82%

Figure 15. Satisfaction of hospital outdoor
patients with cleanliness.

The highest proportion of outdoor patients satisfied with deanliness of the facilities
was amongd those interviewed in Hobiganj hospitd (100%) and lowest among those
interviewed in Sunamgan] hospita (66%).

The vidting teems who undertook the inditutiond reviews of the hospitd outdoor
paient fadlities noted them to be adequatdy deen, induding the consulting room.
However, toiletls were dirty in most cases except in Hobiganj hospitd where they
were noted to be cleen.  None of the outdoor patient areas had a separate toilet for
women.
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Priv

id Mogt  (65%; 200/283)  houschold

respondents  reporting  outdoor  patient

vigts sad they were satisfied with the

privacy of the fadlities Among

37% outdoor patients interviewed in the
hospitds, more than hdf  (59%;
169/288) sad they were satisfied with
the privacy of the fadilities (Figure 16).
Sidaction with privacy was lowest
(32%0) among  outdoor patients

4%
&
inervieved &  Sunamgan)  hospita

Figure 16. Satisfaction of hospital outdoor (see Table 24, Annex 3).
patientswith privacy

Not
satisfied

Satisfied
59%

Behaviour of staff

Satisfaction with staff behaviour

There was genadly high reported satisfaction (83%) with the behaviour of the
regidration cderk among household respondents reporting outdoor patient vidts (see
Table 22, Annex 3). Smilaly, among outdoor patients interviewed in the hospitds
8% sad they were stidfied with the behaviour of the regidration derk (Table 23,
Annex 3). There was little difference between hospitds in satisfaction with the
registration clerk.

Sdtidfaction with the behaviour of the doctors and other hedth workers was less high.
Among household respondents reporting outdoor petient vigts, 57% (174/306) sad
they were stisfied with the behaviour of the doctors and other hedth workers (Table
22, Annex 3). Among outdoor patients interviewed in the hospitds 58% (168/289)
were stisfied with the behaviour of the doctors and other hedth workers (Table 23,
Annex 3). Satidfaction with the doctors and hedth workers was lowest in Sunamgan
hospitd  (38%) and highest in the medicd college hospitd (70%). (See Table 24,
Annex 3).

Problems noted with staff behaviour

Four out of ten patients (41%; 119/282) interviewed in the hospitds reported some
problem in the way doctor or other hedth worker trested them. For the regidration
derk this proportion was less (12%; 33/287). The most common problem (25%% of
patients) noted with doctors behaviour was ‘bad sarvicg, which indudes such things
& not explaning the problem, not examining the patient, not prescribing medicines
being very dow to get to the patient. Some 11% of paients complained that the
doctors were not atentive to them and 5% complained of a bad atitude of the doctors
or other hedth workers.

Some 45% of the household respondents reporting outdoor patient vidts noted a
problem with behaviour of the doctor or hedth workers and 17% of them noted a
problem with behaviour of the regidration derk. The type of problems noted were
much the same as those noted by the outdoor petients interviewed in the hospitas.
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7. Experience of hospital servicesfor indoor patients
Process of admission

Port of admission
In household reports of hospitd admissions, two thirds (65%; 92/142) of the patients
sad they were admitted through the emergency room, with the remainder (35%;
50/142) being admitted through the outdoor petient depatment. Similaly, over hdf
(52%; 158/307) the indoor patients interviewed in the hospitds were admitted through
the emergency room.  The high proportion of emergency admissons in pat reflects
the high rate of sdf-referrd to hospitals (see section 4 above). It adso suggests that
many people do not atend the didrict hospitds or medicd college hospitd unless
they have an acute hedth problem or injury. Patients with less acute hedth problems
probably atend private medicd care if
they can (see section 3 dhove on More than half the hospltal indoor
household use of hedth fadilities). The | patients were admitted as
hospital indoor petients ae | emergency cases.

predominantly emergency sdf -referrals.

Perhgps  surprisngly, a  somewha

R 62 higher proportion of the indoor patients
1 60 - S5 5 [ inteviewed reported  being  admitted
50 1 through the emergency room in Sylhet
£ 40 - Medicd  College  hospitd  (65%;
2 30 68104) then in the district hospitas
220 (56%; 113/203). Only 7% (3/46) of the
£ 10 - 7 indoor patients intervieved in Sylhet
= 0 /| , ,  digrict hospitd were admitted through
X

SMCH SyDH SubH MDH HpH  the emergency room.  The srriking
Figure 17. Proportion of indoor patients difference in route of admisson of

admitted through ER in different hospitals petients in  Sylhet Medicd  College

hospitd and Sylhet  didrict  hospitd
(Figure 17) suggests that patients with acute hedth problems or injuries choose to go
directly to the medicd college hospitd, rather than going fird to Sylhet didtrict
hospitd. The didrict hospitd is under-used and the medicd college hospitd is not
functioning as atertiary referrd centre.

Use of agentsto secure admission
Three quarters of the household respondents reporting hospitd  admissons (77%;
106/138) sdd they were admitted directly. A quarter (23%; 32/138) of them either
had to pay an agent or use some other source within the hogpitd to secure admission.
Smilaly, nealy a third (30%; 89/301) of indoor paients interviewed in the hospitas
reported that they ether had to pay an
agent (23%; 70/301) or use a source

wiin e o (P 19 10| 0 SO0 Used 2 source )
secure admission. P )

Nearly a third of indoor patients paid
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70 - The proportion usng an agent or

2o ] % surce in the hospitd to secure
%50 | admisson vaied between hospitds
2 (FHgure 18), beng highes at Hobigan

40

2 hospitd  (60%; 27/45) and lowest &
= 15 Sunamganj  (15%) and Maulavibazar
5207 14 (14%) hospitds.  The reason for the
510 1 N [ difference between  hogpitds is not
& ' ' ' ' " clear. Part of the reason could be that
SMCH SyDH SuDH MDH HDH  thee is a lower demand from paients

Figure 18. Use of an agent or source in the for admisson to Sunamganj ad
hospital to secureadmission Maulavibazar hospitals.

Duration of stay in the hospital

About hdf (51%; 72/142) the indoor patient stays reported by households were for
five days or less. Some 18% (26/142) of admissions were for more than 10 days. The
mean duration of day in the hospita was 7.9 days.

Indoor patients interviewed in the

207 s 2 hospitdls were asked how long they
601 — hed been in hogpitd by the time of the
‘% 50 7 interview. Although this does not give
S 40 - completed length of stay as in the
5301 23 25 25 household interviews, it is an indicator
& 20 1 of the rdaive length of day in the
8 10 1 H different  hospitds. (Figure  19).
S o : : : : . Ovedl, about four out of ten (42%:
l SMCH SyDH SuDH MDH HDH  128/308) of the indoor patients hed

Figure 19. Length of hospital stay at the time of been i_n hOSpitd more_thm _ﬁve da)/s a
interview the time of the interview. The

proportion of patients who had been in
hospitd more than five days was higher in the medical college hospitd (58%; 60/104)
than in the didrict hospitds (33%; 68/204) (see Table 27, Annex 3).  This could be
because more complex cases ae trested in the medicd college hospitd, or because
more surgical cases are tregted there.  Figure 17 adso shows a high proportion of cases
in hogpitd for more than 5 days in Sylhet digrict hospitdl.

Diagnosis

The diagnosis was ascertained, as far as possble, by reference to the patients charts.
A wide variety of diagnoses were noted, with ‘injury’ (22%; 68/305) and ‘ddivery’
(12%; 36/305) ganding out as rdaively frequent. (see Table 28, Annex 3). The mix
of diagnosss in the sample patients does not necessaily reflect the overdl mix in the
hospitds, as the sample is rdaively smdl in each hospitd and the survey happened
onjust one day.
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Number of attendants staying with the patient

About a third (36%; 51/142) of the household respondents reporting hospitd  Says
sad they had two or mare atendants staying with them in hospital.

Only one fifth (21%; 62/308) of the indoor patients interviewed in hospitd reported
having more than one dtendant daying with them in the hospitd.  However, the
interviewers noted that dmogt hdf the patients (48%; 148/308) had two or more
atendants with them a the time of interview. These atendants may not have been
actudly daying in the hospitd, but they nevethdess pose a problem on the wards
The number of attendants per - _ - - _
pdient was smilar for the Almost half the indoor patients interviewed in

medicd college and district | hospital had two or more attendants with
hospitals. them.

The isue of too many atendants and vidtors posss a sious problem to the
management of hospitdls as the environment becomes very crowded and cramped.
The inditutiond review (see Annex 5) noted that the wards are dready cramped, with
an average pace between adjacent beds of about three feet. Excessve numbers of
atendants make the hospitd more dirty and unhygienic and increese the risk of
infection for both the patients their atendants And atendant(s) saying with the
patient in the hospitd add some indirect cogts to the total expenditure (see below).

Community  focus  groups
discussed the issue of the
excessve numbers of
atendants with patients in
hospitd. Some  people
pointed out that aterdants
ae necessay to hep the
patients with basic needs.

There is nobody to look after our sick in the hospital.
If the patient needs to go to the bathroom, the
sweeper and nurse do not help. If he needs medicine
nobody is there to run. How can we leave our patient

like this in the hospital?
Male focus group, Sunamganj

Asked how to solve the problem of excessve atendants and vidtors most focus
groups (see Annex 4) fdt that the hospitd adminidration should be dricter and a few
groups mentioned that there would be less need for atendants if the doctors and daff
provided better care  Groups agreed that communities should hep with this issue and
suggested  educdiond  campaigns
to meke people aware of the

consequences of having too many
atendants with indoor patients

There should be a separate waiting room for
visitors to sit and wait to find out about their
patients instead of crowding the ward.

Male focus group, Hobiganj
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Bed availability

Among the 142 hogpitd admissons reported by households information on bed
avalability was collected on 137 patients. Only seven reported that they did not get a
proper bed throughout ther day in the hospitd and had to use makeshift
arangements such as a mattress on the floor or on the verandah of the ward. Six of
these seven were admitted to the medicd college hospitd and one was admitted to
Hobiganj digrict hospitd. Of those who were able to get a bed (n=130), 79% (102)
got it on the day as of admission and 21% (28) had to wait for a bed for aday or more.

Four patients in the medica college hospitd and 16 in didrict hospitas had not been
provided with a proper bed by the time of interview and were using makeshift
arrangements such as a mattress on the floor or on the verandah. All of these patients
had been in the hospitd for a day or more. (One a Sunamgan] hospita reported that
he had been admitted 12 days ago and was dill unable to get a bed). Only five of the
interviewed patients (two a the medicad college and three a didrict hospitas) were in
cabins, the rest being on the generd wards. Of 285 patients who were found to have a
bed a the time of interview, three quarters (73%; 206/284) reported getting it on the

day of admisson. The rest of . . .
them got a bed on the day A quarter of indoor patients did not get a bed

on the day of admission.

ater admisson.

Costsand payments

Cost of travel

The average cost of trave for indoor patients in dl the hospitals was 323 Taka (range
56000 Taka). However, eight out of ten (80%) patients reported paying 300 Taka or
less, and only one out of ten reported paying 1000 Taka or more. As expected the
travdling cost was higher for the medicd college hospitd (584 Taka range 6-6000)
where 65% of the paients pad 300 Teka or less on trangportation. Two out of ten
patients reported paying 1000 Teka or more. In didrict hospitds the average
travelling cost was 193 Teka (range 5-3000). Three quarters of the paients sad that
they pad 150 Teka or less and only 5% reported paying 1000 Taka or more. The
higher travel cods for patients in the medicd college hospitd reflect its wider
catchment area.

Indirect costs due to loss of earnings

Four out of ten (41%; 118/290) indoor patients reported that they or their atendants
took out time from money earning activities to attend the hospita. The proportion was
more or less the same for dl the hospitds. The average loss of income reported was
121 Taka (range 15-1000).

Cost of services

Two types of codts ae incurred by indoor inpatients Fird, they have to pay the
hospitdl for sarvices provided by the hospitd. These indude admisson fee, daly bed
charges, charges for food, medicine, and where applicable for ECG, X-ray,
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laboratory, surgery, surgicad supplies blood and oxygen. Second, they have to pay for
sarvices which are not avalable from the hospitd and have to be obtaned from
outsde.

Mog patients pad an admisson fee And some 60% or more pad more than the
officid admission fee for the hospitd (as confirmed with the hospitd adminigration).
(see Table 29, Annex 3). Not only do many pdients report paying mare then the
officid fee but dso they pay varying amounts a the same hospitd. People are not
cler about how much they are required to pay and do not know if they are paying
more then the official admisson fee.

The man payments of indoor patients to hospitds during their day are the daly bed
charges (see Table 30, Annex 3). Some of the patients who were admitted to the
gened ward reported paying bed charges wheress according to hospital management
they do not chage for generd beds. The proportion paying for genera beds was
higher (24%; 23/97) in Sylhet Medicd College Hospitd then in didrict hospitds (6%;
10/183). At the medicd college
hospital, a patient in a generd bed | Some 12% of patients on general wards
is five times more likdy to pay | reported paying daily bed charges.

daly bed charges than a pdient in

agenerd bed in adistrict hospital®.

The main externd cogts for hospitd indoor petients are for medicines that they are not
able to get from the hospitd (see Table 31, Annex 3). Over 60% of dl hospitd indoor
patients have to buy medicines outdde the hospitd, whether in the medicd college
hospitdl or in the digrict hospitds For other costs the denominator used was dl
inpatients, but not dl inpatients needed these other sarvices Hence the proportions
gﬁg,ngthg t\,r\‘,?s Irt;Lﬁe them; About two thirds of indoor patients have to
would be higher. buy medicines from outside the hospital.

Unofficial and extra payments

Only sx pdients in the medicd college hospitd and seven in the didrict hogpitals
reported making any unofficid or extra payment. When asked whom they paid, most
of them reported paying ancillary saff such as the aya, cleaner and ward boy.

Source of funds to cover costs of hospital admissions
Sx out of ten (63%; 193/309) indoor patients reported thet they had to borrow money
to pay for their admisson. Four out of ten patients (39%; 119) reported using their
own money to megt admission codts. A fifth (19%; 60) dso reported that they had to
sl assts, and 16% (49) mentioned [ s of indoor patients had to

that they were given donations or hep
from rdatives and friends. borrow money to cover the expenses of

thalr admission.

% 23/97 (24%) vs 10/183 (6%). Odds Ratio 5.38 (95% Cl 2.28-12.91)
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Hospital food

Mogt of the indoor petients (87%; 270/309) receved food from the hospitd. However,
amost haf (45%; 122/269) of those who received food reported thet it was eaten
dther by the atendant or someone ese rather than the patient. Haf (50%; 154/308)
the patients said they would be willing to pay for better food from the hospital.

Attendance by the doctor

A tota of 13 patients (4%) reported, when interviewed, that tey had yet to be seen by
a doctor. Of these 6 had dready spent two days or more in the hospitd. However, of
those who were dtended by a doctor, nine out of ten (90%; 260/290) reported being
atended on the day of admission, three quarters (75%; 217/290) being seen within Sx
hours of admisson. Mogt of the patients (87%; 239/275) reported that the doctor
visted them a least once a day. Seven out of ten (70%; 198/281) patients sad that the
doctor(s) had explaned ther hedth problem to them. This prgoortion did not vary
Lnolghbltéet;geen hoqo;:]a;s aljtaqvl\j:yn%tf Most (70%) patients reported they were

the explanations about the hedth given some explanation of their health
problem from the dodtors in many problem by the doctor.

cases it may have been no more
then telling the patient the diagnogs

Privacy
Few patients reported that doctors
40 1 36 (15%; 44/304) or nurses (14%;
359 42/305) used a screen dways or
3:;(5): sometimes when they examined or
8] 18 bethed them in the ward. This is borne
2] 14 out by the findings in the ingitutiond
210 . review (Annex 5). In none of the
5 4 2 4 H hospitdls did the visting team find a
0 . = [ . sreen avalable in the wards to be
SMCH SyDH subDH MpH HpH  Used for examining the patients The

reported use of screens  vaied
Figure 20. Patients reporting doctors used between hospitds (Figure 20), being
screensalwaysor sometimes. paticualy low in Sunamgan and
Maulavibazar hospitas.
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Prescription and receipt of medicinesfrom the hospital

16 - 1 15 Nine out of ten (8% 263/294)
14 | A patients sad they were prescribed
£12 medicine by the doctor. However, only
£ 10 - 19 (7%) patients reported receiving all
S84 ¢ the prescribed medicines from  the
S 61 4 hospitd. Almost haf (46%; 123/263)
5 4 H the patients reported they did not
8 27 0 ﬂ receive any of the prescribed medicines
0 ' ' ' ' 1 from the hospitd; they hed to buy them

SMCH SyDH SuDH MDH HDH from outsde (% d)ove) The

Figure 21. Proportion of indoor patients propor[ion of indoor petients

reporting all prescribed medicines available. recaiving dl the prescribed medicines

was highest in Sylhet didrict hospitd

(14%; 6/42) and Sunargan) didrict hospitd (15%; 6/40) (Figure 21).  This variation

in avalability of dl prescribed medicines between hospitds may be patly due to
different prescribing habits and different patient mixes between the hospitals.

There is a big discrepancy between indoor patients and outdoor patients in ther
reporting of avalability of medicines More than hdf of outdoor patients reported
recaiving dl the prescribed medicines from the hospita, compared with less than 10%
of indoor paients The medicnes required for outdoor petients may be smpler and
in better supply than the more complex regimes required for indoor patients.

Surgical treatment

A third of the indoor patients (34%; 101/298) reported they were advised surgery, the
proportion being higher in the medica college hospitd (54%; 54/101) then in the
digrict hospitas (24%; 47/197). This could be due to the lack of gppropriate facilities
for specidized surgical procedures at didrict hospitds, hence these hospitds do not
admit patients requiring complex surgery.

Of those advised surgery, two out of three (66%; 64/97) reported that they had the
surgery done, the proportion being higher for paients in the digtrict hospitds (75%;
33/44) then in the medical college hospita (59%; 33/44). Of 35 patients who had not
hed their surgery done, 20 reported that they were waiting for their turn while five
were declared by the doctors as not fit for surgery due to medica reasons Seven of
the patients could not mention any reason for not having surgery. Only three patients
sad that they did not have their surgery because of lack of facilities a the hospitd.

The inditutiona review of fadlities confirmed the higher cepacity for surgicd
procedures in the medicd college hospitd, with 12 operating rooms, dl functioning.
The disrict hospitds had a maximum of 3 operaing rooms In Sunamgan hospita
the one operating room was not working because there was no surgeon on the deff,
and in Hobiganj two of the 3 rooms were not working because of lack of eguipment.

ClETeurope April 2000 26



Referral to other facilities of hospital indoor patients

Household respondents reported that a third (34%; 48/142) of hospitd indoor patients
vigted another hedth facility for the same hedth problem after discharge from the
hospitd. Modly they went to privae
medicd cae (78%; 36/48). This| A third of indoor patients sought
uggests they were not  entirdy | medical care elsewhere after
saidfied with what had happened to | discharge, mostly from private facilities.

them in the hospitd and ill fdt the
need for further medicd intervention.

A quater (24%; 73/300) of the indoor patients interviewed reported they had been
refered to another facility for trestment or investigations In nearly dal cases (96%;
69/72) the referrd was to a private facility. Just three patients in the didrict hospitals
reported that they had been referred to the medicd college hospitd for consultation
and advice.
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8. Satisfaction with indoor patient services

Overall satisfaction

Not
satisfied Satisfied
49% 45%

Neutral
6%

Figure 22. Overall satisfaction among indoor
patientsinterviewed in hospitals

Cleanliness

Not
satisfied Satisfied

47% 51%

Neutral
2%

Figure 23. Satisfaction with cleanliness among
indoor patientsinterviewed.

Privacy

Dexpite  the obvious lack  of
arrangements for privacy on the wards,
over hdf (55%; 78/142) the household
regpondents who  reported  hospitd
admissons sad they were saidfied
with the privacy they had been
accorded. Nearly hdf (44%; 135/305)
the indoor pdients interviewed in

Less than haf (45%; 134/295) the
indoor petients interviewed sad they
were sisied ovedl  with  the
indoor petient service from the
hogpitd. Fgure 22 shows overdl
sisfaction of indoor petients with
the savice Thee was some
vaidion between hospitds  with
highes levds of overdl sisfaction
among indoor paients in  Sylhat
digrict hospitd and lowest levds in
Maulavibazar hospitd  (see  Table
32, Annex 3).

Only aout one third of household
respondents who reported on hospita
admissons were saidied with the
cleanliness of the wards. About haf
of indoor patients interviewed in the
hospitds were <tidfied with  the
cleanliness of the ward area (Figure
23). SAidaction of indoor paients
with deanliness was highest in Sylhet
digrict  hospitd  (92%; 43/47) ad
Hobiganj hospitd  (77%; 39/51), and
lovet in Maulavibezar  hospitd
(5%; 13/52).

Not Satisfied
satisfied 44%

46%

Neutral
10%

hospitd sid they were saified with Figure 24. Satisfaction of indoor patients

the privecy on the ward (Figure 24).
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Behaviour of saff

Satisfaction with staff behaviour

The mgorty (60-80%) of patients, whether reporting from households or when
inerviewed in hospitd, expressed satidfaction with the behaviour of doctors nurses
and cleaners (see Tables 33, 34 and 35, Annex 3).

Problems noted with staff behaviour

Nearly hdf of household respondents reporting on hospitd admissons cited problems
in the way doctors, nurses and cleaners trested them during ther dtay in the hospitd
(See Table 36, Annex 3).  For doctors the main complaint was of lack of atention
(31%; 44/142). This was dso a complaint about nurses (19%; 27/142) but with
nurses the main complaint was of bad dtitude (23%; 33/142). The primary complaint
about cleaners was of lack of atention (25%; 35/142). A few household respondents
mentioned having to pay extrato staff as a problem.

Indoor petients inteviewed in the hogitds had gSmila complants dout the
behaviour of the doctors, nurses and cleaners.  But they were rather less likdy to have
complaints about gaff behaviour a dl; more than two thirds had no complaints about
daff behaviour (Table 37, Annex 3). It & possble that patients might be reluctant to
complain about hospitd while they are ill indoor patients in the hospitd, fearing thet
this could affect ther subsequent treetment. The man problems cited included non-
attentiveness and bad attitude of the staff.
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9. Percaived problems and suggestions about hospital services. views
of service usr's

Respondents in the households as well as the outdoor and indoor patients interviewed
were asked for their views about are the main problems with the services of the
hospitdls and wha they would recommend in tems of improvement. Household
respondents were dso asked specificdly about how much they would be willing to
pay as an officid fee for an outdoor patient vist and as an indoor patient daly fee.
The issue of increesed usr fees was discussed in focus groups.  Focus groups dso
discussed privacy in hospitals and complaints sysems.

Main problemswith the services

Householders views

Veay few households (4%; (20/441) for Sylhet medicd college and 8% (67/704) for
digrict hospitas) did not cite any problems with the sarvices of these hospitds The
most commonly cited problems were lack of medicines generally bad service ad
bad attitude of staff (see table 38, Annex 3).

Views fromthe outdoor patient interviews

The opinions were not very different from those of householders though a higher
proportion dated thet they did not have any problem with the sarvices they receved
from the hospitd (15%; 14/92 for medicd college hospitd and 13%; 26/194 for
digrict hospitds). Table 39 in Annex 3 summarizes the man problems expressed by
outdoor patients in the two settings. Again non-availability of medicines emerges as
a mgor problem. Overcrowding was identified as the second most common problem
for the medicd coollege hospitd, wheress daff attitude was the most common
problem cited for district hospitals.

Views from the indoor patient interviews

The man problems identified by indoor paients ae Smilar to those noted by
households and outdoor patients (see Table 40, Annex 3). Indoor patients dso note
lack of beds (for the medicd college hospitd) and bad food Agan lack of
medicines isthe most commonly cited problem.

Views from focus groups (See Annex 4)

Focus groups discussed some of the perceived problems with hospita services.  They
were asked why hospitd daff might have a bad attitude towards patients Many
groups (especidly of men) sad tha gaff want patients to pay them money and behave
bady if they do not get these
payments.  Other suggestions included | Rich  patients get  special  attention.
that bad behaviour was manly towards | poctors take care of them all the time.

Jpoor people, with rich o wdl- | male focus group, Sylhet

connected people treated better.  Some
groups gppreciated that doaff were overworked and got irritated by the many
attendants and constant requests from patients.
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Privacy in hospitals

Sarious lack of privecy was reported by outdoor and indoor patients and noted by the
team underteking the inditutiond reviews. Yet not dl patients were dissatisfied with
privacy: more than hdf of outdoor paients sad they were satisfied with the privacy
arangements, and  more
then a third of indoor
paients sad they were

When | went to the district hospital the doctor did
not use the screen. When 1 asked he said that if 1

saisfied with privacy. It
may be that expectations
of privecy are not high and

could visit him in his private clinic he would examine me
properly. So 1 came back without examination.
Female focus group, Sunamganj town

this was explored with
focus groups.

Many femde groups fdt that there was a system for privacy but it was not used, while

mae groups thought there

was no sysem for My sons wife and nephew got wounded. We took them
privacy. Problems of | to the district hospital. The staff put both of them in
mde doctors  examining the same bed. We could not tolerate that so we took
femde patients were | our daughter in law to a private clinic.

rasd by many groups in | Female focus group, Sylhet town.

relaion to privecy.

Mog of the focus groups felt that a screen should be used during examindions, a
femde hedth worker should examine femde patients (and a mde worker mde
paients), and that there should be separate rooms for femae and mae patients in the
outdoor patient facility.

Complaining about hospital servicesand staff

Widl-functioning complaints sysems ae one way of hedping to ensure continuing
improvement in qudity of sarvices Yet formd complaining is not commonplace in
Bangladesh, even if people are unhgppy with the service they receive. Mogt focus
groups sad they would do ‘nothing’ if they had a bad experience a the hospitd.
They noted thet those who could aford it would go to a private fadlity. Some people
(mogly men) sad they would complain. Reasons given for na complaining were not
knowving who to complan to,
feding there is no benefit to
complaning a nothing changes,
and a perception that dtaff become
more rudeif patients complain.

IT we make a complaint it goes against us as
they become more rude and sometimes the
patient is discharged without treatment.

Male focus group, Sunamganj

More condructivdy, some | A
people talked about setting up
complant centers, with a
remit to teke action on the
issues raised.

ClETeurope April 2000 31

complaint centre should be organised where
hospital authorities, public representatives and an
officer from the Thana police station should attend.

Female focus group, Sylhet town




Suggestions for improvement of hospital services

Householders' suggestions

Almog dl the households fdt that there was a need for improving various aspects of
the sarvices of didrict and medica college hospitds. The suggestions mede by the
householders essentidly relae to the problems they identified. Thus when asked what
would they recommend in terms of improvement the most common suggestion was to
improve the availability of medicines Other common suggestions induded better
service, attentive saff with good attitude, free or less expensive services,
more/good doctors, better management and a clean facility (see Table 41, Annex
3).

Suggestions from outdoor patient interviews

The same pattern of suggestions emerged from the interviews with outdoor patients.
They dso specificdly suggested more seats in the outdoor patient depatment and
free medicines for outdoor petients (see Table 42, Annex 3). Smilar suggestions
were mede both for didrict as wel as medicd college hospitas.

Suggestions from indoor patient interviews

As wdl as suggedions in common with households and outdoor patients, indoor
paients specificdly suggested provison of more beds and cleaner facilities. For
indoor patients who have to stay some time on the wards the issue of cleanliness
becomes more important. Some dso requested better quality food. (See Table 43,
Annex 3).

Views about unofficial paymentsand user fees

Some people in focus groups
thought that extra payments and
bribes are inevitable in order to
Oet service.

Nobody can get services in the district hospital
without paying bribes.
Male focus aroup, Maulavibazar

The focus group discussons | For a woman like me it is not possible to get
suggeted a  difference of | good service at the hospital as | cannot pay any
underganding between men and | extra money.

women about officid and | Female focus group, Sunamganj

unoffica payments.  All ten of
the women's focus groups sad they condder tickets for outdoor patient services to be
offida charges, whilst the ten focus groups of men sad that payments agang a
receipt are officid and payments without areceipt are unofficid.

All the focus groups agreed that unofficid payments to daff or agents are bribery and
ae bad. Women's focus groups tended to think the payments were bad primarily
because people who cannot pay cannot get a good sarvice, while many of the men's
focus groups thought unofficid payments were bad because the money does not go to
the governmen.
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The focus groups of men and )
women discused  how they Its a good proposal as the money would go to the

would react to an increese in | 9ovemment who could use it to buy medicines and
chages for  hospitdls equipment. We would have more facilities, doctors

There was some disagreement, _ - _
but more than hdf the groups hospital, no need to buy medicine from outside.

sd thQ/ would agree with this Male focus group, Sylhet town

but only if this led to an improved qudity of service from the hospitds (see Annex 4).
About hdf the groups noted that an increase in user fees would make the poor suffer
more (unless there was some
way to provide free services for Its easy to change unofficial payments into
those who cannot aford to pay official ones in a short time, but changing
afee). Some peoplewamed of attitudes is not one day's work. So first change
the difficulty of changing the attitudes for improving services, then make the
culture into one wheae dl | unofficial payments official.

payments were officid. Female focus group, Sylhet town

and nurses would be available, more beds in the

Community involvement with hospital management

Community focus groups discussed the posshility of future community involvement
in management of didrict hospitals as part of the HIl. This idea was well received,
with dl groups being generdly in favour of the proposa. Paticipants fdt it would
dlowv membes of the community to communicate their problems and idess with
getdpeople dg&) e(presrrﬂ]gethefr\e/ide)//\; The proposal is good. It will form a bridge
tha community involvement should | Petween government and people.

resilt in improved Frvice qudity Female focus group, Sunamganj

besed on the advice of community
representatives.

Suggetions  for  specific ways the community could be involved induded giving
advice and opinions, paticipaing in supervison of services, increasng accountability
of daff, and edablishing a two way sysem of communication. Many women's
groups dso suggeded the more mundane role of heping to keep the hospitd
environment dean.

Suggeded people from the community to be involved in hospitd management
included elderly educated people, Parisad council members, religious lesders and

school teeches  Mod groups fdt the community members should be involved in
Sl ecting representatives in some way.
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10. Perceived problems and suggestions about hospital services
views of service providers

When asked about their opinion about the qudity of the services provided by ther
hospitds, the hositd in-charge in the medicd college hospitd ad the Sylhet and
Hobiganj didrict hospitds regarded the sarvices as good. In Sunamganj and
Maulavibazar the in-charge considered them neither good nor bad.

Management a dl the hospitds showed a strong concern about the shortage of daff.
They demanded that the vacant pods should be immediately filled, especidly those of
conaultants and doctors. At the same time they dso suggested increesing the overdl
number of gaff in al categories

Inedequate supply of maerids and equipment especidly medicines was an equdly
important problem identified. This matches with the concerns shown by the patients
and respondents & the households. It was suggested that the supplies and medicine
should be made available to the hospitd in adequate quantity. There $ould be regular
maintenance and replacement of equipment used in the hospitas.

The management were of the view that the hospitas should have discretion to use
ther own budget and revenue They suggested decentrdization of the authority and
power for financid management. They dso suggested increesng the sources of
revenue generation such as increadang the outpaient fee, bed charges, ambulance feg,
and fee for clinica investigations such as x-ray, laboratory tests, etc.

The mgority of the hospitds suggested the need for an increase in the number of beds
and cabins In some of the hogpitds the adminidration dso recommended improving
the range of dinicd savices avalable such as adding an ultrasound fadility,
biochemicd and pathologicd tests and advanced radiologica investigations. Other
individua recommendationsinduded:

Maintenance and expandon of hospitd space and infrastructure including painting
the building every sx months

Training of doctors and other technica gaff

Fnancid incentives to the gaff to improve ther motivaion and commitment for
good qudity service.

Increase in the overdl hospita budget.
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Conclusons and recommendations

This survey has generated ussful basdine information againgt which to evduae the
sweeess of the Hospitd Improvement Initistive in terms of the experience and
perceptions of patients (see Table).

Main indicators from baseline survey that can be used to assess effects of HIl on experience
and perceptions of hospital patients.

Indicator Baseline value*

Household opinion and use of hospital services

% households with overall opinion of local hospital as good 21% District hospitals
28% Medical College Hospital

% households using government and private outdoor 28% government

patient facilities in the last year 71% private

% households using government and private indoor patient 12% government

facilities in the last year 2% private

Referral

%outdoor patients without referral 97% District hospitals
86% Medical College Hospital

% indoor patients without referral 75% District hospitals
63% Medical College Hospital

Costs

% who borrowed money for OP attendance 25%

% who borrowed money for IP admission 63%

% patients on general wards paying bed charges 12%

QOutdoor patient experience

% able to sit down while waiting to be seen 35%

% doctor/health worker spent >5 minutes on consultation 10%

% doctor/health worker spent >1 minute with them 71%

% with screen used for consultation/examination 26%

% examined physically 27%

%received all prescribed medicines from hospital 16% from household reports
64% from OP interviews

% satisfied overall 45%

% satisfied with cleanliness 82%

% satisfied with privacy 59%

% satisfied with doctor or other health worker 58%

Indoor patient experience

% admitted as emergency 52%

% used agent/source in hospital to secure admission 30%

% with two or more attendants at time of interview 48%

% given bed on first day of admission 73%

% with screen always used by doctor when examining 15%

% received all prescribed medicines from hospital 7%

% who bought medicines from outside 60%

% satisfied overall 45%

% satisfied with cleanliness 51%

% satisfied with privacy 44%

% satisfied with doctors 65%

% satisfied with nurses 76%

* The values of the indicators vary between individual hospitals.

A repeat survey at the end of the HIl is recommended, induding repest messures of
these indicators (table), as a way of assessng the impact of the various aspects of the

ClETeurope April 2000 35



intigtive on the use of government hospitd fadliies by households and on the
experience and perceptions of outdoor and indoor patients.

The present experience of indoor and outdoor patients in the medicad college hospitd
and the four didrict hospitds fals far short of the ided in many espects. There are
problems with waiting arangements in the outdoor patient depatments and with bed
avaladlity in the wards  Arrangements for privacy are rudimentary and not used
when present. Many patients are not able to get the medicines they are prescribed
from the hospitd and have to buy them outsde this seems to be a particular problem
for indoor patients. Patients often pay more than the officid fee for regigratiion or
admisson and some pdients in generd beds ae paying a daly bed feg dthough
officdly they should not do so.

It is recommended that the HIl programme is considered in the light of this evidence,
to ensure that planned activities will address the problem aress.  This should hdp to
emphasize aclient centred gpproach and accountability in the programme.

Increasing stakeholder participation is an important aspect of the HIl. The process of
this survey hes itsdf sarved to begin the involvement of communities in a didogue
about the sarvices to be provided from the hospitds. The proposa for involvement of
communities in hospitd management found favour with focus groups. Discussion of
the findings of this baseline survey with hospital management and community

representatives is recommended as a concrete way to move forward with involving
communities in planning for improvement of the savice they recdve from the

hospitals.
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