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ABSTRACT

Introduction Universal Health Coverage is not only

about access to health services but also about access

to high-quality care, since poor experiences may deter
patients from accessing care. Evidence shows that quality
of care drives health outcomes, yet little is known about
non-clinical dimensions of care, and patients’ experience
thereof relative to satisfaction with visits. This paper
investigates the role of non-clinical dimensions of care in
patient satisfaction.

Methods Our study describes the interactions of
informed and non-informed patients with primary
healthcare workers at 39 public healthcare facilities

in two metropolitan centres in two South African
provinces. Our analysis included 1357 interactions using
standardised patients (for informed patients) and patients’
exit interviews (for non-informed patients). The data

were combined for three types of visits: contraception,
hypertension and tuberculosis. We describe how
satisfaction with care was related to patients’ experiences
of non-clinical dimensions.

Results We show that when real patients (RPs) reported
being satisfied (vs dissatisfied) with a visit, it was
associated with a 30% increase in the probability that a
patient is greeted at the facilities. Likewise, when the RPs
reported being satisfied (vs dissatisfied) with the visit, it
was correlated with a 15% increase in the prospect that
patients are pleased with healthcare workers’ explanations
of health conditions.

Conclusion Informed patients are better equipped to
assess health-systems responsiveness in healthcare
provision. Insights into responsiveness could guide broader
efforts aimed at targeted education and empowerment of
primary healthcare users to strengthen health systems and
shape expectations for appropriate care and conduct.

INTRODUCTION

Universal Health Coverage is not only about
facilitating access to health services but also
more fundamentally it is about access to high-
quality care.'™ While South Africa has made
tremendous strides in expanding access to
care since 1994, the same cannot be said about

,'? Ulf-G Gerdtham © °
> Ronelle Burger

Key questions

What is already known?

» Universal Health Coverage does not only involve
healthcare access but also encompasses access to
high-quality care.

» South Africa has succeeded in expanding access to
care since 1994, however, the country has challeng-
es regarding the quality of care.

» The role played by the quality of care on health
outcomes is widely understood, but there is limited
knowledge about health-systems responsiveness
(HSR) and patients’ experience of satisfaction with
care.

What are the new findings?

» Non-clinical dimensions of care (grounded in HSR)
as measured among informed and non-informed pa-
tients were significantly associated with an overall
satisfactory experience.

» However, it was among the informed patients that
greater number of HSR domains were more strongly
associated with satisfaction.

What do the new findings imply?

» Informed patients are better equipped to assess
health-systems  responsiveness in healthcare
provision.

» The findings indicate the importance of improving
patients’ expectations around quality of care, specif-
ically health-systems responsiveness of the health-
care system and sharing health information with
healthcare users.

the quality of care,™ which is important since
poor experiences may deter patients from
accessing care.? Quality of care is critical given
South Africa’s struggle with continuity of care
and adherence to treatment by patients with
chronic conditions.”

Although there is evidence that quality
of care plays a role in influencing health
outcomes, health-systems responsiveness is
not yet well understood.'”" Elements of
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responsiveness are frequently drawn from the Donabe-
dian framework of technical, process and structural
quality."* While technical quality is understood to encom-
pass dimensions such as appropriateness, effectiveness
and technical competence, process quality captures
responsiveness dimensions such as courtesy, communica-
tion, respect, choice and autonomy.* These aspects may
determine patients’ willingness to return to facilities and
to continue to engage in care.'” More insight into respon-
siveness is necessary to improve continuity of care and
promote treatment adherence.

Non-clinical dimensions of care, the focus of this study,
are grounded on the concept of health-systems respon-
siveness (HSR).!* 16 7 HSR includes eight domains:
dignity, prompt attention, autonomy, confidentiality,
choice of provider, clear communication, social support
and basic amenities.'*'” These are categorised into inter-
personal domains (dignity, autonomy, communication
and confidentiality) and structural domains (quality of
basic amenities, choice, access to social-support networks
and prompt attention)."® Health-systems responsiveness
encompasses attributes of human rights that include
respecting patients’ autonomy and dignity and interper-
sonal aspects, for instance, the quality of basic amenities."?
The WHO describes health-systems responsiveness as a
universal health system goal and an indicator that can be
used to evaluate how well healthcare systems respond to
people’s needs in non-clinical domains such as commu-
nication, autonomy and confidentiality.”” An outcome
measure of HSR, together with health outcomes and
confidence in the health system, is patient satisfaction.”’
This indicates whether or not the care provided met the
patient’s needs and expectations.”

In this paper, we present evidence on HSR as related
to patient satisfaction from two separate datasets. First,
data from standardised patients (SPs) at public primary
healthcare (PHC) facilities, and second, from patient
exit interviews with real patients (RPs) at the same facili-
ties. The SP visits provided a proxy for informed patient
visits. Our data sets for RPs and SPs contain responses on
overall visit satisfaction and questions related to dignity,
quality of basic amenities, confidentiality and effective
communication. These questions allow for the assess-
ment of the non-clinical aspects of care that RPs value,
and also how much value they attach to these aspects.

The SP method, also known as ‘simulated patient’,
‘mock patient’ or ‘mystery patient’ approach, is the gold
standard for research of this nature.”™ It endeavours
to seek a more accurate and reliable measurement of
the clinical aspects of the healthcare interaction.” * *°
Despite some shortcomings associated with the meth-
odology such as only being feasible for easily simulated
conditions, the possibility of exposing SPs to risky envi-
ronments and, its limitation to situations where ‘walk-ins’
are acceptable,”” data from the SP method can provide
far-reaching insights into healthcare quality.

In comparison with the RP data from patient exit inter-
views, we use novel SP data. The comparison allows for an

understanding of whether the non-clinical dimensions of
visits play a bigger role in determining satisfaction for SPs
than for RPs. Most of the RPs visited nearby facilities that
they had been to in the past, and this shows that they had
prior experience of the healthcare provision. Further-
more, the comparison sheds newlight on whether respon-
siveness continues or ceases to matter once patients have
been educated in understanding the importance of clin-
ical (technical) dimensions of quality. Insights into the
responsiveness and the influence of awareness on quality
could contribute to strengthening the health system and
shaping expectations for appropriate care and conduct
during the provider-patient interaction.

This paper is structured as follows: after describing
the methods, we summarise the key findings and discuss
these findings in relation to the literature. Finally, we
provide a conclusion and summary.

METHODS

Study setting

The research team collected data from 39 public PHC
facilities, 19 in the Cape Town metropolitan district
(Western Cape Province) and 20 in Buffalo City (Eastern
Cape Province) in South Africa from July 2016 to April
2017.* 7 All facilities in the sample are administered by
the provincial departments of health. Cape Town Metro
is one of the wealthiest health districts in the country,
while Buffalo City metro is characterised as a less-wealthy
district.”® Compared with other districts, the Cape Town
metro has a significantly greater proportion of the popu-
lation who have private health insurance at 24%, leaving
76% relying on government-operated facilities.*® In
Buffalo City, 17.4% have private health insurance.*®

Data collection and outcomes
We collected data using the SP and RP methods as part of
the same quality of care study.

SP data-collection approach
The SP approach comprised the dispatching of concealed
fieldworkers to different health facilities where they
each presented with the same set of health symptoms
that would trigger clinical questions, diagnoses and tests
from the healthcare workers. The fieldworkers covered
each of the three clinical health areas (contraception,
tuberculosis (TB) and hypertension). Twenty-four were
recruited for both provinces (four per clinical area per
province). They were trained for 1week to follow a script
with standard questions likely to be asked by healthcare
workers for each clinical area. The training emphasised
that the SP should provide consistent responses during
all the visits and avoid detection at the facilities. It was
also emphasised that the SPs should only supply prede-
termined answers in response to questions asked by the
healthcare worker, that is, they should not disclose any
information voluntarily.

While provincial authorities alerted management of
facilities to the likelihood of SP visits over a given period,

2 Hompashe DM, et al. BMJ Global Health 2021;6:6004360. doi:10.1136/bmjgh-2020-004360

1ybuAdoo
Ag parosloid 'yosoqua)|Bls Jo ANsIBAIUN Ye TZ0Z ‘ST Jaquisidas uo /wod fwg yby/:dny woly papeojumod TzZ0z [MdY €2 U0 09E700-0202-UBIWa/9eTT 0T Se paysiignd is1y :yiesH qo|o riAg


http://gh.bmj.com/

3

individual healthcare workers at the facilities were not
made aware that the SPs were fake patients. This type of
concealment allowed researchers to capture healthcare
workers’ behaviour in a normal day-to-day setting and
avoided problems associated with the Hawthorne effect.

The screening instruments for the three clinical health
areas, the scripts and score sheets, were formulated based
on publicly available documents from the international
SP manual.** The scripts and score sheets were reviewed
by clinical experts, PHC providers and programme
managers to ensure that they reflected current best prac-
tice and conformed to the way guidelines have been
interpreted and implemented at public PHC facilities.
Within 1 hour of the visit, the SPs compiled notes of the
interaction with the healthcare workers. A debriefing
session with the fieldwork manager followed, who then
audited all the SP interactions that day.

The data were collected over 6 months, largely during
the second half of 2016. A sample size of 480 SP interac-
tions (ie, 24 SP x 20 visits) was anticipated but 464 inter-
actions materialised. After taking into account failed
visits, the exclusion of SPs home facilities and the visits
for which there were missing data, 376 (81.0%) SP obser-
vations (ie, 139 contraception visits, 94 hypertension
visits and 143 TB visits) were available for analysis.

RP data-collection approach
Following the completion of all the SP visits, exit inter-
views were conducted at the same facilities visited by SPs.
We aimed to conduct 2 000 patient interviews at these
facilities using five fieldworkers for 10 days. Like the SP
study, permission for the RP data collection was obtained
from provincial health authorities. The RP fieldworkers
were provided with an official letter to present at each
clinic before interviewing the patients. Before arrival,
the fieldwork manager contacted the facility managers to
obtain permission to conduct interviews on the premises.
The interviews were conducted as patients were leaving
the clinic after consultation with the health workers and
1 064 interviews were completed in both provinces. We
could not meet our anticipated sample of 2 000 due to
some patients declining to participate as they were in a
hurry to get home; patients who made clinic visits for
health conditions that were not the focus of the study (ie,
TB, hypertension or contraception) and patients who
collected medication but did not have a complete clin-
ical interaction.

Measures

Patient satisfaction was selected as the dependent
variable and was based on the general level of satisfac-
tion experienced at facilities. Satisfaction was assessed
through a question with five response categories: ‘very
satisfied’, ‘somewhat satisfied’, ‘neutral’ (neither satis-
fied nor dissatisfied), ‘somewhat dissatisfied’ and ‘very
dissatisfied’. These were then classified into two broad
categories: ‘satisfied’ (very satisfied, somewhat satisfied)
and ‘dissatisfied’ (neutral, somewhat dissatisfied and very
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Table 1 Patient responsiveness to non-clinical dimensions
of care
Domains Non-clinical dimensions of care

Respect and
dignity

Satisfaction with welcoming by staff at
the facility

Satisfaction with the general attitude of
healthcare staff at the facility

Satisfaction with the cleanliness of the
facility

Quality of basic
amenities

Confidentiality

Effective
communication

Satisfaction with the level of privacy

Understanding of patient’s problem by
healthcare workers

Satisfaction with how well the healthcare
worker explained the patient’s health
condition

dissatisfied). The neutral category (14.5% in the total
sample: 18.9% in SPs and 10.9% in RPs) was entered in
the ‘dissatisfied’ option as patients (real or standardised)
who answered that they were ‘neither satisfied nor dissat-
isfied’ were not able to categorise a satisfactory response
with the health services.

The study’s independent variables were the non-clinical
dimensions of healthcare, converted to a dichotomous
scale (satisfied and dissatisfied). HSR on non-clinical
dimensions of care was organised into four groups (see
table 1).

The analysis also included the following patient socio-
demographic covariates: sex (female, male); age; race;
education (<matric, matric, >matric), region of residence
(Eastern Cape Province and Western Cape Province)
and asset variables (possession of a motor car or van and
possession of refrigerator or freezer). Due to the small
sample size, we did not limit the analysis to observations
for which complete data were available.

Statistical analysis

We used descriptive statistics to analyse patient charac-
teristics and responsiveness with healthcare. In addition
to questions that capture the respondents’ background
information (both SPs and RPs), other questions asked
respondents to indicate their satisfaction with how health-
care workers behaved during the clinical interaction. We
conducted a bivariate analysis, including % tests, between
the dependent variable (patient satisfaction) and each
independent variable (patient responsiveness to non-
clinical dimensions of care) for RPs, to measure the
pure association between these variables. We estimated a
linear probability model to examine how satisfaction with
overall care was related to the non-clinical dimensions of
care. We ran two multivariate regression models for RP
and SP analyses, respectively, while controlling for poten-
tial confounders.

Patient and public involvement
Meetings were convened with officials from the two
Provincial Departments of Health to discuss study design
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Table 2 Socio-demographic characteristics of the sample
in percentages

RP sample SP sample
(n=1021) (n=336)

Characteristic Mean (SE) Mean (SE)
Gender

Female 0.32 (0.02) 0.69 (0.03)
Age 34.6 (0.58) 33.0 (0.54)

15-29 years 0.29 (0.01) 0.63 (0.08)

>30 years 0.71 (0.01) 0.37 (0.08)
Province

Eastern Cape 0.48 (0.02) 0.53 (0.08)
Race

Black African 0.74 (0.01) 0.77 (0.02)
Education

Primary 0.63 0.02) 0.24 (0.02)

Secondary 0.27 (0.01) 0.20 (0.02)

Tertiary 0.10 (0.01) 0.56 (0.03)
Non-clinical variables

Welcoming by staff 0.79 (0.01) 0.50 (0.03)

General attitude of 0.78 (0.01) 0.62 (0.03)

staff

Satisfaction with 0.77 (0.01) 0.57 (0.03)

cleanliness of the

facility

Level of privacy 0.88 (0.01) 0.60 (0.03)

Understanding of 0.90 (0.01) 0.62 (0.03)

patient’s problem by

staff

How well healthcare  0.78 (0.01) o0.28 (0.02)

workers explained
the patient’s health
condition

RP, real patient; SP, standardised patient.

and research questions. Advices were solicited from clin-
ical professionals, public-health experts and programme
managers for the design of the scripts for the three clin-
ical areas in both provinces. Training conducted with
SPs allowed for sharing of experiences and preferences
regarding the utilisation of healthcare at PHC facilities.
Such experiences were considered in the design of the
research instruments.

RESULTS

Of the 1021 RPs, 324 (32%) were women, and 729 (71%)
were aged 30 years and above (table 2). Regarding educa-
tion level, 104 (10%) of the RP respondents had tertiary
education, 276 (27%) had secondary education and 641
(63%) had primary education. Most RPs were black Afri-
cans (74%) and only 490 (48%) had the Eastern Cape as
their province of residence. Concerning the SP sample,

Very satisfied

Somewhat satisfied

Neutral

Somewhat dissatisfied

y

Very dissatisfied

mSP mRP

Figure 1 Distribution of overall satisfaction scores for SPs
and RPs. RP, realpatient; SP, standardised patient.

232 (69%) were women, while 212 (63%) ranged in
age from 15 to 29 years. Of the 336 SPs, more than half
(56%) had some type of tertiary qualification, 178 (52%)
resided in the Eastern Cape and 258 (77%) were black
Africans (table 2).

For non-clinical quality of care, 809 (79%) RPs were
reportedly satisfied with being greeted and welcomed at
the facilities. Likewise, 796 (78%) RPs expressed satisfac-
tion with the general attitude of healthcare workers. In
terms of the cleanliness of facilities, the level of privacy,
healthcare workers’ understanding of patients’ prob-
lems and explanation of the patients’ health conditions,
the RPs were also reportedly highly satisfied. However,
the satisfaction scores of SPs were relatively lower in all
the non-clinical measures, ranging from 28% to 62%
(table 2).

Patient satisfaction with overall care at facilities

Out of 1021 RPs, only 46 (4.5%) were ‘very dissatisfied’
with the overall care at facilities (figure 1) while 57
(5.6%) were ‘somewhat dissatisfied’, 598 (58.6%) were
‘very satisfied” and 230 (22.6%) were ‘somewhat satis-
fied’. The remaining 90 (8.8%) RPs were neutral.

Figure 1 shows that SPs had a fewer number of visits
in which they were ‘very satisfied’ than RPs. The low
numbers are attributed to the empowerment SPs received
during their training on providers’ clinical guidelines.
The training sensitised these fake patients about what
healthcare workers ought to do during provider-patient
interactions, which was not the case for the RPs. Hence,
SPs were better informed than RPs and may have been
more critical in their assessment of healthcare providers.

Table 3 provides the results of Pearson’s 3 test. In the
RP sample, patients who were satisfied with non-clinical
aspects of care were more likely to report being satisfied
with the overall care received at the facilities. Nine out of
10 RPs were satisfied with being greeted and welcomed
at the facilities compared with about 4 out of 10 who
expressed dissatisfaction with welcoming. This was signif-
icant ()(2 (1, N=1021)=317.93, p=0.000). Regarding the
general attitude at the facilities, more than 90% of RPs
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Table 3 Bivariate results of RP experiences with non-clinical factors related to satisfaction with overall care (n=1021)

Satisfaction relative Satisfaction relative

to non-observance

to observance of

of non-clinical care non-clinical care X2 P value
Respect and dignity
How satisfied are you with welcoming by staff? 83 (39.2%) 749 (92.6%) 317.93 0.000***
How satisfied are you with the general attitude of 94 (42.3%) 738 (92.4%) 288.19 0.000***
staff?
Quality of basic amenities
How satisfied are you with the cleanliness of the 149 (62.6%) 683 (87.2%) 73.36 0.000***
facility?
Confidentiality
How satisfied are you with the level of privacy? 68 (53.5%) 764 (85.5%) 75.09 0.000***
Effective communication
Did the healthcare worker understand your problem? 49 (48.5%) 783 (85.1%) 80.79 0.000***
How satisfied are you with how well the healthcare 112 (50.2%) 720 (90.2%) 184.88 0.000***

worker explained your health condition?

*p<0.05; *p<0.01; **p<0.001.

were satisfied, relative to slightly more than two-fifths
of RPs who were not happy with this non-clinical aspect
of care (X2 (1, N=1021)=288.19, p=0.000). More than
fourfifths of RPs reported being satisfied with the clean-
liness of the facilities, compared with 6 out of 10 who
were not pleased with the hygiene at the facilities (x* (1,
N=1021)=73.36, p=0.000). Concerning the general level
of privacy, more than fourfifths of the RPs were satisfied,
relative to more than half who were not satisfied ()(2 (1,
N=1021)=75.09, p.0.000). More than 80% of the RPs felt
satisfied with the healthcare workers’ understanding of
their health problem, compared with almost 50% who
were not pleased with the non-clinical aspects of care ()
(1, N=1021)=80.79, p=0.000). Finally, more than 90%
of the RPs expressed satisfaction with the healthcare
workers’ explanation of their health condition versus
50% who indicated otherwise.

Relationship between satisfaction with overall care and
nonclinical quality of care

We present the results according to the analysed health-
systems responsiveness domains.

Respect and dignity

Table 4 analyses the correlation between whether
patients reported their consultation as ‘very satisfactory’
and ‘somewhat satisfactory’ and various aspects of non-
clinical quality, controlling for socioeconomic status and
patient characteristics. We show that when RPs reported
being satisfied (vs dissatisfied) with the visit, this was
associated with a 30% increase in the probability that a
patient was satisfied with being greeted at the facilities
(p<0.01). When the RPs reported being satisfied (vs
dissatisfied) with the visit, this was associated with a 22%
increase in the probability that patients were satisfied with
the general attitude at the facilities (p<0.01). Regarding

the SPs, the results show that being satisfied (vs dissat-
isfied) with the visit was correlated with a 15% (half of
RPs’ probability increase) increase in the patient’s like-
lihood to be satisfied with being greeted at the facilities
(p<0.05). There was no statistically significant association
between an SP reporting being satisfied (vs dissatisfied)
with the visit and the general attitude at the facilities.

Quality of basic amenities

We measured patients’ experiences about cleanliness by
asking them about the extent of their satisfaction with
cleanliness or hygiene of the facility. We did not find a
statistically significant association between responsive-
ness and cleanliness for both RPs and SPs.

Confidentiality

Experiences regarding confidentiality were deter-
mined by asking patients about their degree of satisfac-
tion with the level of privacy in counselling and testing
rooms. When the RPs reported satisfied (vs dissatis-
fied) with the overall visit, this was associated with a
7% increase in the probability (p<0.1) that the patients
were satisfied with the level of privacy at the facilities.
Conversely, when the SPs reported being satisfied (vs
dissatisfied) with the visit, this was correlated with a
16% (more than double the size of RPs’ probability)
increase in patients’ likelihood of satisfaction with the
level of privacy (p<0.01) (table 4).

Effective communication

Table 4 shows that when the RPs reported being satis-
fied (vs dissatisfied) with the visit, this was associated
with a 10% increase in patients’ likelihood of satisfac-
tion with the healthcare workers’ understanding of
patients’ health problems (p<0.05). Likewise, when the
RPs reported being satisfied (vs dissatisfied) with the visit,
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Table 4 Linear regression results examining non-clinical
and socio-demographic factors as predictors of overall

patient satisfaction (SP and RP)

Dependent Satisfaction with
variable general care
Variables RP SP
Respect and dignity
Welcome 0.301"*  (0.049) 0.149* (0.063)
(1.77) (1.53)
General attitude 0.220*  (0.047) 0.056 (0.074)
(1.30) (1.60)
Quality of basic amenities
Cleanliness -0.013 (0.036) 0.058 (0.049)
(1.76) (1.66)
Confidentiality
Level of privacy 0.073* (0.043) 0.163** (0.049)
(1.21) (1.25)
Effective communication
Understanding 0.097** (0.042) 0.310™* (0.066)
health problem
(1.16) (1.45)
Explaining health ~ 0.148***  (0.037) 0.292*** (0.070)
condition
(1.53) (1.42)
Socio-demographic
Age (Ref. from 15 to 29 years)
>30 years 0.022 (0.022) -0.009 (0.047)
(1.14) (1.35)
Gender (Ref. Male)
Female 0.025 (0.021) -0.084 (0.058)
(1.03) (1.86)
Race (Ref. African)
Coloured -0.005 (0.033) -0.073 (0.074)
(1.19) (2.10)
Education (Ref. <Matric)
Matric 0.045** (0.021) 0.063 (0.064)
(1.25) (2.39)
>Matric 0.027 (0.035) -0.111  (0.074)
(1.24) (3.49)
Province (Ref. Eastern Cape)
Western Cape 0.043 (0.028) 0.017 (0.060)
(1.28) (1.78)
Motor vehicle or -0.012 (0.027) 0.134* (0.067)
van
(1.26) (2.33)
Fridge or freezer —-0.031 (0.036) -0.130 (0.117)
(1.13) (1.55)
Constant 0.117* (0.058) 0.181 (0.150)
Clusters (facilities) 39 39
Continued

Table 4 Continued

Dependent Satisfaction with
variable general care
Variables RP SP
Observations (visits) 1021 336
R? 0.414 0.436
Variance Inflation 1.30 1.84

Factors (VIF) (average)

Robust standard errors adjusted for clustering at the facility
level shown in parentheses. Significance at ***1% level **5%
level *10% level. Control variables include age, gender, race,
education, province, motor vehicle or bakkie, satellite dish and
fridge or freezer. VIF are provided in square brackets below the
coefficients. They show that multicollinearity is not a problem in
the model as the VIF values for all explanatory variables are less
than 5.

RP, real patient; SP, standardised patient; VIF, variance inflation
factor.

this was correlated with a 15% increase in the probability
that patients will be satisfied with healthcare workers’
explanation of the patients’ health condition (p<0.01).
However, when the SPs reported being satisfied (vs dissat-
isfied) with the visit, this was associated with a 31% (three
times more than the RPs probability) increase in the like-
lihood of being satistied with healthcare workers’ under-
standing of patients’ problems (p<0.01). Similarly, when
the SPs reported being satisfied (vs dissatisfied) with the
visit, this was related to a 29% rise in patients’ probability
to be satisfied with healthcare workers’ explanation of
health condition (p<0.01).

Since SPs visited several facilities, it is reasonable to
assume that their exposure to a wider variety of facili-
ties might have affected their evaluation of non-clinical
dimensions of care. However, after analysing the correla-
tion of non-clinical variables (separately) with the
number of SP visits done (visit sequence), there was no
significant association.

Sensitivity analysis

As a robustness check, we estimated an additional model
where we included a clinical (technical) quality variable
as one of the explanatory variables. This check was done
to determine whether the clinical quality variable is a
complement or substitute for the non-clinical variables.
This variable captured whether healthcare workers asked
a question about the patient’s previous illness or condi-
tion (online supplemental table S1). Clinical protocols
require healthcare workers to enquire about patients’
medical history during clinical interactions.

The results remained robust as the same non-clinical
variables were significant in both RPs and SPs, except
for the general level of privacy and healthcare workers’
understanding of health problem, which were not signif-
icant (online supplemental table S1).
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DISCUSSION

The aim of any health system is to provide patients with
high-quality care to drive demand for services and ulti-
mately improve health outcomes.” Patients who are
satisfied with the services they receive from healthcare
providers are likely to seek more healthcare than those
who are less satisfied” and also at the appropriate time
that they require care. It is, therefore, important to
understand if the non-clinical dimensions of healthcare
are more or less important to SPs compared with RPs,
given the training SPs received to enable the systematic
measurement of clinical (technical) quality experienced
during their visits. More specifically, it is critical to deter-
mine what RPs value in their healthcare, and how much
of that is intrinsically valued versus simply being under-
stood as a signal for quality.

In general, our findings reveal that more positive inter-
actions with the non-clinical factors were significantly
associated with an overall satisfactory experience with
the health services for both the RPs and SPs. Moreover,
findings suggest that the following non-clinical aspects
of quality matter to RPs: being greeted and welcomed at
facilities, the general attitude of facility staff, healthcare
workers’ understanding of patients’ health problems and
the healthcare workers’ explanation of patients’ health
conditions. RPs’ attaching greater value to these aspects
of quality could be explained by a context in which many
patients are not well treated by healthcare workers.
Household survey respondents in South Africa report
rudeness by healthcare workers as one of the deterrents
to healthcare access.” Consequently, in addition to the
medical or technical aspects of healthcare, policymakers
should also focus on non-clinical factors to ensure that
patients are satisfied with the public health service’® and
increase the possibility of further future engagements.
The findings should be considered relative to the idea
that the positivity of the patients does not in any way
suggest that quality was very high, nor does it mean that
patients were really satisfied with the quality of care they
received.”

We also found that among SPs, the more non-clinical
dimensions of healthcare were strongly related to patient
satisfaction with overall care, while fewer of these dimen-
sions were significant among RPs. Respect for dignity
was the only dimension that was strongly associated with
satisfaction among RPs. The noteworthy dimensions for
the SPs were confidentiality and effective communica-
tion and these were strongly related to clinical quality.
There is literature that shows that patients’ experience
of being given no explanation about their disease and
not keeping information confidential is associated with
loss to follow-up.”® Another study also found the explana-
tion of illness and appropriate treatment by clinicians to
be very important to patients.”” The literature shows that
a clear explanation of the diagnosis and good staff atti-
tudes were among the important attributes determining
health-seeking behaviour.”’

In addition to organisational aspects such as welcoming
and greeting by staff and cleanliness of the facility, SPs
also consider interpersonal attributes of non-clinical
care (such as healthcare workers” understanding of their
health condition) vital in their evaluation of healthcare
quality. Most of the interpersonal attributes include effec-
tive communication on the part of healthcare providers.
In a recent study, the lack of effective communication
is highlighted as one of the impediments of South Afri-
ca’s PHC system.* The authors point out that failure to
communicate with patients does not only lead to poor
case management but also indicates a lack of patient-
centredness and responsiveness. This implies a need
for policymakers to pay attention to the way healthcare
workers communicate as part of their professional devel-
opment programmes.

In contrast to the findings of this study, evidence
from informed patients’ studies shows that informed
patients report better care experiences compared with
non-informed patients.”® This might be attributed to
the fact that informed patients have the skills and confi-
dence to seek what they need from their providers.”® *
In our study, it was the non-informed patients (RPs) who
reported better care experiences overall. Social desir-
ability bias (not wanting to disappoint enumerators),
prior limited care experiences (not having been exposed
to good care before) and lower education levels might
have influenced them to report higher scores although
services might have been of lower quality as noted in the
literature.*"*!

Patient characteristics such as gender, age, race and
province were not significantly associated with patient
satisfaction in our study. This is contrary to other studies
that found that characteristics such as age, race or
ethnicity, income and education were related to how
patients rate their care experience.” *™** However, in
the sensitivity analysis, being female was significantly
associated with patient satisfaction among SPs, whereas
younger age had a significant association with satisfaction
among RPs. Well-educated patients may be able to under-
stand and evaluate the care received better.*’ Significant
differences in overall satisfaction with healthcare services
by race and income could be attributed to differences in
the ability to access private healthcare services among
the population groups and limited care experiences of
respondents.” In our study, this suggests that the race
of patients (only black African and coloured) might be
insignificantly associated with satisfaction because the
study was confined to the public healthcare services,
where patients may not always experience a wide variety
of quality of care.

It is worth noting that high-school completion was
significantly related to satisfaction only among SPs. It is
not clear whether more education means patients were
objectively better treated by healthcare workers or were
able to better evaluate the non-clinical nature of care
received. This finding is in line with studies that found
that more education was positively associated with patient
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satisfaction.” * However, in our study, this implies that
education may be important, not only for its own sake but
also for patient empowerment.

Our findings should be interpreted with caution due
to the following limitations. First, our main limitation
is the sample size of 39 healthcare facilities in only two
provinces and the limited number of visits conducted at
each facility. Second, our study was only based on urban
areas and, therefore, the findings cannot be generalised.
Third, this study is restricted to patients who visited
healthcare facilities during the study period. Fourth,
the cross-sectional nature of our data did not allow us to
follow the SPs to investigate the benefits of their aware-
ness and their health-seeking behaviour.

The findings from the robustness test also showed that
in healthcare areas, HSR indicators such as welcoming
and greeting by staff, the attitude of staff and healthcare
workers’ explanation of patients’ health condition, are
complementary to clinical quality. These are non-clinical
quality indicators that RPs intrinsically value, as opposed
to the general level of privacy and healthcare workers’
understanding of health problem, which seem to be mere
signals for quality. Healthcare workers should, therefore,
consider both clinical and nonclinical dimensions of care
not only when treating patients but also when focussing
on technical care.

CONCLUSION

Our results suggest that informed patients are better
equipped to assess health-systems responsiveness in
healthcare provision. This is an important finding given
the need for improved accountability and clinical govern-
ance in the health system. In general, the findings show
that it is critical to improve patients’ expectations around
the quality of care, specifically HSR of the healthcare
system and acknowledge the importance of sharing
health information with healthcare users. Insights into
responsiveness could guide broader efforts aimed at
targeted education of PHC users to strengthen the health
systems and shape expectations for appropriate care and
conduct.
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