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Abstract
Background: Patient satisfaction is one proxy indicator of the health care quality; however, enhancing patient
satisfaction in low-income settings is very challenging due to the inadequacy of resources as well as low health
literacy among patients. In this study, we assess patient satisfaction and its correlates in a tertiary public hospital in
Nepal.
Methods: We conducted a cross sectional study at outpatient department of Bhaktapur Hospital of Nepal. To
recruit participants for the study, we applied a systematic random sampling method. Our study used a validated
Patient Satisfaction Questionnaire III (PSQ-III) developed by RAND Corporation including various contextual sociodemographic characteristics. We calculated mean score and percentages of satisfaction across seven dimensions of
patient satisfaction. To determine the association between various dimensions of patient satisfaction and sociodemographic characteristics of the patient, we used a multi-ordinal logistic regression.
Results: Among 204 patients, we observed a wide variation in patient satisfaction across seven dimensions. About
39% of patients were satisfied in the dimension of general satisfaction, 92% in interpersonal manner, and 45% in
accessibility and convenience. Sociodemographic factors such as age (AOR: 6.42; CI: 1.30–35.05), gender (AOR: 2.81;
CI: 1.41–5.74), and ethnicity (AOR: 0.26; CI: 0.08–0.77) were associated with general satisfaction of the patients. Other
sociodemographic variables such as education, occupation, and religion were associated with a majority of the
dimensions of patient satisfaction (p < 0.05). Age was found to be the strongest predictor of patient satisfaction in
five out of seven dimensions.
Conclusions: We concluded that patient satisfaction varies across different dimensions. Therefore, targeted
interventions that direct to improve the dimensions of patient satisfaction where the proportion of satisfaction is
low are needed. Similar studies should be conducted regularly at different levels of health facilities across the
country to capture a wider picture of patient satisfaction at various levels.
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Introduction
Patient satisfaction affects clinical processes and patient
outcomes. Various studies have shown that positive
patient outcomes are associated with increased patient
satisfaction [1, 2]. A prospective study showed that the
satisfied patient had two times higher odds of improved
quality of life [3]. Evidence from a systematic review
showed that patient satisfaction was positively associated
with patient safety, clinical effectiveness, compliance to
recommended care, and the use of screening services
[4]. Similarly, a prior study demonstrated that patients in
the highest satisfaction quartile were less likely to visit
hospital emergency departments compared to those in
the lowest satisfaction quartile [5]. Further, higher
patient satisfaction was found to be associated with decreased use of specialty care, hospitalization, and laboratory services [6]. Realizing various positive outcomes,
patient satisfaction has been adopted widely in developed countries as an index of health care quality [7, 8].
In contrast to developed countries, the use of patient
satisfaction metrics in low-income countries has been
limited [9]. Resource constraints in low-income settings
have led to a more urgent focus on the availability of
basic supplies and services rather than a focus on quality
in these settings. Nepal is a low-income country in
South Asia that has not highly prioritized improving patient satisfaction. A survey of health facilities in Nepal
demonstrated that only 3% of facilities have a functional
client feedback system. It further showed that about 23%
of the caretakers of sick children were dissatisfied with
the services provided by higher-level hospitals due to
long waiting times [10].
Patient satisfaction can be affected by a variety of factors, including a patient’s individual characteristics. Association between these characteristics such as age,
gender, educational status, religion, race, marital status
(etc.), and patient satisfaction are widely inconsistent
and contradictory across studies [11]. In addition to
individual characteristics, clinical settings—either outpatient or inpatient—have been found to modulate patient satisfaction. Evidence suggests, for example, greater
satisfaction in the outpatient reconstruction of anterior
cruciate ligament compared to the same surgery in an
inpatient setting [12]. These individual characteristics
and clinical settings are different in developed countries
compared to low-income countries like Nepal and they
need to be explored.
Despite Nepal’s renewed commitment to improving
patient satisfaction, little progress has been made to
understand the level and correlates of patient satisfaction
[13]. Indeed, very few studies have been conducted on
patient satisfaction, with most of them occurring in specific settings such as maternity care, inpatient settings,
eye care, and physiotherapy units. Recently, Poudel et al.
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conducted a patient satisfaction study in the out-patient
department of a public tertiary hospital; however, this
study had sample size of less than 100 [14]. Therefore,
to address the dearth of literature in patient satisfaction
in out-patient settings in Nepal, this study aims to assess
patient satisfaction and determine various factors associated with satisfaction in the outpatient settings in a
tertiary public hospital.

Methods
Study design and settings

We conducted a cross-sectional study in Bhaktapur
provincial hospital which has a 75-bed capacity serving
approximately 1000 patients in the emergency department and 9000 in the outpatient department every
month [15]. The hospital provides a range of services including outpatient, inpatient, emergency, laboratory, and
radiology services.
Sample size and recruitment

We recruited 204 patients from the Out-Patient Department (OPD) of Bhaktapur Hospital from May 7, 2019, to
May 22, 2019. We excluded the patients if they were severely ill, were 10 years or younger, or were unable to
communicate verbally. The sample size was calculated
using 95% confidence interval, 5% margin of error, 86%
of patient satisfaction- as observed in a previous study
from a similar setting [16], and a 10% non-response rate.
Our sampling frame included patients receiving OPD
services. We recruited 15 patients per day until the required sample size was achieved. Using systematic random sampling, we recruited every 20th participant every
day from the hospital registration, starting with the first
OPD patient. If the selected patient refused to participate or was ineligible, we recruited the next patient.
Ethics approval of the study was obtained from the Institutional Review Committee of Kastamandap School of
Public Affairs Management, Kathmandu, Nepal. Written
consent was obtained prior to the collection of data. For
illiterate patients, we read the informed consent form
and obtained their verbal consent since the risks associated with our study were low and the potential harm for
participants was unlikely.
Data collection

We collected data through face to face interviews using
a patient satisfaction questionnaire (PSQ-III) developed
by RAND Corporation [17], the questionnaire is available for free in public domain [18]. Interviews were conducted in the Nepali language. Each interview took
about 20–25 min to complete. The questionnaire consists of 18 items probing seven dimensions of patient
satisfaction: general satisfaction, technical quality, interpersonal manner, communication, financial aspects, time
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spent with the doctor, and accessibility and convenience.
Each question in the PSQ-III has a 5-point Likert Scale
ranging from “Strongly Disagree,” “Disagree,” “Neutral,”
“Agree” to “Strongly Agree.” After translating the questionnaire into the Nepali language, we pre-tested in 20
patients at Bhaktapur Hospital. The internal consistency
reliability of the items within the seven dimensions was
above 0.8 which was above acceptable limit of 0.7 [19].
After pre-testing, we revised the flow of the Nepali language, and added one independent variable, whether the
respondent was enrolled in the health insurance program. Realizing the potential role of health insurance in
patient satisfaction and the recent initiation of health insurance program in our study hospital, we added this
variable in our study.
Further, we also collected sociodemographic information of the participants, including age, gender, ethnicity,
religion, marital status, occupational status, educational
status, the distance of health facility from their residents,
and their enrollment into government health insurance.
These data were used as the predictors of the patient
satisfaction in the analyses.
Statistical analyses

Sociodemographic characteristics of the respondents
were described in frequency and percentages. We calculated the mean and standard deviation of the Likert scale
of each item of PSQ-III. Further, we calculated the frequencies and percentages of satisfied, neutral, and dissatisfied patients.
According to the guidelines of the patient satisfaction
questionnaire (PSQ-III) (see Supplemental File Table 1),
we classified the satisfaction in each item as follows:
I. ‘Strongly agree’ or ‘Agree’ = Satisfied for Items: 1, 2,
3, 5, 6, 8, 11, 15 and 18
II. ‘Strongly disagree’ or ‘Disagree’ = Satisfied for Items:
4, 7, 9, 10, 12, 13, 14, 16 and 17
III. For all items, the score ranges from 1 (strongly
dissatisfied) to 5 (strongly satisfied). The mean
score for each item was calculated in the manner
that higher the score more the satisfaction level for
all the items in the PSQ-III.
To calculate the overall score in each domain, we averaged the score of designated items for each domain as
guided by PSQ-III, which is as follows (Supplemental
File 1, Table 2).
I. General Satisfaction: Item 3 + 17
II. Technical Quality: Item 2 + 4 + 6 + 14
III. Interpersonal Manner: Item 10 + 11
IV. Communication: Item 1 + 13
V. Financial Aspects: Item 5 + 7
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VI. Time Spent with Doctor: Item 12 + 15
VII.Accessibility and Convenience: Item 8 + 9 + 16 + 18
After categorizing the satisfaction score of each domain into three ordinal variables: satisfied, neutral,
and dissatisfied, we utilized ordinal logistic regression
(OLR) to assess sociodemographic variables associated
with satisfaction level. For each patient satisfaction’s
domain, we first included all the sociodemographic
variables in the model and created the final model
that had the lowest Akaike Information Criterion
(AIC) through backward selection. We reported adjusted odds ratios with a 95% confidence interval and
a p-value. A p-value of less than 0.05 was considered
significant.

Findings
Socio-demographic characteristics

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

Table 2 summarizes the satisfaction level of the participants by each item of PSQ-18. In the domain of
general satisfaction, about 38% of participants reported that the medical care they have been receiving
is just about perfect. Regarding the items of technical
quality’s domain, the majority (83.82%) reported that
their doctors were careful to check everything when
treating and examining them. Further, in an interpersonal manner, about 96% of patients responded that
their doctor behaved with them in a very friendly and
courteous manner. Similarly, in the communication
domain, a high proportion of patients (92%)
responded that the doctors were good about explaining the reason for medical tests. About 84% of patients disagreed that they had to pay for more of
their medical care that they could afford. In the domain of time spent with doctors, the majority of patients (74%) said that their doctors usually spent
plenty of time with them. In terms of accessibility
and convenience, about 97% agreed that they were
able to get medical care whenever they need it.
Table 3 presents the mean score and the percentage of
satisfaction in seven dimensions of patient satisfaction.
The highest level of satisfaction (92% satisfied) was
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Table 1 Sociodemographic characteristics of the respondents
Socio-demographic characteristics

Frequency (%)
(n = 204)
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Association between patient satisfaction and
sociodemographic characteristics

39.1 (16.6)

Table 4 summarizes the associations between dimensions of patient satisfaction and socio-demographic characteristics of the patients.

Female

108 (52.9)

General satisfaction

Male

96 (47.1)

Age
Mean (SD)
Sex

Ethnicity
Janajati

114 (55.9)

Brahmin/Chhetri

66 (32.4)

Dalit

20 (9.8)

Madhesi

4 (2.0)

Marital Status
Married

167 (81.9)

Unmarried

37 (18.1)

Religion
Hindu

184 (90.2)

Buddhist

14 (6.9)

Others

6 (2.9)

Distance from health facility
Less than 30 min

104 (51.0)

30–60 min

68 (33.3)

More than 1 h

32 (15.7)

Educational Status
Illiterate

32 (15.7)

Informal Education

44 (21.6)

Primary Education

28 (13.7)

Secondary Education

67 (32.8)

Bachelor or higher education

33 (16.2)

Occupation
Service

35 (17.2)

Business

53 (26.0)

Agriculture

22 (10.8)

Homemaker

53 (26.0)

Others

41 (20.1)

In this domain, the odds of patients of age group 40 to
60 years reporting to be satisfied compared to neutral
and dissatisfied was 6 times that of patients of 20 years
or younger (AOR: 6.42; 95% CI = 1.30–35.05). Further,
female patients were more likely to be satisfied than
male patients (AOR: 2.81; 95% CI: 1.41–5.74).
Technical quality

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

We did not find any associations of sociodemographic
variables with the satisfaction level of patients in this domain except religion. Patients who reported as nonHindu were less likely to be satisfied in an interpersonal
manner compared to those who reported as Hindu
(AOR: 0.17; 95% CI: 0.03–1.05).
Communication

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

Health Insurance
No

117 (57.4)

Yes

87 (42.6)

observed in the dimension of the interpersonal manner
of patient satisfaction. Whereas, the lowest level of satisfaction (39% satisfied) was observed in the dimension of
general satisfaction. More than 70% of the patients were
satisfied with the technical quality and communication
and nearly two-thirds of the patients were satisfied with
the financial aspects of medical care.

In this domain, the odds of patients who had to travel
30 to 60 min of walking distance to be satisfied compared to neutral and dissatisfied were 3 times that of patients who had to travel less than 30 min (AOR: 3.15;
95% CI: 1.63–6.23).
Time spent with the doctor

The odds of patients over 60 years of age to be satisfied
compared to neutral and dissatisfied were 17 times that
of patients who are age 20 or younger (AOR: 17.09; 95%
CI: 2.63–127.05). Those who had only informal education were less satisfied compared to the patients who
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Table 2 Satisfaction of patients segregated by each items of Patient Satisfaction Questionnaire
Item Question

No (Strongly
Uncertain Yes (Strongly Mean
disagree + Disagree) n (%)
Agree + Agree) Score
n (%)
n (%)

S. D

1.

Doctors are good about explaining the reason for medical tests.

15 (7.35)

2 (0.98)

187 (91.67)

3.95

0.73

2.

I think my doctors’ office has everything needed to provide complete
medical care.

72 (35.29)

40 (19.61)

92 (45.10)

3.14

1.05

3.

The medical care I have been receiving is just about perfect.

46 (22.55)

81 (39.71)

77 (37.75)

3.18

0.89

4.

Sometimes doctors make me wonder if their diagnosis is correct.

153 (75)

19 (9.31)

32 (15.69)

3.91

1.08

5.

I feel confident that I can get the medical care I need without being set 102 (50)
back financially

4 (1.96)

98 (48.04)

2.95

1.15

6.

When I go for medical care, they are careful to check everything when
treating and examining me.

30 (14.71)

3 (1.47)

171 (83.82)

3.84

0.98

7.

I have to pay for more of my medical care than I can afford.

172 (84.31)

0 (0.00)

32 (15.69)

3.98

1.13

8.

I have easy access to the medical specialists I need.

65 (31.86)

33 (16.18)

106 (51.96)

3.25

1.11

9.

When I get medical care, people have to wait too long for emergency
treatment.

22 (10.78)

31 (15.20)

151 (74.02)

1.97

1.04

10.

Doctors act too business like and impersonal towards me

180 (88.24)

13 (6.37)

11 (5.39)

4.12

0.78

11.

My doctors treat me in a very friendly and courteous manner

7 (3.43)

1 (0.49)

196 (96.08)

4.20

0.66

12.

Those who provide my medical care sometimes hurry too much when
they treat me.

91 (44.61)

25 (12.25)

88 (43.14)

2.94

1.22

13.

Doctors sometimes ignore what I tell them.

129 (63.24)

12 (5.88)

63 (30.88)

3.28

1.17

14.

I have some doubts about the ability of doctors who treat me.

156 (76.47)

25 (12.25)

23 (11.27)

4.01

1.04

15.

Doctors usually spend plenty of time with me.

45 (22.06)

9 (4.41)

150 (73.53)

3.62

1.07

16.

I find it hard to get an appointment for medical care right away.

43 (21.08)

42 (20.59)

119 (58.33)

2.57

1.03

17.

I am dissatisfied with some things about the medical care I receive.

82 (40.20)

31 (15.20)

91 (44.61)

2.86

1.14

18.

I am able to get medical care whenever I need it

5 (2.45)

2 (0.98)

197 (96.57)

4.2

0.59

According to the guidelines of the patient satisfaction questionnaire (PSQ-III) [see Supplemental File]
(i) ‘Strongly agree’ or ‘Agree’ = Satisfied for Items 1, 2, 3, 5, 6, 8, 11, 15 and 18
(ii) ‘Strongly disagree’ or ‘Disagree’ = Satisfied for Items 4, 7, 9, 10, 12, 13, 14, 16 and 17
(iii) For all items, the score ranges from 1 (strongly dissatisfied) to 5 (strongly satisfied). The mean score for each item was calculated in the manner that higher
the score more the satisfaction level for all the items in the PSQ-III

Table 3 Satisfaction in seven dimensions of the Patient Satisfaction Questionnaire
Satisfaction Domain

Mean of each
domain

Mean of Satisfaction scale SD of each
(Average of mean from
domain
component items)

% Satisfied (Average of
percentage of satisfaction of
items of each dimensions)

General Satisfaction (Item 3 + 17)

6.04

3.02

1.49

38.9

Technical Quality (Item 2 + 4+ 6 + 14)

14.90

3.73

2.59

70.09

Interpersonal Manner (Item 10 + 11)

8.32

4.16

1.06

92.16

Communication (Item 1 + 13)

7.24

3.62

1.50

77.44

Financial Aspects (Item 5 + 7)

6.93

3.47

1.80

66.17

Time Spent with Doctor (Item 12 + 15)

6.56

3.28

1.87

59.07

Accessibility and Convenience (Item 8 + 9 +
16 + 18)

12

2.99

2.09

45.09

(i) The score for each dimension of the patient satisfaction was calculated on the basis of guideline of PSQ-III (see Supplemental File). The mean of satisfaction
each scale ranges from 1(strongly dissatisfied) to 5 (strongly satisfied). The greater the mean, the higher the satisfaction level in each dimension
(ii) Satisfaction = Agree + Strongly agree
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Table 4 Association between independent variables and seven domains of patient satisfaction using multi-ordinal logistic regression
Satisfaction Domain

Explanatory Variables

AORa b

95% Confidence Interval

P-value

General Satisfaction

Age category: 40–60 years

6.42

(1.30–35.05)

0.0258*

Sex: Female

2.81

(1.41–5.74)

0.0037**

Ethnic group: Others

0.26

(0.08–0.77)

0.0174

Occupation: Home makers

0.28

(0.09–0.85)

0.0277*

Occupation: Others

0.15

(0.04–0.52)

0.0035**

Age category: 40–60 years

16.51

(1.15–323.76)

0.0480*

Ethnic group: Janajati

2.76

(1.05—7.43)

0.0410*

Education: Up to Secondary level education

11.28

(2.90–49.56)

0.0007***

Occupation: Business

0.04

(0.00–0.28)

0.0061**

Occupation: Agriculture

0.01

(0.00–0.14)

0.0014**

Occupation: Homemaker

0.03

(0.00–0.31)

0.0086**

Interpersonal Manner

Religion: Non-Hindu

0.17

(0.03–1.05)

0.0431*

Communication

Age category: 40–60 years

8.33

(1.21–68.90)

0.037*

Technical Quality

Financial Aspects

Time Spent with Doctor

Accessibility and Convenience

Ethnic group: Janajati

2.35

(1.01–5.56)

0.0483*

Education: Illiterate

0.09

(0.02–0.42)

0.0029**

Education: Informal Education

0.09

(0.02–0.35)

0.0009***

Occupation: Home maker

5.37

(1.43–21.33)

0.0143*

People don’t have insurance

0.33

(0.16–0.69)

0.0037 **

Distance: 30–60 min

3.15

(1.63–6.23)

0.0007***

Ethnic group: Others

0.29

(0.10–0.79)

0.0165*

Religion: Non-Hindu

3.65

(1.25–11.98)

0.0230*

Age category: 20–40 years

7.34

(1.49–41.64)

0.0176*

Age category: 40–60 years

10.91

(1.88–72.42)

0.0095**

Age category: > 60 years

17.09

(2.63–127.05)

0.0037**

Sex: Female

2.86

(1.40–6.02)

0.0047**

Ethnic group: Others

0.31

(0.10–0.89)

0.0313*

Religion: Non-Hindu

11.28

(2.73–62.02)

0.0020**

Education: Informal Education

0.24

(0.08–0.71)

0.0102*

Occupation: Business

0.29

(0.10–0.83)

0.0237*

Age category: 40–60 years

4.64

(1.21–18.92)

0.0278*

Religion: Non-Hindu

3.08

(1.19–8.37)

0.0224*

Education: Up to Secondary level

2.83

(1.20–7.00)

0.0197*

*P-value less than 0.05 at 5% level of significance
**p- value less than 0.01 at 5% level of significance
***p- value less than 0.001 at 5% level of significance
a
Odds ratio obtained after adjusting age, sex, marital status, ethnicity, religion, education, occupation, distance from health facility and insurance status
b
The reference used in the multi-ordinal logistic regression for various sociodemographic variables are as such: the patients of age less than 20 years for age
groups; male patients for gender; Hindu for religion, the women having higher than secondary level education for educational category, service sector for
occupation, and Brahmin for ethnicity

had education more than the secondary level in this dimension (OR: 0.24; 95% CI: 0.08–0.71).

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

Accessibility and convenience

Discussion
Our study assessed patient satisfaction across several dimensions in a tertiary care public hospital in Nepal.
About 92% of patients were satisfied with the interpersonal manner of doctors; however, only 39% of patients
were satisfied in the dimension of general satisfaction.

The odds of patients who had education up to the secondary level to be satisfied compared to neutral and dissatisfied were nearly 3 times that of patients who had
education more than the secondary level (OR: 2.83; 95%
CI: 1.20–7.00).
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Several socio-demographic factors were associated with
seven dimensions of patient satisfaction. Age was found
to be the strongest predictor of patient satisfaction
across most of the dimensions.
There was a wide variation in patient satisfaction
across the seven dimensions in our study. A recent study
conducted in the Bir Hospital, the largest public tertiary
hospital in Nepal, did not show such a wide variation
across the seven dimensions of patient satisfaction [14].
Such difference between that study and our study might
be due to difference in service availability. Bir Hospital
provides a wide range of services whereas our study hospital provides comparably a limited range of outpatient,
inpatient, diagnostic and emergency services. Further, a
study in Australia used a similar patient satisfaction
questionnaire to that implemented in our study, but did
not find such a wide variation across seven dimensions
[20]; the percentage of satisfaction in the financial aspect
was the highest (87.4%) while the dimension of accessibility and convenience had the lowest level of satisfaction (72.9%) in their study [20]. Such a wide discrepancy
between various dimensions between our study and the
Australian study may be due to differences in health care
settings, financing mechanisms, and the priority given to
patient satisfaction by concerned agencies.
In our study, the general satisfaction of the patients
was relatively low (39%). Our low general satisfaction
rate was mainly driven by item 17 of PSQ-18, “I am dissatisfied by some things about the medical care I receive.” This dissatisfaction may be due to the absence of
some facilities or amenities other than medical services
such as availability of drinking water, provision of
sanitary toilets etc. A shortage or scarcity of such nonmedical amenities may have reduced general satisfaction.
Contrast to our study, a recent study by Poudel et al. in
a tertiary hospital in Nepal showed a general satisfaction
rate of 73% [14]. The hospital where they conducted
their study is the largest public hospital in Nepal that
has some super-specialized services as well; the patients’
disease status and their severity may be totally different
in that hospital compared to our study. Further, a study
by Holikatti et al. in India observed a general satisfaction
rate of 57%, which is higher than that presented in our
study [21]. Similarly, a study conducted in North
London reported 71% satisfaction on the general satisfaction scale [22]. Various assessments conducted in the
Netherlands demonstrated from 79 to 88% general satisfaction [23, 24] along with the upward shifting of patient
satisfaction in Dutch university medical centers [25].
These findings contrast with our study’s finding of general satisfaction which was much lower (39%). Such a
high difference in general satisfaction could result from
a large gap between expectations and reality among patients who participated in our study. At the same time,
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the disease status, unavailability of desired amenities or
facilities in our study site might have reduced the general satisfaction rate.
Further, in the specific domains of interpersonal manner and communication aspects, patient satisfaction was
significantly higher in our study. We statistically tested
the mean score in the interpersonal manner and communicable aspects with the score of other dimensions;
they were statistically significant. A study by Holikatti
et al. found that the satisfaction rate in the interpersonal
aspects among patients receiving psychiatric services was
71.4% [21]; their finding was much lower compared to
our finding of 90% satisfaction in this domain. The
higher level of satisfaction in interpersonal aspects in
our study was mainly driven by a friendly and courteous
manner of doctors. Such differential satisfaction rates in
interpersonal manner may be due to difference in the
nature and severity of diseases among studies. The patient satisfaction in these two domains also depend upon
the communication skills of the doctors as evidenced by
previous studies [26–28].
A study conducted in a private hospital in India demonstrated that approximately 91% of the patients were
satisfied with the time spent to the doctor [29], while
the proportion of satisfaction of patients in this dimension in our study was 59%. This could be due to doctors
spending less time with patients and no much effort put
into making a doctor-patient relationship in public hospitals—our study hospital is overstretched with nearly 30
visitation per day per doctor [15]. Regarding affordability, a study by Rizal in the eye services at Nepal Medical
College showed that 76.8% of the patients were satisfied
[30], while our study showed 66% satisfaction with financial aspects. Eye care services are relatively inexpensive
in Nepal compared to general OPD services [31]. Although Nepal’s government implemented a health insurance program in Bhaktapur hospital for more than 2
years with the aim of providing easy access to health
care, our study showed only 45% of patients were satisfied in the domain of accessibility and convenience. This
low level of satisfaction was largely driven by the unavailability of needed medical specialists, and the problems in obtaining appointments for medical care right
away.
In our study, the main predictors for the general satisfaction of the patient were age, gender, ethnic groups,
education, and occupation. A systematic review of the
determinants of patient satisfaction around the world revealed that age was the most important and consistent
predictor of patient satisfaction [32]. Similarly, we found
a strong association of age and satisfaction across six dimensions of patient satisfaction with a positive association between satisfaction and age. This association
could be explained from different perspectives. First, this
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could be due to differences in perception of treatment;
the older people are more experienced with the care
process and the potential weaknesses of health care system [33]. Second, the older people are usually more
comfortable with paternalistic type of care rather than
patient centered care. Similarly, the elderly people may
have a lower than that of younger people [33]. Our study
showed that the religion of the patient was an important
predictor across four dimensions of patient satisfaction.
A secondary analysis of data from a health and retirement study conducted in the United States demonstrated that the patients who believed that religion was a
very important part of their life exhibited higher levels
of patient satisfaction [34]. Consequently, differences in
patient satisfaction among religions, such as between followers of Hinduism and non-followers, would constitute
an important area for future exploration.
In our study, female patients were more likely to be
satisfied in terms of general satisfaction and time spent
with doctor. Contrast to our finding, studies in Malaysia
[35] and Nigeria [36] showed male patients were more
satisfied compared to their counterparts. In our study,
we believe this could be due to a greater number of female service providers in Bhaktapur Hospital. Previous
studies showed that female patients were more satisfied
with female health care providers [37] and the patients
of female physicians were more satisfied than those of
male physicians [38].
In our study, Janajati ethnic group were more likely to
be satisfied than other groups. This may be due to the
reason that most of the doctors at our study hospital
belonged to same ethnic group.
In our study, overall, the educated patients were more
likely to be satisfied. The patient who had higher level of
education may have better understanding about the limitation of public health system. Getting expected or
higher level of care might have raised their satisfaction
level compared to the patient who had lower level of
education. Similar to our finding, a study in psychiatric
patient in Qatar showed a higher satisfaction among educated patient [36]. However, a study in Iran [39] revealed the educated patient were less satisfied; this
might be due to higher level of expectation in educated
people.
Although our study contributed new perspectives in
the area of patient satisfaction in Nepal, there are some
limitations. First, our findings may not be generalized in
the hospitals at the district level or below because of differences in the availability of human resources, diagnostics, and health care services. However, our results could
be applicable to the secondary and tertiary level hospitals
in Nepal as these hospitals provide similar types of services as rendered in our study hospital. Usually, in
Nepal, the patient visit to secondary or tertiary hospitals
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when their illnesses are not properly addressed at primary or district level hospitals [40]. Similar studies at or
below the district level could provide more specific findings for primary level hospitals. Second, there could be a
number of correlates of patient satisfaction which we
didn’t include in our questionnaire due to resource constraints. For example, severity of the patient’s disease
status affects their satisfaction. Due to technical complexities to measure severity of illness, we did not assess
patient disease status and severity. Apart from some patient characteristics, we did not collect the supply-side
factors such as doctors’ attitude towards their work,
their remuneration and incentives, and the opportunity
for career growth; these may influence service delivery,
eventually affecting patient satisfaction. Even though we
did not collect data from the perspectives of health
workers, our findings from the patient perspectives also
provide some signals about doctors’ availability and their
behavior towards patients. Third, due to the crosssectional nature of the study, we can’t assure that the
correlates of the patient satisfaction in our study are indeed causal. However, these associations can be used to
initiate some interventions to enhance patient satisfaction. A more robust study design that follows the same
patients for a number of visits and controls several explanatory variables can give causal associations. Fourth,
the translation of PSQ-18 in Nepalese context may affect
the finding of the study; however, during pre-testing we
evaluated the internal reliability and consistency, which
was above the acceptance level. Fifth, due to the application of PSQ-18 in our study, we use the term ‘patient
satisfaction’; however, the statements or items in the
PSQ-18 are more related to the evaluations and experience of the patients. Therefore, we recommend the practitioners to look for the results based on the findings of
each single-item instead of those based on the mean
score of the seven dimensions. Despite such limitations,
the findings of this study constitute a useful resource for
the Nepalese government to formulate plans and programs to improve patient satisfaction, especially in tertiary care hospitals.

Conclusions
We concluded that patient satisfaction in a public tertiary level hospital is highly heterogeneous across various
dimensions. Patients were least satisfied in the general
satisfaction domain and most satisfied in the interpersonal domain. Sociodemographic factors such as age,
gender, and ethnicity were associated with general satisfaction, whereas education, occupation, and religion
were associated with several other aspects of patient satisfaction defined by PSQ-III. Targeted interventions that
direct to improve the dimensions of patient satisfaction
where the proportion of satisfaction is low are needed.

Adhikari et al. BMC Health Services Research

(2021) 21:135

Similar studies should be conducted regularly at different levels of health facilities across the country to capture a wider picture of patient satisfaction at various
levels. Future research design that incorporate the individual combination of a wide range of sociodemographic
characteristics would benefit the practitioners and managers to get new insights on the satisfaction from
homogenous sub-groups of patients.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-021-06155-3.
Additional file 1: Supplemental file. Scoring system of Patient
Satisfaction Questionnaire III. Supplemental file: Table 1. Scoring Items.
Supplemental file: Table 2. Creating Scale Score.

Abbreviations
AOR: Adjusted Odds Ratio; PSQ: Patient Satisfaction Questionnaire; OPD: Out
Patient Department
Acknowledgements
We would like to thank all the patients who participated in our study.
Further, we would like to thank the Medical Superintendent Dr. Sudha
Devkota and Senior Nursing Administrator Sabitri Poudel for their immense
support during data collection. We also thank Tille Cryer, a senior editor of
BMC Health Services Research, and two anonymous reviewers for providing
their insightful feedbacks during the review process.
Authors’ contributions
MA conceptualized the study. MA and DPU performed statistical analysis. MA
first drafted the manuscript. Then, NRP, AS, SRM and DPU edited, revised and
finalized the manuscript. NRP supervised the study. All authors met the
ICMJE criteria for authorship. All authors have read and approved the
manuscript.
Authors’ information
MA is an employee of the Ministry of Health and Population, Nepal, and he
is also a graduate student at Yale School of Public Health, Yale University,
USA. NRP is a lecturer at Public Administrative Campus, Tribhuvan University.
SRM is a researcher World Heart Foundation, Rue de Malatrex, Geneva,
Switzerland and co-founder of Nepal Development Society, Chitwan, Nepal.
AS is an associate professor at Kathmandu university, School of Medical Sciences, Kathmandu, Nepal. DPU is a lecturer at Central Department of Public
Health, Institute of Medicine, Nepal and a graduate student at Case Western
Reserve University. All authors have read and understood BMC Health Services
Research’s policy on declaration of interests and declare that we have no
competing financial interest
Funding
No funding support was received for this study.
Availability of data and materials
Data will be made available upon reasonable request to the corresponding
author by email.
Ethics approval and consent to participate
The study protocol was approved by the Institutional Review Committee of
Kastamandap School of Public Affairs Management, Kathmandu Nepal.
Bhaktapur Hospital allowed us to conduct study through administrative
approval (Ref: 528/075/76). Following detail description of the study, a verbal
and written consent was obtained from the participants.
Consent for publication
Not applicable.

Page 9 of 10

Competing interests
All authors declare that they have no competing interests.
Author details
1
Department of Health Services, Ministry of Health and Population,
Kathmandu, Nepal. 2Department of Health Policy and Management, Yale
School of Public Health, Yale University, New Haven, CT, USA. 3Institute for
Implementation Science and Health, Kathmandu, Nepal. 4Public
Administration Campus, Tribhuvan University, Kirtipur, Nepal. 5World Heart
Federation Rue de Malatrex 32, 1201 Geneva, Switzerland. 6Nepal
Development Society, Bharatpur-10, Chitwan, Nepal. 7Department of Public
Health, Kathmandu University, Kathmandu, Nepal. 8Central Department of
Public Health, Institute of Medicine, Tribhuvan University, Kathmandu, Nepal.
9
School of Medicine, Case Western Reserve University, Cleveland, OH, USA.
Received: 10 July 2020 Accepted: 4 February 2021

References
1. Licciardone J, Gamber R, Cardarelli K. Patient satisfaction and clinical
outcomes associated with osteopathic manipulative treatment. J Am
Osteopath Assoc. 2002;102:13–20.
2. Kane RL, MacIejewski M, Finch M. The relationship of patient satisfaction
with care and clinical outcomes. Med Care. 1997;35:714–30.
3. Renzi C, Tabolli S, Picardi A, Abeni D, Puddu P, Braga M. Effects of patient
satisfaction with care on health-related quality of life: a prospective study. J
Eur Acad Dermatol Venereol JEADV. 2005;19:712–8.
4. Doyle C, Lennox L, Bell D. A systematic review of evidence on the links
between patient experience and clinical safety and effectiveness. BMJ Open.
2013;3:e001570.
5. Fenton JJ, Jerant AF, Bertakis KD, Franks P. The cost of satisfaction: a
National Study of patient satisfaction, health care utilization, expenditures,
and mortality. Arch Intern Med. 2012;172:405–11.
6. Bertakis KD, Azari R. Patient-centered care is associated with decreased
health care utilization. J Am Board Fam Med. 2011;24:229–39.
7. Al-Abri R, Al-Balushi A. Patient satisfaction survey as a tool towards quality
improvement. Oman Med J. 2014;29:3–7.
8. Coulter A, Cleary PD. Patients’ experiences with hospital care in five
countries. Health Aff (Millwood). 2001;20:244–52.
9. Kruk ME, Freedman LP. Assessing health system performance in developing
countries: a review of the literature. Health Policy. 2008;85:263–76.
10. Nepal Health Facility Survey 2015. https://dhsprogram.com/pubs/pdf/
SPA24/SPA24.pdf. Accessed 30 May 2020.
11. Batbaatar E, Dorjdagva J, Luvsannyam A, Savino MM, Amenta P.
Determinants of patient satisfaction: a systematic review. Perspect Public
Health. 2017;137:89–101.
12. Krywulak SA, Mohtadi NGH, Russell ML, Sasyniuk TM. Patient satisfaction
with inpatient versus outpatient reconstruction of the anterior cruciate
ligament: a randomized clinical trial. Can J Surg. 2005;48:201–6.
13. WHO. Global Ministerial Summits on Patient Safety. WHO. http://www.who.
int/patientsafety/policies/ministerial-summits/en/. Accessed 9 Jul 2020.
14. Poudel L, Baskota S, Mali P, Pradhananga P, Malla N, Rajbhandari B, et al.
Patient Satisfaction in Out-patient Services at a Tertiary Care Center: A
Descriptive Cross-sectional Study. J Nepal Med Assoc. 2020;58. https://doi.
org/10.31729/jnma.4917.
15. Annual Report of Department of Health Services, Nepal 2074/75 (2017/
2018). Annual Report. Kathmandu, Nepal: Department of Health Services,
Kathmandu, Nepal; 2019. https://dohs.gov.np/annual-report-2074-75/.
Accessed 31 May 2020.
16. Shrestha S, Devkota R, Shrestha S. Patient satisfaction in Nepal medical
college teaching hospital. Nepal Med Coll J NMCJ. 2017;19:196–203.
17. Monica 1776 Main street Santa, California 90401–3208. RAND Corporation
Provides Objective Research Services and Public Policy Analysis. https://
www.rand.org. Accessed 31 May 2020.
18. Monica 1776 Main Street Santa, California 90401–3208. Patient Satisfaction
Questionnaires (PSQ-III and PSQ-18). https://www.rand.org/health-care/
surveys_tools/psq.html. Accessed 29 Jan 2021.
19. Nunnally JC. Psychometric theory 3E. New York: Tata McGraw-Hill Education;
1994.
20. Ifediora CO, Rogers GD. Levels and predictors of patient satisfaction with
doctor home-visit services in Australia. Fam Pract. 2017;34:63–70.

Adhikari et al. BMC Health Services Research

(2021) 21:135

21. Holikatti PC, Kar N, Mishra A, Shukla R, Swain SP, Kar S. A study on patient
satisfaction with psychiatric services. Indian J Psychiatry. 2012;54:327–32.
22. Bollam MJ, McCarthy M, Modell M. Patient’s assessment of out of hours care
in general practice. Br Med J Clin Res Ed. 1988;296:829–32.
23. Smits M, Huibers L, Oude Bos A, Giesen P. Patient satisfaction with out-ofhours GP cooperatives: a longitudinal study. Scand J Prim Health Care. 2012;
30:206–13.
24. van Uden C, Ament A, Hobma S, Zwietering P, Crebolder H. Patient
satisfaction with out-of-hours primary care in the Netherlands. BMC Health
Serv Res. 2005;5:6.
25. Kleefstra SM, Zandbelt LC, de Haes HJ, Kool RB. Trends in patient satisfaction
in Dutch university medical centers: room for improvement for all. BMC
Health Serv Res. 2015;15. https://doi.org/10.1186/s12913-015-0766-7.
26. Tanveer F, Shahid S, Hafeez MM. Impact of Doctor’s Interpersonal
Communication Skill on Patient’s Satisfaction Level. Isra Med J. 2018;10:4.
27. Jalil A, Zakar R, Zakar MZ, Fischer F. Patient satisfaction with doctor-patient
interactions: a mixed methods study among diabetes mellitus patients in
Pakistan. BMC Health Serv Res. 2017;17:155.
28. Westaway MS, Rheeder P, Van Zyl DG, Seager JR. Interpersonal and
organizational dimensions of patient satisfaction: the moderating effects of
health status. Int J Qual Health Care. 2003;15:337–44.
29. Ardey R, Ardey R. Patient perceptions and expectations from primary
health-care providers in India. J Fam Med Prim Care. 2015;4:53.
30. Rizyal A. Patients’ satisfaction with eye care services at Nepal medical
college. Nepal Med Coll J NMCJ. 2012;14:172–5.
31. Nikpoor N, Hansen ED, Oliva MS, Tabin G, Ruit S. Elimination of preventable
blindness: can success in Nepal be replicated in Africa? Innov Entrep Health.
2018;5:27–39. https://doi.org/10.2147/IEH.S133527.
32. Batbaatar E, Dorjdagva J, Luvsannyam A, Amenta P. Conceptualisation of
patient satisfaction: a systematic narrative literature review. Perspect Public
Health. 2015;135:243–50.
33. Jaipaul CK, Rosenthal GE. Are older patients more satisfied with hospital
care than younger patients? J Gen Intern Med. 2003;18:23–30.
34. Benjamins MR. Does religion influence patient satisfaction? Am J Health
Behav. 2006;30:85–91.
35. Ganasegeran K, Perianayagam W, Abdul Manaf R, Ali Jadoo SA, Al-Dubai
SAR. Patient satisfaction in Malaysia’s busiest outpatient medical care. Sci
World J. 2015;2015:1–6.
36. Bener A, Ghuloum S. Gender difference on patients’ satisfaction and
expectation towards mental health care. Niger J Clin Pract. 2013;16:285.
37. Derose KP, Hays RD, McCaffrey DF, Baker DW. Does physician gender affect
satisfaction of men and women visiting the emergency department? J Gen
Intern Med. 2001;16:218–26.
38. Bertakis KD, Franks P, Azari R. Effects of physician gender on patient
satisfaction. J Am Med Womens Assoc 1972. 2003;58:69–75.
39. Jafari Kelarijani SE, Jamshidi R, Heidarian AR, Khorshidi M. Evaluation of
factors influencing patient satisfaction in social security hospitals in
Mazandaran province, north of Iran. Casp J Intern Med. 2014;5:232–4.
40. Nepal Health Facility Survey 2015. Kathmandu, Nepal: Ministry of Health,
Nepal; New ERA, Nepal; Nepal Health Sector Support Program (NHSSP); and
ICF; 2017. https://dhsprogram.com/pubs/pdf/SPA24/SPA24.pdf.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 10 of 10

