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ABSTRACT
Aim: Purpose of the research is to assess patient satisfaction with the quality of health services provided in National Institute 
of Public Health of Kosova. Methods: Study was observational and cross-sectional. Interviews were conducted with 625 clients 
of IPH. Inclusion criteria for enrollment in the study were patients above 18 years old, with verbally informed consent. Results: 
In our study, access to IPH, efficacy, patient-provider interpersonal communication, and explanations regarding procedures, 
readiness to answer to patients need and physical settings and appearance are valued satisfactorily whereas cleanliness was 
rated with minimal grades. Evaluated 12 quality components, were scored with average mark 3.6. Conclusions: SWOT analysis, 
and fishbone diagram should be used on regular bases and a new position for a manager for administrative issues, is opened, 
complaints box and list of rights and responsibilities of patients were dislocated in a more visible place, and internal staff turn-
over, is introduced.
Key words: patient satisfaction, quality of health care services, NIPH, Kosova.

1. INTRODUCTION
The rapid healthcare technology development, increase 

of health related scientific knowledge, competitive environ-
ment increase pressure on healthcare managers to improve 
their strategies. Total Quality Management introduced since 
1970s with Avedis Donabedian concepts on quality assur-
ance as new management philosophy, systematic approach 
and set of guiding principles for continuous improvement, 
followed by Donald Berwick known as “father” of Total 
Quality Management (TQM) with great merit for health 
care quality improvement (1) is embraced by healthcare 
decision makers in Kosovo, too. Leadership commitment on 
quality improvement processes, information and analysis, 
focused on culture of continuous change, problem solving 
and monitoring of performance and also patients satisfac-
tion is very important for fostering TQM philosophy and 
quality as an organizational value (2, 3). Beside leadership 
and employee commitment, effective and efficient use of 
available resources and competitiveness are necessary for 
quality improvement and increase of organization’s produc-
tivity. Patients have higher expectations for better health care 

services. Patient satisfaction surveys as outcome measure-
ment tools are one of the most important instruments for 
health care quality evaluation and outcomes of patient care 
(4-7) and the gap between demand and supply. Also, they 
are helpful tools for monitoring and identification of major 
problems and priority areas for quality improvement (8). 
This depends on the institution’s organizational response 
and commitment (9) which, realized on a large scale, are 
costly (10). Today, TQM in health care is still more rhetoric 
than reality (11).  Public sector, especially, is in a much worse 
position than the private sector (12).

Purpose of the research is to assess patient satisfaction 
with the quality of health services provided in National In-
stitute of Public Health of Kosovo, NIPHK and 6 Regional 
Institutes of Public Health,  RIPH,  in order to identify pri-
ority areas for improvement.

2. METHODS
Study was observational and cross-sectional. Study 

population were clients of Institutes of Public Health - IPH, 
mainly microbiological services and sanitary card related 
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services. Inclusion criteria for enrollment in the study were 
patients above 18 years old, who gave informed consent 
for participation in the study. Exclusion criteria were age 
younger than 18 years, and client’s companions. Question-
naire was interview-administered by the quality coordina-
tor in NIPH and office workers in RIPH. Interviews were 
conducted at admission and waiting room offices. Respon-
dents were explained the purpose of the survey, anonymity 
of their answers and were requested for informed consent.

Anonymous questionnaire was compiled by 10 questions 
organized in 3 parts:

I. Baseline data (6),
II. Quality of service (3) with twelve sub-questions- struc-

ture and process quality indicators
III. Patients’ comments as open questions (1).
The t-test, Chi-square, Cramer’s V tests were used to 

examine significance among patient satisfaction variables. 
During July, August, September 2014, a total of 625 patients 
in NIPHK and RIPH were included in the survey. Patients 
were selected as they came consecutively until sample size 
of 200 patients is reached for NIPHK, 100 for IPH of Peja. 65 
patients from other RIPH were reached. Data were analyzed 
with Excel and SPSS 16 version software. Response rate was 
high, 12 (6%) refused to participate in the survey at NIPHK, 
whereas at RIPH altogether 28(7%). In last and open ques-
tion regarding eventual comments for the services quality 
improvement missing data were 50.08%. Scoring of quality 
criteria for several modalities presented on Table 3, are with 
marks from 1 (worst) to 5 (best).

3. RESULTS
In order to get patient’s satisfaction with NIPH services, 

survey covered three parts on those issues: accessibility, 
signalization for patient orientation, waiting time, com-
modity, parking in NIPH spaces, physical infrastructure 
(buildings, equipment), peace in IPH, explanations on the 
procedures necessary to achieve your service, efficiency, 
communication, courtesy, readiness to respond to the needs 
of the patient, respect for privacy and on last part any pos-
sible comment for quality of health services.

The research involved 625 patients. Of them 306 (48.96%) 
were women and 319 (51.04%) were men. According to age-
group, 30-39 years patients (29%) had greater participation. 
The average age of respondents was 38.3 years: 36.8 women, 

and 39.8 for men. According to the settlement, greater par-
ticipation but not significant had patients from the city with 
370 respondents (59.8%). According to education, most of 
patients 301(48.2%) had finished higher level of education, 
and the smallest percentage of patients have been with pri-
mary education with 87(13.9%) (Table 1).

In our study, access to IPH was not identified as a problem 
since only 91 (14.61%) reported for not so easy access (Table 
2). In our study, according to dwelling place, distinction 
was significant for those from city (p=0.014, DF=3, X2=10.61).

Regarding subscription or signals for orientation in IPH 
178 (28.5%) denied and only 197 (31.5%) knew where they 
could make a complaint if they wanted to.

Demo-
grafy

Moda-
lities

Sex
Total

Female Male
N % N % N %

306 100 319 100 625 100.0

Age-
group

18-29 107 35.0 91 28.5 198 31.7
30-39 85 27.8 88 27.6 173 27.7
40-49 55 18.0 58 18.2 113 18.1
50-59 37 12.1 46 14.4 83 13.3
60-69 16 5.2 31 9.7 47 7.5
70+ 6 2.0 5 1.6 11 1.8
Average 36.8 39.8 38.3
DS 13.7 14.1 14.0

Dwelling  
place

Willage 113 36.9 142 44.5 255 40.8
City 193 63.1 177 55.5 370 59.2
X2,  ShL=1 p=0.06, Cramer's V=0.0016

Education
Primary 62 20.3 25 7.8 87 13.9
Secondary 119 38.9 118 37.0 237 37.9
High 125 40.8 176 55.2 301 48.2

Table 1. Baseline data of the users of services in National 
Institute of Public Health of Kosova and Regional Institutes of 
Public Health.

Modalities

Was acces to 
the IPH appro-
priate for you?

Are there any 
subscription or 
signals for orien-
tation in IPH

Do you know 
where to make 
a complaint in 
the IPH? 

N % N % N %
Yes 298 47.7 186 29.8 197 31.5
Partialy 236 37.8 261 41.8 61 9.8
No 91 14.6 178 28.5 367 58.7
 Total 625 100.0 625 100.0 625 100.0
X2,  FD=2 p=0.000 p=0.000 p=0.000

Table 2. Access and orientation in Institutes of Public Health

Modality Prishtinë Prizren Pejë Mitrovicë Ferizaj Gjakovë Gjilan Total SD
Waiting time 2.8 4.6 3.6 2.8 3.6 2.7 2.2 3.1 1.3
Cleanliness in the rooms of IPH 3.3 3.3 3.3 3.8 3.5 3.7 2.6 3.3 1.2
Commodity in NIPH spaces 3.5 4.2 2.8 3.4 3.6 3.2 3.0 3.4 1.1
Parking in NIPH spaces 3.3 3.6 3.6 3.6 3.2 3.7 2.7 3.4 1.4
Physical infrastructure 3.6 4.4 2.5 3.8 3.5 3.5 2.8 3.4 1.2
Peace in IPH 3.4 4.1 3.7 3.7 3.6 3.7 3.0 3.6 1.1
Explanations on the procedures necessary to achieve 
your service 3.4 4.6 4.7 3.7 3.8 3.4 3.0 3.8 1.2

Efficiency 3.6 4.7 4.5 3.8 4.1 3.6 3.3 3.9 1.0
Communication 3.5 4.5 4.6 4.1 4.1 3.7 3.3 3.9 1.1
Courtesy 3.5 4.7 4.8 4.0 4.0 3.8 3.2 3.9 1.1
Readiness to respond to the needs of the patient 3.6 4.8 4.6 4.0 4.2 3.6 3.4 4.0 1.0
Respect for privacy 3.9 4.5 4.7 4.2 4.0 3.8 3.4 4.1 1.1
Averge mark 3.4 4.3 3.9 3.8 3.8 3.5 3.0 3.6 0.4

Table 3. How to value Institutes of Public Health from 1 (poor) to 5 (excellent) according to branches of IPH
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Identified problem was the fact that patients do not know 
where to do a complaint in the IPH. Of the 625 patients, only 
31.5% stated positively (Table 2).

Among quality components, 12 of them were evaluated 
and scored with average mark 3.6, which certainly indicates 
a satisfactory evaluation of quality dimensions. Variation 
in assessment is made of 4.1±1.1, the maximum grade given 
for respect for privacy and 3.1±1.3 as minimum assessment 
for waiting time. Comparing average mark of RIPH, Gjilan 
RIPH, was graded with lowest mark 3.0 and Prizren RIPH 
with highest grade 4.3 (Table 3).

According to age group, except for commodity in IPH, 
there is no significant distinction in satisfaction with pre-
sented modalities.

Third part of questionnaire was dedicated for any pos-
sible comment for quality of health services. From 625 pa-
tients, 312(49.9%) were without specific comments whereas 
88 (14.1%) gave not satisfactorily different comments regard-
ing their impressions on health services and 225(36.0%) 
gave satisfactorily comments. (Table 4). Negative comments 
as waiting time, lack of on-line results of tests, lack of suf-

ficient chairs and space, lack of reagents for some bloody 
tests or analyses, lack of hygiene in toilets, complaint box 
not so visible, and insufficient explanations were analyzed 
with cause-effect fishbone analyses and translate causes on 
quality improvement objectives (Graph 1).

4. DISCUSSION
Patient satisfaction was measured by assessing access, 

quality components and comments and suggestions in or-

Modalities

Age group
Chi square 
 test<40 40-59 60+

371 100.0 196 100.0 58 100.0

Communication with 
 patients

Not satisfactory 48 12.9 24 12.2 5 8.6
DF=4, 
X2=1.009 
p=0.908

Average 79 21.3 40 20.4 12 20.7

Satisfactory 244 65.8 132 67.3 41 70.7

Respect for privacy

Not satisfactory 31 8.4 17 8.7 5 8.6
DF=4, X2=2.19 
p=0.700Average 66 17.8 44 22.4 13 22.4

Satisfactory 274 73.9 135 68.9 40 69.0

Explanations on the procedures 
necessary to achieve your service 
me procedurat

Not satisfactory 62 16.7 33 16.8 8 13.8
DF=4, 
X2=2.321 
p=0.676

Average 84 22.6 41 20.9 9 15.5

Satisfactory 225 60.6 122 62.2 41 70.7

Waiting time

Not satisfactory 133 35.8 57 29.1 13 22.4
DF=4, X2=8.35 
p=0.080Average 96 25.9 50 25.5 22 37.9

Satisfactory 142 38.3 89 45.4 23 39.7

Physical infrastructure  
(buildings, equipment)

Not satisfactory 82 22.1 41 20.9 18 31.0
DF=4, 
X2=8.118 
p=0.087

Average 107 28.8 56 28.6 7 12.1

Satisfactory 182 49.1 99 50.5 33 56.9

Commodity in  
NIPH spaces

Not satisfactory 84 22.6 30 15.3 18 31.0
DF=4, 
X2=10.355 
p=0.034

Average 114 30.7 69 35.2 11 19.0

Satisfactory 173 46.6 97 49.5 29 50.0

Peace in IPH

Not satisfactory 63 17.0 30 15.3 8 13.8
DF=4, 
X2=0.797 
p=0.938

Average 106 28.6 57 29.1 19 32.8

Satisfactory 202 54.4 109 55.6 31 53.4

Cleanliness in the  
rooms of IPH

Not satisfactory 87 23.5 44 22.4 9 15.5
DF=4, 
X2=3.906 
p=0.418

Average 122 32.9 58 29.6 24 41.4

Satisfactory 162 43.7 94 48.0 25 43.1

Courtesy

Not satisfactory 50 13.5 19 9.7 6 10.3
DF=4, 
X2=2.101 
p=0.717

Average 80 21.6 46 23.5 12 20.7

Satisfactory 241 65.0 131 66.8 40 69.0

Table 4. How do you value IPH from 1 (poor) to 5 (excellent) ?

9 

 

 

 

   

4. DISCUSSION 

Patient satisfaction was measured by assessing access, quality components and comments and 

suggestions in order to increase patient satisfaction. Satisfaction of patients and health staff 

productivity can be improved simultaneously (13) by investing in quality improvement of health 

services, (14) and patient-centered care (PCC), by provision of the best possible care through 

continuously improving health services to fulfill client’s needs.(15-18) Continuing education of 

employees and managers in TQM issues, teamwork, improvement and efficient communication, 

active empowerment of the workforce by motivation at all levels and improving of trust, are 

components which need to be fostered much more by our institution, too, in order to support 

patient-focused processes.(19,20)  

WHO experiences indicate that most important obstacles and barriers to TQM successful 

implementation are identified human resources, strategic and structural problems,(21) lack of 

Graph 1. Patients complaints – Fishbone analyses
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der to increase patient satisfaction. Satisfaction of patients 
and health staff productivity can be improved simultane-
ously (13) by investing in quality improvement of health 
services (14) and patient-centered care (PCC), by provision 
of the best possible care through continuously improving 
health services to fulfill client’s needs (15-18). Continuing 
education of employees and managers in TQM issues, team-
work, improvement and efficient communication, active 
empowerment of the workforce by motivation at all levels 
and improving of trust, are components which need to be 
fostered much more by our institution, too, in order to sup-
port patient-focused processes (19, 20).

WHO experiences indicate that most important obstacles 
and barriers to TQM successful implementation are identi-
fied human resources, strategic and structural problems 
(21) lack of strategic planning for total quality management 
(TQM) in health care organizations (22). This, of course, is 
not so easy to implement (23).

In our study, supportive environment and culture for 
quality improvement, relied on functional organizational 
structures (24), employee commitment (25, 26), change in 
knowledge, values, beliefs, attitudes, employee morale, 
skills and techniques, was very important for the success-
ful outcome as patient satisfaction results, too (27,  28). All 
those changes did not happen overnight.

Access to IPH was not identified as a problem since only 
91 (14.61%) reported for not so easy access. Access to the 
care, as an important element of health care satisfaction, is 
significantly correlated with some of socio-demographic 
characteristics (29, 30). In our study waiting time and 
cleanliness, were rated with minimal grades which reflect 
organizational weakness in the administrative department, 
similar to two other conducted surveys, where the aspects 
related to organization were worst rated (31).

Communication with patients, as a process quality indi-
cator, had a major role in the perception of service quality. In 
our study, efficacy, patient-provider interpersonal commu-
nication, explanations regarding procedures and readiness 
to answer to patients need are valued satisfactorily. This is 
important for patient loyalty, which is correlated with health 
staff commitment, attitude and skills (32).

Physical settings and appearance were valued satisfac-
tory with 3.4, which reflects building space organization 
and room conditions. This had a great impact on patient 
satisfaction level (34). Performance based reward system 
is important for the increase of motivation at all levels, ef-
fectiveness and efficiency (24, 4). While in our case, the uni-
form salaries based on coefficient had an impact on patient 
satisfaction. With TQM the potential gain will be seen in 
improved patient satisfaction, increased revenue and en-
hanced staff productivity (34, 35) and improved safety (36).

5. LIMITATIONS
As study limitation is lack of information on the psycho-

metric properties of the patient satisfaction survey instru-
ment. It was designed as internal tool for need assessment 
and quality improvement.

6. DIRECTIONS FOR FUTURE RESEARCH
Patient satisfaction survey can be expanded on some 

detailed quality issues for further usage and serve as tool 
for cyclic continual quality improvement with evaluation 
on semiannual regular bases. In sense of quality improve-
ment and increase of patient satisfaction, we proposed 
that besides usual tools, as brainstorming and consensus, 
SWOT analysis should be used in weekly practice in our 
departments, as group problem-solving techniques, such as 
nominal groups, Delphi method, whereas fishbone analyses 
should be done in semiannual regular bases. New position 
for a manager for administrative issues, organization of 
technical issues, as cleanliness, waiting time, commodity, 
infrastructure improvements is opened. Complaints box and 
list of rights and responsibilities of patients were dislocated 
in a more visible place, in waiting rooms.

Internal staff turnover, in order to increase efficacy 
regarding payment procedure for patients, is introduced. 
Supply of working staff with badges for easier identification 
from the patient is advocated. We recommend that one of 
most affordable and more appropriate performance mea-
sure tools should be choose between range of well-known 
instruments as Baldrige health care criteria for performance 
excellence, CONQUEST, Health Care Satisfaction Question-
naire (HCSQ), Quality in Daily Work (QIDW), at the unit 
level and attitude scales.
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