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Though exit surveys are considered important tools for ascertaining quality and 
demand for healthcare services, apprehension about the reliability of responses in 
such surveys are not misplaced. It has been argued that ‘courtesy bias’ may lead 
respondents to give approving responses, especially if interviewed in the premises 
of the institution. This study examines:

•	 how users’ perceptions are shaped, 
•	 if there is bias in these perceptions and
•	 how these perceptions can be used in improving efficiency of the institution as 

well as changing the healthcare policy and practices. 

The study does not find evidence that reported satisfactions are biased positively 
in the exit survey, especially for subjective questions regarding behaviour of health 
personnel. The responses are certainly not biased for relatively objective questions 
about infrastructure condition, supplies and services of the institutions. The survey 
does provide useful information on the determinants of consumer satisfaction with 
explanatory variables like dimensions of respondents’ characteristics, if respond-
ents availed special benefits and cost incurred by them. 

The study reveals that it is not individual factors but interactions of factors that 
shape responses. By and large satisfaction with behaviour of health professionals 
improves if the respondent has availed benefits of services provided. But this process 
is influenced by institutions as well as expenses incurred in availing these facilities. 
The interaction between household income and institution shapes the respondents’ 
satisfaction towards infrastructure. Dissatisfaction to provided services reduces if 
respondents are availing benefits of medicine compared to those not availing this 
benefit. Nevertheless, dissatisfaction reduces sharply only if respondents are paying 
relatively less cost for the services.

Findings conclusively prove that perceptions on services provided are also shaped 
by, apart from other factors, perceptions about the behaviour of health personnel as 
well as infrastructure.
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The emergence of private players as major health-
care providers has resulted in the exposure of the 
clients to better quality of services and improved 

experiences. One of the key strengths of private service 
providers is that they place customer satisfaction at 
the centre of their processes. Private sector compa-
nies recognize that satisfied clients sustain business, 
produce positive word-of-mouth, and become loyal to 
a particular brand—an approach that the public sector 
fails to recognize (Williams, Schutt-Ainé, & Cuca, 
2000). As a result, there is an increasing pressure on the 
public health institutions to improve the quality of their 
services. An urgent need to reinvent the processes and 
reorient the approach to service delivery is felt among 
policy makers, government and clients. Recognizing 
this need, policy makers have emphasized the impor-
tance of client-centric governance in improving 
accountability and responsiveness in governance. A 
logical first step towards this end would be to collect 
baseline data on clients’ experiences with the public 
health services and using them to improve the quality of 
services. Across the globe, client satisfaction exit inter-
views have emerged as a way of Quick Investigation of 
Quality (QIQ, 2001) of certain aspects of healthcare—an 
idea propagated by the MEASURE evaluation project 
of Global Health Bureau of the United States Agency 
for International Development (USAID).

Until recently, any effort to improve the quality of health 
services has taken a top-down approach. However, 
now, the subjective side of quality has also been recog-
nized as important, and clients’ opinions and levels of 
satisfaction are used to assess the quality of services. 
There are no institutionalized ways in which clients 
can express their opinions, report their negative expe-
riences, and provide feedback to improve quality of 
services. Exit interviews provide a quick and easy way 
to collate data on client satisfaction. Also, as exit inter-
views are conducted as soon as the client has a lived 
experience with the service provider, the data can be 
expected to be fairly reliable. However, there are also 
criticisms against this method as a valid source of data, 
as many argue that respondents in many cases do not 
openly report about negative experiences when they 
are within the premises of the service provider insti-
tutions. The present article argues that exit interviews 
could be indicative of the specific aspects of service 
delivery that need reforms and also help in getting 

the nuts and bolts of health institutions right. A study 
was conducted by Samarthan, Centre of Development 
Support (2011) which included institutional audits of 
the Sub-Health Centres (SHCs), Primary Health Centres 
(PHCs) and Community Health Centres (CMCs) in 
12 districts of Madhya Pradesh. Structured question-
naires were used based on the IPHS1 norms. The report 
revealed inadequacies in many aspects of healthcare 
services in Madhya Pradesh that violated the institu-
tional norms and standards. As a part of this study, 
exit interviews were conducted with 1,764 clients who 
accessed different levels of public health institutions. 
The present article analyses the data gathered using the 
exit interviews and argues that exit interviews provide 
a practical way of understanding clients’ experiences. 
The authors argue that contrary to criticisms raised 
against exit interviews regarding the reliability of the 
data, they can actually be indicative of the health of the 
public health institutions.

MADHYA PRADESH: A BRIEF PROFILE

The state of Madhya Pradesh has an area of 308,245 
sq. km, a population of 72.6 million, and a population 
density of 236 per sq. km. There are 48 districts, 313 
blocks and 55,393 villages.2 The comparative figures of 
major health and demographic indicators are given in 
Tables 1 and 2.

Table 1: Demographic, Socio-economic and Health Profile of 
Madhya Pradesh

Item Madhya 
Pradesh

India

Total population (Census 2011) (in million) 72.60 1210.14

Decadal growth (Census 2011) (%) 20.3 17.6

Crude birth rate (SRS 2008) 28.0 22.8

Crude death rate (SRS 2008) 8.6 7.4

Total fertility rate (SRS 2008) 3.3 2.6

Infant mortality rate (SRS 2008) 70 53

Maternal mortality ratio (SRS 2004–2006) 335 254

Sex ratio (Census 2011) 930 940

Population below poverty line (%) 37.43 26.10

Schedule Caste population (in million) 9.16 166.64

Schedule Tribe population (in million) 12.23 84.33

Female literacy rate (Census 2001) (%) 50.3 53.7

Source: Census (2011); SRS3 2008; SRS 2004–2006.
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Table 2: Health Infrastructure of Madhya Pradesh

Particulars Required In Position Shortfall

Sub-Health Centres 
(SHCs)

10,402 8,834 1,568

Primary Health 
Centres (PHCs)

1,670 1,149 521

Community Health 
Centres (CHCs)

417 270 147

MPW (Female)/ANM 
at SHCs & PHCs

9,983 8,718 1,265

Health Worker (Male) 
MPW(M) at Sub 
Centres

8,834 4,030 4,804

Health Assistants 
(Female)/LHV at PHCs

1,149 741 408

Health Assistant (Male) 
at PHCs

1,149 495 654

Doctors at PHCs 1,149 1,042 107

Obstetricians & 
Gynaecologists at 
CHCs

270 53 217

Physicians at CHCs 270 51 219

Paediatricians at CHCs 270 66 204

Total Specialists at 
CHCs

1,080 220 860

Radiographers 270 162 108

Pharmacist 1,419 603 816

Laboratory Technicians 1,419 491 928

Nurse/Midwife 3,039 901 2,138

Source: Samarthan (2011).

UNDERSTANDING CLIENT SATISFACTION IN 
PUBLIC HEALTH SERVICES

Indicators of Quality of Health Services

Inter-linkages between clients’ satisfaction, quality of 
services, access to services and sustainability of public 
institutions play vital roles in ensuring effective govern-
ance in today’s world. For instance, dissatisfied clients will 

opt out of the services, spread messages about their nega-
tive experiences discouraging others to access the services. 
This in turn will result in the breakdown of public institu-
tions. Clients’ satisfaction is therefore the key to their deci-
sions to continue accessing public services and is essen-
tial to long-term sustainability. Dissatisfaction among 
clients could be either due to poor quality of services 
like cumbersome processes, untrained/unhelpful 
personnel or lack of facilities because of issues related to 
accessibility—distance between the clients’ place of resi-
dence to the Public Health Institution. Cumulatively, all 
these factors with a lack of opportunity to express their 
opinions will result in the disengagement of citizens from 
public institutions. Performance from clients’ perspec-
tives, it has been argued, is better measured through their 
satisfaction levels rather than institutional data.

As a part of a large-scale effort to reinvent healthcare 
institutions, client satisfaction surveys are increas-
ingly being promoted as a method of understanding 
quality of health services and the needs and expecta-
tions of clients from these institutions. Evidence from 
healthcare research across the globe reveal that research 
techniques such as client exit surveys provide a quick 
and inexpensive way of determining specific areas of 
health services where quality could be improved. Exit 
interviews have become a popular way of assessing 
client satisfaction in developing countries like Ethiopia 
(Fekadu, Andualem, & Yohannes, 2011; Tesfaye, 2005), 
Madagascar (Glick, 2007) and Bangladesh (Aldana, 
Piechulek, & Al-Sabir, 2001). The Department of 
Community Medicine, Midnapore Medical College, 
West Bengal conducts institutionalized exit inter-
views so as to understand clients’ satisfaction levels 
as an indicator of their performance (Das et al., 2010). 
These exit interviews are useful for highlighting the 
inadequacies in the basic aspects of service delivery 
that affect the quality of clients’ experiences. They also 
provide evidence of whether specific policies have their 
desired effects. They are found to be easier to admin-
ister, less expensive, and provide rapid feedback when 
compared with client report cards. While exit inter-
views are being widely used in healthcare research, 
one must also be aware of the possible issues related 
to the reliability of the data collected through exit inter-
views. One of the biggest criticisms of exit interviews is 
the problem of ‘courtesy biases’ (Glick, 2007). Courtesy 
bias results from the reluctance of the respondents to 
express negative opinions of service while they are 
within the premises of the service provider during the 
exit interviews. This could result in over-reporting of 
satisfaction levels.
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As satisfaction and its measurement are important 
for health planning, Crow et al. (2002) reviewed 139 
articles on determinants of satisfaction. Their review 
provided evidences on two groups of factors: first, 
those relating to the characteristics of respondents 
and second, those relating to healthcare delivery. No 
firm conclusions can be drawn on the relationship 
between levels of satisfaction and gender (Crow et 
al., 2002). It has been argued that satisfaction is high 
when favourable experiences match favourable expec-
tations and low when negative occurrence reinforces 
negative expectations (Linder & Stewart, 1986; Swan et 
al., 1985). Studies also confirm a positive relationship 
between satisfaction and previously recorded levels of 
satisfaction (Gray, 1980; John, 1992). In fact, evidence 
indicates that levels of satisfaction get enhanced when 
the patients’ wishes are met and dissatisfaction arises 
when they are not (Jackson, Chamberlain, & Kroenke, 
2001; Weingarten et al., 1995). Doctors’ communi-
cation skills and the extent to which the patients are 
open to reasoned arguments also help in shaping the 
levels of satisfaction (De La Cuesta, 1997). Fitzpatrick 
(1991) and Pickering (1993) have advocated the 
need to educate consumers about appropriate care 
and to manage their expectations about what can 
realistically be provided.

There is evidence that poorer physical health 
(Annandale & Hunt, 1998; Hsieh & Kayle, 1991; Rogut, 
Newman & Cleary, 1996) and low quality of life (Wein-
garten et al., 1995) are associated with lower levels 
of satisfaction. Nonetheless, it has also been found 
that older respondents are significantly more satis-
fied than others (Al-Bashir & Armstrong, 1991; Cleary 
et al., 1992). In general, the findings about relation-
ship between socio-economic indicators—education, 
social class, occupation and income—have been incon-
clusive and at times inconsistent (Bertakis, Roter, & 
Putnam, 1991; Cohen, 1996; Crow et al., 2002; Khayat 
& Salter, 1994). It has also been suggested that a per-
sonalized approach of physician is appreciated by 
healthcare seekers (Hjortdahl & Laerum, 1992; Hollo-
way, Matson, & Zismer, 1989). Studies investigating 
levels of satisfaction with in-hospital care have identi-
fied quality of patient–practitioner relationship (Cleary 
et al., 1992; Howie et al., 1998) and discussions with 
the practitioner (Calnan et al., 1994; Coyle, Calnan, & 
Williams, 1992; Roghmann, Hengst, & Zastowny, 1979; 
Snell, 1996; Williams & Calnan, 1991) as most impor-
tant factors governing client satisfaction. While in-hos-
pital satisfaction has been reported to be lower in 
government hospitals compared to private hospitals 

(Fleming, 1981), nursing strain and exhaustion have 
been found to adversely affect patient satisfaction 
(Leiter, Harvey, & Frizzell, 1998). On the other hand, 
studies on out-patient care suggest that professional 
standards and interpersonal relationships are of prime 
importance to patients (Bishop et al., 1991; De La 
Cuesta, 1997; Fitzpatrick, 1991). Longer consultation 
and personalized approaches are also appreciated by 
out-patients (Hjortdahl & Laerum, 1992). It has been 
argued that affective behaviour like warmth and respect 
(Kenny, 1995), courtesy and apathy (Comstock et al., 
1982) and sensitivity and understanding (Treadway, 
1983) are associated with higher consumer satisfaction.

Monitoring users’ satisfaction is important for main-
taining service quality in treatment (Crow et al., 2002). 
Moreover, these findings can affect health outcomes 
(Bishop et al., 1991; Fitzpatrick, 1991) as unsatisfied and 
frustrated patients may not respond fully to therapeutic 
interventions (Strasen, 1988). With respect to infor-
mation exchange, evidence shows that satisfaction is 
higher with feedback and discussions about treatment 
(Brody et al., 1989; Hall, Rote, & Katz, 1988; Jackson 
et al., 2001). Despite these assertions, several problems 
arise while measuring satisfaction (Williams, 1994), 
which weaken the policy implications of evidence-
based advocacy, emanating from these findings. 
Specifically, individual’s judgements reflect their own 
circumstances and background, and do not necessarily 
lend themselves to objective measurement. If expressed 
satisfaction results from users’ knowledge and expecta-
tions, the comments on quality of services may remain 
uncharted in these responses. Therefore, it is desirable 
to separate subjectivity, emanating from expectations, 
from the objectivity of service delivery quality. Crow 
et al. (2002) suggest that further research is warranted 
with respect to methods adopted especially on timing 
of the survey, bias introduced by interviewers and how 
these exit interviews may be incorporated into health-
care decision-making.

This article analyses the findings from the exit inter-
views with an objective to understand (i) how the 
perceptions are shaped; (ii) could the quality of health-
care infrastructure and services be taken seriously for 
advocacy; and (iii) feedback from health administra-
tion on the findings. This exercise will reveal whether 
the client satisfaction exit interviews are indicative of 
the institutional and procedural aspects of the public 
health institutions. Thus, exit interviews could be used 
as a practical way of investigating clients’ satisfaction 
with respect to accessibility and quality of services.
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DATA AND METHODS

Sampling Design

The present study was spread across the different 
geographical regions of the state. It covered 12 districts 
where Samarthan (2011) works intensively on govern-
ance issues related to NREGA,4 NRHM,5 RTI,6 water 
and sanitation, and social security programmes through 
policy advocacy with district administration. The 
districts were grouped into five clusters for ease of data 
collection. These clusters included the economically 
backward regions of Bundelkhand (Panna, Satna and 
Rewa districts). Bundelkhand is the poorest region of 
the state with a very low level of institutional delivery. 
The second cluster was from south-western Madhya 
Pradesh (Dhar and Jhabua districts) having highest 
percentage of Scheduled Tribe population. The region 
has high rates of poverty in both urban as well as rural 
areas. Three districts were also taken from Chambal 
region of Madhya Pradesh (Gwalior, Bhind and Datia 
districts). This cluster with a concentration of Scheduled 
Caste population has the lowest sex ratio in the state. The 
Jabalpur cluster included Jabalpur, Damoh and Seoni 
districts. Sehore district, which was 45 km from the state 
capital, was also considered from the central part of the 
state. The coverage of exit interviews is given in Table 3.

Table 3: Sample of Individual Respondents

Cluster Districts Primary Health 
Centres (PHCs)

Community Health 
Centres 
(CHCs)

District Govern-
ment Hospitals

Private 
Clinics

Total

North
Madhya Pradesh

Gwalior 34 116 159 145 454

Bhind 294 150 0 3 447

Datia 196 105 0 0 301

East
Madhya Pradesh

Jabalpur 205 79 155 149 588

Damoh 179 101 0 0 280

Seoni 100 50 0 0 150

South-West Madhya Pradesh
Jhabua 100 50 148 19 317

Dhar 100 20 0 131 251

Bundelkhand Region

Panna 202 88 163 0 453

Rewa 102 50 0 0 152

Satna 199 99 0 147 445

Central Madhya Pradesh Sehore 83 0 150 148 381

Total 1,794 908 775 742 4,219

Source: Primary data.

Data and Analysis

In each of the 12 districts, 1 CHC was selected randomly. 
In this CHC, 5 PHCs were randomly selected. A 
total of 4,219 individuals (3,308 out-patients and 911 
in-patients) were interviewed from the PHC, CHC, 
district hospitals and private clinics to understand their 
perception and experiences of healthcare services. The 
data was collected between July 2010 and August 2010. 
Respondents attending an out-patient consultation 
were randomly selected on attendance and requested to 
complete the exit interview questionnaire. The research 
was conducted through a structured exit interview 
schedule which was used to collect data on the socio-
economic background of the respondents, experiences 
of using the public health institutions, and the levels of 
satisfaction with respect to the quality of services. The 
key method used to analyse the data is quantitative. 
Tabular analysis is used to understand the degree of 
association between socio-economic characteristics 
of respondents and the level of satisfaction reported 
by respondents. This identified the main factors that 
were used in analysis of variance (ANOVA), which 
explained variations in satisfaction levels, as a cause-
and-effect method. Although the present analysis has 
heavily relied on ANOVA, there are some sophisticated 
techniques—like Logit analysis—to explain the 
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probability of being satisfied rather than not owing to 
changes in characteristics of respondents, and logistic 
regression—that can be applied. As the data on the level 
of satisfaction is ordinal, it was thought appropriate to 
use Analysis of Variance to identify factors that explain 
variations in patient satisfaction. Moreover, the latter 
techniques have stringent assumptions, making the 
results difficult to interpret, if assumptions are not met 
(Field, 2009). On the other hand, the assumptions of 
ANOVA are robust and variations from assumption, 
in practice, do not significantly affect the results (Field, 
2009). Nonetheless, it is worth mentioning that though 
the variables, hypotheses and relationships tested in 
the article have already been studied before (see, for 
details, the literature review), the analysis has elements 
that lead to insights for policy formulation.

Exit Survey: Understanding Feedback from Clients 

In all, 4,219 patients were interviewed from 12 districts 
of Madhya Pradesh. The satisfaction levels of patients 
were recorded on three different issues: behaviour 
of health professionals (doctor, ANM, nursing staff, 
ward boy, compounder, laboratory staff and medicine 
distribution person); infrastructure (building, waiting 
room, general cleanliness, toilets, safe drinking water, 
bed, testing instrument, meals, ward cleanliness and 
services of health institutions); and services (including 
availability, quality and capability of doctor/ANM, 
ambulance, OPD timing, laboratory tests, free medi-
cine and availability of medicines). In the present anal-
ysis, the aggregated and averaged score for individual 
respondents’ satisfaction for the three independent 
variables (i) behaviour of health personnel; (ii) infra-
structure and (iii) services provided by health insti-
tutions were used. Table 4 provides the level of satis-
faction recorded by the patients relating to these three 
variables. The findings reveal that while 61.8 per cent 
of the patients are satisfied with the behaviour of health 
professionals, rest are either indifferent or are dissatis-
fied. In case of infrastructure, only 42.5 per cent of the 

patients are satisfied and the rest are either indifferent 
to the infrastructure or are dissatisfied. In the case of 
services provided by the health institutions, patient 
satisfaction is relatively low at 41.8 per cent. 

Two important and inter-related questions that we 
encounter in clients’ feedback are: Are these opin-
ions and reported experiences a valid conclusion 
on quality of services? This is an issue of methods 
used in generating the data and consistency in the 
patterns of the reporting. The second issue is: If these 
results are acceptable, how to use these variations 
as an advocacy tool? Before turning to the second 
issue, it may be worth reminding ourselves that as 
the OPD patient-exit survey was conducted outside 
the institutions, the likelihood of ‘courtesy bias’ was 
relatively low. Moreover, if the proportion of highly 
satisfied or highly dissatisfied patients is less than 
3 per cent and those who are not satisfied are about 
42 to 57 per cent, the pattern of responses seems to 
be falling around averages rather than extreme. The 
findings thus reflect upon an expression of discontent 
that a public service provider may anyway face in the 
course of providing healthcare services. Therefore, by 
considering these responses as genuine expressions 
of satisfaction levels, the authors are not committing 
any bias. The analysis in the next section also confirms 
this conclusion. 

To begin with, we are raising an important question: Do 
the respondents differentiate in the healthcare services 
based upon their characteristics? Therefore, the factors 
that are significantly associated with the satisfaction 
levels are first identified and then an attempt is made 
to understand how these important (significant) factors 
taken together explain the variations in the levels of 
satisfaction. Tables 5 through 7 provide evidences 
(chi-square and rank correlation) for significant vari-
ation in the relationship between satisfaction level(s) 
and the factors: (i) behaviour of health professionals, (ii) 
infrastructure and (iii) services and the following key 

Table 4: Percentage Level of Satisfaction of Patients

With Highly Satisfied Satisfied Average Dissatisfied Highly Dissatisfied Total

Behaviour of Health Professional 1.5 60.3 34.1 3.9 0.2 100 (4,219)

Infrastructure 2.3 40.2 46.4 10.8 0.2 100 (4,183)

Services 1.7 40.1 51.8 6.2 0.1 100 (4,152)

Note: Figures in brackets are total number of respondents.

Source: Primary data.
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Table 5: Satisfactiona on Behaviour of Health Professionals of the Institutions

Factor F Rank Correlation Key Findings

Patient typea 47.5
Significant

-0.124
Significant

The responses of indoor patients (IPD) indicate relatively more 
satisfaction compared to outdoor department patients (OPD). 

Health Institutions
121.5
Significant

-0.207
Significant

Behaviour of the health personnel of SHC, PHC, CHC and Government 
District hospitals is highly dissatisfying to nearly half of the patients, 
while satisfaction at private hospital is relatively high (85%).

Gender
2.1
Not Significant

0.033
Not significant

There is no significant difference between male and female satisfaction 
levels. 

Cost (R)
29.4
Significant

0.09
Significant

As cost of assessing services increases, satisfaction level reduces.

Caste 
10.5
Significant

–
Respondents belonging to Scheduled Castes are more satisfied 
compared to other caste groups.

Household Income 
12.2
Significant

–
Not Significant

Dissatisfaction among patients increases with an increase in their 
household income. 

Distance Travelled
0,5
Not Significant

-0.064
not Significant

There is no significant relation between distance travelled and level of 
satisfaction

Notes:	 a Satisfaction: 1 = Highly satisfactory, 2 = Satisfactory, 3 = Average, 4 = Dissatisfactory, 5 = Highly dissatisfactory
	 Patient: 1 = OPD and 2 = IPD
	 Institutions: 1 = PHC, 2 = CHC, 3 = District Govt. Hospital and 4 = Private hospital
	 Gender: 1 = Male, 2 = Female
	 Caste: 1 = SC, 2 = ST, 3 = OBC and 4 = Others
	 Household Income(R): 1 = <12,000, 2 =12,000–36,000, 3 = 36,000–60,000, 4 = > 60,000 
	 Distance (km): 1 = < 5, 2 = 5–10, 3 = 10–25 and 4 = > 25
	 Cost: 1 = less than R3, 2 = up to R150, 3 > R150

Source: Primary data.

Table 6: Satisfaction on Health Infrastructure Facilities of the Institutions

Factor F Rank Correlation Key Findings

Patient typea 16.4
Significant

–0.125
Significant

Indoor patients are relatively more satisfied with the infrastructure 
facilities as compared to outdoor patients. 

Health Institutions
400.3
Significant

–0.417
Significant

Patients are relatively dissatisfied with infrastructure of SHC, PHC, 
CHC, while at district level, infrastructure is relatively better. Highest 
satisfaction was reported for infrastructure of private hospitals followed 
by government hospitals.

Gender
18.8
Not Significant

0.051
There is no significant difference in the level of satisfaction of male and 
female. 

Caste 
8.8
Significant

– The patients belong to Scheduled Caste are relatively more satisfied 
than other caste group. 

Cost (R)
28.4
Significant

–
Those paying relatively more for services are relatively more satisfied 
with infrastructure.

Household Income 
7.5
Significant

-0.076
Significant

Lower income group households are relatively more satisfied as 
compared to the relatively higher income groups. 

Distance Travelled
11.9
Significant

-0.076
Significant

Patients who are travelling more than 25 km to access health facilities 
are relatively dissatisfied with health infrastructure facilities, while those 
who have access of health facilities within the periphery of 5 km are 
more satisfied.

Note: a See Table 5 for categorization of characteristics of the respondents.

Source: Primary data.
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characteristics of the respondents namely: (i) patient 
type, (ii) health institutions accessed, (iii) gender, (iv) 
caste, (v) income of respondent, (vi) distance travelled 
to access health institutions and (vii) cost incurred in 
availing services.

Analysis Using Individual Factors

Satisfaction with Behaviour of Health Professionals

Table 5 reveals that there is no significant effect of 
gender on the level of satisfaction of the behaviour of 
health professionals. Nevertheless, high income house-
holds are relatively more dissatisfied with the behav-
iour of health professionals compared to patients from 
low income group (less than 3,600 annually) possibly 
because the low income group highly depends on public 
health facilities while the high income patients depend 
relatively more on private health providers. Findings 
indicate that the private institutions treat patients more 
compassionately than the government health institu-
tions; at the district level, there is significant difference 
between the satisfaction levels of patients of govern-
ment hospitals and private hospitals. But at the sub- 
district level, dissatisfaction with the behaviour of 
health personnel in public health institutions is found 
to be relatively high. Findings also reveal that distance 
travelled by patients to access health facilities does not 
get influenced by the behaviour of health professions.

Satisfaction with Health Infrastructure

As far as satisfaction with health infrastructure facil-
ities of institutions is concerned, findings as given in 
Table 6 reveal that (i) patients at sub-district levels are 
relatively dissatisfied with the health infrastructure of 
PHC and CHC while at the district level, but are rela-
tively satisfied with health infrastructure of govern-
ment hospitals and private hospitals; (ii) patients with 
higher household annual income are more likely to 
be dissatisfied with infrastructure than patients with 
low income; (iii) Scheduled Caste patients are rela-
tively more satisfied than others; (iv) those travelling 
relatively more distance are relatively more dissatis-
fied than patients who live near the health institutions; 
(v) those who have availed in-door services are rela-
tively more satisfied with infrastructure than out-door 
patients; (vi) responses of males and females regarding 
infrastructure facilities are the same, (vii) those who 
incurred higher cost in accessing services from the insti-
tutions are relatively more dissatisfied with the quality 
of infrastructure.

Satisfaction with Health Services

Table 7 provides evidence on association between 
patient satisfaction to health services of institution 
and their characteristic. Findings reveal that except for 
gender, other characteristics of respondents are signifi-
cantly associated with the level of satisfaction services 
provided by health institutions: While the respondents 
are relatively dissatisfied with services provided by the 
first access point of health institutions, that is, PHC, SHC 
and CHC, they are comparatively more satisfied with the 
services provided by the government and private hospi-
tals. The findings also reveal that respondents are satis-
fied with services provided by both government as well 
as private hospitals. Respondents also reported that in- 
patients services are more satisfactory than the services 
provided to out-patients. Scheduled Caste respond-
ents are relatively less satisfied than other caste 
groups, while Scheduled Tribes are the least satisfied. 
Respondents in higher income category are relatively 
dissatisfied with the health services provided by insti-
tutions compared to the lower income respondents. 
Like behaviour of health professionals and quality of 
infrastructure of the health institutions, responses on 
satisfaction with services provided do not differ with 
gender or distance travelled. 

To sum up, (i) the behaviour of healthcare professionals 
is significantly associated with health institutions, 
patient type, income, distance travelled and caste while 
gender has no association with behaviour of healthcare 
professionals; (ii) except gender, patient characteris-
tics—institution type, income, caste patient category—
are significantly associated with their satisfaction with 
infrastructure facilities available at the health institu-
tions; (iii) except for gender, other characteristics of 
respondents are significantly associated with the level 
of satisfaction services provided by health institutions. 
Taking these characteristics of the respondents together, 
we try to understand how these interactions explain 
the variations in the satisfactions with the (a) behaviour 
of health personnel; (b) infrastructure and (c) services 
provided by health institutions. In doing this, we have 
also included, in the analysis, if the respondent has 
availed, from the institution, benefit of (i) medical tests 
(ii) supply of medicine and (iii) other health services. 
It should be noted that when two factors significantly 
interact in explaining the variations in satisfaction 
level, then neither of the individual factors, despite 
their being significant, lose their importance. In this 
situation, the only interpretation that makes sense is 
the simultaneous change of the two factors. 
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Table 7: Satisfaction with Healthcare Services of the Institutions

Factor F Rank Correlation Key Findings

Patient typea 44.4
Significant

-0.134
Significant

Indoor patients are relatively more satisfied with health services compared to 
outdoor patients.

Health Institutions
178.4
Significant

-0.298
Significant

Respondents are relatively dissatisfied with services provided by first access point 
of health institutions (PHC and CHC) compared to district level institutions. Also 
respondents are quite satisfied with services provided by government as well as 
private hospitals.

Gender
0.3
Not Significant

0.036
There is no significant difference between levels of satisfaction of different 
gender.

Cost (R)
41.5
Significant

0.0112
Significant

Those incurring relatively low cost in acquiring services are relatively more 
satisfied with the services of the institution.

Caste 
11.3
Significant

– Scheduled Caste respondents are relatively more satisfied compared to others.

Household Income 
2.1
Significant

-0.052
Satisfaction with services increases if household income increases but middle 
income households are relatively more dissatisfied compared to others.

Distance Travelled
61.2
Significant

-0.084
The patients who travelled less than 1 km are relatively satisfied, while those who 
travelled more than 25 km are found relatively dissatisfied.

a See Table 5 for categorization of characteristics of the respondents.

Source: Primary data.

Explaining Levels of Satisfaction Using ANOVA

Table 8 gives the findings of ANOVA, which explains 
variations in satisfaction for the three independent 
variables: (i) behaviour of health personnel; (ii) infra-
structure; and (iii) services provided by health institu-
tions. After having various combinations of factors, the 
explanation emerging from Table 8 captures the most 
suitable and significant combination of explanatory 
factors. Other combinations do not make any signifi-
cant impact on explaining variance in the satisfaction 
levels. Therefore, they are not part of the explanation. 
Moreover, if any factor is found significant in interac-
tion with other factors, its independent relevance loses. 
Hence the explanations in Table 8 have not made use of 
individual explanatory factor(s).

Satisfaction with Behaviour of Healthcare Professions

As only 11 per cent of the variations in satisfaction with 
behaviour of healthcare professionals are explained by 
the factors considered, it indicates that some impor-
tant explanatory variables are missing from the model. 
Nonetheless, the findings clearly reveal that three most 
significant explanatory interactions are: (i) Institution 
and Cost; (ii) Institution and Caste; and (iii) Institution 
and Travel (Table 8, column 1).

What these interactions tell us is that though respond-
ents’ satisfaction levels on behaviour of the health 

professionals increases when one moves from SHC, 
PHC, CHCs to government hospitals to private hospi-
tals, this pattern changes with cost, caste and travel (see 
Figure 1a through 1e, for details). For example, satisfac-
tion with staff behaviour is affected by having incurred 
a high expenditure (on registration, tests, medicine, 
consultation and room charges) across the institutions; 
respondents who incur a high expense (i) do not signifi-
cantly differentiate between behaviour of professionals 
of SHC, PHC, CHC and that of professionals of govern-
ment hospitals (both are relatively dissatisfying), (ii) 
but do report that behaviour of health professionals 
of private hospitals is significantly more satisfying 
compared to government hospitals (Figure 1a). We find 
similar interaction effect of caste and travel with insti-
tutions (Figures 1c and 1e).

By and large the satisfaction with behaviour of health-
care professionals improves if the respondent has 
availed benefits of services provided. But this process 
is influenced by institutions (Figure 1d) as well as 
expenses incurred in availing these facilities (Figure 
1b). For example, satisfaction with behaviour signifi-
cantly improves when expenses are low but dissatisfac-
tion prevails if respondent has incurred high expenses 
(Figure 1b). Similarly, satisfaction with behaviour 
of healthcare professionals significantly improves if 
the respondent has availed services in government 
or private hospitals but if the respondent has availed 
services in SHC, PHC or CHC, the dissatisfaction not 
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only persists, but in fact slightly increases, if one avails 
benefits of services (Figure 1d). Interestingly, while the 
high income OPD patients are significantly more satis-
fied with the behaviour of health professionals, the 
high income IPD patients registered a decline in levels 
of satisfaction compared to middle income IPD patients 
(Figure 1f).

These findings also indicate low bias in the responses. 
If the satisfaction level had increased because of cour-
tesy shown to the institutions, the interaction effect 
with institution, cost and travel would not have  
been significant.

Satisfaction with Infrastructure

Although all the interactions in the explanation in 
Table 8 (column 2) are highly significant, the three 
most important factors explaining the variations in the 
level of satisfaction with infrastructure of the institu-
tions are interaction between (i) cost and institution; (ii) 

other health benefits and travel; and (iii) other health 
benefits and cost (see Figure 2a through 2e, for details). 
The first of the three interactions, cost and institution, 
reveals that though on the whole satisfaction level with 
the infrastructure of the institutions increases as one 
moves from SHC, PHC, CHC to government hospital to 
private hospital, the expenditure incurred on availing 
services does positively influence this behaviour, even 
in SHC, PHC and CHC (Figure 2a). 

While the respondents incurring less expenses in 
availing services do demonstrate increasing satisfac-
tion, those incurring high cost in availing benefits 
(i) do not significantly distinguish between services 
provided by SHCs, PHCs, CHCs and the government 
hospitals; and (ii) are highly satisfied with infrastruc-
ture of private hospitals. Similarly, while respondents 
incurring low expenses in availing services are signifi-
cantly more satisfied compared to those who have not 
availed the benefits of health facilities, respondents 
incurring higher cost are, in fact, more dissatisfied 

Table 8: Results of ANOVA Explaining Variations in Level of Satisfaction

Interaction of Factors Behaviour Infrastructure Services

F Significance F Significance F        Significance

1 2 3

Patient type* Institution 5.1  0 .002

Patient type* Caste 22.6             0.000*  I 

Patient type* Travel 3.5 0.030

Patient type* Income (R) 4.6 0.001

Institution* Travel 6.40 0.000 II 4.7               0.000

Institution*  Cost (R) 9.0 0.000 I 7.1 0 .000 I 9.0                  0.008

Institution* Caste 4.4 0.000 3.2 0.012 7.3               0.000

Institution*  Income (R) 2.8 0.026

Caste* Travel

Caste* Income (R) 2.5 0.050 4.7             0.001

Benefit of medicine supply* Cost (R) 13.4             0.000 II

Benefit of medicine supply* Travel 4.7             0.009

Benefit of tests* Income (R) 12.0             0.000

Benefit of tests*Travel 4.8             0.008

Benefit of tests* Cost (R) 10. 7            0.000 III

Other health benefits* Cost (R) 3.93 0 .020 7.5                0.001  II 9.2                0.000

Other health benefits* Institution 5.1 0.006 III 3.3                0.038

Other health benefits* Caste

Other health benefits* Travel 6.9                 0.000  III 4.0                0.018

Number of observations 3,783 3,776 3,756

R bar square 0.11 0.22 0.18

Note:  *Figures in roman gives the ranks for three most significant interaction factors.  
Source:  Primary data.
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Figure 1: Interaction of Factors in Explaining Variations in Satisfaction on Behaviour of Health Professionals

(1–Highly satisfied; 5–Highly dissatisfied)

Source: Primary data.

with infrastructure compared to those who have not 
availed the benefit of services (Figure 2e). Figure 2d 
is revealing because the interaction between house-
hold income and institution shapes the respond-
ents’ satisfaction towards infrastructure. While at 
higher income levels, the satisfaction increases signif-
icantly when one move from SHPs, PHCs, CHCs to 
government hospital to private hospital, respondents 
from households with low income, though relatively 
dissatisfied, do not differentiate between private and 
government. We can interpret these results in another 

way: Satisfaction with infrastructure of private hospi-
tals is very high irrespective of respondents’ income. 
But dissatisfaction with infrastructure facilities of 
PHC–CHC and also government hospitals increases 
with income. 

Satisfaction with Services Provided by Institutions

As the explanation suggests about 17 per cent vari-
ation in satisfaction with services provided, impor-
tant explanatory variables must be missing from the 
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explanation. Nevertheless, the size and interactions 
considered throws light on how the satisfaction levels 
are shaped. The three most significant interactions that 
explain satisfaction with services provided by institu-
tions are (i) patient type and caste; (ii) availed benefits 
of medicine and cost incurred in availing services; and 
(iii) availed benefits of test and cost incurred in availing 
services (Table 8, column 3). It should be noted that 

services, for which satisfaction was recorded, included 
availability, quality and capability of doctor & ANM, 
ambulance, OPD timing, laboratory tests, free medi-
cine and availability of medicines. Interpretation of 
the findings of Table 8 (column 3), apart from opening 
up the processes of forming their levels of satisfaction 
with services, also indicates that courtesy bias is not an 
important issue.

Figure 2: Interaction of Factors in Explaining Variations in Satisfaction on Infrastructure of Institutions

(1–Highly satisfied; 5–Highly dissatisfied)

 

Source: Primary data.
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While indoor patients are in general relatively less 
dissatisfied with services of institutions, respondents 
belonging to Scheduled Tribe and Scheduled Caste 
categories are relatively more dissatisfied compared 
to others. On the other hand, with the outpatients, 
the dissatisfaction level is high for Scheduled Tribe 
and others caste respondents, while Scheduled Caste 
respondents are relatively less dissatisfied (Figure 3b).

Figure 3a depicts the process of shaping of satisfaction 
of respondents when they are availing benefits of medi-
cine and incurring expenses for the services provided 

by the institutions. Dissatisfaction reduces if respond-
ents are availing benefits of medicine compared to 
those not availing the benefits. Nevertheless, dissatis-
faction reduces sharply only if respondents are paying 
relatively less for the services. If they are incurring high 
cost for services, they are still as dissatisfied as those 
not receiving benefits of medicine supply. This is a 
clear indication that courtesy bias is low.

The evidence showing low courtesy bias is also reflected 
in Figure 3e, which depicts how interaction between 
costs incurred in availing services and availing benefit 

Figure 3: Interaction of Factors in Explaining Variations in Satisfaction on Services Provided by Institution

(1–Highly satisfied; 5–Highly dissatisfied)

 

Source: Primary data.
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of test is shaping the respondents’ satisfaction levels 
with services of the institution. All respondents who 
have availed benefit of test are dissatisfied irrespective 
of expenses incurred. But if a respondent has incurred 
higher expenses in availing services, he is dissatisfied 
irrespective of whether he has availed benefits of test or 
not. But respondents incurring low expenses are rela-
tively dissatisfied if they avail test rather than if they do 
not avail test. Had there been courtesy bias, respondents 
availing benefit of test would have recorded satisfaction.

Findings of the analysis by and large reveal satisfac-
tion with the behaviour of health personnel but dissat-
isfaction with the services as well as infrastructure of 
healthcare institutions. It means that expectations of 
consumers are positively shaped if the health providers 
attend to the patient. This is understandable in the case 
of sub-district institutions where timings of doctors 
are highly irregular and the patient is satisfied if he is 
able to meet the doctor even after a few hours’ wait. It 
is therefore important to understand how the percep-
tions are interrelated to each other. As an example, we 
analyse the effect of introducing satisfaction with (i) 
infrastructure and (ii) behaviour of health personnel in 
explaining the levels of satisfaction with services.

Role of Perceptions on Behaviour and 
Infrastructure in Shaping Perceptions on Services

Two significant interactions in explaining the satisfac-
tion with services (Table 8, column 3) were (i) patient 
type and caste and (ii) cost incurred in accessing services 
and institutions. An attempt is made in this sub-section 
to understand how consumers’ perceptions regarding 
the behaviour of health personnel and infrastructure 
influence these findings. Table 9 presents results of this 
three-way interaction.

Table 9:  Three-Way Interaction in Explaining Perception 
on Services

Interaction of Factors Services

F                Significance

Patient Type*Caste* Behaviour 2.97                 0.010

Patient Type*Caste*Infrastructure 4.79                 0.000 

Institution* Cost (R)* Infrastructure 4.46                 0.000

Institution* Cost (R)* Behaviour 3.54                 0.001

R bar square 0.38
No. of observations 4,159

Source: Primary data.

Inclusion of perceptions of consumer in the explanation 
improves the R bar square substantially to about 38 per 
cent. This means that a substantial part of variations in 
satisfaction with services are explained by interactions 
among (i) patient type and caste; and (ii) cost incurred 
in accessing services and institutions along and percep-
tion on (a) behaviour of health personnel, and (b) infra-
structure. What these three-way interactions tell is that:

1.	 Irrespective of caste of consumer, if the behaviour of 
healthcare personnel is satisfactory, the consumer is 
highly satisfied if he is an in-patient rather than an 
out-patient. But if the consumer is not satisfied with 
the behaviour of health personnel, dissatisfaction 
towards services provided significantly increases 
for indoor patients compared to outdoor patients 
(Figure 4a).

2.	 Irrespective of the cost incurred in availing services 
from an institution, consumers’ satisfaction on 
services received significantly improves in district 
hospitals compared to institutions at the sub-district 
level if they are satisfied with the behaviour of the 
personnel. But if a consumer is not satisfied with the 
behaviour of health personnel, his dissatisfaction 
increases if he has incurred high cost in accessing 
the services, irrespective of the type of institution he 
is in (sub-district, government hospitals or private 
hospitals).

These findings do indicate that perceptions on services 
provided are also shaped by, apart from other factors, 
perceptions about behaviour as well as infrastructure.

THE WAY AHEAD

Summing Up

The analysis of the exit survey data from Madhya 
Pradesh suggests that client satisfaction responses 
in user exit surveys are not positively biased and are 
substantially critical. The criticality of responses is 
reflected significantly in the case of satisfaction on 
infrastructure and also on services provided by the 
healthcare institutions; evidences show that there is no 
positive bias for satisfaction on infrastructure as well 
as quality of services provided. However, the questions 
that seem to be answered with the least bias in the exit 
survey are those that are the least useful. If consumer 
perceptions in exit surveys closely reflect observable 
infrastructural facilities, questions on these perceptions 
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would not add to what could be learned from direct 
observation using facility surveys. 

What distinctively emerge from this exit survey are the 
subjective but positive perceptions on the behaviour 
of practitioners and the respondents’ overall dissat-
isfaction with service quality. The perception is that 
public healthcare institutions at the sub-district level 
have poor infrastructure and poor service delivery 
and their health personnel display a dissatisfactory 
behaviour towards patients compared to the district 
level institutions, both public and private. This obvi-
ously calls for changing the functioning of SHC, PHC 
and CHCs both in terms of staff capabilities as well as 
service delivery. These aspects aside, the exit survey 
data are informative. Cost incurred to access services 
from the institution has a significant negative impact 
on the perceived value of the service. Another finding 
is that the characteristics of the patient seem to matter 
a great deal for reported satisfaction. They are able to 
differentiate satisfied from less satisfied healthcare 

consumers and shed light on the service quality that 
increase user satisfaction. It is highly disturbing that 
class, caste and income of the consumers should influence 
their perceptions about services of health institutions.

Importantly, ANOVA results conclusively show that 
responses are affected by interactions of factors rather 
than by individual factors. This analysis highlights 
three important interactions:

1.	 By and large the satisfaction with behaviour of 
health professionals improves if the respond-
ents have availed benefits of services provided. 
But this process is influenced by institutions as 
well as expenses incurred in availing these facil-
ities. For example, satisfaction with behaviour 
significantly improves when expenses are low but 
dissatisfaction prevails if the respondents have 
incurred high expenses. Similarly, satisfaction with 
behaviour of health professionals significantly 
improves if respondents have availed services in 

Figure 4a: Interaction among Patient Type, Cost and Behaviour

(1–Highly satisfied; 5–Highly dissatisfied)
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Figure 4b: Interaction among Institution, Cost and Behaviour
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Source: Primary data.
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government or private hospitals but dissatisfac-
tion persists, and in fact, slightly increases if the 
respondents have availed services in sub-district 
institutions (SHC, PHC or CHCs).

2.	 The interaction between household income and 
institution shapes the respondents’ satisfaction 
towards infrastructure. Satisfaction with infrastruc-
ture of private hospitals is very high irrespective 
of respondents’ income. But dissatisfaction with 
infrastructure facilities of sub-district institutions 
(SHC, PHC, CHCs) and also government hospitals 
increases at relatively higher income. 

3.	 Dissatisfaction with the services reduces if the 
respondents have availed the benefits of medi-
cine compared to those not availing the benefits. 
Nevertheless, dissatisfaction reduces sharply only 
if respondents are paying relatively less cost for the 
services. If they are incurring high cost for services, 
they are still as dissatisfied as those not receiving 
the benefits of medicine supply. 

Three-way interactions also prove that perceptions on 
services provided are shaped by, apart from other factors, 
perceptions about behaviour as well as infrastructure.

Lastly, data in the exit surveys may also include (i) 
availability of essential drugs and their supply, (ii) 
quality of tests and the (iii) process of examining the 
patients. This is because the perceptions about services 
and behaviour of health personnel are also shaped by 
the following factors: Were the essential medicines 
made available on time? Who examined the patients? 
Was a physical examination done? Were the causes of 
ailment, general health and nutrition and instructions 
on medications discussed with patients? Did the diag-
nosis and healthcare lead to cure? These are objective 
assessments made by patients and may on the one 
hand become policy questions and may lead to objec-
tivity in investigation, on the other.

Using the Findings of Client Exit Survey

The findings of this study may be used in two different 
ways. First, they could be used for joint action at the 
district and sub-district levels for identifying ways to 
strengthen the healthcare institutions. Second, they 
may be used as evidences for legal actions. 

Accessibility of health services and its quality are 
key concerns in remote rural areas, especially for the 
poor and marginalized section of society. Owing to 
poor infrastructure, indifferent behaviour of health 

personnel, and poor quality of services in public insti-
tutions, even clients from poor income group are 
approaching the private institutions. Lack of medi-
cine, erratic supply of electricity, non-availability of 
doctor, shortage of skilled health personnel, general 
apathy towards the poor, indifferent attitude of the 
health staff, poor maintenance of critical equipment 
are some of the factors that have deterred the patients, 
from all caste and income groups, from accessing the 
public health services both in urban and rural setting. 
The present standard of health services do not match 
the norms and hence when it comes to the question 
of quality service, people increasingly depend on the 
private healthcare providers. 

As proponents of quantitative research, we are treating 
these responses not as given but shaped by the failure 
of the health institutions to service the needy. The 
findings of this research could be seen as the centre of 
deep subjectification at one level and voices of disap-
proval, on the other. The interaction of community 
with health institution, while seeking healthcare, takes 
shape not as a conflict between the providers and the 
sick; it stems from the question of governance. This 
interaction has less to do with the structure of the insti-
tution; it is more about the way in which the conduct 
of sick, as individuals, are predetermined. In doing 
so, institutions not only cover the legitimately consti-
tuted forms of subjection but also modes of actions— 
considered and calculated—which were intended 
to shape possible field of actions of the sick. In other 
words, to govern is to construct the possible field of 
actions of the sick. These disciplinary techniques, for 
controlling and internalizing the behaviour, also lead 
to self-discipline in the production of the individual as 
a subject (Gorden, 1980). This is not so much to exert 
power, but to ensure that the disciplinary mechanism 
is in place. Sovereignty and disciplinary mechanism 
are two absolutely integral constituents of the general 
mechanism of power (Gorden, 1980). Inevitably, this 
also represents asymmetrical power relations between 
healthcare providers and healthcare seekers. 

Following Foucault (1980: 95–108), it can be argued that 
the privileged place to observe the power in action is the 
relations between the institution and the individuals 
(Balan, 2010)—How institutions exert their power on 
individuals and how the latter affirm their own identity 
and resistance to the effects of power because power is 
coextensive with resistance, producing positive effects. 
Consequently, despite strictly adhering to norms set by 
health institution in course of their interactions with 
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institutions, the consumers also resist the way they are 
treated. Healthcare services become political for they 
represent the way we are governed. No matter how 
shabbily recorded, the findings of the client exit survey 
may be seen as consumers’ protest to services provided 
by public health providers. These responses provide 
opportunity to understand the characteristics of liber-
alism and the mentality of administration that serve a 
society, existing external to the health institutions.

Client Exit Survey as a Tool of Advocacy

The following findings of institutional and exit 
survey were shared with the District Collector, Chief 
Health Officers and CEO, District Panchayat of all the 
12 districts:

•	 Consumers of sub-district health facilities are 
highly dissatisfied with infrastructure, behaviour 
of health personnel and services provided by the 
institutions.

•	 Infrastructure at PHCs is substantially below the 
standards prescribed by the health authorities, 
especially with respect to out-patients facilities, 
availability of health providers, availability of 
essential medicines, efficient and effective health-
care supply and electricity supply.

•	 There is discrimination in access to services on the 
basis of class and caste of patients.

These findings were also shared with media and 
Chairperson of District Planning Committees in these 
districts. Discussions on these findings were held 
with patients and health administration at the district 
and sub-district levels. Using participatory research 
appraisal method, a rapid study on Rogi Kalyan Samiti 
was conducted to understand the decision-making 
process relating to (i) public–private partnership at the 
institutional level and (ii) community participation in 
management health institutions. These findings were 
also shared with the District Collector and the Health 
administration of all the districts.

The Chief Medical Officers of Panna, Sehore, Jabalpur 
and Jhabua agreed that consumers have increasingly 
becoming dissatisfied with the services provided in 
government hospitals and prefer private healthcare 
services. But majorities of the people who access the 
government medical services come from poor and 
marginalized sections of the society who cannot afford 
the costly medical and health services of the private 
hospitals. There are, however, limitations that institu-

tional health service providers face while discharging 
their duties. Shortage of skilled staffs and adminis-
trative engagements of the health service providers 
are two serious difficulties faced by the public health 
system. Health Officers also believe that as quality is 
a subjective issue—that varies across locations and is 
influenced by multiple factors like quality of human 
resource, remuneration, basic infrastructure, instru-
ments, sanitation, water and electricity supply, supply 
of medicines and also affordability of the services by 
the consumers—it is difficult to assess comparative 
efficiency of health services in two different settings 
that is, rural and urban. It is also important to note 
that the government has put in place the parameters of 
standard health services of its institutions but in most of 
the cases the people from poor rural areas do not have 
any idea as to what these standards are and how signif-
icantly they are related to the quality of services being 
delivered to consumers. Therefore, the response of the 
people on any health survey administered, particularly 
in remote rural, semi-urban or backward areas, is to be 
first understood in terms of the prevalent standard of 
health services in the area, and the socio-economic and 
educational condition of the people being catered by 
these health institutions.

The health administrators of these districts, never-
theless, believe that such exit surveys can become 
a tool for judging the quality of healthcare services, 
provided objective questions like the time of opening 
of the healthcare centres, arrival time of healthcare 
providers, number of patients served by them, medi-
cines provided to consumers and the extent of private 
practice by healthcare providers are part of the ques-
tionnaire. Equally important is monitoring of the effect 
of these findings on improvement in quality of services.

Using the Findings in Public Interest Litigation

Many of the findings from the study, especially related 
to services provided by the healthcare institutions—like 
availability, quality and capability of health provider, 
ambulance, OPD timing, laboratory tests, free medicine 
and availability of medicines—can be used as evidences 
on Public Interest Litigations. Independent of this Exit 
Survey, an activist and lawyer, Mr Sandesh Bansal, filed 
a Public Interest Litigation, in Jabalpur High Court in 
2008 against the erratic electricity supply in public 
healthcare institution in Madhya Pradesh. Based on 
the judgement of this PIL, the Health Administrators in 
Madhya Pradesh ordered that in case of erratic power 
supply, all the public health institutions shall purchase 
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and use diesel generator sets. Similar to the above PIL 
filed, data on quality of services provided by health 
institutions may be used in making a case against 
the poor health services. But the risk associated with 
subjectivity of such data cannot be over-emphasized.

Implications for Health MIS

Information from healthcare consumers about the 
causes of their dissatisfaction with public health 
providers can become an important tool for monitoring 
quality of services, provided the method of data collec-

tion addresses the issues of validity of responses. 
Such Exit Surveys can help in protecting interests of 
the consumers only if their feedback affects the deci-
sions of the health administration (Crow et al., 2002). 
District health plan may include findings of exit survey 
conducted, on a regular basis, either by an independent 
agency or by the local health department. Results of 
these surveys may be used as performance indicators 
at the state or national level in identifying consumers’ 
perceptions and concerns, areas of service failure, and 
scope for improvement.

NOTES

1	 Indian Public Health Standards.
2	� Source: http://nrhm.gov.in/nrhm-in-state/state-wise-in-

formation/madhya-pradesh.html
3	 Sample Registration System.
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