
INTRODUCTION

1 .1  R a t io n a le

Most of the people regard good health  as a " rig h t" . I t  is  also re flec ted  in the constitu tion  of the People's Republic of Bangladesh. 
They believe th a t a sick person should have access to medical services regard less of income. This is  why people are appalled when they hear on 
the rad io , see te lev is io n , or read newspaper that a person in a serious 
accident or with a serious il ln e s s  was refused admittance to the 
h o sp ita l, because he or she did not have e ith e r money or health 
insurance to pay for the services needed . The basic idea is  that 
health  serv ices are essen tia l needs and people have a rig h t to receive 
them.

I t  is  the nature of the p a tien t th a t, they try  to suppress the 
disease in the preliminary stage and care l i t t l e  about i t ,  subsequently 
they go to  the tra d itio n a l hea ler, sp ir i tu a l doctors, indigenous 
p ra c ti t io n e rs , homeopath where treatm ent are apparently cheaper, 
because of socio- economic condition, social b e lie f and low education 
lev e l. When the disease aggravates then they come to the hosp ita l. 
Thana health  complexes established in the rural areas where majority of the people l iv e , with huge investment in each Thana with the idea to 
bring the medical care to the door step of the ru ral people. These 
h o sp ita ls  are located nearer to the people and have easy access.Even 
than the people do not use these health  complexes. Rather they prefer 
to get the services to the d i s t r i c t  hosp ita ls which are situated  in 
urban areas and far from the ru ra l people. People believe th a t, in 
bigger h o sp ita ls  there are more doctors,nurses, adequate manpower, 
modern treatm ent f a c i l i t i e s  and p refer to seek the treatm ent at the 
d i s t r i c t  h o sp ita ls  rather than local hosp ita ls (Thana health 
complexes). As a re su lt the d i s t r i c t  hosp ita ls become over crowded and 
the serv ices of the hospital is  ov eru tilized . Fixed a llocation  of budget is  u t i l iz e d  for a ll the p a tie n ts , resu ltin g  less  a llocation  for 
drugs, manpower, equipments per p a tie n t. The doctors and the s ta ff  
cannot pay due a tten tio n  to the p a tie n ts , do not get the quality  care, crea tes d is s a tis fa c tio n  among the p a tie n ts . As such,the study has been chosen, so th a t the government becomes a le r t  about the issue and may 
take appropriate measure on th is .

The reason of th is  study is  mainly the hospital which have been estab lished  a t Thana level, remains underu tilized , and the D is tr ic t 
h o sp ita ls  are overu tilized . Drugs allocated  for a hospital depends on the bed capacity , but as a matter of consequence due to 
u n d e ru tiliza tio n  of beds the proportion of drugs becomes higher than 
the average per bed, for example, i f  there is  a lloca tion  of drugs US ร 1000 fo r 50 beds, in average each bed w ill get the drugs which costs



us$ 20, but in re a li ty  when the 25 beds are occupied instead of 50, the 
p a tien t w ill consume the drugs amounting uss 40, which is  double the 
quantity  of real a llo ca tio n . With respect to services of doctors, 
nurses and other s ta f f  the manpower are placed to serve the patien ts 
having fu ll  capacity of 50 beds, but due to the underu tiliza tion  of 
beds the manpower is  also underutilized  and the government is  to pay 
fu ll  sa lary  for s ta f f ,  whatever might be the u t i l iz a tio n  of bed, which 
is  a wastage of both money and manpower. The machinery like x-ray 
machine, ambulance are also u ti l iz e d  less than the capacity! 
Consequently the machines develop some defect and la s ts  less than the l i f e  time.

Due to o v eru tiliz a tio n  the p a tien ts  are to wait for a few days 
to get admission, once admitted they are t.0 stay on the floors of the 
h o sp ita l. Drugs are supplied for a p a rtic u la r  number of p a tien ts , but 
due to o v e ru tiliz a tio n  the p a tien ts  outside the bed capacity get the 
equal share of the fixed quantity of drugs. As a re su lt a ll  the 
p a tien ts  get less quantity of drugs than the average allocation  
according to bed capacity. Machines such as x-ray machines which are 
supplied for a fixed number of p a tie n ts , due to o v e ru tiliz a tio n , the 
machines expire before th e ir  l i f e  time. In the mean time the government cannot replace another machine and the people are to su ffer and deprive 
from the service t i l l  a new machine is  supplied. Sim ilarly due to 
o v e ru tiliz a tio n  of laboratory f a c i l i t i e s  the reports may not be accurate, diagnosis and treatment may not be accurate. Doctors and 
nurses have lim ited time to work for a" p a rtic u la r  number of patien ts , 
when the doctors, nurses and other s ta f f  cannot attend or pay due a tten tio n  to each p a tien t, re su lting  to de te rio ra tio n  in quality  of 
care and decreases the level of sa tis fac tio n  in respect of treatment 
f a c i l i t i e s  as a whole.

Since the inception of Thana health  complexes, no study has been made as yet to  determine the impacts of underu tiliza tion  and 
o v e ru tiliz a tio n  of hosp ital serv ices, th is  study w ill the f i r s t  attempt 
to find out the impacts and to formulate a methodology for assessment of impacts for both, and to suggest an economic solution of the 
problem.
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This study is  to  find out, what facto rs affecting  the 
u t i l iz a t io n  of Thana and D is tr ic t hosp ital serv ices, what are the impacts of u n deru tiliza tion  of hosp ital services a t Thana level and 
what are the impacts of o v eru tiliz a tio n  at the d i s t r i c t  level and what 
are the method(s) for assessment of impacts of the underu tiliza tion  and o v e ru tiliz a tio n .

1 .2  O b je c t iv e s
1 .2 .1  G eneral O b je c tiv e  ะ

The objective of the study is  to develop a methodology for assessment of the impacts of u n deru tiliza tio n  of Thana health  complexes 
and o v e ru tiliz a tio n  of D is tr ic t hosp ita ls in Bangladesh.
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1 .2 .2  S p e c i f i c  O b je c t iv e s  ะ
a) To explore /examine fac to rs a ffec tin g  the u t i l iz a t io n  of h o sp ita l se rv ices.
b) To explore /  examine various impacts of u n d e ru tiliza tio n  and o v e ru tiliz a tio n .
c) To develop the methods / to o ls  to  be used fo r assessment of impacts of the u n d e ru tiliza tio n  and o v e ru tiliz a tio n .

1 .3  T h e o r e t ic a l  Framework.
1 .3 .1  C on cep tual Framework ะ

The conceptual framework of th is  research is  to  show the d iffe re n t fac to rs  which are responsible to the u t i l iz a t io n  of hosp ital 
serv ices such as a) P a tien t fa c to r: Demographic c h a ra c te r is t ic s  of 
population such as age, sex, race, and income has influence on 
u t i l iz a t io n  of hea lth  serv ices, who are the main consumer and u t i l iz e  health  se rv ices . Hospital admission ra te  and average length of stay are 
lowest fo r ch ildren  and than r is e  with age in general, the lowest 
income group had a s l ig h tly  higher ra te  than the higher income group, 
income IS also  the p red ic to r of u t i l iz a t io n  of short term in general 
h o sp ita ls , b) Provider fac to r: Supply of ho sp ita l bed is  a major 
determinant of u t i l iz a t io n  in an area. If  those areas where a lte rn a tiv e  
hea lth  serv ices are lacking or inadequate, an increase in the supply of 
beds s ig n if ic a n tly  a l te r s  both the admission ra te  and average length of s tay . In developing countries government is  the main health  care 
provider, having poor management, inadequate and fixed budget for 
drugs. S a tis fac tio n  with the physician is  the most important determinant of overa ll sa tis fa c tio n , which is  also the determinant of 
q u a lity  of care , c) O rganizational fa c to r: Medical care and system of 
serv ice depends on organization . Location and communication of the 
ho sp ita l is  an important fac to r of u t i l iz a t io n .  D ifferences in 
admission ra te s  are also apparent between ru ra l and urban areas, percentage of urbanization  is  an important c h a ra c te r is t ic s  of the 
population th a t a ffec ts  the use of h o sp ita l. The u t i l iz a t io n  also 
depends on the f a c i l i ty  provides by the organ ization .

These fac to rs have influence over the u t i l iz a t io n  of hosp ita l se rv ices, in Thana health  complexes the beds are underu tilized  and in 
the D is tr ic t  h o sp ita ls  beds are o v eru tiliz ed .

Q uality of care ะ The quality  of care depends on the p a tien t 
fa c to r , provider fac to r and the organ izational fa c to r . P a tien ts  are the consumer of se rv ices, i f  the quality  of care increases, the p a tien ts  have to  stay fo r the short period which w ill save the cost of food, for the a ttendan ts and re la tiv e s  of the p a tie n t.

A llocation o f  r e so u r c e s  ะ P a tien ts  do not u t i l i z e  nearer health  
f a c i l i t i e s ,  a t the Thana health  complex and the h o sp ita l remains u n deru tilized . Whatever be the u t i l iz a t io n  ra te  the government is  to 
pay the sa lary  of doctors and other s ta f f  in  f u l l ,  supply of drugs,
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cost for repair and maintenance of building and equipments, which is  an 
wastage. On the other hand people p re fe r to  go to the D is tr ic t  
hosp itals which involves the transp o rta tio n  cost of p a tie n ts  and th e ir  
re la tiv es , cost of drugs, cost of food, cost of accommodation which is  also a loss to the p a tien ts , and

S a t i s f a c t io n  o f  th e  p a t ie n t s  ะ Overall s a t is fa c tio n  is  one of 
the impacts of u ti l iz a tio n , p a t ie n t 's  s a tis fa c tio n  with p a r tic u la r  
resources of medical care depends on the quality  of d o cto r-p a tien t communication, waiting time for admission, doctor spending time for 
pa tien t, u t i l iz a tio n  mostly depends on the s a tis fa c tio n  of the p a tie n ts .

Each impact can be measured by some in d ica to rs , the q u a lity  of 
care can be measured by the average length of stay of p a tie n t, bed 
occupancy ra te , doctor spending time per p a tie n t, p a tie n t w aiting time 
for admission, discharge ra te , e tc . The cause of wastage due to 
allocation  of resources is  very d i f f ic u l t  to  measure. S a tis fac tio n  
level can be measured by using the in d ica to rs  p u tting  value for determination of sa tis fac tio n .
Figure: 1.1 Conceptual Framework on Impacts of U nderu tiliza tion  and 

O verutilization  of Hospital Services.

F actors R esu lt Im pacts
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1 .3 .2  Type o f  stud y
This is  a descrip tive type of case study. A case study is  a description of a person, place, or community because they exh ib it a
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p a rtic u la r  condition. The descriptions may a le r t  o ther researchers to the condition and provide an early warning of sim ilar events which may follow.

1 .3 .3  Source o f  d ata:
-M inistry of Health and Family Welfare, Government of Bangladesh.
- S ta t i s t ic a l  Report, published by Bangladesh Bureau of S t a t i s t i c s .
-Report (published and unpublished) of Health Information Unit,
-D irec to rate  General of Health Services, Government of Bangladesh.
-Budget a llocation  from the M inistry of Finance, Govt, of 
Bangladesh.

1 .3 .4  S e le c t io n  o f  stu d y  area:
1) Thana health  complex and D is tr ic t  ho sp ita ls  are to be 

se lected  purposively.
2) Thana health  complex and D is tr ic t  ho sp ita ls  are to be 

se lected  which re f le c ts  the range of type of hosp ita l in terms of size , serv ice offered , s ta ff in g , age of building and geographical location .
The planners or hospital managers may conduct any 

assessm ent/study on o v eru tiliza tio n  of hosp ital serv ices, in th a t case 
they can se lec t the study area taking into  considerations of the above 
points or conditions.
1 .4  L ite r a tu r e  Review

Countries development and progress depends on e ffec tiv e  health care. The health  of population is  an important element in i t s  a b il i ty  
to  progress and develop. If health  is  to  be improved in a population, p a r tic u la r ly  in developing countries— health  service must be capable 
to  delivering  e ffec tiv e  health  care and members of the population must 
use these services ( Subedi, 1989).

In the context of Bangladesh, the government is  
co n s titu tio n a lly  committed to provide health  service to a l l ,  
accordingly the health  service in fra s tru c tu re  has been estab lished  with 
d iffe re n t health  f a c i l i t i e s  in d iffe ren t level of health  in s ti tu tio n  and expanded down to the lower adm inistrative (Union) lev e l.

In low income countries government ho sp ita ls  and c lin ic s , which 
account for the g rea tes t p art of the modern medical care provider, are often  in e f f ic ie n t , suffering  from highly cen tra lized  decision making, 
wide flu c tu a tio n  of in budgetary a llo ca tio n s, and poor motivation ôf f a c i l i ty  managers and health  care workers. The poor often  lose out in 
health  because public spending in the sector is  heavily skewed toward high-cost hosp ital services th a t d isproportionately  ben efit b e tte r-o ff  
urban groups, ( World Development Report, 1993).
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In Bangladesh, government is  the main provider for medical 
care, having inadequate and fixed budget a llocation  fo r drugs, 
maintenance of equipments and buildings especially  a t the ru ra l based h o sp ita ls , as a re su lt  the ru ra l people has less confidence about the 
hosp ita l services a t the Thana health  complex and thus p refers to 
u t i l iz e  the D is tr ic t  h o sp ita ls . Government is  allocating  more money to 
the h o sp ita ls  s itu a ted  in the urban areas. As a re su lt the people of 
urban area get the benefit and the ru ra l people are deprived of the se rv ic e s .
Factors of u t i l iz a t io n  and I t s  Measurements ะ

The fac to rs th a t influence persons to become p a tien ts  and 
u t i l iz e  a health  care system can be c la ss if ied  in to  five broad 
ca tegories. These are health  sta tu s and need, demographic 
c h a ra c te r is t ic s , physician a v a ila b il i ty , organizational ch a rac te ris tic s  
of health  care services and financing mechanisms (Anderson,1968).

In general one would lik e  to concentrate on modifiable fac to rs , 
the a lte ra tio n  of which would influence u ti l iz a tio n  p a tte rn s. The notion of modifiable is  a b it  more complex than a e rs t  viewing might 
suggest. Are age and sex a lte rab le  ? Not l i t e r a l ly  1 but th e ir  e ffec t 
on u t i l iz a t io n  behavior may exh ib it secular trends. For example, the 
e lderly  people have become more important in recent years merely th e ir  
numbers have increased in re la tio n  to the to ta l population. This is  
expected to be magnified in the fu tu re . A counter balancing a ffec t may 
occur, i f  i l ln e s s  patte rns and, therefore, health care needs are changing within th is  e lderly  population. There is  some suggestion that the e ld e rly , as a group,are becoming h ea lth ie r.

A va ilab ility , organization and financing issues are top 
p r io r ity  ta rg e ts  for change in the p o lit ic a l  and social environment of 
the United S ta tes . The objectives then were to improve access to health  
care a v a ila b il i ty  of services in order to increase u ti l iz a t io n . The 
goal to  increase u t i l iz a t io n , both q uan tita tive ly  and in re la tio n  to 
need, was successfu lly  met by several means. The f i r s t  was a financing 
mechanism, e .g .,  Medicaid. The second involved organizational changes 
such as neighborhood health  centers with an expanded spectrum of 
services including outreach programs. The th ird  was an increase in resources, by the e ffec tiv e  stim ulation of the supply of physicians and 
in troduction  to new types of health  care providers (e .g ., nurse 
p rac titio n e rs  and physician a s s is ta n ts ) . These a c t iv i t ie s  were successful in increasing u ti l iz a t io n  among previously underserved 
groups. U tiliz a tio n  increased q u an tita tiv e ly  i . e . , number of physician v is i t s  per person per year or number of hospital admissions per 1000 population per year ( Hulka and Wheat, 1985).

Thus i t  is  c lear th a t p a tie n t, provider and the organizational facto rs are responsible for u t i l iz a tio n  of hospital serv ices, th is  study is  important in the context of Bangladesh, because the 
u ti l iz a t io n  are d iffe ren t in the Thana health complexes and D is tr ic t 
h o sp ita ls .
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H ealth  S ta tu s  and Need fo r  M edical Care ะ
Anderson (1968), found th a t hea lth  care need is  dependent on 

some fac to rs  which are re la ted  to  i l ln e s s ,  family resources, medical f a c i l i t i e s  and manpower, demographic c h a ra c te r is t ic s  such as age, 
social c lass and race . T heoretical models of u t i l iz a t io n  of medical 
care serv ices was reviewed and behavioral, economic, and so c ia l-  psychological aspects was considered. Then outlined a behavioral model 
th a t guided h is  research and has subsequently been used by many o thers. 
I t  presen ts use of health  care as a function of:

1) Need- i l ln e s s  re la ted  fa c to rs ;
2) Enabling fa c to rs -  family resources, such as income or 

insurance, and community resources, such as medical f a c i l i t i e s  and 
manpower;3) Predisposing fa c to rs -  demographic c h a ra c te r is t ic s , such as 
age, soc ia l c la ss , and race . The study has been made by Anderson 
(1968).

Here, i t  is  d istingu ished  th a t the u t i l iz a t io n  depends on 
p a tie n t, provider and the medical f a c i l i t i e s  in the sense of 
o rganizational fa c to rs , these u t i l iz a t io n  has some impacts on quality  
of care, u t i l iz a t io n  of resources and sa tis fa c tio n  of p a tie n ts .

R ep r ese n tin g  u t i l i z a t i o n  ะ
There are many standard measures of u t i l iz a t io n . Hulka and 

Wheat (1985) re fe rred  to Mauran and Eichhorn (1981) who l is te d  more 
than 100 d if fe re n t ind ices or independent variab les th a t have been used 
to measure. At le a s t  some aspect of u t i l iz a t io n  are determined by two 
sources of care: physician and h o sp ita l.
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Table 1.1 Types of Physician and Hospital u t i l iz a t io n  In d ice s .

Physician u t i l iz a t io n Hospital u t i l iz a t io n
....... ... ........ " ..............

Volume of v i s i t s - Volume of use-ra tes  of v i s i t , admissions /% of population discharges, length
v is it in g , of stay , expenditure,expenditure on health  ca re . occupancy ra te s .

Types of v i s i t -  medical, Type of se rv ice -
su rg ica l, o b s te tr ic . in p a tie n t, o u tp a tien t, 1 

emergency room.
Type of provider Type of admission-

Reasons fo r v i s i t  Location of v i s i t  
Appointment 

c h a ra c te r is tic s

medical, su rg ica l.

Here the Table 1.1 shows th a t there are some ind ices in respect 
of physician u t i l iz a t io n  and hosp ita l u t i l iz a t io n .  The ind ices for physician u t i l iz a t io n  are ra te  of v i s i t  by physician, percentage of 
population v is i t in g  and expenditure on health  care . The indices of 
hosp ital u t i l iz a t io n  are the volume of admission and discharge of p a tie n ts , length of stay , bed occupancy ra te . Type of serv ice th a t use 
by the p a tie n ts  e ith e r  in p a tie n t, ou tpa tien t or emergency room, the 
type of admission is  medical or su rg ica l.
M atching D ependent and In d ep en d en t V a r ia b le s :

The re la tio n sh ip  between use and need changes according to  the 
dependent v ariab les used. To maximize the chances of re la tio n sh ip  between use and need, appropriate v ariab les should be matched in a 
model. Hulka and Wheat (1985) re fe rred  to  Hershey e t a l (1975) who 
demonstrated th is  by running regression models with fiv e  d iffe re n t dependent variab les representing  u t i l iz a t io n :  1) number of doctor v i s i t  
in  a year, 2) sum of doctor v i s i t s  plus number of n igh ts as a ho sp ita l 
in p a tien t, 3) number of v i s i t s  in i t ia te d  by the p a tie n t, 4) whether or not one had seen a doctor in the la s t  year, and 5) whether or not one 
had a physical examination in the la s t  year.

The re la tio n sh ip  between use and need changes according to  the dependent variab le  used, i l lu s t r a t in g  th a t measures of hea lth  s ta tu s  
should be matched to measure of u t i l iz a t io n  in a conceptually coherent 
way.
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Measuring Hospital u ti l iz a tio n :
There is  strong evidence that Health Maintenance Organizations 

(HMO) are associated with lower ra tes of hospital u t i l iz a t io n .  Among 51 
paired comparisons of HMO and non-HMO enrol lees, 41 HMOs had fewer 
hospital days per 1000 enrollees than th e ir  comparison non-HMOs; 10 
HMOs had equal or more hospital days than non-HMOs. In most of the 
studies HMOs had lower hospital admission ra te s ,b u t there was not a 
c lear d ifference on average length of stay . Finding from the 
publication by Hulka and Wheat (1985) referred  to  Rand (1984) study 
reaffirmed the lower hospital admission ra tes and hosp ita l days per 100 
persons among HMO enrollees compared with person receiving fe e -fo r-  
service care. Hulka and Wheat (1985) referred  to L u ft's  (1978) who 
reviewed hospital u t i l iz a tio n  and reported between 1951 to  1975 about measuring.

Irrespective of u tiliz a tio n  ra te  the salary  of doctors and 
s ta f f , cost of drugs, adm inistrative cost and cost for maintenance of 
buildings and equipments are the same. Due to the lower ra te  of 
hospital u t i l iz a tio n  the cost per patien t becomes high. This is  an 
economic loss to the provider.
Financing Medical Care:

Another factor that enables a person to use needed cares is  
a b ility  to pay. As an example, the major way Americans pay for medical care is  insurance. Data from the la s t 1970'ร ind ica te  th a t only 6-13% 
of the population carried  no health insurance coverage, and the other 
approximately 90% were covered by private and or government plans (Medicaid or Medicare. (Source book of Health insurance, 1981).

On reviewing the relationship  between insurance and 
u t i l iz a tio n , f i r s t  considered are studies th a t look for the e f fe c t of 
having or not having insurance on use of serv ices. The second group considers how u ti l iz a tio n  varies with the amount of out-of-pocket 
expenses via deductibles or coinsurance.

The need of hospital care is  an unpredictable issue, i f  there 
is  health  insurance the people can consume the health  serv ice a t the time of need, otherwise they are to se ll th e ir  p roperties to  meet the 
expenses for treatm ent.

In the context of Bangladesh, the hosp ital serv ices are free , in the sense th a t the patien ts do not pay for the treatm ent, but the government provides treatment f a c i l i t ie s  in the public h o sp ita ls , and 
there is  no health  insurance as yet.

In the hospital there is  paucity of drug, laboratory  
f a c i l i t i e s ,  machineries and the government cannot invest more on i t .  On the other hand, the people also do not get minimum health  care . Since the people are not paying for the service d irec tly  or through insurance 
they do not claim the services as a matter of r ig h t.
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The government alone cannot run the h o sp ita l and the people are 

not ge ttin g  minimum treatm ent f a c i l i t i e s  due to the lack of resources! 
So, I t  is  immense need to introduce health  insurance a t le a s t  a t the Thana lev e l.
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Table 1.2 ะ Selected Studies Showing a Positive Association 
between Insurance Coverage and u ti l iz a tio n .

Author Type of insurance Type of u ti l iz a tio n

National data Medicaid > private 
insurance or 

Medicare or se lf pay
No. of physician v is i t  by persons 

having a 
major illn e ss

Adey and Anderson
Medicaid >private 
insurance >self pay

No.of physician 
v is i ts% of persons with 

a t lea s t one:
a) physician v i s i t  1
b) prevention v is i t !
c) h osp ita liza tion  1

Rafferty Medicare Average length of 1 
stay
Hospital admission

Local data 
Galvin and 
Fann

Medicare or 
Medicaid > 
other type

No.of physician 
v is i ts

Kronenfeld Medicaid No.of ambulatory 
care v is i ts

Ferguson 
e t al

Medicare Hospital admissions 
Average length of 

stay
Rabin e t al Medicaid 

> other type
% of persons:

a) seeing a doctor 
within 2 weeks

b) who had seen a doctor a t le a s t 
once in a yearc) hospitalized  one or more in a year

No. of hospital 
days per 100 persons per year

Source ะ Medical Care, Vol.23, No.5, May 1985.
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Table 1.2 shows the hospital u t i l iz a t io n  measurement, which has mainly two parts of u ti l iz a tio n , i) u t i l iz a t io n  of ou tpa tien t and 
i i )  u tiliz a tio n  of inpatien t. The study is  concerned with the 
u tiliz a tio n  of inpatien ts the following variab les we can accept topredict u ti l iz a tio n .

i) Admission ra te ,
i i ) Discharge rate

i i i ) Length of stay
iv) Average length of stay
V ) Hospital admission

V i ) Number of physician v is i t s  or physician spending time per patien t

QUALITY OF CARE ะ
Mokhtar , a l-  Torkey , and Khalaf (1992), describe fac to rs  determining the quality  of care. S a tisfac tio n  with the physicians was 

the most important determinant of overall sa tis fa c tio n , followed by 
sa tisfac tio n  with the house keeping and with nurses. S a tisfac tio n  with 
hospital environment, hospital f a c i l i t i e s  and with admission process 
were also s ig n ific an t, while sa tis fa c tio n  with food and radiology services do not a ffec t overall sa tis fa c tio n  as well as s a tis fa c tio n  
with specific  dimensions of hosp ital services were qu ite  high. 
Physicians care was the most favorably rated dimension, followed by 
admission process and housekeeping, while nursing care was the le a s t  
favorably rated dimension. Among the a ttr ib u te s  of physicians and 
nurses care, technical care, and courtesy were the most favorably related items; while communication, p a rtic u la rly  imparting of 
information was the lea s t favorably rated aspect. Several a t tr ib u te s  
of the hospital environment and f a c i l i t i e s  and of food serv ices were 
found to be d issa tisfy ing  to p a tien ts .

SATISFACTION ะ
S a t is f a c t io n  as an Outcome ะ

P a tien ts ' sa tis fac tio n  with p a rtic u la r resources of medical 
care depends on the quality  of docto r-patien t communication and not solely on fixed individual ch a ra c te r is tic s , such as social c la ss  or 
education of the p a tien t.

The sa tis fac tio n  level work were generally low, compared la te r  findings. The d issa tis fac tio n  often takes on special sign ificance as a barrie r to  fa ilu re  u ti l iz a tio n . Reasons frequently given for d issa tis fac tio n  were cost, ineffectiveness of treatm ent . Lack of 
physician in te re s t and concern and unnecessary x-ray or treatm ent procedures. Thus sa tis fac tio n  is  seen as a perceived u t i l i t y  of medical 
services th a t, in combination with actual cost would determine 
u tiliz a tio n . Ware e t a l, had examined behavioral consequences of patients d issa tis fac tio n . This is  described by Zastowany, Roghmann and C afferata ,(1989) referred to Ware e t al (1984).
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S a t i s f a c t i o n  a s an In p u t:
Zastowny, Roghmann and C afferata (1989) referred  to Andersons(1985) who studied on u t i l iz a t io n  of health  services of a l l  

kinds -  h o sp ita ls , physicians and d en tis ts  including health  b e lie fs  as 
a p o ten tia l cause of use.
R e c ip r o c a l R e la t io n s h ip  betw een  S a t i s f a c t i o n  and u t i l i z a t i o n  ะ

The general sa tis fa c tio n  such as u t i l iz a t io n  of health  
serv ices of a l l  kind -  h o sp ita l, physicians, and d en tis ts  including 
health  b e lie fs ;  the sp ec ific  sa tis fa c tio n  such as expert knowledge and 
a general fa ith  in physician, the research describes are not as c learly  
d is t in c t  from each other as they appear here, and they are not a t a ll  
incompatible with one another. I t  IS quite reasonable to expect th a t 
sa tis fa c tio n  begins people to  health  se rv ices, and i f  the s itu a tio n  is  
s a tis fa c to ry , compliance re su lts  and sa tis fa c tio n  increases.
D im ensions o f  S a t i s f a c t i o n  ะ

There are two dimensions of sa tis fa c tio n  i) General 
s a t is fa c tio n , which is  an overa ll assessment of physicians and medical 
care delivered and i i )  Specific sa tis fa c tio n  which assesses past 
experience with a sp ec ific  source of care.

Regarding sa tis fa c tio n  of hosp ita l care the people have great 
expectation while the provider has lim ited resources and f a c i l i t i e s  to 
s a tis fy  the p a tie n ts . N aturally the p a tien ts  do not get the service up 
to  th e ir  expectation . As a r e s u lt ,  he /  she becomes less s a tis f ie d  with 
the se rv ice . The g rea ter the expectation the less w ill be sa tis fa c tio n  lev e l, in  other words g rea ter expectation leads sa tis fa c tio n  inversely .
Consumers S a tisfac tio n  in Health Maintenance Organization:

The overall s a tis fa c tio n  can be measured by summing the mean 
ra tin g  for those items among the 15 th a t re la ted  to each of the 
following dimensions. Pope (1978) has computed the dimensions by 
combining and making average.

1) Technical quality  and competence ,
2) Access to the system for routine care,
3) Access to  the system of acute need ,
4) Cost in re la tio n  to benefit5) The physician -  p a tien t re la tio n sh ip ,6) P a tien ts  convenience and comfort.
For example, the th ree items comprising the physician- p a tien t 

re la tio n sh ip  ra tin g  were "personal in te re s t  of the doctors", "amount of 
time doctors give" and "amount of explanation or information provided 
by the doctors". The separate ra ting  of each of these items were combined and th e ir  mean ra ting  used in the overall sa tis fa c tio n  index. S im ilarly , ra tin g  for "appointment lag", "message cen ter” and "time on telephone" were arranged for access to  the system for routine care. The
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mean of the ra tin g  fo r "ge tting  care in an emergency" and being seen "without having an appointment" provided the ra ting  for access to the 
system in acute need.

Measurement ะ
a) Waiting time in ho sp ita l 

No waiting 
< 15 minutes 
15 -  30 minutes 
30 minutes -  1 hour 
> 1 hour 
Don't know

b) Time spent with doctor 
< 10 minutes 
10 -  15 minutes 
15 -  30 minutes 
> 30 minutes 

Don't know
S a tis fa c tio n , of course, must be considered re la tiv e  to 

expecta tions. The p o ten tia l for d is s a tis fa c tio n  is  less  i f  the 
consumer's expectations are low. Hence, the p ro b a b ilitie s  of 
d is s a tis fa c tio n  are lik e ly  to  be g rea ter when higher expectations have 
been created  been crea ted . In the context of medical care serv ice , th is  
many mean th a t any system organized for providing comprehensive 
serv ices may increase expectations which, in  tu rn , could re su lt  in  more 
expressed d is s a tis fa c tio n .

F urther, when the people do say the service is  sa tis fa c to ry , 
are they saying they are s a tis f ie d  ? I f  these people say they are 
s a t is f ie d , are they saying th a t the care is  good, th a t they re a lly  do 
not expect anything b e tte r , or th a t they have received worse elsewhere.

1 .5  B e n e f i t s  o f  th e  stu d y
This study w i l lะ
1) Ind ica te  the need for optimum u t i l iz a t io n  of services a t 

Thana and D is tr ic t  h o sp ita ls .
2) Improve qu ality  of care and u t i l iz a t io n  of resources.
3) Find out the point of in terven tion  to increase u t i l iz a t io n  

of h o sp ita l serv ices a t Thana hosp ita l and reduce the load of p a tien t 
a t the D is tr ic t  h o sp ita l.

4) Saving time and transac tio n  cost of the consumer/ p a tie n t.
5) S h ifting  of the p a tie n t from D is tr ic t  hosp ita l to  the 

Thana health  complex, minimize the gap between u n d e ru tiliza tio n  a t
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Thana health  complexes and ov eru tiliza tio n  a t the D is tr ic t  h o sp ita ls .
The th es is  is  organized in following manner. The background of 

hospital services in Bangladesh along with descrip tion , economic s ta tu s  
and struc tu re  of hospital services are described in chapter-2 . The 
concept of u t i l iz a t io n , demand and supply, o v e ru tiliz a tio n  and 
u n deru tiliza tion  are described in chapter-3.The impacts of 
underu tiliza tio n  and o v eru tiliza tio n  and the methodology for assessment 
are described in chapter-4, f in a lly  the conclusion and recommendation 
are presented in chapter-5.
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