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Abstract 

Background  Patient experience of care surveys are an important component of performance improvement and clin-
ical effectiveness because they serve as a good proxy for patient’s satisfaction and the quality of care. The purpose 
of this study was to assess patients’ experience of care in four referral hospitals in two of South Africa’s rural provinces.

Methods  A cross-sectional study was conducted in four public hospitals in Eastern Cape (Nelson Mandela Academic 
(NMAH) and St. Elizabeth (SEH)) and Mpumalanga provinces (Rob Ferreira (RFH) and Themba) for two weeks in July 
2022. Systematic random sampling was used to select 662 outpatients. A validated patient experience of care ques-
tionnaire measuring demographics, access to care, availability of medicines, cleanliness, staff attitudes and waiting 
times was used. The level of statistical significance was p-value ≤ 0.05.

Results  Females accounted for 71.6% (474/662) of participants; the median age was 47 years and 20.2% (133/657) 
required assistance with a disability. Only 19.0% (31/659) of patients had been turned away from hospital previ-
ously; one hospital was reported to not be clean (68.5%, 111/162); more than two-thirds of Mpumalanga province 
participants (223/329, 67.8%) reported absence of drinking water (p-value < 0.0001); 68.5% (111/162) of Themba 
participants did not think that the hospital was clean compared to NMAH’s 82.2% (134/163) who thought it was clean 
(p-value < 0.0001). At least 70% of participants in each of the hospitals found the health professionals to be respect-
ful towards patients (p-value < 0.0001). In all hospitals, at least half of the participants did not know the processes 
to be followed when lodging a complaint (p-value = 0.002). None of the four hospitals met all the national targets. 
And only two out of 28 potential domains exceeded 80% or the cut-off score for satisfaction.

Conclusions  Whilst hospitals have been implementing various quality measures to improve patient’s experience 
of care, there are a few concerns such as non-availability of drinking water, lack of knowledge of complaints processes 
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and waiting times that were mostly reported to be unacceptable. Efforts should be made to address the highlighted 
areas that affect patient experiences to continue improving patient care.

Trial registration  The study forms part of a clinical trial which was registered on 19 May 2022 in the South African 
National Clinical Trial Registry with ref: DOH-27-052022-6854. The URL of trial registry record is: https://​sanctr.​samrc.​ac.​
za/.

Keywords  Patient satisfaction, Patient experience of care, Referral hospital

Introduction
The global concern for healthcare quality necessitates 
a prompt response from the health sector to meet the 
growing needs and demands of patients [1, 2]. Ensuring 
high-quality healthcare involves consistently satisfying 
patients through the provision of effective, efficient, and 
successful healthcare services that adhere to current clin-
ical norms and standards [3]. Patient satisfaction serves 
as a crucial measure of how well an individual’s needs and 
desires are met [4]. Various tools are available to address 
deficiencies in the delivery of quality care, including Root 
Cause Analysis [5], Continuous Quality Improvement 
Methods [6, 7], and Patient Experience of Care (PEC) [8]. 
The selection of appropriate tools depends on the specific 
context, goals, and resources available. For instance, PEC 
can create a platform for patients to share their experi-
ences and utilise this feedback for appropriate interven-
tions [8, 9].

PEC encompasses all the observable processes that 
patients encounter throughout their care journey and 
significantly influence their perception of the received 
care [10]. It involves parts of healthcare delivery that 
patients value highly when seeking and receiving care, 
including getting timely appointments, easy access to 
information, good communication with health providers, 
etc [11]. PEC has become a critical domain of quality that 
is used to evaluate hospital performance and assess the 
quality of care provided to patients [9, 12–14]. As advised 
by the South African National Department of Health 
(NDoH), information from PEC should be used by lead-
ers to improve care [8]. PEC surveys complement evalua-
tions of clinical performance by identifying key areas for 
improvement throughout the patient’s hospital journey 
[15, 16]. Patients’ experiences can be used to assess struc-
tures and processes of treatment [14].

In South Africa, it is mandatory for the government 
to deliver quality healthcare to all citizens through the 
publicly-funded health sector [17]. However, South 
Africa’s public health sector continues to face resource 
limitations, which negatively affect access to qual-
ity hospital care and overall hospital performance 
[18–20]. Despite significant efforts by the government 
to improve healthcare delivery, there remains a wide 
variation in the quality of care within and between 

provinces, posing a significant challenge to the coun-
try’s health sector [21, 22]. These variations may, among 
others, perpetuate inequities in healthcare access and 
outcomes [23, 24], erode patient trust and satisfac-
tion and complicate the monitoring and evaluation of 
healthcare programs [25]. Public healthcare facilities 
exhibit poor performance in various quality indicators, 
including prolonged waiting time because of a short-
age of human resources, adverse events, poor hygiene, 
and poor infection control measures, increased litiga-
tion due to avoidable errors, shortage of medicine and 
equipment, poor record-keeping, poor-quality health-
care delivery and, old and poorly maintained infrastruc-
ture [26, 27]. All these contribute to the rising levels of 
patients’ dissatisfaction with the quality of healthcare 
received in hospitals [28]. This is because customer sat-
isfaction is impacted by service quality [29].

A 2018 South African public healthcare facilities survey 
found that almost 50% of patient participants were dis-
satisfied with the service they received [22]. Long patient 
waiting times and staff attitudes have been reported as 
two major factors influencing the level of patient satis-
faction [30]. Patients who waited less than half an hour 
before being examined by a doctor reported higher levels 
of satisfaction compared to those who waited for longer 
than 30  min. Non-availability of prescribed medication 
was found to be associated with bad patient experience of 
care [31]. It was also observed that the type of facility that 
patients had attended created a false association between 
their area of residence and their overall experience [32].

Patient safety remains a concern in health facilities, 
dating back to the principle of “first do no harm” [33]. 
This concern is partly due to a lack of utilisation of 
the patient safety incidents (PSI) reporting system by 
health professionals as they are afraid of litigation and 
disciplinary action [34]. In 2017, the NDoH introduced 
the national PEC assessment guideline [8] in addition 
to Batho Pele principles (1997) [35], Patients’ Rights 
Charter for South Africa (1999) [36], and National Core 
Standards for Establishments in South Africa (2013) 
[37]. The PEC guideline focuses on six priority areas 
of care which are used as predictors and dimensions 
that inform the level of patient satisfaction: access to 
care, availability and use of medicines, patient safety, 

https://sanctr.samrc.ac.za/
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cleanliness, and infection and prevention and control, 
values and attitudes of staff, and patient waiting time 
for care [8].

Despite the various government initiatives imple-
mented to enhance healthcare efficiency, safety, qual-
ity, and accessibility in South Africa, the problem of 
unequal access to quality healthcare services persists 
[38]. Patients from most South African rural areas are 
compelled to travel long distances to urban tertiary and 
quaternary health centres to access specialist health-
care services [39]. To address these challenges, South 
Africa is currently in the process of implementing the 
national health insurance (NHI), which aims to pro-
vide universal high-quality care for all South Africans, 
regardless of their ability to pay [40].

This study forms part of an ongoing cluster Ran-
domised Controlled trial (RCT) titled “Exploring the 
feasibility of improving the performance of public 
hospitals through a focused implementation of clini-
cal governance interventions in South Africa’s Eastern 
Cape and Mpumalanga Provinces”. Both provincial 
health departments consist of a network of hospitals 
ranging from district hospitals to tertiary hospitals in 
Mpumalanga and up to a central hospital in the Eastern 
Cape province. Regional hospitals are not developed 
enough to provide first-line general medical specialist 
services and do not have adequate capacity to provide 
reasonable access to specialist hospital care, thus pro-
tecting tertiary and central hospitals from unnecessary 
referrals. Strong district and regional hospitals provide 
an important foundation for a sustainable referral net-
work. Both provinces have emerging tertiary hospital 
services, which provide tertiary care for the public sec-
tor-dependent majority population.

PECs are a critical component of clinical governance. 
However, no research studies have been conducted to 
solicit feedback from healthcare service users in the 
selected hospitals. Specifically, this study focuses on 
assessing patients’ experiences of care in four referral 
hospitals located in two rural provinces of South Africa.

These findings will shed light on specific service deliv-
ery challenges unique to each hospital, providing valuable 
guidance for improving the quality and overall perfor-
mance of their services.

Methods
Study design
This study aimed to assess patients’ experience of care 
in four referral hospitals in two of South Africa’s rural 
provinces. An analytic cross-sectional design was used 
to collect data as part of an ongoing cluster Randomised 
Controlled trial (RCT).

Study setting
The study was conducted in four public hospitals in the 
Eastern Cape (Nelson Mandela Academic (NMAH) and 
St. Elizabeth (SEH)) and Mpumalanga (Rob Ferreira Hos-
pital (RFH) and Themba Hospital) provinces. The Eastern 
Cape and Mpumalanga provinces have the fourth largest 
and sixth largest populations in South Africa, respec-
tively [41]. The two provinces have a high proportion of 
rural populations [41]. Most of the people rely on public 
health facilities for healthcare.

The participating hospitals in the OR Tambo health 
district, Eastern Cape Province are highlighted in Fig. 1 
and those in the Ehlanzeni health district, Mpumalanga 
Province are highlighted in Fig.  2. The two districts are 
classified among regions with suboptimal healthcare 
delivery in South Africa [42].

Population and sampling
All patients receiving healthcare services in the four hos-
pitals constituted the population for this study.

A systematic random sampling of patients attending 
the outpatient department (general, discipline specific 
outpatient departments and outpatient pharmacy ser-
vices) was conducted by approaching every fifth patient 
in the outpatient waiting area or pharmacy queues until 
the sample size was reached. A total combined sample 
size for all four hospitals was calculated using the equa-
tion, n =

p(100−p)z2

d2
 for a one-sided 95% confidence inter-

val and a 5% significance level (z = 1.96). Because the 
proportion (p) of patients who were either satisfied or not 
satisfied with the quality of care received was not known, 
this (p) was set at 50% and the desired precision (d) was 
set at 4%. These assumptions yielded a total minimum 
sample size of 600, and a further 10% (60) was added to 
factor in data entry errors. A total sample size of 660 par-
ticipants was then distributed proportionally across all 
four sites (based on the number of beds). The study con-
sidered the following categories of patients for participa-
tion: (i) patients able to give informed consent, (ii) 
patients with unimpaired decision-making capacity and 
(iii) designated representatives for patients unable to par-
ticipate. Patients excluded from the study include (i) indi-
viduals lacking decision-making capacity, (ii) those whose 
health condition affects clear thinking unless they insist, 
(iii) those mentally unfit to understand and respond, and 
(iv) those too ill to participate without family members 
[8].

Data collection
Data were collected over a two-week period in July 2022. 
The NDoH recommends that the PEC survey should 
be conducted during July, August and September each 
year. The NDoH suggests that there is an increase in 
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care-seeking behaviour during this recommended period 
[8]. Data were collected in line with the guideline for 
conducting PEC which is outlined as follows: (i) patients 
were notified about the data collection by the hospital 
staff as part of general announcements to patients, (ii) 
no hospital staff members were involved in the collection 
of data. The research team was divided into teams who 
collected the data over five working days in each hospi-
tal as recommended by the NDoH [8]. The standardised 
and validated quantitative survey tool1 on patient expe-
rience of outpatients used by the South African Depart-
ment of Health (Appendix A) [8] was adopted and used 
for data collection. This tool asks questions on biographi-
cal data; access to care; availability and use of medicines; 
patient safety; cleanliness; values and attitudes; and 
waiting times. The research team hired two language 
translators fluent in English and three local languages 
(isiXhosa, siSwati, and isiZulu). The first translator trans-
lated the data collection tools, and the second translator 

back-translated the data collection tools. The translators 
were chosen based on their proficiency and experience 
in translating health-related materials to ensure accuracy 
and cultural relevance for the participants. The question-
naire was translated into isiXhosa, siSwati, and isiZulu 
to accommodate participants who were not comfortable 
with English.

Data management and analysis
Upon completion of data collection, questionnaires were 
checked for completeness and consistency before data 
was entered into a Microsoft Excel spreadsheet. Data 
validation settings were used to prevent and/or minimise 
erroneous entries. The complete case analysis method 
was employed to handle missing data.

Data were analysed using STATA version 17.0 (STATA 
Corp, College Station, Texas, USA). Categorical vari-
ables were compared using frequencies, percentages, 
and graphs. The Shapiro-Wilk test was used to determine 
the distribution of numerical data. Numerical variables 
are presented using the median and interquartile range 
(IQR) as they were not normally distributed. Catego-
rial data were summarised using frequency tables and 
graphs. The Kruskal-Wallis test was used to compare the 

Fig. 1  Study area Map, Eastern Cape Province

1   For guidance on how to conduct the PEC survey, please refer to the guide-
line created by the NDoH –National Guideline On Conducting Patient 
Experience Of Care Survey- is provided below: https://​www.​ideal​healt​hfaci​
lity.​org.​za/​App/​Docum​ent/​Downl​oad/​58.

https://www.idealhealthfacility.org.za/App/Document/Download/58
https://www.idealhealthfacility.org.za/App/Document/Download/58
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median ages of participants in the four hospitals. Accord-
ing to the National Guideline for PEC surveys, the scor-
ing process involves coding the survey responses and 
calculating individual scores for each domain [8]. This 
scoring is achieved by aggregating the scores of indi-
vidual survey questions pertaining to a specific domain. 
Weighted averages are then computed, considering the 
assigned importance of each item as assigned by the 
NDoH [8]. An aggregate score of 80% or higher indicates 
satisfaction, while any score below this threshold indi-
cates dissatisfaction [8]. This criterion serves as a bench-
mark for assessing the level of satisfaction based on the 
calculated scores. The level of statistical significance was 
set at p-value ≤ 0.05.

Results
Participants were almost equally distributed between 
the four hospitals (± 25%). A total of 662 (92.2%) 
patients were surveyed between the four hospitals, 
out of 718 patients approached. Reasons for refusal to 
participate were not sought. The demographic char-
acteristics are summarised in Table  1, where females 

accounted for 71.6% of participants (474/662); the 
median age was 47 years, and just over a third of par-
ticipants (250/662, 37.8%) were younger than 40 years 
but at least 18 years old, and 20.2% (133/657) had a dis-
ability that required assistance. Of the 133 individu-
als with a disability, 86.5% (115/133) received hospital 
assistance with their disability. For example, patients 
who were in wheelchairs would ask for assistance to 
navigate the hospital. The 18/133 (13.5%) who reported 
having not received assistance on their disability were 
at TH (10/18, 55.6%), RFH (33.3%, 6/18) and NMAH 
(11.1%, 2/18).

Further shown in Table  1 is that 65.6% (107/163) and 
56.6% (94/166) of participants from NMAH and TH, 
respectively, travelled for more than two hours to get to 
the hospital, either when using a private vehicle or public 
transport (taxi or bus). More than three-quarters of the 
patients (78.5%, n = 518/662) had received health services 
from the same facility within the 12-months prior to the 
survey. Figure  3 shows that patients from RFH and TH 
were statistically younger than those from NMAH and 
SEH (p-value < 0.0001).

Fig. 2  Study area Map, Mpumalanga Province
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Table  2 shows a statistically significant difference 
between participants reporting to have been previously 
turned away from the hospitals (p-value < 0.0001). RFH 
participants reported 33.6% (42/125) and NMAH par-
ticipants reported 7.4% (11/148) of previously turned 

away participants. While service times were reported 
to be acceptable by 71.2% (116/163) of NMAH partici-
pants, 50.3% (84/167) and 51.2% (84/164) of RFH and 
TH participants respectively found the service times 
unacceptable. This finding was statically significant 

Table 1  Summary of demographic characteristics

NMAH Nelson Mandela Academic Hospital, RFH Rob Ferreira Hospital, SEH St. Elizabeth Hospital, TH Themba Hospital
a TH has 3 participant responses with missing age; bSEH has 1 participant response missing; xTH has 4 participant response missing

Characteristics Overall NMAH RFH SEH TH

n (%) 662 (100.0) 163 (24.6) 167 (25.2) 166 (25.1) 166 (25.1)

Sex; n (%)

  Female 474 (71.6) 113 (69.3) 120 (71.9) 109 (65.7) 132 (79.5)

  Male 188 (28.4) 50 (30.7) 47 (28.1) 57 (34.3) 34 (20.5)

Agea, years; med (IQR) 47 (27.0) 53 (27.0) 42 (26.0) 50 (29.0) 40 (28.0)

Agea, years; n (%)

  18–29 123 (18.7) 12 (7.4) 38 (22.8) 26 (15.7) 47 (28.8)

  30–39 127 (19.3) 30 (18.4) 35 (21.0) 31 (18.7) 31 (19.0)

  40–49 117 (17.8) 30 (18.4) 30 (18.0) 25 (15.1) 32 (19.6)

  50–69 216 (32.8) 62 (38.0) 52 (31.1) 55 (33.1) 47 (28.8)

  70–90 76 (11.5) 29 (17.8) 12 (7.2) 29 (17.5) 6 (3.7)

Requires assistance with disabilityb, x; n (%)

  Yes 133 (20.2) 38 (23.3) 36 (21.6) 18 (10.9) 41 (25.3)

  No 524 (79.8) 125 (76.7) 131 (78.4) 147 (89.1) 121 (74.7)

Previous visits to this health facility; n (%)

  Yes 518 (78.5) 148 (91.4) 125 (74.9) 125 (75.3) 120 (72.7)

  No 142 (21.5) 14 (8.6) 42 (25.2) 41 (24.7) 45 (27.3)

More than 2-hours to get to hospital; n (%)

  Yes 350 (52.9) 107 (65.6) 82 (49.1) 67 (40.4) 94 (56.6)

  No 312 (47.1) 56 (34.4) 85 (50.9) 99 (59.6) 72 (43.4)

Fig. 3  Median age comparisons of participants
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(p-value < 0.0001). Majority of the participants in all hos-
pitals did not expect to be transferred to another hos-
pital. More than 70% of the participants in three of the 
four hospitals reported that warning signage was present 
in the hospital walkways except for TH (34.6%, 55/159) 
reported (p-value < 0.0001). More than 80% of partici-
pants reported having their identities confirmed in each 
hospital, with all SEH’s participants reporting posi-
tively (p-value < 0.0001). Similarly, all SEH’s participants 
reported being informed of the treatment plan by doctors 
and nurses (p-value = 0.028) and being informed about 
their health condition in detail (p-value < 0.0001).

More than two-thirds (67.8%, 223/329) of Mpumalanga 
province’s (FRH & TH) participants reported the absence 
of drinking water (p-value < 0.0001). Majority of the par-
ticipants (68.5%, 111/162) of TH did not think that the 
hospital was clean compared to NMAH’s (82.2%,134/163) 
(p-value < 0.0001). 59.8% (98/164) and 43.7% (73/167) 
of TH and RFH’s participants respectively had not seen 
waste disposal bins in the corridors; 75.3% (125/166) of 
SEH’s participants reported seeing pests like cockroaches 
in the hospital compared to 15.4% (23/149) by RFH par-
ticipants (Table 3).

Most (71.5%, 473/662) participants were surveyed at 
pharmacy after receipt of prescriptions. While 94.3% 
(446/473) of these participants had received their pre-
scribed medication, 5.3% (25/473) did not receive all 
their prescribed medication. The 25 patients who had not 
received all their prescribed medication were from RFH 
(56.0%, 14/25), TH (32.0%, 8/25) and SEH (12.0%, 3/25). 
Even though 94.9% (449/473) of patients with prescrip-
tions recalled receiving information on how to take med-
ication, only 64.5% recalled being given information on 
the side effects of the prescribed medication. More than 
half of the patients (51.2%, 85/166) who reported not 
being given information on the side effects of the medica-
tion were from SEH (Fig. 4).

More than 70% of participants had used the hospital 
toilets and they reported that the toilets were generally 
in a good condition at NMAH (82.4%, 103/125), SEH 
(77.58%, 128/165) and RFH (66.9%, 91/136) but not at 
TH (56.3%, 67/119), toilet paper was reported to be una-
vailable by 75.0% (90/120), 56.0% (70/125) and 52.2% 
(71/136) of TH, NMAH and RFH participants respec-
tively. Most (95.2%, 119/125) participants at NMAH par-
ticipants reported the availability of running tap water 
in the toilet compared to 57.4% (70/122) of participants 
from TH. More than two-thirds of each of the hospitals’ 
participants reported the availability of a hand wash on 
the toilet sink basin. More than half of each of the hos-
pitals’ participants reported the absence of a liquid soap 
dispenser in toilets, and TH had the highest such par-
ticipants (80.2%, 97/121). Paper towels were reported 

to be available by 4.2% (7/165) and 41.6% (52/125) of 
participants at SEH and NMAH, respectively (Table  3). 
Most participants at SEH (92.1%, 152/165) and NMAH 
(84.7%, 105/124) reported availability of waste disposal 
bins with lids in the toilets, while only 31.4% (38/121) 
of TH’s participants were positive on this measure. All 
these differences (Table  3) were statistically significant 
(p-value < 0.05).

More than 50% of three of the four hospitals’ par-
ticipants reported that health workers had introduced 
themselves, while only 32.7% (54/165) of SEH’s par-
ticipants had a health worker introducing themselves 
(p-value < 0.0001). Majority of participants across all 
hospitals reported that consultations were mostly in 
private; and at least 70% of participants in each of the 
hospitals found the health professionals to be respect-
ful towards them and other patients (p-value < 0.0001) 
(Table  4). Two-thirds (66.7%, 108/162) of NMAH’s par-
ticipants were not asked for permission before being 
treated participants or not afforded an opportunity to 
ask questions (63.8%, 104/163). In comparison, 91.6% 
(152/166) and 81.4% (136/167) of participants from SEH 
and RFH respectively, were offered that opportunity 
(p-value < 0.0001).

The highest proportion of participants who said they 
knew how to lodge a complaint were from SEH (50.0%, 
83/166. The differences between the four hospitals were 
statistically significant (p = 0.002) (Table 4). While more 
than 75% of both Eastern Cape’s hospitals’ (NMAH and 
SEH) participants observed queues being monitored by 
health workers, this was far less at RFH (49.7%, 83/167) 
and TH (44.8%,73/163) (p-value < 0.0001). Furthermore, 
more than 60% of each of RFH and THs participants felt 
that there had been no communication on the expected 
waiting times (p-value < 0.0001). The waiting times were 
reported as unacceptable by 72.4% (118/163) and 67.1% 
(112/167) of TH’s and RFH’s participants respectively 
(p-value < 0.0001).

Table  5 shows the overall performance of hospitals 
against the national targets for patients’ experience of 
care domains. All hospitals scored below the national tar-
gets on overall patient satisfaction, values and attitudes 
of staff, access to care, cleanliness, and waiting times. TH 
did not meet any of the national targets. All the hospitals, 
except TH, met the patient safety target, but only NMAH 
met the target on availability and use of medicines.

Discussion
This study assessed participants’ experiences of care 
in four referral hospitals in two of South Africa’s rural 
provinces.

The sample population in this study mostly consisted of 
females. A significant number of participants were below 
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40 years of age. Some participants had to travel for at least 
two hours to reach the hospital, regardless of their mode 
of travel. This is expected as these hospitals primarily 
serve geographically dispersed areas in two largely rural 
provinces. This study found poor patient satisfaction 
results, low access to care and prolonged waiting times. 
Some patients reported hospitals to be unclean without 
clean drinking water; and, a significant proportion of 

participants reporting poor safety in hospitals, and most 
patients did not know the process that is followed for 
lodging a complaint in the hospital. However, there were 
some positive findings, with most participants expressing 
satisfaction with the staff attitudes across all hospitals. 
Additionally, most participants reported being content 
with service times, and the majority noted the presence 
of visible signage in the hospitals.

Table 3  Cleanliness, sanitation and water availability in hospitals

NMAH Nelson Mandela Academic Hospital, RFH Rob Ferreira hospital, SEH St. Elizabeth Hospital, TH Themba Hospital
a n = 546; bn = 660; cn = 548; dn = 658; en = 621; fn = 547; gn = 545

Characteristic Hospital p-value

NMAH RFH SEH TH

Availability of drinking waterd; n (%) < 0.0001

  Yes 111 (68.1) 56 (33.5) 94 (56.6) 50 (30.9)

  No 52 (31.9) 111 (66.5) 72 (43.4) 112 (69.1)

Cleanliness of the hospitald; n (%) < 0.0001

  Yes 134 (82.2) 94 (56.3) 134 (80.7) 51 (31.5)

  No 29 (17.8) 73 (43.7) 32 (19.3) 111 (68.5)

Availability of waste disposal 
bins in corridorsb; n (%)

< 0.0001

  Yes 116 (71.2) 94 (56.3) 160 (96.4) 66 (40.2)

  No 47 (28.8) 73 (43.7) 6 (3.6) 98 (59.8)

Presence of pestse; n(%)

  Yes 56 (34.4) 23 (15.4) 125 (75.3) 52 (36.4) < 0.0001

  No 107 (65.6) 126 (84.6) 41 (24.7) 91 (63.6)

Use of toiletsb; n (%) < 0.0001

  Yes 125 (76.7) 137 (82.0) 165 (99.4) 122 (74.4)

  No 38 (23.3) 30 (18.0) 1 (0.6) 42 (25.6)

Toilets are in good conditiong; n (%)

  Yes 103 (82.4) 91 (66.9) 128 (77.6) 52 (43.7) < 0.0001

  No 22 (17.6) 45 (33.1) 37 (22.4) 67 (56.3)

Availability of toilet paper; n (%) < 0.0001

  Yes 55 (44.0) 65 (47.8) 95 (57.6) 30 (25.0)

  No 70 (56.0) 71 (52.2) 70 (42.4) 90 (75.0)

Availability of running tap water in toiletc; n (%) < 0.0001

  Yes 119 (95.2) 117 (86.0) 122 (73.9) 70 (57.4)

  No 6 (4.8) 19 (14.0) 43 (26.1) 52 (42.6)

Availability of hand wash basin in toiletc; n(%) 0.046

  Yes 103 (82.4) 108 (79.4) 120 (72.7) 84 (68.9)

  No 22 (17.6) 28 (20.6) 45 (27.3) 38 (31.2)

Availability of liquid soap dispensera; n(%)

  Yes 57 (45.6) 40 (29.6) 75 (45.5) 24 (19.8) < 0.0001

  No 68 (54.4) 95 (70.4) 90 (54.6) 97 (80.2)

Availability of disposable paper towelf; n(%)

  Yes 52 (41.6) 27 (19.9) 7 (4.2) 19 (16.4) < 0.0001

  No 73 (58.4) 109 (80.2) 158 (95.8) 102 (84.3)

Availability of waste disposal bins with lid in toileta; n (%)

  Yes 105 (84.7) 71 (52.2) 152 (92.1) 38 (31.4) < 0.0001

  No 19 (15.3) 65 (47.8) 13 (7.9) 83 (68.6)
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The majority of patients in two hospitals travelled at 
least two hours to get to the hospital, irrespective of the 
mode of travel. This finding was expected because one 
of the two hospitals (NMAH) is a referral hospital that 
covers a wide area that is sparsely populated [43]. A small 
proportion of patients reported being turned away in all 
the hospitals. However, the reasons for these were not 
explored. It is likely that patients tried to access the refer-
ral hospitals without a referral from a primary or lower 
level of care and were turned away as a result [44]. In 
some healthcare systems, patients are sometimes turned 
away from hospitals, a practice known as “gatekeeping.” 
This happens when patients are required to seek care at 
primary or lower-level facilities before they can access 
higher-level hospitals. The South African Human Rights 
Commission reported that patients in both urban and 
rural areas have been turned away from hospitals for 
various reasons, including issues with the referral system 
[45]. The gatekeeping process is intended to reduce the 
burden on hospitals and ensure that only cases requir-
ing specialized care are referred to tertiary hospitals 
[46]. A second explanation could be that patients did not 
come on their pre-arranged date of visit [47]. The prob-
lem of patients being turned away from hospitals can 
be minimised by strengthening primary care and level 1 
hospitals (district hospitals), and patients being turned 
away should be triaged appropriately and advised on an 
alternative place of care [47]. Furthermore, community 

engagement should be strengthened to offer the general 
public a clear understanding of the services offered at 
different levels of care and the challenges experienced in 
meeting the minimum requirements. These challenges 
include staff shortages, infrastructure limitations, and 
financial constraints [48–50].

The provision of high-quality services enhances the sat-
isfaction and overall experience of patients receiving care 
[51]. Surveys measuring patients’ experiences are criti-
cal in informing clinical decision-making by gathering 
feedback from individuals utilising healthcare services 
[52]. This feedback assists decision makers in evaluating 
whether user expectations are being met or not. In this 
study, participants from one of the Eastern Cape hos-
pitals (NMAH), reported that health professionals did 
not seek their permission before administering treat-
ment. This highlights the significance of ongoing educa-
tion for all staff members, emphasising the importance 
of respecting patient autonomy and stating that patients 
should be fully informed about their treatment options 
and involved in decision-making as much as possible 
[53].

Of the four hospitals, only one achieved the national 
target on the availability of medicine. Overall, the four 
hospitals achieved an average of 80.0% for this target. 
This finding is comparable to those reported in a study 
that was conducted in another South African province 
(Free State), where the availability of medicine averaged 

Fig. 4  Information on prescribed medication side effects (NMAH = Nelson Mandela Academic Hospital, RFH = Rob Ferreira hospital; SEH = St. 
Elizabeth Hospital; TH = Themba Hospital)
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between 75% and 95% [54]. Availability of medicines 
in public health facilities is impacted by different fac-
tors including, poor medicine stock management, late 
deliveries from the medical depot, poor communication 
amongst the role players, lack of electronic ordering sys-
tem, duplication of patients in the system, medicine theft, 
transport, department red tape [54] and insufficient 
availability of pharmacy personnel [55]. Shortages of 
medicine have also been reported in other African coun-
tries [51, 56–59].

Despite most participants reporting satisfaction with 
the communication by health professionals on mat-
ters concerning their illness and treatment plans, it is of 
concern that some participants (42%) reported that they 
were not asked for verbal consent before being exam-
ined or treated. This finding is in contrast to a Nigerian 
study, where 90.6% of patients felt listened to by doctors, 
and 74.1% always received an explanation for the tests 
ordered by doctors [51]. The reported lack of communi-
cation by health professionals is a concern as this power 
imbalance can be associated with patients’ withdrawal or 
inability to freely engage with the health professional [60]. 
Patients’ poor understanding of the procedures under-
taken or the treatment care plan are associated with liti-
gation when the unexpected happens [61]. Despite this, 
healthcare workers in resource-limited settings, such 
as South African public hospitals, often face significant 
constraints. These include heavy patient loads and lim-
ited time to engage in thorough informed consent pro-
cesses. This can hinder proper engagement with patients 
due to health workforce shortages and the high volume of 
patients that the health system needs to address [49].

Safer and higher quality care are prevalent in facili-
ties that provide better experiences for patients [62, 63]. 
Safety is also critical for securing patient loyalty because 
negative perceptions or disliked previous experiences of 
safety encourages patients to bypass those facilities and 
put pressure on others [63]. Even though three of the 

hospitals performed above the national target of 65% for 
the safety domain [8], the target performance is 100%, as 
one safety concern could cause the loss of life of a patient, 
increase mistrust of communities in the hospital and 
result in a cascade of late diagnoses in the community 
whilst they seek alternative care [64–66].

The two hospitals from Mpumalanga recorded scores 
that are below 55% for cleanliness, whilst their Eastern 
Cape counterparts obtained a minimum score of 67%. 
As one of the measures that contribute to overall patient 
satisfaction, hospital cleanliness has a significant influ-
ence on the overall patient satisfaction [43, 64–67]. This 
is evident in the current study where both Mpumalanga 
hospitals recorded the highest overall patient experience 
of care score of 60%, which is very far from the national 
target of at least 80% [8]. This finding is concerning 
because hospitals are supposed to have higher hygiene 
standards than non-health organisations [68]. The find-
ings are, however, consistent with previous studies in 
South Africa, which found some hospital sections had 
an unacceptable physical environment including toilets 
[69]. Contrasting findings have been reported in a study 
conducted in Nigeria where a slight majority (51.8%) 
agreed that the hospital environment was clean [51]. It is 
of further concern that some participants (mostly those 
from Mpumalanga) reported non-availability of drinking 
water. Similar findings were reported by Obi et al. where 
only a minority of participants expressed satisfaction 
about aspects of the hospital environment, like availabil-
ity of potable water (18.8%), cleanliness of bathrooms and 
toilets (14.7%) [51].

The positive finding from this study is that partici-
pants generally expressed satisfaction with staff atti-
tudes in all the participating hospitals. This finding 
aligns with a study by Harrichandparsad & Mahomed 
[32] conducted in eThekwini, KwaZulu-Natal, South 
Africa, who reported a satisfaction level of 92%. 
Patients in Nigeria reported that believed that nurses 

Table 5  Overall scores of hospitals against the national targets for patients’ experience of care domains

NMAH Nelson Mandela Academic Hospital, RFH Rob Ferreira hospital, SEH St. Elizabeth Hospital, TH Themba Hospital

Domain National target (%) Hospital score

NMAH (%) RFH (%) SEH (%) TH (%)

Access to care 100 59.3 54.0 70.5 52.4

Availability and use of medicines 95 95.1 68.8 85.7 70.3

Patient safety 65 76.5 72.7 84.2 60.5

Cleanliness of the hospital 74 67.6 54.0 68.4 40.6

Values and attitudes of staff 74 54.4 70.1 71.0 60.4

Waiting times 74 61.9 38.5 70.3 37.2

Overall patient experience of care
survey results

80 69.1 59.7 75.0 53.6
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treated them with respect (51.4%), were approachable 
(52%) and polite and courteous (51.4%) [70]. Further-
more, according to a study conducted by Obi et al. [51] 
it was found that most participants acknowledged the 
courteous and professional behaviour of doctors (90%), 
nurses (64.1%), and records staff (60.6%). However, this 
finding deviates from other literature that have docu-
mented negative staff attitudes. For instance, Mokgoko 
[68] found that participants reported being spoken to 
by healthcare workers in a condescending manner, as 
if they were children. Moreover, nurses were reported 
by a significant majority (70%) of the patients to have 
a rude attitude towards them [70]. Satisfaction levels 
were also low when it came to the attitudes of phar-
macy staff (41.8%) and the medical laboratory staff 
(43.5%) [51]. The South African National Department 
of Health has identified negative staff attitudes as one 
of the major challenges in the health system [71].

Patient waiting time is a critical factor that influences 
the overall satisfaction of patients [72]. Long wait-
ing times are associated with patient dissatisfaction, 
delayed access to treatments, poor clinical outcomes, 
increased costs, patient inequality, and patient anxi-
ety [73]. All South African health establishments are 
compelled by the National Department of Health to 
have a standard patient waiting time that emphasises 
a culture of proactive patient notification of expected 
waiting times for service [8]. The findings of this study 
revealed waiting times that were deemed unacceptable 
by the participants. Likewise, additional studies car-
ried out in South Africa by Young, and Klitzman [26, 
74] identified prolonged waiting times as a significant 
drawback in public healthcare, attributing it to vari-
ous factors. Similarly, a study conducted in Nigeria 
reported that patients were not satisfied with clinic 
waiting time (44.7%), laboratory waiting time (31.8%), 
and pharmacy waiting time (42.9%) [51]. Factors that 
have a negative impact on waiting times include, poor 
record keeping [75], human resource shortages, physi-
cal space limitations, a high patient volume [76], wait-
ing for administration staff draw clinical records, and 
pharmacy-related delays [68]. Sometimes patients are 
not properly orientated on where to go upon arrival 
at the hospital [76], and in one study almost a quarter 
(23%) of the participants were observed to lack proper 
orientation on the hospital. Future studies should 
explore if this lack of orientation cannot perhaps be 
mitigated by the presence of marshals and signage from 
the main entrance. Security personnel who are usually 
the most accessible persons and a service that is often 
outsourced to private companies, need to also be orien-
tated on the service points at the hospital so that they 
can direct patients and their families accordingly.

Our findings highlight areas where these hospitals are 
doing well and where there are service quality difficul-
ties that need to be addressed to improve service delivery. 
The findings will guide or enable relevant stakeholders 
to contextualise quality improvement intervention strat-
egies. Moreover, this study enables hospitals to evalu-
ate acceptance of their services by patients and to some 
extent understand existing challenges.

This study used a standardised tool for conducting 
patients’ experiences of care surveys in South Africa 
which limited probing in instances where the situation 
demanded as such. Furthermore, findings may not be 
generalised to the entire patient population because this 
study was limited to outpatients. However, the use of a 
standardised tool makes it easier to compare these find-
ings with other South African hospitals’ findings that are 
assessed using this tool in outpatient settings. The use of 
a cross-sectional design also eliminated the possibility 
of corroborating the patients’ responses. However, these 
findings have provided insights into patients’ perceptions 
on their experience of care.

This study also provides an opportunity for the par-
ticipating hospitals to use patients’ feedback to compare 
their service delivery against other hospitals within and 
between provinces.

Conclusion
Whilst hospitals have been implementing various quality 
measures to improve patient’s experience of care, there 
are a few concerns such as non-availability of drinking 
water, lack of knowledge of complaints processes and 
waiting times that were mostly reported to not be accept-
able. Furthermore, none of the four hospitals met all the 
national targets. And only two out of 28 potential domains 
exceeded 80% or the cut-off score for satisfaction. These 
are concerns which calls for active interventions in at least 
these four public hospitals. Efforts to address the high-
lighted areas which affect patient experiences should be 
made to continue improving patient care.
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