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Abstract: Despite theoretical assertion that for a service to be considered quality, the recipient’s 

experiences must match or even exceed expectation. This paper examines health service experi-

ences of patients to Ugandan referral hospitals. To investigate quality of health services experi-

enced by patients to referral hospitals in Uganda, a cross-section design was adopted. Data was 

collected from a sample of 215 patients of five referral hospitals. A double-column research in-

strument was used to source patients’ perceptions of quality health services in this study. The pilot 

tests indicated that the instrument had good internal consistency with all Cronbach’s alpha reliabil-

ity coefficients greater than 0.8 for both expected and actual health service quality. For the phe-

nomenological part, two focus groups each comprising between six and ten patients were assem-

bled.  Structural equations modelling (SEM) was used to test the theory through confirmatory fac-

tor analysis (CFA) and goodness-of-fit tests. The CFA established that the hypothetical model 

used met the required minimum specifications.  The goodness-of-fit tests established that the re-

searchers’ model did not fit its sub-sample data. The paired samples t-test indicated that a negative 

Gap 5 existed among patients to referral hospitals in Uganda. Patients further revealed that the two 

most important dimensions of service quality exhibited by medical personnel were service de-

pendability and neatness of staff. Qualitative findings too indicated that gap 5 existed among the 

patients. Strategies were identified and recommendations made to health staff for possible adop-

tion with a view of mitigating gap 5 among patients and enhance quality health services among 

referral hospitals in Uganda.  The paper provided health staff with knowledge on health service 

quality perceptions of their patients and the strategies to close patients’ Gap 5. 

JEL Classifications: M31, M30, M38 
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1. Introduction  

Uganda’s services industry is diverse. The industry includes health, education, telecommuni-

cations, financial and transportation services, to list only examples of the major service industries. 

Given the intangibility of service offerings, evaluation of quality of services providers (medical 

personnel) think should be delivered to patients; and quality of services users (patients) expect and 

actually receive has continued to be a challenge to both the providers and users of services alike 

(Brink & Berndt, 2004; Zeithaml & Bitner, 1996; Zeithaml, Bitner & Gremler, 2006; Svensson, 

2006). This research focused on investigating the aforementioned perceptions of quality of health 

services by medical personnel and patients in the health services sector of Uganda.  The Ugandan 

health Sector indicators show that 80% of the 33.4 million Ugandans are rural with an annual 

growth rate of 3.2% (World Development Indicators Database 2010). Available evidence indicates 
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that life expectancy in Uganda stands at 54 year (2010) up from 46 years (2000). Infant and child 

mortality rate of under-fives stood at 99 per 1000 live births (2010). It has also been reported that 

50% of Ugandan are less than 15 years and 38% are below the poverty line (Health Systems Re-

forms in Uganda 2006). What is worrying is that the socioeconomic inequality has of late widened 

and the majority poor have become worse off (Government of Uganda 2003; Okuonzi & Birungi 

2000).   

In the years after independence in 1962-1971, Uganda had the best health indices and the best 

health care systems in the East African sub-region. However, two decades of civil unrest led to the 

reversal of the health indices and left the health care system in ruins (Syngellakis & Arudo 2006). 

Except for religious organisations, which remained throughout this period, lack of investment in 

public services and no support from NGOs meant a collapse of most of the health care systems. 

Further, Syngellakis and Arudo argue that the post-colonial government inherited a colonial struc-

ture of district hospitals, mainly run by the Ministry of Health (MoH), health centres that were a 

mix of government and NGOs. Makerere University was considered to be one of the best in Af-

rica, with a particularly good reputation for training in medicine, nursing and public health. Com-

municable disease control programmes and research programmes were active, funded by multi-

lateral and bi-lateral donors and research organisations in more developed countries. The afore-

mentioned is a reflection of the level of quality health services that met consumers’ expectations. 

Although there was a disparity in the distribution of physical health infrastructure left from the co-

lonial period, the administrative centres were well served especially in central, southern, and east-

ern parts of the country (Syngellakis & Arudo 2006).  

Literature sources indicate that the primary attention of the post-conflict National Resistance 

Movement (NRM) government has been focused on re-establishing a political and economic envi-

ronment conducive to growth (Syngellakis & Arudo 2006). The social sector ministries were less 

of a priority, with no attention given to developing comprehensive health policy for the delivery of 

quality health services to Ugandans. For example, a realistic annual budget for a large teaching 

hospital in 1996 was 30bn shillings (£10m, $17m, €13m) but the ceiling was set at 12.26bn in 

1996, 8.87bn in 1997, and 13.28bn in 1999. The budgetary problems have not significantly im-

proved to date (2011). From the aforementioned, two key questions come to the fore namely: are 

Ugandan patients receiving services they expect? And what is the relative importance attached to 

the different service quality dimensions? The first question implies a disparity between patients’ 

expected and actual health service quality while the second implies that patients may attach differ-

ent degrees of importance to service quality dimensions. The aforementioned disparities will be 

investigated in this research.  

Problem Statement 
An interface with health services in Ugandan referral hospitals reveals that patients are not 

receiving the quality of services they expected from health staff. Medical personnel appear insen-

sitive to their patients’ health needs. In addition, drugs, equipment, patient-medical staff interac-

tive space, to list only examples are largely inadequate. One wonders whether medical staffs 

really understand their patients’ needs.  From the aforementioned, two key questions required an-

swers namely: Firstly, were patients receiving health services they expected from health person-

nel? Secondly, what was the relative importance of each service quality dimension in determin-

ing quality of health services in Ugandan referral hospitals?  
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 2. Hypothetical Model Depicting Patients’ Perceived 
Service Quality 

 As depicted in Figure 1, a potential disparity is reflected between actual service experiences 

and the service expected by patients (i.e. Q=P-E) in KCCA referral hospitals in Uganda.  Re-

searchers have referred to the potential gap as gap 5. Figure 1 also indicates that patients’ health 

service quality (dependent variable) is influenced by seven independent variables namely “rec-

ommendations from other patients, comprehensive service environments, basic health needs of pa-

tients, relationship between patients and medical staff, knowledge levels of patients, providers’ 

perceptions of patients’ expectations, and past experience of patients”. The impact of each inde-

pendent variable on the dependent variable was investigated to establish whether a disparity ex-

isted between the patients’ perceived quality of health services as compared to what they expected 

in from referral hospitals in Uganda. Based on the hypothetical model in Figure 1, two sets of hy-

potheses were formulated to guide the investigations in this research. First set of hypotheses com-

prised H1.1 through to H1.7; and the second set comprised H2.0 and H2.A. These sets of hypothe-

ses were all tested.  

  
 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

Figure 1. Hypothetical model pertaining to the potential disparity between patients’ expected and 

actual health service quality (Gap 5) 

 
 Research objectives 

 Three research objectives were eminent in this paper: 

(i) To investigate whether Ugandan patients were receiving quality health services they ex-

pected from staffs of referral hospitals. 

(ii) To establish the relative importance patients attach to the different service quality dimen-

sions during their evaluation processes. 

(iii) To analyse and recommend possible strategic actions health staffs can implement to close 

Gap 5 and enhance health quality to the patients.   
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2.1 Research Design and Methodology 

The study adopted a cross-sectional research design. Given the hypothetical model and the 

operationalisation thereof, the positivistic approach was supplemented by the phenomenological 

approach (Collis & Hussey 2009, 2003; Santos 2006).    Because this research required the use of 

more than one method of data collection and analysis, the design adopted methodological triangu-

lation to meet this requirement (Collis & Hussey 2009). Further, as means of enhancing the design 

of this research, three basic sets of criteria which have been widely used to evaluate a well-

designed research project were used namely reliability, validity and generalisability (Cooper & 

Schindler 2006; Kothari 2005; Sekaran 2003). The approaches and strategies described enabled 

the model to be empirically tested with a view of confirming service quality theory with regard to 

Gap 5 among patients of referral hospitals in Uganda. Structural equation modelling was used 

through confirmatory factor analyses and goodness-of-fit tests.  The complementary benefits of a 

mixture of approaches have received support  in a study by Risjord, Dunbar and Moloney 

(2002:269). In the study, Risjord et al put it clearly that when positivistic and phenomenological 

approaches are mixed in one study, the mixture confirms the theory to a greater degree than the 

use of either method alone. Deductive and inductive reasoning will be applied in this study. The 

use of deductive and inductive analytical reasoning is widely reported in the literature (Mansou-

rian & Ford 2007:659; Marioty, Jones, Rowley & Kupiec-Teahan 2008:2008; Treven & Potocan 

2005:640).   

2.2 Research Type 

Literature sources indicate two basic types of research namely conceptual and empirical 

(Kothari 2005; Viviers 2007). Whereas conceptual studies deal with philosophical and conceptual 

analyses as well as theory building and do not require new (primary) data, empirical studies on the 

other hand require both new (primary) and existing (secondary) data for lay and scientific knowl-

edge (Cooper & Schindler 2006). Given that this research was based on both primary and secon-

dary data to provide conclusions capable of being verified by observation or experience, it was an 

empirical study. The research was also analytical and/or explanatory as in addition to mere de-

scription of the phenomenon, the study analysed and explained why or how the phenomenon being 

studied was happening (Blumberg et al 2005; Collis & Hussey 2009).  The analysis involved em-

pirical tests of the hypotheses on service quality perceptions of patients’ as units of analysis in 

health services in referral hospitals of Uganda.  

2.3 Methods of Data Collection 

Given that methodological triangulation was used in this research, both quantitative and 

qualitative primary were collected from patients (Collis & Hussey 2009). Population, sampling 

procedure and sample size: Given that the unit of analysis was an individual patient in a referral 

hospital, the population for this study included only patients of the five referral hospitals in 

KCCA. Two sampling methods were used, namely, area sampling as the probability sampling 

method, and judgemental sampling as the non-probability sampling. The former was used in col-

lecting quantitative data due to patient confidentiality restrictions and the later qualitative data 

guided by the interview guides. The minimum sample size was a function of the number of state-

ments on the instrument times five (Veal 2005). The minimum sample size was 200. Interval data 

were collected to measure variables in this study. For the phenomenological part, post-survey fo-

cus group interviews were conducted for patients. The purpose of focus group interviews was to 

test the effectiveness of the survey to validate the study findings. Quantitative data collection: The 

research instrument that gathered data to measure variables pertaining to potential disparity be-

tween patients’ perceived and expected health service quality was constructed along the five (5) 

dimensions of service quality. The statements were linked to a five-point Likert-type interval scale 
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anchored by “strongly disagree (1)” and “strongly agree (5)” (Parasuram et al 1988). Individual 

patients were the units of analysis. Qualitative data collection: As motivated for quantitative data 

collection, patients served as units of analysis.   Different post-survey focus groups were inter-

viewed during the collection of qualitative data. The use of focus group interviews as a method of 

qualitative data collection is widely reported (Cooper & Schindler 2006; Hair et al. 2003; Krueger 

2002). 

2.4 Reliability and Validity of the Measurement Instruments 

 To attain the first objective, reliability and validity tests were performed on the research in-

strument. Reliability as a reference to absence of differences in the results if the research were re-

peated was performed for the instrument (Collis & Hussey 2009; Blumberg, Cooper & Schindler 

2005; Collis & Hussey 2003; Kothari 2005). The pilot test indicated that the instrument had good 

internal consistency with all Cronbach’s alpha reliability coefficients over 0.9 for both expected 

and actual service perceptions. Content Validity as reference to the extent to which the scales in 

the research instrument reflect theoretical underpinnings of the phenomenon under study was per-

formed too (Collis & Hussey 2009). In the qualitative approach, questions were pre-tasked on 

some participants to enhance participants’ comprehension during focus group interviews.   

3. Empirical Results 

Confirmatory factor analysis (CFA) of patients’ expected quality health services: The con-

firmatory factor matrix for patients’ expected service quality was based on the minimum factor 

loading of ≥0.70 for a scale item to be considered in the partner of coefficients as depicted in Ta-

ble 1 below. The factor loadings represent the correlation coefficients between the variables (rows) 

and factors (columns).  Based on Hair et al (2003) rule of thumb, factor loadings greater than 0.3 

were considered to meet just the minimum level; loading of near 0.4 are considered more im-

portant; and loadings of ≥0.5 are considered practically significant. For considering the validity of 

the measurement instrument when doing confirmatory factor analysis (CFA), literature sources in-

dicate that scale items must score values ≥0.7 to be included in the pattern of coefficients 

(Stoelting, 2006). Therefore, the larger the absolute size of the pattern coefficients, the more im-

portant the factor loading when interpreting the confirmatory factor matrix.  By convention, a fac-

tor needs to have one or more loadings for inclusion in the regression analysis. Given the CFA ap-

proach in this research, a factor needs to have three or more loadings for inclusion in the regres-

sion analysis. Table 1 show that all factors had the minimum pattern coefficient of 3 or more scale 

items. Based on the aforementioned, all the factors were included in the regression analysis for de-

termining the explained variance in patients’ expected health service quality in referral hospitals in 

KCCA. The Cronbach’s alpha coefficients indicate that they are all greater than 0.9 which reflects 

good internal consistency of the scale items in the research instrument that sourced data to assess 

patients’ expectations of quality health services in KCC. 

The Cronbach’s alphas indicate that the construct validity of the scales was good. Table 1 al-

so shows that Eigen values were >1, which reflect the variance the independent variables exerted 

on the dependent variable were all significant. The Table further indicates that except for “advice 

from other patients” and “patients’ past experience” with variances explained in the dependent 

variable of 58.2% and 57.6% respectively, all the other five independent variables had variances 

explained in the dependent variable ranging between 60% and 65.4%. It should be noted that by 

convention, independent variables require to explain 50% or more of the variance in the dependent 

variable to be included in the specified model. Table 1 show that all the seven independent varia-

bles explained more than 50% of the variance in the dependent variable. The loadings indicted that 
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patients had high expectations in terms of all the five service quality dimension namely reliability, 

responsiveness, assurance, empathy and tangibles. 

The significant factor loadings in all the scale items indicated good model specification with 

regard to patients’ expectations of quality health services. The results confirmed the researcher’s 

hypothetical model (Figure 1) on expectations scores. This means that the hypothetical model was 

confirmed by means of confirmatory factor analysis on patients’ expectations scores only.  

Table 1. Confirmatory Factor Analysis (Patients’ expected health service quality) 
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a1a 0.73       

a2a 0.75       

a3a 0.86       

a4a 0.70       

a5a 0.78       

b1a  0.71      

b2a  0.78      

b3a  0.80      

b4a  0.75      

b5a  0.84      

c1a   0.78     

c2a   0.81     

c3a   0.80     

c4a   0.76     

c5a   0.83     

d1a    0.81    

d2a    0.81    

d3a    0.87    

d4a    0.79    

d5a    0.76    

e1a     0.76   

e2a     0.77   

e3a     0.81   

e4a     0.80   

e5a     0.76   

f1a      0.72  

f2a      0.78  

f3a      0.84  

f4a      0.81  

f5a      0.79  

g1a       0.70 

g2a       0.79 

g3a       0.77 

g4a       0.80 

g5a       0.74 

Eigenvalues 2.9 3.0 3.2 3.3 3.1 3.1 2.9 

Variance explained 58.2 60.5 63.2 65.4 61.3 62.3 57.6 

Cronbach’s alphas 0.93 0.93 0.93 0.93 0.93 0.93 0.93 

Notes: Loadings ≥0.70 were considered significant. 

Source: Primary data
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Confirmatory factor analysis (CFA) of patients’ actual health service quality: The CFA re-

sults in Table 2 below show a matrix for patients’ actual service with factor loadings (pattern 

coefficients) that represent the correlation coefficients between the variables   (rows) and 

factors (columns). Contrary to patients’ expectations scores, some independent variables did 

not receive all the scale items with the required factor loading value threshold of ≥0.70.  

From Table 2 below, it is clear that independent variables “advice from other patients”, 

“medical office setting”, and “staff awareness of patients needs” had four scale items each with 0.7 

or more factor loadings. However, they variables still qualified to be included in the regression 

given that they obtained the required minimum three scale items with the required loadings.   

Table 2. Confirmatory factor analysis (Patients’ Actual health service quality) 
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a1b 0.70       

a2b 0.75       

a3b 0.71       

a5b 0.72       

b2b  0.78      

b3b  0.84      

b4b  0.79      

b5b  0.70      

cb1   0.71     

c2b   0.84     

c3b   0.78     

c4b   0.78     

c5b   0.77     

d1b    0.77    

d2b    0.82    

d3b    0.81    

d4b    0.78    

d5b    0.76    

e1b     0.76   

e2b     0.73   

e3b     0.81   

e4b     0.78   

E5b     0.74   

f2b      0.82  

f3b      0.82  

f4b      0.83  

f5b      0.84  

g1b       0.84 

g2b       0.80 

g3b       0.83 

g4b       0.81 

g5b       0.80 

Eigenvalues 2.4 2.9 3.0 3.1 2.9 3.2 3.3 

Variance explained 48.8 58.5 63.4 61.6 58.2 64.3 66.4 

Cronbach’s alphas 0.96 0.96 0.96 0.96 0.96 0.96 0.96 

Note: Loadings ≥0.70 were considered significant 

Source: Primary data 
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The other four independent variables obtained all the five scale items obtaining the ≥0.7 or 

more loadings. Whereas patients thought advice from other patients was not empathetic, they also 

believed medical office setting was not reliable. Patients further revealed unreliable staff aware-

ness of their needs. Despite the good Cronbach’s alphas, the variance explained in the dependent 

variable by each factor ranged between 48.8% and 66.4%. The highest variance explained was ob-

tained by the variable “patients’ past experience (66.4%) and the lowest variance explained was by 

“advice from other patients” (47.8%). According to secondary sources, an independent variable 

needs to obtain variance explained in the dependent variable of ≥50% to be included in the empiri-

cal model.  In this respect, all independent variables passed this test. Eigen values ≥1 that account-

ed for the proportion of the explained variance have been indicated in Table 2 above. This table 

also shows the Cronbach’s Alpha coefficient scores of ≥0.9 reflecting good internal consistency of 

the scale items in the instrument. As reflected in the CFA for actual service quality, certain service 

quality dimensions were not understood or appreciated by patients in evaluating quality health ser-

vices in referral hospital in Kampala Capital City in the Uganda. 

In conclusion, although there were good patients’ “expectations” scores on all the independ-

ent variables with item loadings ≥0.7, on the contrary, some independent variables received only 

four item loadings ≥0.7 for actual service quality. One independent variable explained less than 

50% of the variance in the dependent variable for actual health service quality. The results both on 

the expectations and actual service scores indicated good model specification. As stated, this im-

plies that patients’ hypothetical model in Figure 1 was confirmed as well specified.   

3.1 Multiple Regressions (Patients) 

Because service experiences were taken as reference points in this study, “actual health ser-

vice” scores were used in the regression analysis. Empirical evidence is available to motivate why 

“actual service experience” scales are the most applicable to assess service quality” (Cronin  & 

Taylor 1992; Boulding, Kalra, Staelin & Zeithaml 1993). Based on the aforementioned, only the 

“actual health service experience” scores were used in the multiple regression analysis as a reflec-

tion of the service patients actually experienced from health staffs. Table 3 shows how the hypoth-

eses in respect to patients’ “actual health service’ were tested.  

Table 3. Regression analysis (Patients’ actual health service quality, Model 1) 

R R
2
 Adjusted R

2
 Std. Error of the Estimate 

0.867 0.752 0.682 1.81531 

Independent variables 

Unstandardised  

Coefficients 

Standardized 

coefficients t Sig. 

B S. E. Beta 

(Constant) 20.81

0 

0.280  74.291 0.000*** 

Recommendation from other patients 1.364 0.447 0.424 3.051 0.005*** 

Office impressions to patients 0.926 0.420 0.288 2.207 0.035* 

Health  needs of patients 0.293 0.523 0.091 0.510 0.613 

Patients relationship with staff -0.821 0.480 -0.255 -1.709 0.097* 

Staff knowledgeability -0.598 0.601 -0.186 -0.996 0.327 

Staff understanding of patient needs 1.975 0.431 0.614 4.577 0.000*** 

Patient’s past experience 0.427 0.299 0.133 1.427 0.163 

  Note: Asterisks *** and * indicate statistical significance level of 0.01 and 0.10, respectively. 

  Source: Primary data 
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3.2 Testing of Hypotheses 

H1.1: “Recommendation from other patients” influences “health service quality” of patients: 

 A statistically significant positive relationship between “recommendation from other patients” 

and “health service quality” of patients was found (p<0.00). H1.1 is therefore not rejected meaning 

in practice that “H1.1 is accepted”. Therefore, the null hypothesis is rejected. This implies that there 

is sufficient evidence at the 99 percent level of significance to support the alternative (directional) 

hypothesis. 

H1.2: “Office impressions to patients” influence “health service quality” of patients:  

A statistically significant relationship was found between “office impressions to patients” and 

“health service quality” was found (p<0.10).  H1.2 is not rejected meaning in practice that “H1.2 is 

accepted”. Therefore, the null hypothesis is rejected. This then means that there is sufficient evi-

dence at the 90 percent level of significance to support the alternative (directional) hypothesis.  

H1.3: “Health needs of patients” influence “health service quality” of patients:  

No statistically significant relationship was found between “health needs of patients” and 

“health service quality” was found (p>0.10). H1.3 is rejected meaning in practice that ‘H1.3 is not 

accepted”. Therefore, the null hypothesis is not rejected. This then means that there is insufficient 

evidence to support the alternative (directional) hypothesis.   

H1.4: “patients’ relationship with staff” influence “health service quality” of patients:  

A statistically significant negative relationship between “patients relationship with staff” and 

“health service quality” was found (p<0.1). H1.4 is not rejected meaning in practice that “H1.4 is 

accepted”. Therefore, the null hypothesis is rejected. There is sufficient evidence at the 90 percent 

level of significance to support the alternative (directional) hypothesis. 

H1.5: “Staff knowledgeability” influences “health service quality” of patients:  

No statistically significant relationship between “staff knowledge-ability” and “health service 

quality” (p>0.1) was found. H1.5 is rejected meaning in practice that “H1.5 is not accepted”. There-

fore, the null hypothesis is not rejected. This then means that there is insufficient evidence at the 90 

percent level of significance to support the alternative hypothesis. 

H1.6: “Staff understanding of patients needs” influence “health service quality” of patients:  

A statistically significant positive relationship was found between “staff understanding of pa-

tients needs” and “health service quality” of patients (p<0.000). H1.6 is not rejected. Therefore, the 

null hypothesis is rejected meaning in practice that “H1.6 is accepted”. There is thus sufficient evi-

dence at the 99 percent level of significance to support the alternative hypothesis. 

H1.7:  “Patients’ past experience” influence “health service quality” of patients:  

No statistically significant relationship between “patients’ past experience” and “health service 

quality” of patients was found (p>0.1). H1.7 is rejected meaning in practice that “H1.7 is not ac-

cepted”. Therefore, the null hypothesis is not rejected. There is thus insufficient evidence at the 90 

percent level of significance to support the alternative hypothesis.  

From Table 3 above, it is clear that the adjusted R² value for patients’ “actual health service” 

model value of 0.682 reflects the model’s goodness of fit for the population. The adjusted R-square 

implied that the patients’ sample reflected 68% representation of the population of all patients of the 

five referral hospitals in the five divisions of KCCA in Uganda. The adjustment of R² from 0.752 to 

0.682 was to make it comparable to other R²s from equations with different number of independent 

variables. This table also shows that the t-values, which reflect the statistical significance of each of 

the regression coefficients, were significant for only four independent variables that had statistically 

significant relationships with the dependent variable namely H1.1, H1.2, H1.4 and H1.6. It should 

be noted that despite H1.4 reflected a negative relationship implying that patients had misgivings as 
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regards their relationships with health staffs in the referral hospitals in KCCA. The standardized 

Beta coefficients that show the relative contribution of each independent variable to the explanatory 

power of the equation were not used in the discussion as they are relevant to situations when the 

variables are measured on different scales. Given the rule of thumb that Beta coefficients are used 

when independent variables are measured on the same scale, the Beta coefficients were not dis-

cussed since the variables were measured by the same scale. 

3.3 Empirical Model of Patients’ Perceived Health Service Quality 

The regression scores used in the empirical model in Figure 2 are based on the actual service 

scores only. The solid lines signify significant relationships while the dashed lines signify relation-

ships that were not significant. The empirical model shows that three of the seven independent 

variables did not have statistically significant relationships with the dependent variable namely 

health needs of patients (0.613), staff knowledge-ability (0.327) and patient past experience 

(0.163) depicted in dashed lines.  

The Figure also shows that the most significant relationships (0.000) were exhibited by “rec-

ommendation from other patients” and “staff understanding of patient needs”. The other independ-

ent variables that showed statistically significant relationships included “office impressions to pa-

tients” (0.035) and “patient relationship with staff” (0.097). It is clear from the empirical model 

that patients’ health service quality evaluations were largely influenced by significant relationships 

between the independent variables and the dependent variable. Whereas health staffs should em-

phasise significant relationships, they should endeavour to improve on the insignificant ones to en-

sure quality health service delivery to their referred patients.    

                                                                                                                                                                                                                                                          

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Empirical model of patients’ perceived service quality 

3.4 Paired samples t-test 

 The paired samples t-test involved testing the second set of hypotheses in respect to the poten-

tial disparity between patients’ actual and expected quality of health service in referral hospitals in  

 

 

 

 

Figure 2. Illustration of empirical model
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H2.0: There are no disparities between patients’ “actual health services” and pre-encounter 

“expectations” of quality health services: A statistically significant relationship between patients’ 

“actual’ and “expected” quality health service was found (p<0.000). H2.0 was rejected meaning in 

practice that “H2.A was accepted”. Therefore, the alternative was not rejected. This then implies 

that there was sufficient evidence at the 99 percent level of significance to support the alternative 

hypothesis. To confirm whether a disparity existed between “actual” and “expected” health service 

quality to referred patients, a paired samples t-test was performed. Equal variances were assumed 

for this t-test due to pooled estimates of variance of scores from the same sample of respondents 

for the two service quality mindsets. The paired samples statistics indicated that the means were 

15.3095 (hb-actual service) and 20.8095 (ha-expected service) with a mean difference of -5.50000 

(hb-ha) with a significance of 0.000. The difference implied that patients’ actual service quality 

was lower than what they expected from health staffs, hence the negative mean difference. Table 4 

depicts the statistics aforementioned. 

Table 4. Paired Samples t-test between patients’ expected and actual health service quality 

 Paired Differences  

 

 

t 

 

 

 

df 

 

Sig.  

(2-

tailed) 

 

Mean 

Std.   

Deviation 

Std. 

Error 

Mean 

95% Confidence In-

terval of the Differ-

ence 

Lower Upper 

Pair 1 hb-ha -5.50000 5.14782 0.79433 -7.10417 -3.89583 -6.924 141 0.000 

Paired samples statistics 

 Mean N Std. Deviation Std. Error Mean 

Pair1         hb 

                 Ha 

15.3095 215 4.13485 0.63802 

20.8095 215 3.21762 0.49649 

Significance level ≤0.05 

Source: Primary data 

3.4 Relative Importance of Health Service Quality Dimensions to Patients 

 The frequencies in Table 5 indicate that 114 referred patients (53%) believed that health ser-

vice reliability was the most important dimension for evaluating quality of health services from 

staffs of referral hospitals in KCCA. To this group, service reliability determines largely the quali-

ty of health services from health staffs. Secondly, the Table indicates that 110 patients (51.4%) be-

lieved that the equipment used by the staff was physically appealing (tangibility dimension) and 

ranked them the second most important dimension for evaluating quality of health services in the 

referral hospitals in KCCA.  

Table 5. Patients’ mindsets on each service quality dimensions 

Service quality  

dimension 

Patients’ mindsets 

 on 5-point scale 
Frequency 

Percent Dimension  

ranking 

Reliability Agree  (4) 130 61 1 

Responsiveness Agree  (4) 111 51 4 

Assurance Agree (4) 108 50 5 

Empathy Agree (4) 119 55 3 

Tangibles Agree (4) 123 57 2 

Source: Primary data 

The finding implies that this type of patients interpret quality of health service based on the 

tangibles (animate and inanimate) used in the delivery of such health services. The assurance di-
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mension was the third in importance with 49.8% and responsiveness was the fourth with 38.6%. 

Further, patients revealed that staffs of referral hospitals were not empathetic enough with 37.7% 

representation of scores in the sample. The reflections of the relative importance of service quality 

dimensions exhibited by patients of referral hospitals imply that staffs of the referral hospitals 

need to improve their knowledgeability of health issues, their responsiveness to patients’ health 

problems and be more empathetic in handling patients’ health problems. 

3.5 Empirical Results from Qualitative Data 

 Informal methods of quantifying qualitative data (Collis & Hussey 2009) were adopted for 

qualitative data analysis in this study. The frequencies of responses were grouped according to the 

disparity reflected by patients’ mindset. As Table 6 shows, two broad mindset groupings emerged 

namely no disparity mindset and the disparity mindset. Further examination of the frequencies re-

vealed that the no disparity mindset had two levels namely desired health service quality level and 

adequate health service quality level. Similarly, the disparity mindset frequencies had two levels 

namely delight health service level and frustrating health service level.  It should be emphasized 

that each response was traced to its focus group interview, interview question and participant’s 

number in the group. For instance, FG1.1.1 (1) referred to focus group 1, interview question 1, pa-

tient 1, and response (1). The four service levels as depicted in Table 6 reflect contrasting catego-

ries of patients’ disparity and no disparity mindsets. The two broad mindsets depict patients’ dis-

parities between actual quality of health service experiences and the pre-encounter quality of 

health services they expected (Gap 5) from staff of the referral hospitals in KCCA. The qualitative 

findings further confirmed the gap revealed under the quantitative findings.  

Table 6. Levels of patients’ mindsets on health service disparity 

Patients’ service disparity mindsets Patients’ no service disparity mindsets 

Service delight level mindsets Desired service level mindsets 

Frustrating service level mindsets Adequate service level mindsets 

Source: Primary data 

4. Conclusions  

The most important dimensions to patients referred to the referral hospitals in KCCA were 

service reliability and tangibles used in service delivery. Patients did not believe health staffs 

were not sufficiently responsive, knowledgeable and empathetic to patients. This finding should 

of concern to health staffs if their services are to be of meaning to their patients. The qualitative 

findings indicated that a disparity (Gap 5) existed between patients’ actual service experiences 

and their pre-encounter expectations of quality health services in the referral hospitals in KCCA. 

Qualitative findings indicated that a no disparity could in fact imply that a patient’s actual service 

experiences reflect that their expectations were met at either desired or adequate health service 

quality levels. Qualitative findings also indicated that a disparity reflected either a frustrating 

health service or health service delight. The qualitative findings truly enhanced the validity of the 

study findings. The aforementioned imply that in comparing actual service experience with pre-

encounter expectations of patients, a researcher can come up with four health service mindsets as 

depicted in Table 6. 

4.1 Strategies GOU Officials May Adopt to Close Gap 5 

In relation to the first research question, staffs the referral hospitals need to improve on their 

service delivery mechanisms to close patients’ gap 5. There is need to engage in needs assessment 
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of their patients if they are to appropriately meet such needs; undergo further training to improve 

their knowledge levels to deliver to patients’ expectations; and ensure all their patient encounters 

are memorable reference points for future encounters. The aforementioned together with a rein-

forcement of significant constructs in the regression analysis can significantly close patients’ ser-

vice quality disparity and enhance delivery of quality health services in the referral hospitals in 

KCCA. In regard to the second research question, staffs of the referral hospitals need to improve 

on their responsiveness and empathy as they deliver service patients. From the frequencies in re-

gard to patients’ mindsets on each service quality dimension, patients sufficiently asserted that 

health services were reliable, tangibles physically appealing and staffs were knowledgeable. Staffs 

of the referral hospitals need to improve of the service quality dimensions with poor performance 

with a view of improving service delivery to their patients. The aforementioned service strategies 

are by no means exhaustive. 

4.2 Future Research 

Given that both quantitative and qualitative analyses indicated that Gap 5 existed, future re-

search can be directed on other Gaps to find if they could be responsible for poor service to pa-

tients. A study including other sectors and other service quality Gaps may also be done in the con-

text of service quality in the health Sector of Uganda.  
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