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Abstract

Introduction. The objective was to evaluate the satisfaction of patients hospitalized in the cardiology, pulmonology, and
neurosurgery departments of the Ibn Sina University Hospital Center in Rabat, Morocco. Methodology. It was a descriptive cross-
sectional study conducted from March 1 to June 30, 2021, involving patients hospitalized in the cardiology, pulmonology, and
neurosurgery departments as the target population. The sample was constituted as patients were discharged. The inclusion criteria
were hospitalization for 48 hours and agreement to participate in the study. Data collection was done using the EQS-H version
2007 questionnaire adapted to the patient's discharge, then transcribed into an Excel spreadsheet to determine percentage trends.
Results. We found that there were more women (52%) in the sample, and 65.8% of patients have social coverage. The majority
of patients (83%) were hospitalized in shared rooms. In addition, 51.1% of patients were satisfied with the explanations they
received about their symptoms, and 56.6% were satisfied with the information they received about paraclinical tests. The doctor's
recognition and attitude were considered satisfactory by 86.4% of patients. The organization of the service was satisfactory for
55% of patients. Conclusion. The improvement of patient satisfaction must be based on several measures, including the
reorganization of services, the continuous improvement of the hospital's physical environment and its surroundings, the creation
of specific uniforms for each category, and the continuous training of medical and paramedical staff.
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1. Introduction

The quality of care provided to patients is a concern for all
medical teams. According to the WHO, the quality of care de-
pends on various factors such as resources (human, financial,
etc.), procedures, human contact within the healthcare system,
and so on [1].

Hospitalized patients require special attention. This is ex-
plained by the fact that hospitalization causes a disruption on
the physical, psychological, and social levels [2]. Thus, the
evaluation of patient satisfaction is a necessity to ensure an
optimal experience for patients. According to Larousse, satis-
faction is a concept derived from the Latin “satis,” meaning
“enough”; to satisfy someone means to please them, to fulfill
them, to meet their expectations, needs, and desires. Further-
more, it can be expressed by an individual; its assessment de-
pends on their expectations, needs, and desires, which are
clearly relative [3]. According to Pascoe [4], it is the patient's
reaction to their personal experience of services according on
two approaches (cognitive: notion of knowledge, and emo-
tional: affective domain) to the structures, processes, and out-
comes of services. It is also an assessment of the response to
the patient's implicit and explicit expectations [5]. Thus, by
measuring satisfaction, patients evaluate the service or care-
giver by comparing their personal standards to their percep-
tion of the service received. It allows for the evaluation of the
organization of care, the process of management, the skills of
the staff, and the identification of system malfunctions to ad-
dress them. Different approaches (questionnaires, qualitative
methods, etc.) can be used to evaluate satisfaction.

In addition, patients today actively participate in the care
they receive. The quality of this new relationship and the sat-
isfaction the patient derives from it must be evaluated [3, 6].
This evaluation allows for the recognition and understanding
of the patient's expectations in order to better meet them.

It is in this context that the evaluation of the satisfaction of
hospitalized patients was conducted in the cardiology, pulmo-
nology, and neurosurgery departments of the Ibn Sina Univer-
sity Hospital in Rabat, Morocco.

2. Methodology

2.1. Study Setting

The study was conducted at the Ibn Sina University Hospi-
tal Center in Rabat. It was served by various means of trans-
portation (bus, tram, taxi, trains, etc.). It had ten medical de-
partments and medical specialties (cardiology, pulmonology,
etc.), thirteen surgical departments and surgical specialties
(neurosurgery, etc.), an emergency and intensive care unit,
medical-technical departments, and administrative depart-
ments. The targeted departments were cardiology, pulmonol-
ogy, and neurosurgery. They had double rooms (10), single
rooms (5), and shared rooms (11). The bed capacity of the
three departments was sixty-four. All rooms had toilets. The
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staff consisted of nine professors, five specialist doctors, five
interns, and eighteen nurses. Night duty was provided by
nurses, resident doctors or interns, and students. The services
were open to families from 2 PM to 4 PM and from 6 PM to 8
PM. meals were distributed from 7 AM to 8:30 AM (breakfast),
from 12 PM to 1:30 PM (lunch), and from 6 PM to 8:30 PM
(dinner). A nurse in each department was responsible for tak-
ing samples to the laboratory for analysis or accompanying
patients to the laboratory.

2.2. Type of Study

This was a descriptive cross-sectional study conducted
from March 1 to June 30, 2021.

2.3. Study Population

The study population consisted of patients in the cardiology,
pulmonology, and neurosurgery departments at [bn Sina Uni-
versity Hospital.

2.4. Sampling and Sample Size

The sample was constituted as patients were discharged.
The sample consisted of 184 patients. Patients hospitalized for
48 hours in the targeted departments were included in the
study. The criteria for non-inclusion of patients were inability
to answer questions (psychiatric illness, etc.), refusal to par-
ticipate, and contradictory answers to the questions asked.

2.5. Data Collection Tools and Techniques

The data was collected using an adapted version of the 2007
EQS-H questionnaire. There was training for the surveyors
(doctors and nurses), followed by a pre-test with ten patients
in non-targeted departments, which allowed for the reformu-
lation of poorly understood questions, the removal of unsuita-
ble ones, and the assessment of the time needed to complete
the test.

Data collection was carried out on the day of the patients'
discharge by a healthcare professional (doctor or nurse). For
patients who had returned home after hospitalization, data col-
lection was carried out by telephone. The questionnaire was
administered in French and translated into Arabic for those
who did not understand French.

2.6. Analysis Plan

The data was transcribed into an Excel spreadsheet to de-
termine percentage trends. The analysis was based on the as-
sessment of satisfaction levels according to informational, re-
lational, and personal opinion dimensions.
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2.7. Ethical Considerations

The heads of departments had given their consent for the
survey to be conducted. Patients were informed about the
study and their responses had no impact on their care; the same
applied in the event of refusal. The confidentiality and ano-
nymity of the data were ensured.

3. Results

3.1. Description of the Study Population

The majority of patients (63.1%) resided in the city of Rabat.
The study population consisted of 184 patients distributed among
the cardiology (31%), pulmonology (52.2%), and neurosurgery
(7.8%) departments. The average age of the patients was 55 years,
with a minimum of 18 years and a maximum of 92 years. The
female gender (52%) was more represented in the study popula-
tion. More than half of the study population (67.4%) consisted
mainly of married patients. We noted that 51.2% had no school-
ing. The majority of patients (65.8%) had social coverage. Forty-
nine (49%) of the patients surveyed had no income.

3.2. Hospitalization Assessment

Forty-nine-point five percent (49.5%) had no prior hospi-
talization. The majority of patients (83%) were hospitalized in
shared rooms. Twenty-seven-point seven percent (27.7%) of
the patients had an average length of stay of 2 to 4 days, while
nineteen-point five percent (19.5%) were hospitalized for
more than 10 days. The majority of patients (52.2%, n=96) felt
that their health condition had significantly improved during
hospitalization.

3.3. Assessment of Communication

The explanations about the symptoms were deemed satis-
factory by 51.1% (n=04) of the patients. For paraclinical ex-
aminations, the information received was deemed satisfactory
by 56.6% (n=102) of the patients. The information on the tests
was deemed satisfactory by 54% (n=99) of patients. Regard-
ing the purpose of treatment, 49.8% (n=91) of patients consid-
ered the information received to be satisfactory. However,
only 29.8% (n=55) of patients considered the explanations of
the side effects of treatment to be satisfactory.

Upon discharge from the hospital, the information provided
was considered satisfactory for symptoms to monitor after
hospitalization (38.5%, n=70), for activities (sports, work, etc.)
to resume after discharge from the hospital (38.8%, n=71), and
for medical care (80.2%, n=147).

3.4. Assessment of the Doctor-patient
Relationship

Most patients (86.4%, n=159) rated the doctor's recognition
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and attitude as satisfactory. Respect for privacy and confiden-

tiality was satisfactory for 60.2% (n=110) of patients. Non-

medical services were considered satisfactory by 45.9% (n=84)
of patients. When called, the assistance provided by nurses

was satisfactory for 47.4% (n=87) of patients. The opinions of

patients regarding their state of health were taken into account

in decision-making for 50.1% (n=92) of patients.

3.5. Assessment of the Organization and
Atmosphere of the Department

The organization of the department was also satisfactory for
55% (n=101) of patients. The atmosphere of the department
was satisfactory for 67.2% (n=123) of patients. The time spent
on care by nurses was considered satisfactory by 39.8% (n=73)
of patients.

4. Discussion

4.1. Limitations

We have judgment biases related to assessing satisfaction.
It is a multidimensional concept. Patients are more sensitive
to information and the behavior of healthcare providers. They
are more interested in human aspects [7-9, 12]. Then there is
the quality of non-medical services, the social climate, etc.
[13]. Thus, when assessing information and behavior, patients
may exaggerate or underestimate them. As for assessing the
quality of care, they often lack the skills to do so. They simply
give their perception, and this constitutes a bias in the infor-
mation provided.

To this is added the fact that we are dealing with a case study.
The results cannot be generalized because the data is not rep-
resentative.

4.2. Study Population Characteristics

In our study, the average age was 55 years. This result was
similar to the study by Neeman et al [14] and the study con-
ducted in China by Zhang et al [15], where the average age
was 52.7 years and 60.9 years, respectively. In contrast to the
studies conducted in Abidjan by NGuessan A [16] and Wawa
J A [17], the results were 32 years and 33 years, respectively.
We noted that patients aged 50 years and older were more tol-
erant and received more respect and care from medical and
paramedical staff.

We noted a female predominance (55%) in the study. A sim-
ilar result was observed in the study by Zhang et al [15] with
a female proportion of 56.1%. Demographic data from the
Moroccan High Commission for Planning (HCP) [18] confirm
this female predominance within the Moroccan population.

The majority of patients (65.8%) had social coverage, un-
like in the study by Nguyen Thi et al [19] conducted in Vi-
etnam, where 7.1% of patients had a health insurance card.
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The study by Bourdeaux et al [20] showed that patients with-
out social security coverage appeared to be less satisfied. So-
cial security coverage significantly reduces fixed healthcare
costs and contributes to patient satisfaction with their medical
experiences [18].

Forty-nine percent (49%) of the patients surveyed had no
income. In Vietnam, Nguyen Thi et al [19] noted that 36.4%
of patients had no income. Some studies [21, 22] have noted
that patients with high incomes were more satisfied than those
with modest incomes [23]. The lack of income, often a sign of
unavailable or insufficient financial resources, can be a barrier
to accessing care.

Fifty-one-point one percent (51.1%) of patients had no
schooling. An assessment of patient satisfaction at the Aristide
le Dantec Hospital [24] showed that 45.4% of patients had no
schooling. This contrasts with China, where 24% of patients
were uneducated [15]. It was found that poverty decreased sig-
nificantly with increasing levels of education [25]. On the
other hand, less educated patients were more satisfied [18, 21,
26-28] because their expectations were lower. However, in the
study by Kane et al [29], the most educated were the most sat-
isfied.

4.3. Characteristics Related to Hospitalization

Half of the patients had not been hospitalized in the hospital
facility before (49.5%). This result was verified in Vietnam

[19], where 65% of patients were hospitalized for the first time.

Quintana et al [30] showed that those who were hospitalized
multiple times were less satisfied.

The majority of patients (83%) were hospitalized in shared
rooms. An almost identical result was found in the study by
Aristide et al [31], where 88.1% of patients were in shared
rooms.

Twenty-seven point seven (27.7%) of patients had an aver-
age length of stay of 2 to 4 days. In Belgium, healthcare poli-
cies were geared towards reducing the length of stay for eco-
nomic reasons, but also for the sake of efficiency and appro-
priate use of hospital infrastructure without compromising the
quality of care and taking into account the specific situation of
patients. Nguyen Thi et al [19] and Quintana et al [30] noted
that satisfaction rates were high when the length of stay was
short.

During hospitalization, 52.2% of patients considered their
health to have improved. Other studies [32-34] showed similar
results. Several quality-of-life instruments have been vali-
dated, allowing for objective measurement of patients' health
status [3] in order to assess the real impact of this health status
on patient satisfaction. The study by Nguyen Thi et al [19] is
one example.

4.4. Assessment of Communication

During hospitalization, 51.1% of patients were satisfied
with the information provided about their symptoms. The

69

study conducted by Aldama K. J. et al [34] in Bangladesh
found a satisfaction level of 48% regarding the information
received.

Regarding the objective of treatment, 49.8% (n=91) of pa-
tients considered the information received to be satisfactory.
N'Guessan A. [16] and Aristide et al [31] found different re-
sults, 34% and 35.3% respectively.

The explanations about the side effects of the treatments
were deemed satisfactory by 29.8% (n=55) of the patients. In
France, 34% of patients report not knowing the side effects of
the treatments received or the symptoms that require notifying
their doctor [35].

Upon leaving the hospital, 38.5% of patients were satisfied
with the information received regarding the symptoms to
monitor. The result found (35.5%) in the cardiology depart-
ment of the Yalgado Ouedraogo University Hospital by Aris-
tide et al [31] was similar. For the resumption of activities
(sports, work...) after leaving the hospital, 38.8% of patients
found the information received satisfactory. This result is
comparable to that of the study by Aristide et al [31] where a
satisfaction rate of 40.9% was found.

The information provided upon discharge regarding medi-
cal care was deemed satisfactory by 80.2% of patients. A study
conducted in the cardiology department at Yalgado
Ouedraogo University Hospital [31] found a rate of 86%. The
satisfaction rate is related to the technical competence but es-
pecially to the communication skills of healthcare profession-
als [36]. According to Doering, communication is the aspect
of care for which patients express the least satisfaction; the
lack of adequate information is the most well-known source
of dissatisfaction, often leading to non-adherence to treatment
[9, 10, 37].

4.5. Assessment of the Doctor-patient
Relationship

The recognition and attitude of the doctor were deemed sat-
isfactory by 86.4% of the patients. The study conducted in the
cardiology department of Aristide Le Dantec Hospital [24]
found that only 16% of patients were able to identify staff
roles. In a context where healthcare workers (doctors, para-
medics, orderlies, etc.) all wore white coats, it was difficult to
identify staff roles. This led to the introduction of color-coded
uniforms for each healthcare category at Douala Hospital [38].
Identifying the different staff categories has become both a ne-
cessity and a right for patients. A uniform or a simple printed
badge could then suffice [39].

The respect for privacy and confidentiality was satisfactory
for 60.2% of the patients. The rate found (45.1%) in Bangla-
desh, in rural areas, was lower than that of our study. On the
other hand, in other studies [24, 31, 40, 41], we found satis-
faction proportions higher than those in our study, respectively
(92%, 93.2%, 93%, and 93.4%). Respect for privacy is related
to several factors such as the doctor's behavior during exami-
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nations, care, hygiene; respect for confidentiality; preserva-
tion of medical secrecy; respect for private life.

Non-medical services (meals, bedding, sanitation, comfort,
room) were considered satisfactory by 45.9% of patients. The
study conducted by Aristide et al. [31] showed that 81.75% of
patients were satisfied, in contrast to the study carried out by
Hachedde F. [42] in the endocrinology, pulmonology, oncol-
ogy, and cardiology departments of the university hospital in
Sousse, where 50% of patients rarely used hospital meals.
Their main nutritional needs were met by family members for
33% of their needs [42]. Professionals must address the chal-
lenges arising from epidemiological, demographic, and social
changes in populations to develop new skills and adapt their
action strategies.

4.6. Assessment of the Service's Organization
and Atmosphere

The organization (reception, visit, waiting time...) of the
service was deemed satisfactory by 55%. In the studies con-
ducted by Aristide et al [31] and Zhang et al [15], the satisfac-
tion rate found was respectively 77% and 69.7%. The imple-
mentation of "facilitation tools" and "actionable roadmaps"
has been proposed in the literature to empower both patients
and staff by improving their ability to understand each other
and communicate better [16].

The patients (39.8%) were satisfied with the time spent by
nurses. In contrast, Aristide et al. [31] found a satisfaction rate
of 80.9% among patients in the cardiology department of the
Yalgado Ouedraogo University Hospital. However, the result
found at Ibn Sina Hospital remains higher than the patient sat-
isfaction rate (21.4%) in the study by Diouf et al. [41] in the
dentistry department in Dakar. Patient satisfaction with the
time nurses spend providing care is crucial for perceived qual-
ity, although it is often impacted by a heavy workload and or-
ganizational constraints that limit the time available for direct
patient care. Effective communication and personalized atten-
tion are key determinants of satisfaction. Healthcare profes-
sionals must have a strong sense of professional responsibility,
particularly nurses who are often the first point of contact for
patients. Indeed, if a patient feels neglected, this will have a
negative impact on the progression of their illness.

5. Conclusion

In the study, we noticed that most patients complained
about a fairly significant waiting time and stated that they
were not often informed by the staff about the reasons for the
waiting delays, the costs of tests, and hospitalizations. Also, it
was noted that the overall level of patient satisfaction was gen-
erally low. That is why we recommend strengthening services
in quality human resources, promoting population enrolment
in health coverage (health insurance, free policies...), reorgan-
izing services by reducing the number of common rooms in
favor of individual or double rooms, continuously improving
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the physical environment of the hospital and its surroundings
(green spaces, rooms, toilets, signage, bedding...), creating
specific uniforms for each category, and providing continuous
training for medical and paramedical staff focused on the med-
ical aspects of patients and communication with them.
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