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Abstract
Aim:

Voice of Customers (VoC) is a more comprehensive construct of customer feedback. VoC includes
preferences, opinions, positive/negative experiences and feedback from patients and relatives based
on the services availed by them. Further, utility of VoC lies in internal customers (employees) being
convinced about the value of VoC for organizational improvements. Though, the hospitals continue to
collect VoC data, however, the structured system to share this feedback with employees rarely exist
in organizations. The objective of this study was to analyze the VoC data for various departments of
the hospital and evaluates the employee’s perception and the challenges on utilizing the Voice of
Customers for organizational improvements.

Material and Methods: VoC data was analysed for the 300 bed tertiary hospital in Mumbai. VoC questionnaire comprised

of 27 questions on seven key indicators namely, quality of hospital setting, clinical services, nursing
services, housekeeping, dietary services, discharge process and ancillary facilities and one open
ended question on overall suggestions. VoC results were shared with the employees and their
responses were noted for the utility of the VoC responses and the autonomy available with employees
for implementing VoC.

VoC data of 929 patients was analysed. Time taken for admission and discharge process, explanation
of diagnosis, efficiency of TPA, and ease of contacting the hospital was significantly associated with
many baseline variables. The open ended question was filled up by 427 respondents and most of the
responses were related to parking facilities, billing, admission and discharge process. 73% employees
said that VoC data and feedbacks are not shared regularly with them. More than 80% employees felt

VoC is an important tool for continuous quality improvement. Nevertheless, the more important issue
is the acceptance by ‘implementers’ of VoC — The employees (internal customers) that VoC is valid,
necessary and requires implementation for organizational improvement. A dichotomy between the
VoC and employee’s perception was evident in our study. The gap between VoC and employees —
The ‘Implementers’ needs to be addressed by enhancing communication from both ends.

Results:
they do not have the autonomy to implement VoC.
Conclusion:
Key words: Employees, Feedback, Hospital, Patient satisfaction, Voice of Customer (VoC).
Introduction

Voice of Customers (VoC) is a more comprehensive
construct of customer feedback. Capturing Voice of
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Customers (VoC) means understanding their preferences,
opinions, positive/negative experiences and feedback
from customers/relatives based on the services availed
by them [1]. The VoC is an indicator of patient satisfaction
which is not a recent concept. Patient satisfaction has
been studied for last 30 years and the basis of these
definitions dates back to theories introduced in 1980s [2].
These perspectives include the discrepancy and
transgression theories, expectancy-value theory,
determinants and components theory, multiple models
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theory and healthcare quality theory. Patient satisfaction
being the outcome variable it becomes a necessity to
measure VoC as this is a prime construct of satisfaction.
Healthcare is largely an experience and hence it is crucial
for healthcare organizations to monitor the experiences
they are delivering to their customers.

VoC may be evaluated through a feedback system, emails,
social media or other platforms that connects business
to patients. With the advent of social media and rise in
awareness about patient’s rights, patients have become
more expressive when it comes to voicing themselves
regarding their feedback, experiences and complaints.
Studies from Indian hospitals have rarely reported VoC
as a tool for improvement as literature search returns
only some results, which are from other countries [3].

VoC describes how customers (or patients) value and
regard their care and hence it must be, monitored
continually and frequently. In today’s competitive health
care environment, VoC has become a necessity and thus,
hospitals should focus on keeping the patient delighted
by listening and responding to the VoC [4].

Another important concept in this context is ‘Normative
Legitimacy’ - employee’s belief that listening to patients
is a worthwhile exercise [5]. Equally important to the
external customers are the internal customers
(employees) of any organization. Unless, employees are
convinced of the utility and necessity of utilizing VoC,
gathering feedback is a futile exercise. Though VoC is
usually collected through feedback forms across various
hospitals, the utility in terms of application of VoC to
improve the services has been limited. Past studies have
reported that three fourth organizations included in a
survey reported that VoC/feedback data is not used to
drive actions [1,5]. This is largely accounted to lack of
autonomy at the level of involved staff, low readiness to
change and poor belief amongst staff regarding ‘Real’
utility of the VoC. Hence, there is a strong chance that the
feedback system may remain unutilized and VoC remains
unheard and unutilized. Past studies have shown that
organization’s readiness to change and the autonomy
with staff was lacking. The feedback or the VoC remains
a mere formality which could otherwise be used as a
strong tool to improve the system in an ongoing manner.
Studies have proved that very little evidence is available
to show that feedback is utilized to improve quality of
care [6].

As consumers choose hotels based on their reputations
for comfort, dining and other amenities, similarly, patients
have several options for choosing or refusing a healthcare
provider. In this age where VoC on social media reaches
far and loud, hospitals cannot afford to fail in delivering
best experiences to the patients [7,8].

The objective of this study was to analyze the VoC data
for various departments of the hospital and evaluates the
employee’s perception and the challenges on utilizing the
Voice of Customers for organizational improvements.

Material and Methods

Study Design and Setting

This cross sectional study conducted in a 350 bed tertiary
care hospital in Mumbai analyses the patient’s feedback
through the Voice of Customer (VoC) questionnaire data
for 8 months from November 2016 to June 2016. The
study was approved by the Ethics Committee of the
University.

Study Instrument

The VoC form with 27 questions focused on 7 key
indicators for evaluating the quality of hospital setting,
clinical services, nursing services, housekeeping, food,
discharge process and ancillary facilities (like parking,
canteen and lift). The scale used for the measurement of
the feedback was a 3-point Like scale (1=least satisfied,
2=moderately satisfied, 3=extremely satisfied). One
question was open ended asking the respondent for their
suggestions regarding the facilities they felt needs
improvement.

Study Subjects and Study Procedure

The VoC data of the relatives/ attendants of the patient
was obtained by the hospital through VoC forms and
emails. This is collected by hospital staff as a part of
feedback during discharge from the hospital. This data
from the hospital was provided to the authors for review
and was analysed further. In case of any missing
demographic detail, hospital records were referred. Forms
with >5% missing data were discarded if the missing
details could not be fetched.

Once the VoC data was analysed, these results were shared
with 45 purposively selected employees from various
departments including reception and billing (n=4),
doctors (n=11), nurses (n=6), cafeteria (n=2),
housekeeping (n=7), floor in-charges (n=>5), laundry
(n=3), hospital administration (n=4) and parking &
security (n=3). Purposive sample was used to include
equivalent number of employees across each category.
After obtaining written informed consent, the employees
were interviewed. The objective of the employee
interview was to judge whether feedback appears valid
to them and whether they feel that there is a need to
change the system based on the feedback. Two factors
were judged here: employee’s perception regarding
changes required in the organization based on VoC results
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and sufficient autonomy at employee level to bring about
the modifications/improvements. The results obtained
were qualitative and are reported with counts and
verbatim statements.

Data Analysis

The quantitative data was summarized using the
measures of central tendency for continuous variables and
frequency, mean and percentages for discrete variables.
Cross tabulations were performed for Chi-Square test to
evaluate the statistical differences across the baseline
variables and the rankings. Only the results significant at
p-value<0.05 have been reported in results. The responses
to open ended question was coded using inductive coding
and have been reported with frequencies. Employee’s
qualitative responses on VoC results were also inductively
coded. We have quoted verbatim responses and coded
results for qualitative analysis.

Results

Data of all 948 VoC forms was reviewed out of which 19
(2%) were discarded due to missing data that could not
be retrieved from hospital records or by contacting the
patient. Thus, a total of 929 forms were included for
analysis. The baseline characteristics and categorization
of the study subjects are given below in table 1.

Cross tabulations of VoC ranking for the 27 questions was
performed with baseline variables for computing the Chi
square. Chi square results revealed that VoC ranking for
some questions significantly varied across certain
baseline variables. Results in table 2 show the frequency
of VoC ranking results across the different baseline
variables. The statistically significant results of Chi square
cross-tabs between VoC ranking and baseline variables
are also reported in table 2.

Table 1: Baseline variables of the sample (n=929)

Details

Male Female
(No. of cases)  (No. of cases)

Total Number of cases Taken for study
Leftlobe dominance

Right lobe dominance

Unequivocal

Cold nodule

Hot nodule

Non-functioning thyroid lobes (Left
Non - functioning thyroic lobes {righ)
Less Uptake

Thyroidectomy

Hemithyroidectomy

Hashimotos Syndrome

Faintly Visualized

Mass lesions on left thyroid lobe
Mass lesions on right thyroid lobe

Midline Thyroid

203 % 79.7%

19% 13%

84.2% 80.6%
13

20 30

E

PO o o

—_ —a —a —a

(Right lobe)

—_. ., PO
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Table 2: Variation of VoC responses across baseline variables and its association with
baseline variables

Factors related to Baseline variable Frequency of Ranking | Chi Square Value
VoC for VoC factors* (LR Value, p-Value)
Time taken for Age 1 2 3 18.255 (18.364,
admission process 0-18 8 40 84 0.001)
19-39 25 34 111
40-59 27 46 171
=60 62 64 257
Gender 1 2 3 17.061 (17.476,
Male 62 109 319 0.000)
Female 36 100 303
Billing 1 2 3 32.926 (31.924,
Deluxe class 16 14 48 0.000)
First 54 61 273
Second class/General | 38 48 183
ward
Semi private 15 60 119
Ease of contacting | Billing 1 2 3 18.195 (13.305,
hospital Deluxe class 7 10 61 0.020)
First 8 55 325
Second class/General | 6 48 215
ward
Semi private 2 34 158
Explanation of Length of Stay (LOS) 1 2 3 17.889 (11.447,
diagnosis by doctor | 1to 3 6 37 364 0.007)
4t06 6 25 247
7 to 10 5 16 393
11to 20 6 6 68
21 to0 30 0 0 6
231 1 0 3
Explanation of Payment type 1 2 3 24.919 (9.137,
procedure by Corporate 2 14 75 0.016)
doctor IPF 0 1 14
Hospital Privilege Club | 1 0 1
members
Staff 0 3 18
TPA 5 28 233
Self/out of pocket 12 67 455
Explanation of Payment type 1 2 3 20.753 (8.623,0.023)
medication by Corporate 3 13 75
doctor/nurse IPE 0 1 14
NPC 1 0 1
Staff 0 2 19
TPA 7 28 231
Self 13 65 456
Timeliness of Age 1 2 3 14.041 (13.075,
service 0-18 11 34 87 0.007)
19-39 4 25 141
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40-59 10 27 207
260 17 59 307
Address 1 2 3 26.382 (19.920,
Mumbai 25 131 | 717 0.003)
Other cities of 1 5 33
Maharashtra
Out of Maharashtra 0 6 9
Out of India 0 0 2
Functioning and Age 1 2 3 9.397 (9.179, 0.04)
maintenance of 0-18 8 35 89
equipment/facilities 19-39 1 23 137
40-59 12 39 192
260 20 75 288
Efficiency of Billing 1 2 3 22.254 (22.235,
TPA/BIlling desk Deluxe class 13 18 47 0.004)
First class 34 115 239
Second class/General | 35 57 177
ward
Semi private 13 42 139
Time taken for Age 1 2 3 9.743 (10.555,
discharge 0-18 15 33 84 0.045)
19-39 25 53 93
40-59 46 54 143
260 59 117 207
Gender 1 2 3 6.108 (6.158, 0.047)
Male 112 109 269
Female 72 108 259
Billing 1 2 3 29.797 (33.115,
Deluxe class 23 10 45 0.000)
First class 89 98 201
Second class/General | 55 58 156
ward
Semi private 17 51 126
Cafeteria/Public Billing 1 2 3 38.172 (40.977,
dinning option Deluxe class 14 17 47 0.000)
First class 44 121 223
Second class/General | 30 83 156
ward
Semi private 5 93 96
*Frequency of Ranking: 1=least satisfied, 2=moderately satisfied, 3=extremely satisfied

As is evident from the results time taken for admission
process was significantly related to age, gender and billing
category. Across all age groups satisfaction was high for
this parameter. Gender wise variation was uniform as for
both males and females, majority of the responders were
moderately and extremely satisfied. Across the billing
category some variation is evident. Satisfaction with the
efficiency of TPA desk, cafeteria/public dining, and ease of
contacting the hospital varied significantly only with

billing category probably because patients from different
categories have different expectations.

Satisfaction with explanation of diagnosis by doctor
significantly varied only across LOS particularly for 1-10
days LOS patients. This may be because they have
maximum queries for diagnosis in contrast to patients
with higher LOS who are probably better aware about
their illness. This was the only significant result for LOS.
On the contrary, explanation of procedure by doctor and
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explanation of medication by doctor/nurse was
significantly related only with payment type reasons for
which cannot be explained based on current data.
Timeliness of services varied significantly across age and
place of residence which is explainable as people coming
from far have higher expectations in this regard. Local
people and those in higher age groups were more
satisfied. Satisfaction with functioning and maintenance
of equipment/facilities was significantly related to age
with those in higher age groups being more satisfied.
Time taken for discharge satisfaction varied significantly
with age, gender and billing category.

Suggestions Extracted from VoC and
Employee’s Response

Out of the 929 forms received, the open-ended question

on suggestions and comments was answered by 427
(45.9%) respondents. Out of these 427 responses, 103
(24.12%) were the positive responses in appreciation of
the staff, nurses and the doctors with no suggestions.
Remaining 324 (75.88%) responses with comments and
suggestions were coded and analysed across the
department concerned, relevant process and the specific
suggestion/comment. The results are as given in table 3.

As can be seen from the results, majority of the
suggestions were related to parking facilities, billing,
admission and discharge process. These are the
commonest ‘pain areas’ in hospitals as patients are most
affected by the delays in these steps.

Results given in table 2 and table 3 were shared with a
mixed group of staff members (n=45) selected

Table 3: Coded suggestions extracted from VoC (n=324) and Employee’s Response (n=45)

Sr. Process Department Comment/ Frequency Employee’s
No. Suggestion by (%)* response for
patients organizational
changes required
Yes (%) No (%)

1 Admission IPD and Speed up the 74 10 35
process Registration admission process (22.84%) (22.22) (77.78)

2 Final bill Billing and Billing and 90 8 37
generation and | Discharge discharge process (27.78%) (17.78) (82.22)
discharge needs promptness

3 - Infrastructure Facilities in waiting 16 (4.94%) | 13 32

lounge for seating, (28.89) (71.11)
drinking water,

washrooms and so

on are inadequate.

4 Declaration of Billing Billing process 37 9 36
charges and seems to be (11.42%) (20.00) (80.00)
procedures concealed and non-

transparent

5 Interaction with | Human Behaviour of staff 21(6.48%) |7 38

staff Resources needs improvement (15.56) (84.44)
with a more
empathetic
approach

6 Maintaining Housekeeping Cleanliness and 48 12 33
cleanliness hygiene needs (14.81%) (26.67) (73.33)

improvement

7 Vehicle parking | Campus Parking facilities are | 95 18 27

administration inadequate (29.32%) (40.00) (60.00)

8 Food services Cafeteria Improvement 29 (8.95%) | 12 33

desired for better (26.67) (73.33)
hygiene of
surroundings and
quality of food.
9 Response time Human Response time of 38 8 37
Resources staff is slow (11.73%) (17.78) (82.22)
10 Patients’ Linen and Uniform provided to | 10 (3.09%) | 13 32
uniform laundry patients are (28.89) (71.11)
uncomfortable and
unclean.
* Frequencies are overlapping due to multiple suggestions. Hence total count unequal to ‘n’.
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purposively from various departments. The staff members
were requested to read the results of VoC and respond
whether they feel the feedback requires to be
implemented or if there is a need to bring about a change
in the organization / system.

The last column in table 3 indicates the response of staff
members, which shows that majority of staff members,
did not agree to the fact that modifications are required
or there is a problem with the system. One of the
exceptions was campus administration and parking
where employees reported that there is a need for
organizational improvement. The most striking finding
was that 73% employees said that VoC data and feedbacks
are not shared regularly with employees. Remaining
employees reported that they were aware about the past
feedbacks as department heads pass on the relevant
instructions based on the VoC data. Thus, there is no
structured feedback sharing system to keep the internal
stakeholders informed.

Some of the verbatim responses are reported
below

Regarding dissatisfaction with admission, discharge and
billing process, staff at reception and billing said, “There
is a huge work load. Patients do not understand our
situation. Everybody wants a quick process but we have
our limitations”. Similar responses were obtained from HR
department when the feedback of rude behaviour and
slow response time was shared with them. One on-duty
nurse said “Every patient and their relative want personal
attention. We are doing our best but in peak hours like
morning and evening it (situation) is very stressful Too little
time and too many patients to take care of’.

Further the employees were interviewed for autonomy
available at their levels to bring about the change. Out of
the 45 employees interviewed, 27 (60%) said that due to
high inter-dependencies across different departments
they are unable to bring about required changes even
when they feel it is required. 12 (26.6%) employees felt
that they do not have the required autonomy but they try
to find out some mechanism to help the patient on their
own. Like one staff nurse shared, “When a patient
complains for slow response time or cleanliness related
issues, we (nurses and staff) try to explain to the patient
the reason for delay or we call the housekeeping person
and have the place cleaned up. Sometimes out of the way
counselling may be required even when we do not have
the autonomy to change the system.”In regard to almost
all the feedbacks, hospital employees felt that demands
from the patients are way too high and due to high work
load on staff it is difficult to satisfy each and every
individual.

Discussion

The present study was done with the objective of
analysing the Voice of Customers (VoC) to identify the
strategies for process improvement in the hospital and
evaluating the same from employee’s perspective if VoC
can be utilized to bring about improvements in
organizational functioning.

In our study, time taken for admission process was
significantly related to age, gender and billing category.
Across all the age groups, satisfaction was high for this
parameter. Gender wise variation was uniform and
majority of the responders were moderately and
extremely satisfied in contrast to other studies that have
reported men to have a more positive feedback for
services [9]. Across the billing category some variation
is evident. Satisfaction with the efficiency of TPA desk,
cafeteria/public dining, and ease of contacting the hospital
varied significantly only with billing category probably
because patients from different billing categories have
different expectations. Only 9% of the patients in our
study reported that improvements are desirable related
to dietary services which is corroborated by previous
studies that have reported high correlation between
dissatisfaction with dietary services and overall negative
patient satisfaction [2,10]. This could be because people
from different locations demand a variety of food, which
does not match the advice by dietician.

Satisfaction with explanation of diagnosis by doctor
significantly varied only across LOS particularly for 1-10
days LOS patients. This may be because these patients
have maximum queries for diagnosis in contrast to
patients with higher LOS as latter are probably better
aware about their illness. This was the only significant
result for LOS. On the contrary, explanation of procedure
by doctor, and explanation of medication by doctor/nurse
was significantly related only with payment type reasons
for which cannot be explained based on current data. We
received multiple opinions on the issue related to the
behaviour of staff. On one hand where the relatives of
patients emphasized that response time of staff is high
and behaviour is rude rather than empathetic, employees
were not in agreement with this finding. Hence there was
a gap in understanding from both ends. Interpersonal
skills, humanitarian staff, informing the patient about
treatment plans are known factors in enhancing patient
satisfaction [11-13]. Furthermore, behaviour and soft
skills of physician and nursing staff are most influential
in determining patient satisfaction [11,12,14]. Hence, VoC
in such issues cannot be ignored. On the contrary doctors
and nurses face challenges in explaining the procedure
and diagnosis to patients due to multiple barriers [15,16]
like simplifying medical language, linguistic issues, and
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fear of negative psychological impact on patients. Striking
this balance is a tricky task. Past studies have also reported
that majority of the doctors believed that they
communicated satisfactorily with their patients whereas,
patients reported unsatisfactory communication with
their doctors. This has an impact on the Length of Stay of
the patients. It has been reported that a satisfactory
communication between doctor and patients helps relieve
the patient’s anxiety and promotes better recovery. This
also leads to job satisfaction, less work related stress and
reduced burnouts in the Doctors.

We found that satisfaction with time taken for discharge
and admission process varied significantly with age,
gender and billing category. Satisfaction with timeliness
of service varied significantly across age and place of
residence, which is explainable as people coming from far
have higher expectations in this regard. Existing studies
also support this observation that out of all the factors
that are crucial to a patient, lesser the patient waits,
happier the patient is [17,19]. Satisfaction with
functioning and maintenance of equipment/facilities was
significantly related to age with those in higher age
groups being more satisfied.

Out of the 427 responses received for the open-ended
questions, 103 (24.12%) were the positive responses in
appreciation of the staff, nurses and the doctors with no
suggestions. Majority of the suggestions were related to
parking facilities, billing, admission and discharge
process. These are the commonest ‘pain areas’ in
hospitals as patients are most affected by delays at these
steps which is corroborated by past studies that have
reported the necessity of proper parking facilities for the
patient and the attendant’s vehicles [20]. In relation to
the billing department, previous studies also found that
for high patient satisfaction there is a need to improve
the billing process as 81% participants of that study had
reported anger or frustration on issues related to medical
bills [21].

Similar to our results, past studies have reported that
patients were dissatisfied with the housekeeping services
[10]. The factors for dissatisfaction with housekeeping
were delays and poor maintenance of facilities that leads
to delayed responses [21,22]. Moreover, it is seen to be
varying with age as the geriatric and paediatric age group
tend to have sanitation emergencies.

Similar to an Italian study which found that there was no
structured system for sharing the VoC with employees,
we also found that the VoC report was not shared with
majority of the employees [23]. When the internal
stakeholders are uninformed, it is almost impossible to

bring about any improvements on the VoC. Adding to the
complication is the fact that, majority of the employees
did not agree to the fact that VoC should be a basis for
modifications or there is a problem with the system. A
previous study has labelled this as ‘Normative legitimacy’
- abeliefthatlistening to patients is a worthwhile exercise
[5].This is very essential so that the ultimate
‘Implementers’ are aware about the feedback.
Corroborating a previous study where employees
reported limited autonomy to utilize Voice of Customers
[5], majority of the employees in our study also felt that
they have poor or no autonomy to bring about a change
in organizational system. Normative legitimacy should be
high to utilize VoC as a tool to bring about a change in the
system, which was poor in our study.

Our study has several strengths as we have reported VoC
for a large sample size and also evaluated the perception
of employees on the VoC. The limitations are that we did
not collect quantitative data for employee’s response.
Nevertheless, this adds to the strength of the study, as
qualitative responses are known to bring out a more in
depth insight of the thoughts and opinions.

VoC is a rather newer concept as previous studies have
focused on patient satisfaction as a tool for better clinical
outcomes [24]. The analysis of VOC is important as it helps
in assessing both the negative and positive feedbacks
from the patients. This assists to locate and solve problems
that can improve the quality of care [25]. It helps in
formulating new strategies to give maximum satisfaction
out of the services provided.

Conclusion

VoC is an important tool for continuous quality
improvement. Nevertheless, the more important issue is
the acceptance by ‘Implementers’ of VoC - the employees
(internal customers) that VoC is valid, necessary and
requires implementation for organizational
improvement. Activities and issues where there is
interdependency to bring about a change, sufficient
autonomy is required without which VoC is again a
redundant activity. A dichotomy between the VoC and
employee’s perception was evident. In addition to
collecting VoC data regularly, employees must be involved
in the process of review of VoC to understand their
perceptions and review the challenges at their end. The
gap between VoC and employees - the ‘Implementers’
needs to be addressed by enhancing communication from
both ends. Improvement in service quality cannot be
achieved unless Voice of Customers - both internal and
external are heard.
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