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ABSTRACT

Objective: Although the differences in the quality levels between the public and private sectors have been identified in literature
not much is known about the level of quality differences that exist when full-time government employee doctors offer the same
clinical services in their own privately managed facilities. The objective of this study was to compare service user perceived
quality of care provided by full-time government employee doctors in the public system and in their own privately managed
facilities in Nigeria.
Methods: A cross-sectional multistage sampling design was used to elicit service user views on process, structure and outcome
elements of quality identified in the Donabedian’s care quality model. The software for population surveys in EPI Info 7 was used
to calculate the required sample. A total of 407 questionnaires were administered and completed after a pre-test.
Results: Respondents reported better health outcomes in private practice than in the public system and a majority would
recommend visiting a dual physician’s private practice than the public system where they work full-time. Process aspects of
quality, including better rapport with doctors, greater perceived confidentiality, shorter wait times, and absence of bureaucratic
impediments were said to be better in privately managed facilities of government doctors. However, respondents said that the
public sector was superior in respect of the structure element of quality as reflected in better infrastructure, equipment, and
availability of drugs.
Conclusions: Despite the relatively lower cost of care in government hospitals the outcome and process elements are still crucial
in determining which sector patients prefer. These two elements seem to have influenced patronage for private practices of dual
practitioners.
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1. INTRODUCTION
Dual practice (DP) refers to a simultaneous engagement in
public and private medical practice by healthcare profession-
als, particularly medical doctors for remuneration.[1–4] One
of the major arguments against DP is that it compromises
quality healthcare in the public system,[5–7] especially where
there are weak regulatory mechanisms to control the practice.

DP is permitted in Nigeria public system by the Code of
Medical practice.[8] The Code allows medical and dental
surgeons in full-time public sector employment to use their
off-duty hours to do private practice for remuneration. The
Code declares it unethical for a registered practitioner in
full-time public employment to offer inpatient care in their
private practice other than in their employing hospital. But
evidence shows that many full-time public sector doctors in
Nigeria spend good part of their primary work time in their
private practice.[9] Therefore, understanding quality care
difference in private practice and the public system from the
perspective of the service user is of interest in this study.

Healthcare quality has different meanings depending on the
area of interest,[10] however, these authors stressed on the
potential value of relying on patients’ experience-based narra-
tives that identify what matters to them. It refers to indicators
such as proper treatment, interventions, equitable, consistent
and timely response.[11] Using outcome as an overall indica-
tor of quality, the Institute of Medicine (IOM) final test of
quality of a healthcare system is its ability to help the people
it is designed for.[12] There seems to be no consensus on what
constitutes quality in healthcare. However, patients are well
placed to comment on the services received from a provider.
They can judge if provider A met their expectations better
than provider B and even if they lack the expert knowledge
to judge the technical adequacy of treatment, their percep-
tions are likely to influence their future behaviour. Thus, it is
argued that quality of healthcare has meaning when applied
at the individual level only insofar as the individual is the
recipient of care.[13, 14]

Quality can be divided into technical and functional aspects.
Technical quality refers to accuracy and procedure, which
basically encompasses the competency of staff and their
compliance with guidelines on service delivery.[12, 15, 16] For
example, absence of mortality, morbidity, and perioperative
complications could be likened to technical quality,[17] but
this may be difficult for a service user without medical back-
ground to judge a provider’s performance. Therefore, quality
of technical care from the standpoint of the consumer should
not be what is done (process), but what is accomplished in
terms of final product (outcomes).[14]

The functional aspect of quality refers to the “how” or “pro-

cess” by which services are delivered to service users. A
service user experience of provider’s interactions from the
time admitted in a healthcare facility until discharge is a good
example of functional quality. The subjective nature of func-
tional quality could lend it to different interpretations and
thus, difficult to measure and standardise.[15, 17] It is noted
that service users will often pay more attention to factors
such as physician reputation, availability of equipment such
as a Magnetic Resonance Imaging (MRI) scanner, building
aesthetics, food served and attitude of staff, than to clinical
effectiveness in terms of quantified treatment outcomes.[18]

Thus, service users may perceive quality in different ways
and at different levels. Therefore, the experience about care
seems easier to understand for patients than technical mea-
sures, which they may lack the expertise to assess.[17]

A variety of indicators or constructs have been utilised to
measure quality.[19–21] It has not been established which of
these measures is more superior to the other, but the key
component in all of them is that the patient perspective in
their episode of care experience is well captured.

However, the Donabedian quality assessment measure, which
comprises the components of structure, process and outcome,
seems to be one of the most widely used frameworks.[13, 22]

Structure describes the physical attributes where care takes
place. This includes material resources such as buildings,
equipment, human resources, which include personnel (num-
ber and qualification of personnel) and organizational struc-
ture (medical staff). Process measures describe what is actu-
ally done in the process of receiving care. This covers inves-
tigations, diagnoses and treatments, with particular attention
to the nature of interactions between users and healthcare
providers.[23] Here, perceptions of how far care is seen as
accessible, convenient, comfortable and timely will depend
on patient expectations.[14] Outcome is the effect of care on
patients’ health status; it is specifically, the consequence of
care. This suggests that patient expectation is to recover from
treatment received.

These three components can be considered together to reach
an overall quality assessment, and performance in one do-
main can affect the functionality of the others. For example,
the existence of good structure may help ensure a good pro-
cess, which may result in better outcomes. However, the
combination of these elements will be dependent on the
wider context and are unlikely to be linear.[13] According to
these authors, there is no firm causal link and good care can
have bad outcomes— there are risks.

Although both process and outcome measures could be con-
sidered important for quality assessment, the activities that
constitute process are more visible and amenable to measure-
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ment.[13] But definitive clinical outcomes may be difficult
to assess and arguably are incomplete as measures of qual-
ity of care because they do not capture patient experience.
Notwithstanding, Donabedian has argued that a well-rounded
assessment of quality should include the three elements.[23]

His approach retains an important role for consumers in qual-
ity assessment — such assessment should be anchored on
patient judgements.

1.1 Dual practice and healthcare quality
Although there is limited literature that compares quality of
care in the public sector with that of private practice by public
sector doctors, available evidence shows that when providers
offer the same services in both public and private facilities
where they have financial interest, there is an incentive to
offer low quality service in the public sector.[6] The declin-
ing quality of care in the public healthcare is often attributed
to a decreased personal availability of public doctors who
are spending much of their time in other income generating
activities as a coping mechanism.[5, 24–26]

Critics often point to a conflict of interest that leads dual prac-
tice doctors to lower the quality of their public healthcare
services as a way of luring patients to their private prac-
tice. For example, evidence from Peru shows that private
practice widens the quality gap between public and private
sectors.[27] These authors found that DP physicians opted for
simple surgical procedures in the public hospital, rather than
time-consuming operations producing better outcomes, so as
to free more time for lucrative work in their private clinics.
Other studies report similar finding that DP sometimes com-
promises quality of care in the public sector.[7, 28] However,
poor quality care in the public system could be influenced by
other factors such as poor facilities and equipment.[29]

There is some evidence that private hospitals perform bet-
ter than public hospitals regarding good treatment and sat-
isfaction[30–32] but these arguments are not conclusive as
other studies have found better satisfaction in the public sec-
tor than private.[33–36] With respect to technical quality the
public sector is generally perceived as doing better,[33, 36, 37]

whilst in other instance, the public has been criticised for
poor equipment[38, 39] and medicine supplies.[40, 41] In some
instances, the public seems to have outperformed the pri-
vate[33, 42] whilst the private may be preferred for other rea-
sons. For instance, the major determinants of preference
for government-owned facilities in Nigeria were mainly due
to low cost and effective care whilst short-wait time and
good staff attitude influenced users’ preference for private
facilities.[30, 43] Overall, evidence has shown that the growth
of private medicine is not related to improvement in perfor-
mance so the conclusion on their performance is diverse.[42]

However, there is still dearth of information on the actual
difference in care quality in the public system and private
practices of government doctors.

The primary concern in this paper is how Nigerian service
users perceive quality and how far this shapes their decisions
about using private care provided by dual practice doctors.
The objective of this study was to compare service user
perceived quality of care provided by full-time government
employee doctors in the public system and in their own pri-
vately managed facilities in Nigeria. No studies of this kind
have previously been undertaken in Nigeria. Comparative
studies on public and private facilities in developing country
context including Nigeria[35, 44–46] have rarely touched on the
influence of dual practice of medical professionals on care
quality variations in the public system and private practices.
This study is an attempt to address such gap. The informa-
tion from this study is useful for policy makers and hospital
administrators in Nigeria and indeed other countries where
dual practice operates.

2. METHODOLOGY
This paper presents results from a household survey (HHS)
completed as one component of larger mixed-methods study.

2.1 Sample and sample size
The required sample size was calculated using EPI Info 7.
The parameters used for the calculation were the popula-
tion of Enugu South Local Government Area based on the
projected 259,000 population by 2015,[47] power of 80%,
confidence limit of 95%, and expected frequency of 50%.
This suggested that a sample of 384 was required. A pre-test
of the questionnaire was conducted with 20 respondents, who
were not included in the final questionnaire study. To allow
for contingencies a total of 407 valid questionnaires were
then completed.

While this study acknowledges the importance of use of val-
idated tools to assess service user perception of healthcare
quality, however, the authors did not find any specific rele-
vant validated instrument suitable for this study. Currently,
in Nigeria or elsewhere, there is no relevant validated instru-
ment that specifically compares how the perceived healthcare
quality provided by full-time government employee doctors
in the public system differs from the perceived care quality in
their own privately managed facilities. A realistic alternative
was to construct a questionnaire that captures the relevant
items that are of interest in the study. The questionnaire
was administered by a single researcher to minimise mis-
understanding of questions or variation in the recording of
answers. Data on the socio-demographic characteristics of
respondents were obtained as well as information on hospital
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visit experience in both practice types. Generally, the re-
spondent was the senior household member present when the
researcher arrived to administer the questionnaire. Respon-
dents were guided through the instrument as the researcher
asked the questions and filled in their preferred responses.
All methods were performed in accordance with the relevant
guidelines and regulations approved by the research ethics
committees. The questionnaire was constructed by the re-
searcher to reflect the study objectives and was reviewed by
the research team to ensure validity. Regarding the care qual-
ity elements, the questionnaire incorporated the Donabedian
quality model using five-point Likert scales to compare re-
spondents’ assessments of the quality of healthcare rendered
by the dual practice doctor in the public system and in their
private practice. Data were collected between late January
and end of July 2017.

2.2 Sampling procedure and data gathering
Data collection procedure involves a household survey in-
tended to explain the views of a sample of service users and
their families. All the selected households included a mem-
ber who had first visited a public hospital in the previous 12
months of the study and then gone to private. The sample was
gathered using cross-sectional, multistage sampling. Simple
random sampling, systematic sampling and consecutive sam-
pling were utilised at different stages. One local government
area (LGA) was randomly selected from the three LGAs that
make up the Enugu Urban area. The selected LGA comprises
five residential areas from which two areas were randomly
selected for questionnaire administration. A list of eligible
streets within the selected residential areas was compiled
and four streets from each were picked randomly. At that
stage, systematic random sampling was used to select houses
for questionnaire administration using even or odd numbers.
Having selected households, the researcher recruited survey
respondents in sequence, based on whether they met the cri-
terion of having visited a public hospital and then gone to
private one in the last 12 months, until the required number
of household respondents was achieved. Where a building
visited was home to more than one household, consecutive
sampling was used to administer the questionnaire to other
eligible households occupying the building before moving
into the next sampled building. Households with any type of
health insurance coverage were excluded.

2.3 Ethics approval and consent to participate
This study adhered to the usual safeguards employed in re-
search on human subjects. A written informed consent was
obtained from all participants prior to the completion of ques-
tionnaire. Ethical approvals for this study were obtained from
University of Nigeria Teaching Hospital Committee on Med-

ical and Scientific Research (Ref: NHREC/05/01/2008B-
FWA-00002458-IRB00002323), Enugu State Ministry of
Health (Ref: MH/MSD/EC/0181), and Swansea University
(Ref: 3280415).

2.4 Analysis of data
Frequency tables and percentages were generated to repre-
sent the socio-demographic characteristics of respondents.
A simple descriptive analysis of the Likert means (and 95%
confidence interval) was performed in SPSS statistics v26
software to measure strength of agreement or disagreement.
Consequently, Arithmetic means (and 95% confidence in-
tervals) are shown in all the tables that follow and are used
as a simple way of presenting the strength of agreement or
disagreement across the five-point Likert scale to allow com-
parison of the weight of agreement/disagreement between
different items in a table. As is usual a numerical value was
attached to each of the five items (1 = Strongly Disagree,
2 = Disagree, 3 = Don’t Know, 4 = Agree, 5 = Strongly
Agree), and an average was calculated. Thus, a mean value
below 3 indicates that the weight of opinion disagrees with a
statement, whilst one above 3 indicates the weight of opinion
agrees, with agreement becoming stronger as the figure rises.

It should be noted that there are differences of opinion in the
literature regarding the validity of using the mean to analyse
Likert data. Critics believe that the transformation of cate-
gories such as “strongly agree” and “agree” into ordinal data
by attaching numbers to them, does not thereby establish
that the intervals between the observed values are equal and
constant. They argue that use of the arithmetic mean assumes
interval data, and that it is more appropriate to use the mode
as the average measure with ordinal Likert data. Typically,
however, in real world analysis the mean and mode produce
very similar results, so that the mean is used here. Readers
who prefer the mode can readily calculate this from the num-
ber counts in the Tables below. In the present study relative
weight is only of interest when comparison of the importance
of different factors is relevant. Even here it may be more
important to identify a cluster of relevant factors rather than
to place them in precise rank order, so the author feels that a
simple descriptive analysis is adequate.

In order to facilitate a clear presentation of results the discus-
sion after each table generally differentiated only between
agreement or disagreement (for example, aggregating the
“strongly agree” and “agree categories”) to give a picture of
how respondents as a whole viewed particular questionnaire
statements. However, there will be examples where the rela-
tive numbers of respondents opting for “strongly agree” as
opposed to “agree” do affect the overall weight of opinion,
and the analysis used the mean data to examine this if it
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appears important.

3. RESULTS
Table 1 shows that 129 males (31.7%) and 278 females
(68.3%) responded to the questionnaire. In terms of the
age group of respondents, 59.7% were from the 18-38 age
group, whilst 32.2% came from the 39-59 age group, and
7.6% fell into the 60-80 age group. There were only two
respondents over 80. Regarding the educational level of re-
spondents, 10.2% had primary education, whilst the highest
number of respondents (42.6%) studied up to senior sec-
ondary education level. Those who completed a higher and
ordinary education diploma or bachelor’s degree were 38.9%
and 2.5% had progressed to a master’s degree qualification.
A majority of the respondents (77.6%) were currently mar-
ried. The largest group (46.9%) were self-employed persons,
followed by employed artisans (17.9%) and others working
in the private sector (11.8%).

Table 2 presents a simple comparison of respondents’ assess-
ments of the structure element of healthcare quality between
public and private practice provided by the government doc-
tor. This dimension was explored by a group of questions
concerned with the physical attributes of care.

By summing the views of respondents who “agreed” and
“strongly agreed” on the question items we can see that
an overwhelming majority (94.6%) of respondents believed
that government hospitals have better physical infrastructure
(Item 34a). A similar trend was observed in equipment avail-
ability where 84.2% reported better availability of equipment
in the public system (Item 34b). Drug availability was an-
other area where over half of the respondents (59.3%) hold
the view that the public system performs better (Item 34e). A
majority of respondents believed there were generally fewer
qualified healthcare staff in private practice with 77.9% agree-
ing with this statement (Item 34c). Most respondents (71.9%)
believed that private facilities had better opening and closing
times (Item 34d).

There is a general view that the physical infrastructure of the
public system is superior to that in private practice. Building
a hospital is a major capital project that, except for a few
well-financed private ventures, only the Government can af-
ford. Many dual practitioners use rented houses or flats in
apartment blocks to open clinics and even small hospitals.
Similarly, the Government is better able to afford costly med-
ical equipment, with the purchase cost and maintenance of
the latest high-technology medical equipment out of reach
of most individual doctors.

Table 3 compares the process element of healthcare quality in
DPs’ public and private practices. It measures respondents’

perceptions of what is done in the process of receiving care
in both places of practice.

Table 1. Socio-demographic characteristics of respondents
(N = 407)

 

 

Variable N (%) Summary statistic 

Sex   

Male  129(31.7)  

Female  278(68.3)  

Age group  

 

Mean age = 38.72 

Range = 19-86 

Standard error = 2.35 

 

18-38 243(59.7) 

39-59 131(32.2) 

60-80 31(7.6) 

Over 80 2(0.5) 

Highest Edu. level   

Primary school 41(10.2)  

Junior secondary 7(1.7)  

Senior secondary 171(42.6)  

Ordinary Nat. Dip 34(8.5)  

Higher Nat. Dip 51(12.7)  

Bachelor of Science 71(17.7)  

Master of Science 10(2.5)  

Other 16(4.0)  

Marital status   

Currently married 316(77.6)  

Single 68(16.7)  

Separated 2(0.5)  

Widowed   21(5.2)  

Occupation   

Govt worker 30(7.4)  

Employed in priv. sector 48(11.8)  

   Self-employed 191(46.9)  

Artisan 73(17.9)  

Student 12(2.9)  

Unemployed  36(8.8)  

Other 17(4.2)  

 

Again, for the purposes of analysis the percentages of “agree”
and “strongly agree” were combined to obtain a simple agree-
ment in each question statement. Most respondents (87%)
reported having a better rapport with their doctor in private
practice (Item 34l). Private practices are usually smaller in
nature, and it may be easier to build rapport with a reduced
number of patients. There is also a majority perception
(86.1% of respondents) that doctors in private practice are
better at explaining things in a way patient can understand
(Item 34k). Only small minorities of respondents agreed
with the statements that there is more time to discuss pa-
tients’ medical problems in government hospitals (15.5%) or
that government doctors take more time to listen carefully to
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patients (16.7%) (Items 34g and 34j), which suggests that pri-
vate practice is seen to give more time for patients. Similarly,
only 26% of respondents agreed with the notion that waiting
times are shorter in the public sector (Item 34f). Although
confidentiality is a patient right, the public system was seen
as likely to compromise this by 60.7% of respondents (Item
34i). Courtesy and respect accorded to patients were per-

ceived to be higher in private practice with 59.1% agreeing
that this was the case (Item 34h). Taken together these re-
sponses suggest that patients believe that paying for private
care translates into a better doctor-patient relationship, with
improved rapport and more time available to discuss patient
concerns.

Table 2. Compares structure element of healthcare quality between DPs’ private practice and public practice (N = 407)
 

 

Note. Source: research data 

 

Question 

Strongly 

disagree 

n(%) 

Disagree 

n(%) 

Don’t 

know n(%) 

Agree 

n(%) 

Strongly 

agree n(%) 
Mean [SD] 

95% CI 

(lower-upper) 

34a). Better physical infrastructure 

(buildings) exists in public hospitals 

than in private practices set up by 

government doctors 

2(0.5) 18(4.4) 2(0.5) 157(38.6) 228(56.0) 4.5(0.8) 4.4-4.5 

34b). There is better availability of 

equipment in public hospitals than in 

private practices of government 

doctors  

15(3.7) 46(11.3) 3(0.7) 178(43.7) 165(40.5) 4.1(1.0) 4.0-4.2 

34c). There are fewer qualified health 

care staff in private practices of 

government doctors compared with 

public facilities  

26(6.4) 55(13.5) 9(2.2) 174(42.8) 143(35.1) 3.9(1.2) 3.7-4.0 

34d). Government doctors engaged in 

private practice have better opening 

and closing hours than public hospitals  

15(3.7) 73(18.0) 26(6.4) 172(42.5) 119(29.4) 3.8(1.2) 3.7-3.9 

34e). There is better availability of 

drugs in private practice of 

government doctors than in 

government hospitals  

112(27.8) 127(31.5) 23(5.7) 81(20.1) 60(14.9) 2.6(1.5) 2.5-2.8 

Table 4 shows how respondents rated the outcome element
of healthcare quality obtained in the two practice sites.

In general, most patients believed that private facilities de-
livered better clinical outcomes. Only 31.2% of respondents
believed that the recovery rate was higher in public hospitals
(Item 34o). Likewise, in respect of health status improve-
ment, only 23.3% believed this was greater when treated in
the public system (Item 34p). This may be related to overall
satisfaction with the service, with only 28.3% saying that
they were more satisfied with treatment in public facilities
(34m). Most respondents (78.1%) agreed that doctors in
private practice gave better explanations of their illness con-
dition and treatment options (Item 34n). In line with the
above, an overwhelming majority of the respondents would
recommend visiting private practice rather than public facil-
ities where these doctors work, with 80.3% agreeing (Item
34q).

The outcome questions suggest that small number of patients
think that outcomes are better in the public sector. The find-
ing that around 28% are more satisfied with treatment in that
sector suggests that other factors such as cost enter the pic-
ture. It is unclear whether perceptions that recovery rates are
better, or health status improves more following private treat-
ment rests on an informed assessment of clinical outcomes,
but overall, it seems clear that private practice is preferred to
the public system in terms of the outcome element of quality.

4. DISCUSSION

Generally, government hospitals were perceived as having
better infrastructure, equipment, and drug availability than
private facilities.[33, 36] Most government facilities are housed
in substantial permanent buildings in accessible locations.
Some smaller private practices are set up in rented flats in
residential buildings, and the physical setting can be less than
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ideal. Items such as oxygen cylinder, suction machine or
defibrillator may be missing in the treatment room. Although
there are often also equipment deficiencies in government
hospitals, high-level hospitals will normally have medical
equipment of this kind. However, regarding this some se-
nior dual practice physicians may have better equipment in
their facilities than the lower-level public hospitals. Whilst

some authors believe that government hospitals have bet-
ter equipment,[33] others hold the reverse view.[38, 39] The
area where clear differences do emerge is the public tertiary
hospitals and specialist centres, which clearly do have more
sophisticated equipment than even the larger private practice
doctor-owned hospitals.

Table 3. Compares process element of healthcare quality between DP’s private practice and public practice
 

 

Note. Source: research data 

 

Question 

Strongly 

disagree 

n(%) 

Disagree 

n(%) 

Don’t know 

n(%) 

Agree 

n(%) 

Strongly agree 

n(%) 
Mean [SD] 

95% CI 

(lower-upper) 

34f). The waiting time to see a 

doctor in public hospitals is less 

than the waiting time to see him in 

his private practice  

108(26.5) 178(43.7) 15(3.7) 53(13.0) 53(13.0) 2.4(1.4) 2.3-2.6 

34g.) There is more time to discuss 

my medical problem with a 

government doctor in public 

hospital than in private practice  

106(26.0) 220(54.1) 18(4.4) 33(8.1) 30(7.4) 2.2(1.1) 2.1-2.3 

34h). Patients are not treated with 

courtesy and respect by 

government doctors in public 

hospitals compared with private 

practices  

14(3.5) 76(18.8) 34(8.4) 154(38.0) 127(31.4) 3.7(1.2) 3.6-3.9 

34i). Patient confidentiality is not 

taken seriously by government 

doctors in public hospitals 

compared with private practices  

24(5.9) 77(19.0) 58(14.3) 145(35.8) 101(24.9) 3.6(1.2) 3.4-3.7 

34j). Doctors in public hospitals 

take more time to listen carefully 

to patients than in private practices  

108(26.6) 213(52.5) 17(4.2) 33(8.1) 35(8.6) 2.2(1.2) 2.1-2.3 

34k). Government doctors whilst 

in their private practices take their 

time to explain things in a way I 

could understand compared with 

when they are in public hospitals  

10(2.5) 40(9.9) 6(1.5) 185(45.8) 163(40.3) 4.1(1.0) 4.0-4.2 

34l). I have a rapport with my 

doctor in his private practice 

compared with when I visit him in 

the government hospital  

8(2.0) 39(9.6) 6(1.5) 157(38.6) 197(48.4) 4.2(1.0) 4.1-4.3 

Even though drug availability is generally better in public
hospitals than in private practices, as suggested in this study,
the overall picture is far from straightforward. The drug
supply chain in government hospitals may be bureaucratized,
leading to periodic shortages and delays in availability.[40, 41]

In contrast, the private sector is less affected by administra-
tive hiccups and so may have better drugs supplies at certain
times.[46] Often, the dual practitioner can ask for a supply of
drugs from their pharmaceutical representatives at any time
needed with minimal delay, or buys from the open market,
which may be risky due to fake drugs.

The private sector offers extended business hours, but usually
fewer qualified healthcare staff. Private practitioners com-
pete for business by providing flexible access at convenient
times. This practice of extending business hours could mean
serving more clients in need by bringing care closer to the
people.[35] Public hospitals are run as civil service organi-
zations with a normal outpatient department closing time of
2.00 p.m., meaning that patients visiting public hospitals later
than that can usually only see a doctor via the emergency
department. Research suggests that the hours of availability
of DP physicians may be greater in their private practice
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than in their public workplace as an attempt to supplement
their public sector income.[24, 25] But whilst the extension
of business hours may improve access for private patients,

DP doctor time spent away from the public hospital means
worse access for patients relying on that service.

Table 4. Compares outcome element of healthcare quality between DPs private practice and public practice
 

 

Question 

Strongly 

disagree 

n(%) 

Disagree 

n(%) 

Don’t know 

n(%) 

Agree 

n(%) 

Strongly agree 

n(%) 
Mean [SD] 

95% CI 

(lower-upper) 

34m). I am more satisfied when 

treated in a public hospital by 

government doctors than when 

treated in their private practices 

142(34.9) 141(34.6) 9(2.2) 72(17.7) 43(10.6) 2.3(1.4) 2.2-2.5 

34n). The nature of my illness 

condition and the treatment 

options open to me are explained 

better by the government doctor 

in his private practice than in the 

public hospital  

18(4.4) 63(15.5) 8(2.0) 164(40.3) 154(37.8) 3.9(1.2) 3.8-4.0 

34o) The recovery rate is higher 

in public hospitals than in private 

practice 

64(15.7) 161(39.6) 55(13.5) 86(21.1) 41(10.1) 2.7(1.3) 2.6-2.8 

34p). My health status improves 

more when treated in public 

hospital by government doctors 

compared with when treated in 

their private practices 

79(19.6) 202(50.0) 29(7.2) 58(14.4) 36(8.9) 2.4(1.2) 2.3-2.6 

34q). I would recommend 

visiting a government doctor in 

his private practice as opposed to 

a government hospital 

28(6.9) 49(12.1) 3(0.7) 143(35.2) 183(45.1) 4.0(1.2) 3.9-4.1 

Note. Source: research data 

 
Poor staffing in private practice sometimes has a direct effect
on clinical quality. To keep labour costs down many DP
doctors, employ only a few staff, perhaps in a small office
with only a single unqualified nurse. Some clinics may have
one trained nurse who doubles as pharmacy attendant and
receptionist. The widespread use of unqualified personnel in
private facilities is reported to have resulted in poor diagnos-
tic accuracy and sub-optimal medical management.[35] By
contrast, the public system insists on proper qualifications
and meets all professional licensing requirements. More-
over, public doctors working in a clinical team are subject to
near-continuous peer review.

The findings from the process element of quality indicate bet-
ter rapport with doctors in private practice.[30, 32, 43] Respon-
dents believed there was a more positive relationship with the
doctor in private practice, including in areas such as confiden-
tiality. There is a perception that doctor and patient interact
more closely, and that this leads to a better understanding of
the patient’s needs and to individually customized manage-
ment. Doctors make care plans and guide patients through

the system. In terms of Strong’s[48] analysis of the “cere-
monial order” of the clinic, DP physicians use the “private”
format, which has contrasting qualities to the “bureaucratic”
format widely found in public healthcare. There seems to be
a difference in the style of selling private medicine compared
with providing public medicine. The public system with its
larger patient flows, standardized policies and bureaucratic
procedures is less responsive to individual preferences and
struggles to build the same kind of trust that patients say they
have with their private DP physician.

Waiting time to be seen in private practice was believed to
be shorter compared with the public system, largely because
of the absence of bureaucracy. In private practice, the patient
typically goes straight to a consultation with the physician.
Given the fact that relatively few can afford private health-
care, there are rarely the type of long queues seen in the
public system. The pattern of shorter waiting times in the
private compared to the public sector was also reported in an
earlier study.[34, 35, 43] Patients, therefore, may be more satis-
fied with the process element of quality in private practice

8 ISSN 1927-6990 E-ISSN 1927-7008



jha.sciedupress.com Journal of Hospital Administration 2021, Vol. 10, No. 6

than they are in the public sector.

Respondents also suggested that private practices run by DP
doctors achieve better outcomes than do public hospitals.
Health outcomes may be regarded as the effects of healthcare
received, but it is unclear whether service users are able to
assess the technical quality of the treatments provided. Ser-
vice users generally regard a quality treatment as one that
produces a positive experience during the treatment process,
whilst they assume that a negative experience equates to poor
quality care. A majority of respondents believed that private
practice offers better health outcomes in terms of quicker
recovery and improvement in health status.

Past studies show little consensus regarding which sector
produces better outcomes, either in terms of measurable clin-
ical outcomes or patient perceptions of quality care. For
example, it is reported that outcomes in the public sector
were generally superior[33, 36] whilst Alumran and colleagues
reported a perceived higher level quality of care in the pri-
vate setting[32] and poor quality outcome in both providers
reported by others.[46] The respondents in the present study
come down on the side of the private sector providing better
outcomes, even though many of them opt to use the public
sector for such reasons as cost or the availability of medical
equipment and more qualified healthcare personnel.[45] This
means that a degree of ambivilance remains, and individual
patients may make different judgements according to such
factors as the nature of the condition to be treated, affordabil-
ity of treatment and the ease with which specialist care can
be accessed in their local healthcare facilities. One major
limitation of this study is that it relied on patient perceptions
of healthcare quality. The technical quality of healthcare
was not measured directly in the quality assessment, and
that could bias the study findings. It would have been very

difficult to arrange measurement of technical quality across
the diverse range of health conditions presented by the re-
spondent patients. Self-reported outcomes were a pragmatic
alternative but introduce a degree of subjectivity linked to
personal opinions and different degrees of understanding of
medical knowledge. In addition, this study recognises the
non-use of a validated tool as a limitation.

5. CONCLUSIONS

Overall, the survey found that respondents generally regarded
private practice as better than public healthcare in respect
of both the process and outcome elements of quality, whilst
public practice does better in the structure element of quality.
Process and outcome factors may well encourage patients to
visit the dual practice physician’s private facility. Confronted
with the bureaucracy of the public system, many opt for the
flexibility of the private clinic and DPs are all too willing to
provide better healthcare in their private practice. Despite
the relatively lower cost of care in government hospitals the
outcome and process elements are still crucial in determining
which sector patients prefer. Potentially, the demand for the
public sector care may be affected whilst creating a market
for dual practice physicians. Public system can improve on
process and outcome elements of quality to increase patient
experience.
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