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ABSTRACT 

Patient attrition in the government hospitals of Dubai has emerged as a critical concern 

in recent years, highlighting the need for comprehensive research to address this issue. This 

quantitative research study aims to unravel the intricate interplay between integrated care, 

patient safety measures, doctor quality, and patient attrition within the context of government 

healthcare facilities in Dubai. Patient attrition, often referred to as patient turnover or the loss of 

patients from a healthcare facility's care continuum, has been a growing challenge faced by 

government hospitals in Dubai. Factors contributing to patient attrition include patients seeking 

care outside the government healthcare system, discontinuing treatment prematurely, or 

experiencing dissatisfaction with the care they receive. Understanding the underlying causes 

and relationships between various healthcare variables is crucial to mitigate patient attrition and 

improve the overall quality of care in government hospitals. The research questions encompass 

a broad spectrum of factors influencing patient attrition and healthcare performance in the 

unique healthcare landscape of Dubai. The study delves into the extent of integrated care 

provided to patients, the correlation between patient safety measures and patient attrition, the 

impact of patients' perceptions of doctor quality on their healthcare-seeking behaviour and the 

specific aspects of integrated care influencing patient safety. Additionally, it investigates how 

the integration of patient care affects doctors' performance and development, and how doctor 

quality impacts the implementation of safety protocols in patient care. To achieve these 

objectives, this study employs both Statistical Package for Social Sciences and Partial Least 

Sqaure Method for a comprehensive quantitative analysis tailored to the context of government 

hospitals in Dubai. The research hypotheses guide the investigation, positing the positive 

significant effects of integrated care, patient safety, and doctor quality on patient attrition. 



 
 

Furthermore, the research explores the mediating roles of patient safety and doctor quality 

between integrated care and patient attrition, as well as their combined mediating effect. This 

research aims to provide valuable insights into optimising healthcare delivery within 

government hospitals in Dubai by shedding light on the relationships and mechanisms 

underlying patient attrition, patient safety, doctor quality, and integrated care. The findings will 

be essential for healthcare administrators, policymakers, and practitioners, offering evidence-

based strategies to enhance patient satisfaction, safety, and the overall experience in the 

government healthcare system of Dubai. 

Keywords: patient attrition, customer attrition, integrated care of patient, patient safety, quality 

of doctor 

 



 
 

 الخلاصة

ت الحاجة في السنوات القليلة الماضية، أصبح تسرب المرضى من المستشفيات الحكومية بدبي مسألةً مُقلقة، برز

شف عن مدى التأثير معها إلى إجراء أبحاث شاملة لمعالجة هذه المشكلة. ومن هنا تأتي أهمية هذه الدراسة البحثية الكمية لتك

وذلك ضمن  ، وبين تسرب المرضى،يبة المتكاملة وتدابير سلامة المرضى وجودة الطبوالمعقد بين كل من الرعاي المتبادل

 نطاق مرافق الرعاية الصحية الحكومية في دبي. 

حصول على الرعاية في أحد تهم في الاستمراري عدممعدل دوران المرضى أو أنه تسرب المرضى ب عرفويُ 

عوامل المؤثرة ومن بين ال يداً تواجهه المستشفيات الحكومية في دبي.مرافق الصحية، وقد أصبح تسرب المرضى تحدياً متزاال

مال إكعن  والانقطاعخدمات الرعاية خارج منظومة الرعاية الصحية الحكومية، قيامهم بالبحث عن  في تسرب المرضى

ين مختلف بلعلاقات الرعاية المقدمة. ويعد فهم الأسباب الكامنة وامستوى ، والشعور بعدم الرضا عن البرنامج العلاجي

ً في ال الرعاية من تسرب المرضى وتحسين جودة للتقليلمتغيرات الرعاية الصحية أمراً بالغ الأهمية  مستشفيات عموما

 الحكومية.

في دبي.  الفريد وتغطي أسئلة البحث طيفاً واسعاً من العوامل المؤثرة في تسرب المرضى وأداء الرعاية الصحية

مة المرضى وتسربهم، الرعاية المتكاملة للمرضى، والعلاقة المتبادلة بين التدابير المتبعة لسلاتوفر  وتتعمق الدراسة في مدى

لرعاية من اعلى سلوكهم في البحث عن الرعاية الصحية، والجوانب المحددة  يبوتأثير انطباعات المرضى عن جودة الطب

لمرضى على ارعاية في تكامل الث الدراسة في كيفية تأثير المتكاملة التي تؤثر في سلامة المرضى. علاوةً على ذلك، تبح

 مرضى. تطبيق بروتوكولات السلامة في رعاية العلى  يبأداء الأطباء وتطورهم، والكيفية التي تؤثر بها جودة الطب

صمم ملإجراء تحليل كمي شامل  PLSو SPSSمن البرنامجين  ولتحقيق هذه الأهداف، تستخدم هذه الدراسة كلاً 

رات فرضيات البحث، حيث تفترض وجود تأثيسير الدراسة على ضوء وت جواء المستشفيات الحكومية في دبي.لأصاً خصي

ك، تستكشف على تسرب المرضى. وعلاوةً على ذل يبلرعاية المتكاملة وسلامة المرضى وجودة الطبكل من اإيجابية كبيرة ل

المركب ثير تأالالرعاية المتكاملة وتسرب المرضى، إضافة إلى  بين يبسلامة المرضى وجودة الطبلط يالوس الدورالدراسة 

 . لهما

ت الحكومية ويهدف هذا البحث إلى تقديم تصورات قيمة حول الارتقاء بمستوى تقديم الرعاية الصحية في المستشفيا

 يبة الطبمرضى وجودسلامة ال بالنظر إلىفي دبي عبر تسليط الضوء على العلاقات والآليات الكامنة وراء تسرب المرضى 

الممارسين، حيث وناع القرار الرعاية الصحية وصُ  لمديريوالرعاية المتكاملة. وتعد النتائج التي تم التوصل إليها أساسيةً 

رعاية الصحية تجربة الالارتقاء بمبنية على الأدلة والبراهين، لتعزيز رضا المرضى وسلامتهم، و وفر لهم استراتيجيات  تُ 

 ومة الرعاية الصحية الحكومية في دبي.عموماً في منظ

 

ودة ج، الرعاية المتكاملة للمرضى، سلامة المرضى، المرضى : تسرب المتعاملين، تسربالكلمات المفتاحية

 .الطبيب
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Chapter 1: Introduction 

1.1 Introduction 

Customer attrition is a significant issue and one of the top concerns for big businesses. 

Companies are attempting to create methods to forecast probable customer attrition because of 

its direct effect on their revenues. In order to prevent customer turnover, it is crucial to identify 

the elements that contribute to it (Ahmad, Jafar & Aljouma 2019). Competition among medical 

facilities fosters creative initiatives and helps to raise the standard of care provided, each of 

which is advantageous for patients as customers (Fatima, Malik, & Shabbir, 2018). In 

accordance with the numerous regulatory standards, the management of healthcare facilities is 

directed by professionals that work with insurance providers. Additionally, competition grows 

when healthcare insurance is carefully monitored, and offers patients and providers the same 

benefits. Studies show that compared to public hospitals, patients were more satisfied with 

private healthcare services. In order to attract its target patients, private care is consequently 

more aggressively competitive (Fatima, Malik, & Shabbir, 2018).  

The experience of a patient is mostly unique and subjective because it is a complicated 

and varied construct. This relativism is a result of patients' ongoing cognitive and psychological 

evaluations of various hospital features and services in a given context and over a certain period 

of time (Wunadawali, Satpathy, & Satapathy, 2022). Patients' characteristics (particularly 

sociodemographic and personality traits), their past and current expectations of the hospital, 

their perceptions of the hospitals' sincere efforts to meet their needs, their ongoing comparisons 

of hospitals, their trust in the hospital, and their health conditions for which the treatment is 

sought are all important factors that affect how each patient will rate the hospital individually 

(Wunadawali, Satpathy, & Satapathy, 2022). The availability of developed and basic treatment 
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programmes, fees, and charges, however, can also affect patients' subjective experience which, 

in turn, can determine the course of their firsthand experience at the hospital and the resulting 

satisfaction or dissatisfaction of a patient. Hospital attributes such as the nature of ownership 

(government or private), prestige, and strong reputation (pre-existing common perception or 

track record of a hospital and the views of considerable others) can influence patients' subjective 

experience (Wunadawali, Satpathy, & Satapathy, 2022). 

A critical component of healthcare administration is patient retention and satisfaction, 

so every medical professional strives to make sure that their healthcare institution has the finest 

patient retention rates possible, because it is a key component of healthcare management (Ades, 

2022). The major strategy to maintain and improve patient retention in order for this to be 

successful is by offering efficient services channels. Therefore, the main goal of any healthcare 

practitioner is to ensure that their institution is a welcoming place for patients to stay (Ades, 

2022).  

In a market that is becoming more competitive, customer-focused health care 

management and patient happiness are crucial for doctors to draw patients (Bidmon et al., 2020). 

Patients who are satisfied choose their doctors more often, stay with them longer, and are more 

likely to spread good word-of-mouth experiences. The desire of patients to accept medical 

advice is also positively impacted by better satisfaction levels (Bidmon et al., 2020). One of the 

most prevalent and indirect measures of a health service's quality is the level of satisfaction of 

the patient. The research that is currently available suggests that patients who are happy with 

their healthcare experience are more likely to reach their therapeutic goals (Alshayban et al., 

2020). From a patient's point of view, satisfaction could result in engagement in the medical 
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decision, encouraging a good attitude towards health and medication-taking behaviour, along 

with better clinical state management. Additionally, contented patients are more likely to 

recover better, which encourages healthcare professionals to provide improved care (Naqvi et 

al., 2019). 

Three essential elements help health care providers increase their services and cost-

effectiveness: the integrity of their health centres, patient satisfaction, and trust. According to  

Bidmon et al., (2020) the following crucial elements have a significant impact on patient 

satisfaction: (i) in-time visits, (ii) caring specialists, (iii) precise medical bills, (iv) good 

interpersonal communication skills, (v) responsiveness in providing health services, and (vi) 

willingness to help others (Bidmon et al., 2020). Patient retention, the main element determining 

their propensity to return to the same facility, as well as other aspects of healthcare services are 

impacted by patient satisfaction. Additionally, offering high-quality medical services and 

motivating and praising patients aid in patient retention (Setyawan et al., 2019). Loyalty, trust, 

and satisfaction are further elements that affect patients' propensity to suggest the same medical 

facility or to return there again. Therefore, in order to put effective tactics for retaining their 

loyalty into practice, it is crucial to identify the factors that affect patients' inclination to return 

for additional treatments (Setyawan et al., 2020). 

According to Liu et al. (2021), consumer-orientedness is at the heart of corporate rivalry 

in a market economy system, and thus it is vital to obtain and foster consumer preference and 

commitment to the firm’s products or services in order to ensure sustainable company growth. 

Consumer loyalty is at the core of marketing, and patient loyalty is a natural outgrowth of 

customer loyalty in the commercial world. Medical assistance for patients is viewed from the 
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standpoint of public economics research as a process of transferring the labour value amongst 

healthcare providers. Patients are thus a type of consumer (Liu et al. 2021). The hospital 

passively accepts patients. Subjectively, no one seems to want to go back. As a result, compared 

to other businesses, the loyalty of the health industry consumer is very different. The doctor–

patient relationship is a type of customer relationship, and successful customer interactions must 

be the foundation of any competition for customers (Liu et al. 2021). The provision of medical 

care to patients is founded on the trust between the supply and demand sides of the healthcare 

system, which is expressed in the willingness of the patient to repeatedly pay attention and value 

the attitudinal and behavioural loyalty of a hospital. It can help the hospital financially and 

socially, through the lower costs associated with customer acquisition and retention, and 

improve the overall health of the patients themselves, hence preventing customer attrition (Liu 

et al. 2021). Additionally, loyal clients are prepared to spend more money, demonstrate a greater 

eagerness to purchase, and resist conversion. Public and private hospitals are the two primary 

categories of service providers in healthcare facilities in developing nations. The primary 

organisations that represent public welfare, address fundamental medical needs, and ease 

patients' access to healthcare concerns are public or government hospitals (Liu, Li, Liu, & 

Hongwei 2021).  

1.1.1 Health Care Industry in Dubai 

The federal government of the United Arab Emirates (UAE), which is in charge of the 

nation's healthcare system and provides funding for practically all public healthcare in the 

northern emirates, has created strategic plans to address the issues brought about by the country's 

rising healthcare demand. Achieving "world-class healthcare" was one of the top priorities of 

the UAE' Vision 2021, the highest-level government strategy plan, which included, among other 
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things, accrediting all public and private hospitals in accordance with precise national and 

international criteria (UAE-Vision 2021). In accordance with Vision 2021, Dubai also created 

strategic strategies for its respective healthcare industry. The Dubai Health Strategy 2021 was 

introduced in January 2017 by His Highness Sheikh Mohammed bin Rashid Al Maktoum, Vice 

President and Prime Minister of the UAE and Ruler of Dubai. This plan aims to support a culture 

of early diagnosis and routine check-ups while also providing high-quality medical care for 

patients with chronic diseases. It also aims to increase the effectiveness of public hospitals and 

develop a system of high-quality, all-encompassing, and integrated health services (UAE-Vision 

2021). 

According to a US-UAE Business Council Report (2021), the primary health authority 

in Dubai is the Dubai Health Authorist (DHA), which was established by Law No. 13 of 2007. 

All medical services provided in Dubai are governed by the DHA, which also inspects medical 

facilities and issues licences to healthcare providers. Additionally, the DHA controls the cost of 

healthcare in the emirate and oversees unique initiatives including a campaign to encourage 

young Emiratis to pursue careers in medicine. In Dubai, both public and private healthcare 

institutions are now rated by the DHA based on their level of care and expertise, as of January 

2019. This strategy aims to improve the quality of healthcare, enlighten patients, and support 

Dubai's booming medical tourism industry. The DHA, in addition to acting as a regulator, also 

manages Dubai's public healthcare facilities. More than 2.3 million patients went to hospitals 

and clinics under DHA management in 2019. The Dubai Hospital, Rashid Hospital, Latifa 

Women and Children Hospital, and Hatta Hospital are some of its premier facilities. The DHA 

keeps making investments to upgrade its current facilities. Sheikh Hamdan bin Rashid Al 

Maktoum, the deputy ruler of Dubai, UAE, stated in May 2017, “The 290 million AED ($79 
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million) expansion plan for Dubai Hospital, which will feature a six-story facility for specialty 

outpatient clinics, was approved by the President of the DHA and the Minister of Finance. More 

than 50 operable beds with the newest technological advancements became available when the 

first phase of this expansion was finished in August 2020. In addition, an extension at Dubai's 

Latifa Hospital costing 100 million AED (about $27.2 million) was supposed to double its 

capacity by March 2020, but the Covid 19 epidemic caused the project's completion to be 

postponed. At the same time, the DHA keeps working on new types of medical care. A newly 

established organisation under the DHA called the Dubai Healthcare Corporation (DHC) stated 

in October 2018 that it would launch the first skin bank in the Arab world. Planning is currently 

ongoing for the skin bank, which will be utilised to graft skin for burn patients and other people 

in need. The DHA is also trying to establish a cancer centre and a centre for cardiology. At first, 

700 patients will receive assistance from the Dubai Oncology and Research Centre; by 2027, 

that number will have increased to 4,000 (US-UAE Business Council Report 2021). 

1.1.2 Purpose of the Study   

In general, private hospitals make better efforts when contrasted with the public 

hospitals. As the private clinics need to rely upon clients so as to meet the budgetary 

requirements and additional benefit, private hospitals like other service organisations are 

concentrating on their patients' demands and improving themselves so as to give the greatest 

healthcare services to their patients. Every one of these efforts drove these hospitals towards 

consistent enhancement in the procedures, framework, and providing constant healthcare service 

to their patients. Having a public healthcare system is good in terms of space and equipment, 

but it does not do enough to provide excellent services for patients, government hospitals must 

choose a procedure that gives the most astounding "healthcare" advantage to the general 
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population. Quality services should be given to the patient all together for fast recuperation, but 

the poor nature of healthcare services conveyed to patients by public hospitals in contrast with 

the private hospitals is because of numerous challenges that include government financing, the 

absence of government enthusiasm for the improvement of new healthcare facilities, and 

overburdened public hospitals because of fast development in the population and the comparison 

of customer care among private and public hospitals. 

 Along these lines, from this examination the researcher will give an answer for 

government authorities to hold onto the clients of public hospitals and make them loyal. As far 

as subsidising the population and premium Dubai being equipped to bear the cost, there is 

speculation on new undertakings and population control; however, the distinction between 

service characteristics is the issue of this investigation. Subsequent to contrasting private 

hospitals and the government hospitals of Dubai, the researcher will provide recommendations 

to authorities and will have critical thinking regarding research and for all practical and 

theoretical purposes.  

There are different memberships strategies for which there are diverse conceivable 

approaches to leave. In this study, the point is to recognise clients that are probably going to 

settle on a functioning decision to cease utilising the membership, with the theory that they are 

the customers being the most significant for the organisation to focus on to persuade them to 

remain. All the more explicitly, in this study, clients that leave the membership as a result of 

reasons like failure to make an instalment or the termination of a gift voucher or comparable, 

are of no intrigue. This is as opposed to past research at the organisation, which believed 

attritioning clients to be the equivalent of paying little heed to how they left the organisation. 
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The desire is that this qualification among active and passive attritioners could prompt a better 

model to practise. 

1.2 Research Context and Background 

The expectations of patients may differ widely and be complicated. One cannot base 

oneself on a set of standard rules that meet different groups of individuals and expect that we 

can control their attrition behaviour. Consequently, important factors around them could become 

effective instruments for predicting what patients really want. People with a low standard of 

living have a low standard of treatment if they have health problems. Moreover, they may not 

be able to follow more treatment schedules because they need to work hard to survive. In some 

cases, the physicians do not handle you as patients with full insurance coverage. This factor will 

inevitably lead to a low level of satisfaction and therefore increase the risk of transferring 

services to other hospitals. Doctors are not the only people in the hospital who are responsible 

for the patient satisfaction or patient retention, but the environment, staff, quality of care, 

etiquette, and so forth, are also factors which determine the loyalty of patients. Patients feel 

satisfaction when they are provided good health literacy and communication on complex health 

issues (Shumate 2019). Some previous studies have indicated that older respondents appear to 

give service providers higher scores because their social services have been in place for their 

lives. They are more understanding and accepting than younger respondents, who usually 

experience and judge things quickly, with lower social and commercial interactions in the real 

world. A low level of patient satisfaction and retention with low family income has been 

correlated with many studies. The researchers argue that monthly income plays a key role in 

goods and services' purchasing power. This also classifies the social status of users with a set of 

standard services that the user of healthcare services usually expects (Vaz 2018). Loyal patients 
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can be considered long-term patients that are not only profitable for the company but also are 

great ambassadors in the market (Haque, Yasmin & Anwar, 2018).  

In order to support a corporate goal to forge profitable, long-term connections with 

particular clients, customer care is made up of a number of processes and supporting systems 

(Tsou, 2022). Customer care's goal is to provide a personalised service to clients (Pyanadath, 

Roffin, & Thomas, 2023) by recognising and comprehending their diverse needs, interests, and 

preferences in order to foster customer loyalty (Khan et al., 2022). Although customer care's 

goal has largely remained the same over the past three decades, the method with which it is 

delivered in organisations has undergone a significant transformation as a result of the 

development of the Internet and computing technologies (Herman, Sulhaini, & Farida 2021). 

The significant increase in sales volume among all sectors and the growth of distribution 

channels brought on by digitalisation justifies this shift in customer service implementation 

(Pyanadath, Roffin, & Thomas, 2023). The digitalisation movement led to the production of 

massive amounts of customer data, which was made possible by technologies like the IoT, 

digital twin, and control tower. Big data increases the complexity of business decision-making 

(Anshari et. al., 2019). Customer care has experienced a phase change towards data mining or 

analysing customer care in order to make effective business strategies in such a dynamic and 

complicated business environment (Pyanadath, Roffin, & Thomas, 2022). Some studies focus 

on specific industries, such as healthcare (Baashar et al. 2020) and hotels, while others 

summarise recent research output in the customer care domain in terms of customer attrition or 

attrition (Sota, Chaudhry & Srivastava, 2020). It is essential to quantitatively analyse patient 

behaviour because customer care systems are expected to evolve at a faster rate with the 

integration of technologies like artificial intelligence (AI) (Deb, Jain, & Deb 2018) and with the 
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radical change in consumer behaviour caused by pandemics like COVID-19 (Wright, 2020). 

This research intends to understand its current state and to predict the future directions.  

 The trust, value, quality, and importance of choice information in patients and dentists 

that enhance the satisfaction level of their patients are established in patients' cultured dentistry 

(Uzir et al., 2021). In patient satisfaction, ICU services and the actions of nurses play a 

significant role (Endacott et al., 2022). Patient treatment and favourable investment returns are 

significantly enhanced when neighbourhood pharmacists provide post-discharge drugs with 

referrals for older patients from hospital pharmacists. Operational barriers to dMUR for 

disadvantaged seniors are still in place, and a comprehensive post-discharge programme needs 

to be created to strengthen coordination between the health care providers (Ramsbottom, Rutter 

& Fitzpatrick, 2019). Productive interactions with the healthcare team are critical to enhancing 

patient involvement and centring experience in IC settings. Effective IC implementation 

included the deliberate harmonisation of IC structural elements and treatment processes to create 

therapeutic environments that comply with patient care needs and desires (Ghafari, 2019). 

Enhanced patient access to care is correlated with improved patient-centred treatment factors. 

A successful strategy, along with the widening of coverage in order to increase access to quality 

care, may be initiatives aimed at enhancing the patient service (Hong & Oh, 2019). The hourly 

rounding of doctors and the patient satisfaction rates are positively linked (Brosinski & Riddell, 

2020). The responsibility or gain of care with anti-coagulation has a commitment to care and 

subsequent effects, which may also affect satisfaction (Hori et al., 2020).  

Trait and mutual knowledge are essential to emergency department (ED) triage and 

patient satisfaction in EDs, but the work load is limited to their results. The positive increase in 
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caregiver attention to triage accuracy and collective attention to patient satisfaction is shown 

only in high workload, but is limited under extreme workload environments (Saban, Dagan & 

Drach-Zahavy, 2019). According to Zawisza, Galas & Tobiasz-Adamczyk (2020), there are 

numerous threats to health care and public health due to the increasing numbers of chronic 

disorders and functional constraints caused by demographic shifts and aging populations. It thus 

plays a role in evaluating the impact on the patient satisfaction of diagnostic and therapeutic 

outcomes. The researcher stated a crucial role for doctor–patient contact in enhancing old patient 

satisfaction, and highlighted the need for a significant part of health care to assess the 

psychosocial aspect of patient–doctoral interactions. Behavioural and network influences have 

a significant impact on patient satisfaction and expectations. The physicians and caregivers 

constantly track their health conditions and value their physical closeness to the patient. They 

want to engage actively in the contact network with practitioners. Patients also generate 

favourable impressions about teams where doctors are leading and maintaining effective team 

discussions (Stefanini, Aloini, & Gloor, 2020). Waiting time has also been seen as a significant 

indicator of the patient's unhappiness (McIntyre & Chow, 2020). Improvement in nursing 

practice is an important factor in determining the quality of treatment in thalassaemia units for 

both nurses and hospitals. In terms of Involvement in care: politicians and managers in hospitals 

will concentrate on nursing services to boost the satisfaction of patients and the quality of 

treatment in thalassaemia units (Al-Awamreh & Suliman, 2019). Patients, especially those 

related to the aspects of doctoral treatment, must be satisfied in the first place for increasing 

loyalty (Fitrani et al., 2020). A successful predictor of clinical loyalty was the patient's 

happiness, confidence, and self-reporting safety, over and above the characteristics of the 

patient, clinic, and visit (Huynh et al., 2020). The most appropriate strategies for improving 
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patient satisfaction are to develop the skills that maintain the high hygiene standards (Lucadamo, 

Camminatiello & D'Ambra, 2020). 

Recent research shows that analgesia controlled by pain plays a significant role in patient 

satisfaction as well. Effective pain management through analgesic pain-controlled use enhances 

patient fulfilment and post-operative recovery (Baek et al., 2020). A study was conducted by 

researcher in the emergency department of a Greek Hospital, and it is apparent that the strategic 

advantage of the emergency department is that nurses are courteous and friendly. The 

emergency department's weaknesses have to do with the waiting room and timing, as well as 

the courtesy, friendliness, and sensitivity of administrative staff. In this situation, urgent 

corrective action is necessary for the emergency department. In addition to this, cleanliness and 

exposure to the reaction to hospital nursing care indicates that these requirements can be used 

in a competitive way (Manolitzas et al., 2020). In addition to this, the direct attention of nurses 

to patients in the ICU leads to satisfaction (Khomami & Rustomfram, 2019). Studies found that 

patient satisfaction with TB treatment was relatively high and patient dissatisfaction was 

substantially higher at follow-up. The high level of satisfaction may be due to the lack of 

adequate patient care services or the fear that access to healthcare will not be possible. The goal 

may be to develop a standardised patient-centred method for measuring the customer experience 

and patient satisfaction in order to allow comparisons among different health systems (Cazabon 

et al., 2020). Organisational values, engagement, and empowering leadership behaviour are 

positively correlated with many patient satisfaction items (Kang et al., 2020). The 

interconnection of the physical, social, and interpersonal dimensions of the hospital setting 

contributes to a greater perception of the hospital by patients as a healthy place to heal 
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(Christopoulou, 2022). Hospital credibility is also important to patient satisfaction (Akhtar, 

2021).  

1.3 Research Problem  

The healthcare landscape in Dubai has experienced rapid growth and transformation in 

recent years, driven in part by its thriving expatriate population. While Dubai boasts world-class 

healthcare facilities, there is a growing concern about the unique challenges and problems that 

expatriate patients face when seeking healthcare services in the emirate. In 2022, there is a 

pressing need to investigate and understand the key issues related to healthcare access and the 

quality of care for expatriate patients in Dubai. This research aims to identify and analyse the 

specific problems that expatriate patients encounter, such as language barriers, cultural 

differences, insurance complexities, and the impact of the COVID-19 pandemic, and to propose 

evidence-based recommendations for improving their healthcare experience in Dubai. 

The health facility is very difficult to measure, so a healthcare provider has the difficulty 

of impacting a patient's understanding of the quality of care. The attitude of a patient may not 

be entirely affected by the nature of the available doctor, but it indicates how medical attention 

has been given. Management must monitor both the interpretation of expectations and the 

quality of the delivery of health care services, if the highest level of achievement to support both 

the patient and the provider is to be achieved. Awareness of standards and variables coupled 

with the awareness of real-life and well-perceived quality of health care provides the necessary 

information to develop and implement services for patients who are happy and loyal. Hospitals 

also strive to improve their quality through technological advances and tough competition. The 

patient expectations are changing constantly, so what a patient accomplishes sometime later 
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might not satisfy it. When you increase your service levels with some attributes of patient 

behaviour, the remaining attributes will alter the patient expectations (Vaz, 2018).  

The experience of a patient is based on many encounters in different situations. The 

interaction may start with the specific point of contact that could even mean entering your 

location; then visiting the facility physically; joining the client; and meeting the doctors, nurses, 

laboratory technicians, and helpers. This could also include physical aspects such as the location 

of patient rooms and their treatment and care during the discharge process in their home. The 

perception of the care offered during a hospitalisation can have several effects. It may also 

include cleanliness, the accessibility of the hospital, ease of access to specific locations, time 

spent waiting, clear communication by physicians, the outcomes of care given, costs of visiting, 

food quality, and the list of services (Vaz, 2018). 

This is an information age which has turned the world into a global village due to 

international players entering into one market with strong survival competition under the 

implementation of international law and relations, which bound them in the ethical loop for the 

sake of consumer rights. So, every organisation is worried for their consumer and their survival 

as well under the strong rules and regulations. That is why it is necessary to work for the best of 

the patient to avoid them moving to competitors or the consumer courts. Dubai is an 

international hub of different groups which has magnetised businesses, so it is essential for it to 

work on its domestic organisations for their betterment and retain the patient to use its services. 

This is why the government hospitals of Dubai have been selected to know about the attrition 

rate so that the factors which are most effective for patients or their demand in government 

hospitals can be analysed. To the date, there is no study on patient attrition in the hospitals in 
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Dubai, and this is even scarce globally because researchers have checked the patient attrition in 

telecommunication and insurance companies.  

The customer attrition is a dual classification issue where customers are distributed into 

two conceivable behaviours: (i) attrition, and (ii) non-attrition. Further, the attrition can be 

arranged into the accompanying subcategories: (a) voluntary customer attrition, in which a 

customer chooses to leave the services or even the organisation; and (b) involuntary customer 

attrition, in which the organisation or the provider of service chooses to end an agreement with 

the customer (Amin et al. 2018).  

This investigation tends to focus on the voluntary customer attrition because of trouble 

in anticipating this sort of customer attrition, while it is simpler to sift through involuntary 

customer attrition by basic inquiries. Then again, the research uncovered that current 

investigations have been carried out, yet at the same time there is no concession to picking the 

best way to deal with the customer attrition issue. This may be a direct result of the impassive 

outcomes that appeared to change the arrangement strategies in various datasets. In this manner, 

there is a critical need for surveying the legitimacy of the classifier, regarding its assurance or 

vulnerability, in anticipating the customer attrition.  

So, in the light of this, an organisation without client satisfaction will experience the ill 

effects of a genuine competitive advantage. They will lose the focused edge that the information 

of clients and a superior understanding of client needs can give them while envisioning and 

adjusting to relationship advancements. In that capacity, managers and researchers have directed 

their concentration towards customer attrition or attrition (and its supplement, customer 

retention). Machowska (2018) stated that the management of customer defection is challenging 
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for some organisations in various segments, for example, the distribution, insurance, banking, 

and cell phone industries. Inadequate consideration has been committed to displaying and 

examining the impact that attrition has on key customer care choices. Customer attrition or 

attrition is of the most significant with regards to durable services and products, since the 

acquisition of customers in this portion is very expensive. Retaining customers can be incredibly 

helpful for an organisation. To this end, the current research places a specific emphasis on the 

competitive place for durable services. The purpose of the study is to design a framework which 

enables an understanding as to how the dynamics of customer attrition or attrition affect 

defensive and offensive customer care strategies in the health industry. 

1.4 Research Questions 

 What is the extent of integrated care provided to patients in the healthcare setting under 

study? 

 Is there a statistically significant correlation between patient safety measures and patient 

attrition? 

 Do patients' perceptions of doctor quality influence their likelihood to continue seeking 

care at the facility? 

 Are there specific aspects of integrated care that have a greater impact on patient safety? 

 How does the integration of patient care influence the performance and development of 

doctors? 

 How does the quality of doctor impact the implementation of safety protocols in patient 

care? 

 What are the mechanisms through which patient safety influences the relationship 

between integrated care and patient attrition? 
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 Does the quality of doctor mediate the relationship between integrated care and patient 

attrition? 

 Do patient safety and doctor quality jointly mediate the relationship between integrated 

care and patient attrition? 

1.5 Research Objectives 

 To investigate the relationship between the integrated care of patients and patient 

attrition. 

 To examine the relationship between patient safety and patient attrition. 

 To assess the impact of the quality of doctor on patient attrition. 

 To explore the link between integrated care and patient safety. 

 To investigate the relationship between integrated care and the quality of doctor. 

 To examine the connection between the quality of doctor and patient safety. 

 To explore the mediating role of patient safety between integrated care and patient 

attrition. 

 To investigate the mediating role of doctor quality between integrated care and patient 

attrition. 

 To examine the combined mediating role of patient safety and doctor quality between 

integrated care and patient attrition.  

1.6  Research Hypotheses 

H1.  The integrated care of patients has a positive significant effect on patient attrition.  

H2.  Patient safety has a positive significant effect on patient attrition.  

H3.  The quality of doctor has a positive significant effect on patient attrition.  

H4.  The integrated care of patients has a positive significant effect on patient safety.  
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H5.  The integrated care of patients has a positive significant effect on the quality of doctor.  

H6.  The quality of doctor has a positive significant effect on patient safety 

H7.  Patient safety has a significant mediating effect on the integrated care of patients and 

patient attrition.  

H8.  The quality of doctor has a significant mediating effect on the integrated care of patients 

and patient attrition. 

H9.  Patient safety and the quality of doctor have a mediating effect on the integrated care of 

patients and patient attrition. 

1.7 Research Theoretical Perspective 

Dubai has emerged as a global healthcare hub, attracting patients from diverse 

backgrounds. As competition among healthcare providers intensifies, understanding patient 

attrition, loyalty, and satisfaction becomes pivotal. Patient attrition, the phenomenon of patients 

discontinuing services prematurely, challenges the sustainability of healthcare providers. 

Conversely, patient loyalty, the inclination of patients to consistently choose and recommend a 

specific healthcare provider, can yield significant benefits. Patient satisfaction, a fundamental 

component of loyalty, reflects patients' overall evaluation of healthcare services. This research 

delves into theoretical perspectives to elucidate the dynamics of patient attrition, loyalty, and 

satisfaction in Dubai's healthcare landscape. 

1.7.1 Health Belief Model 

The health Belief model posits that an individual's health behaviour is determined by 

their perception of the severity and susceptibility of a health threat, the benefits and barriers 

associated with taking preventive action, and cues to action that prompt such action (Skinner 

2008). 
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1.7.2 Social Cognitive Theory 

Social Cognitive Theory suggests that individuals learn from observing others, and that 

their beliefs in their own abilities (self-efficacy) significantly influence their actions (Bandura, 

2013). 

 1.7.3 Theory of Planned Behaviour 

Theiry of Planned Behaviour suggests that an individual's intention to engage in a 

behaviour is determined by their attitude towards the behaviour, subjective norms (social 

pressure), and perceived behavioural control (perceived ease or difficulty of performing the 

behaviour) (Ajzen, 1991). 

1.7.4 Quality of Patient–Provider Relationship Theory 

Quality of Patient–Provider Relationship Theory focuses on the importance of a positive 

and effective relationship between healthcare providers and patients in improving healthcare 

outcomes. It emphasises trust, communication, empathy, and shared decision-making as key 

elements (Roter & Hall, 1991). 

1.7.5 Self-Determination Theory 

Self-Determination Theory posits that individuals have innate psychological needs for 

autonomy, competence, and relatedness, and when these needs are satisfied, individuals are 

more intrinsically motivated and likely to engage in healthy behaviours (Deci & Ryan, 2013). 

1.7.6 Stages of Change Model (Transtheoretical Model) 

Stages of Change Model (Transtheoretical Model) describe how individuals progress 

through a series of stages when making behaviour changes, such as stopping smoking or 
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adopting a healthier lifestyle. The stages include pre-contemplation, contemplation, preparation, 

action, and maintenance (Weinstein, Rothman & Sutton, 1998). 

1.7.7 Theory of Reasoned Action 

Theory of Reasoned Action suggests that behavioural intention is influenced by an 

individual's attitude towards the behaviour and subjective norms which, in turn, predict actual 

behaviour. TRA is a precursor to the Theory of Planned Behaviour (Hale, Householder & 

Greene 2002). 

1.7.8 Cognitive Behavioural Theory 

Cognitive Behavioural Theory focuses on how thoughts, feelings, and behaviours are 

interconnected, and aims to identify and change maladaptive thought patterns and behaviours 

through structured interventions (Whealin, Ruzek & Southwick, 2008). 

1.7.9 Socio-Economic Factors 

Socio-economic factors refer to the social and economic conditions and influences that 

shape an individual's life and well-being. These factors include income, education, employment 

status, access to healthcare, housing, and social support, among others (Sutinen & Kuperan, 

1999). 

1.7.10 Customer Engagement Behaviour Theory 

Customer Engagement Behaviour Theory considers customers as an exogenous entity 

whose behaviour is driven not only by the initiatives of firms, but also by the unique intentions 

of customers (Van Doorn et al., 2010). 
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1.7.11 Customer Engagement Marketing Theory 

Customer Engagement Marketing Theory can change the core offering experience and 

influence long-term customer engagement. Cognitive psychology research on knowledge 

structures suggests that perceptions of the core offering are stored in customers' minds as an 

associative network, consisting of cognitive links that refer to nodes (i.e., concepts) and links 

between nodes (i.e., relationships between concepts) (Harmeling et al., 2017).  

1.7.12 Theory of Customer Experience 

Theory of Customer experience occupies an important place in the performance of 

organisations. There is a wider consensus that providing positive customer experiences is critical 

to achieving competitive advantage, customer satisfaction, differentiation, image, loyalty, and 

word-of-mouth (Waqas, Hamzah & Salleh,, 2021). 

1.7.13 Customer Value Theory 

Customer value theory posits that “The value of customers has a dual nature”. In order 

to quantify the customer value from the firm's perspective, great attention has been paid to how 

much direct and indirect profit a company may earn in a certain period. This value is a crucial 

metric for assessing customer value, but it will never fully capture what that means. Second 

interpretation focuses on the value that a business can provide to the client as a judgement from 

the standpoint of the business (Woodside, Golfetto & Gibbert, 2008). 

1.7.14 Kotler's Deliverable Theory 

In Kotler’s Deliverable Theory, Kotler (2008) made the assumption that a consumer will 

purchase a good or a service from a business that offers the highest perceived value. Hence, the 

customer value is based on the value that the consumer receives and their level of happiness.  
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1.7.15 Relationship Marketing 

 Relationship marketing emphasises the development and maintenance of long-term 

relationships with patients. In the UAE, the cultural emphasis on relationships and trust is 

pronounced. Building on this, healthcare providers can employ relationship marketing strategies 

to foster patient loyalty and reduce attrition. Trust, communication, and personalised care are 

central elements in cultivating patient loyalty in Dubai's healthcare ecosystem (Moller & 

Halinen, 2000). 

1.7.16 Patient-Centred Care 

Patient-centred care emphasises patient engagement, shared decision-making, and a 

holistic approach to healthcare delivery. The Patient-Centered Medical Home (PCMH) model, 

developed by Gabby et al., (2011), is relevant in Dubai's context. Implementing PCMH 

principles can enhance patient satisfaction, as it aligns healthcare services with patients' needs 

and preferences, reducing the likelihood of attrition (Gabby et al., 2011). 

Patient attrition, loyalty, and satisfaction are pivotal in the healthcare landscape of 

Dubai. This thesis has presented a theoretical framework that draws from service quality theory, 

relationship marketing, patient-centred care, and cultural factors to inform research and 

healthcare strategies. Understanding and addressing these factors are critical for healthcare 

providers seeking to thrive in Dubai's competitive healthcare environment. 

1.8 Research Gap  

Despite the growing significance of patient attrition and loyalty in healthcare service 

settings worldwide, there remains a notable gap in the literature concerning these dynamics 

specifically within the context of government hospitals in Dubai. While Dubai's healthcare 
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sector has undergone substantial expansion and modernisation over the past decade, with an 

increasing emphasis on enhancing patient experiences, there is limited empirical research 

addressing the unique factors influencing patient attrition and loyalty in government-run 

healthcare institutions within the emirate. This research gap is particularly pronounced given 

the distinctive socio-cultural, economic, and healthcare system characteristics that differentiate 

Dubai from other global healthcare markets. Existing research tends to focus on the factors 

contributing to patient attrition primarily in private healthcare facilities or within Western 

healthcare systems.  

Consequently, there is a dearth of studies that investigate the specific drivers and reasons 

for patient attrition within government hospitals in Dubai. Understanding why patients 

discontinue their use of government hospital services in this unique context is essential for 

policy-making and improving healthcare delivery. Dubai's multicultural society and diverse 

patient population introduce cultural dimensions that can significantly impact patient loyalty 

and attrition. Research in this area is limited, making it challenging to design patient-centred 

interventions that resonate with Dubai's culturally diverse patient base. The determinants of 

patient loyalty in government hospitals in Dubai remain largely unexamined. Understanding the 

factors that contribute to patient satisfaction and loyalty in this context is crucial for enhancing 

healthcare service quality and optimising resource allocation. Dubai has implemented various 

healthcare policies and regulations to improve the quality of healthcare services and patient 

experiences. The extent to which these policies influence patient attrition and loyalty in 

government hospitals is an area that requires systematic investigation. 
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1.9 Research Novelty and Contribution  

Our research on patient attrition in the government hospitals of Dubai makes a significant 

contribution to the field of healthcare management in the region. One of the primary novel 

aspects of our study is the context itself – Dubai's government hospitals, which have seen rapid 

growth and diversification over the past few years. Our research not only identifies the key 

factors contributing to patient attrition in this specific setting, but also delves deeper into 

understanding the unique cultural and socio-economic factors that influence patient decisions to 

seek care elsewhere. This holistic approach provides a nuanced perspective on patient attrition, 

shedding light on both traditional factors such as wait times and service quality, as well as less 

explored dimensions like patient expectations and cultural preferences.  

Additionally, our research employs advanced data analytics and modelling techniques to 

predict patient attrition patterns, offering valuable insights for hospital administrators to 

proactively address this issue. In a healthcare landscape where patient experience and retention 

are of paramount importance, our research fills a crucial knowledge gap and provides actionable 

recommendations to enhance patient satisfaction and reduce attrition rates in Dubai's 

government hospitals. 

1.10 Research Methodology 

The research methodology is defined by Leedy and Ormrod (2001) as "the general 

approach the researcher takes in carrying out the research project". Quantitative research 

involves the collection of data so that information can be quantified and subjected to statistical 

treatment in order to support or refute "alternate knowledge claims" (Creswell, 2017). Creswell 

(2017) asserts that quantitative research originated in the physical sciences, particularly in 

chemistry and physics. The researcher uses mathematical models as the methodology of data 
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analysis. Three historical trends pertaining to quantitative research include research design, test 

and measurement procedures, and statistical analysis. Quantitative research also involves data 

collection that is typically numeric, and the researcher tends to use mathematical models as the 

methodology of data analysis. Additionally, the researcher uses the inquiry methods to ensure 

alignment with statistical data collection methodology. There are three broad classifications of 

quantitative research: descriptive, experimental, and causal comparative (Leedy & Ormrod 

2001). The descriptive research approach is a basic research method that examines the situation, 

as it exists in its current state. Descriptive research involves the identification of the attributes 

of a particular phenomenon based on an observational basis, or the exploration of a correlation 

between two or more phenomena, so in this study the researcher intends to use the descriptive 

research method. 

1.10.1 Sampling Technique 

Patient attrition is a significant concern for government hospitals in Dubai, affecting both 

the quality of healthcare services and the financial sustainability of these institutions. To address 

this issue, a research study is proposed to investigate the factors contributing to patient attrition 

and gather insights from hospital management and staff regarding potential solutions. This 

research sampling plan outlines the approach to select participants using non-probability 

sampling methods. 

Sampling Methods: Non-probability sampling methods will be employed due to their 

practicality and convenience, considering the specific target population of hospital management 

and staff. Two non-probability sampling techniques will be used for this study: purposive 

sampling and convenience sampling. 
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1.10.1.1 Purposive Sampling 

Selection Criteria: Hospital administrators, department heads, and healthcare 

professionals (doctors, nurses, and support staff) directly involved in patient care or 

management roles in the government hospitals of Dubai. 

Rationale: Purposive sampling will be used to ensure representation from key 

stakeholders who possess the necessary knowledge and expertise to provide valuable insights 

into patient attrition and its management. 

1.10.1.2 Convenience Sampling 

Selection Criteria: Hospital staff who are accessible and willing to participate in the 

study. 

Rationale: Convenience sampling will be used for its practicality, as it allows for the 

inclusion of participants based on their availability and willingness to engage in the research. 

This approach is suitable for collecting diverse perspectives from hospital staff members. 

Sample Size: The sample size will be determined based on the principle of data 

saturation, which means that data collection will continue until no new information or themes 

emerge from the participants' responses. It is estimated that 20 to 30 participants, including 

hospital administrators and staff members, will be sufficient to achieve data saturation. 

Data Collection: Primary data will be used for this study. Data will be collected through 

surveys that will be conducted with hospital administrators and key department heads to gain 

in-depth insights into the issue of patient attrition. Surveys will be distributed to a wider range 

of hospital staff, including doctors, nurses, and support staff, to gather a broader spectrum of 

opinions. 
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1.10.1.3 Ethical Considerations 

 Informed consent will be obtained from all participants. 

 The anonymity and confidentiality of participants will be ensured. 

 The research will adhere to ethical guidelines and standards. 

This research sampling plan outlines the approach to selecting the participants for a study 

on patient attrition in the government hospitals of Dubai. The use of non-probability sampling 

methods, namely purposive and convenience sampling, will enable the collection of valuable 

insights from hospital management and staff. The study aims to provide recommendations for 

mitigating patient attrition and improving healthcare services in the government hospitals of 

Dubai. 

1.10.2 Research Reliability  

 According to Easterby-Smith et al. (2008), Research reliability refers to the consistency 

and stability of measurement processes, indicating the extent to which a study or experiment 

produces consistent and dependable results over time. In reliable research, if the study were to 

be replicated or repeated under similar conditions, it would yield similar outcomes. Reliability 

is crucial because it ensures that the data collected accurately reflects the phenomenon being 

studied and is not merely influenced by random factors or measurement errors. Researchers 

employ various methods to enhance reliability, such as using standardized procedures, 

maintaining consistent conditions, and employing reliable measurement tools. Establishing 

reliability is fundamental to the validity and credibility of research findings, as it builds 

confidence in the consistency and dependability of the data collected (Smith et al., 2008). 
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1.10.3 Research Validity  

 According to Saunders, Lewis & Thornhill (2007), validity is worried about the response 

to the inquiry and whether the discoveries are really about what they portray to speak to. Key 

dangers to validity are in the territories of history, testing, instrumentation, mortality, 

development, and uncertainty. So as to guarantee that the investigation meets the two territories 

of inner and outer validity, there was the need to assemble the framework on officially settled 

theories in the region of study. Saunders, Lewis & Thornhill (2007), notice that one way to deal 

with the foundation of outside validity is generalisability. It might be seen from the past zones 

of the philosophy that measures were introduced to guarantee generalisability despite the fact 

that the real populace was obscure. Different methods through which validity might be certified 

were to talk about the discoveries of the examination in connection to different examinations on 

the territory. 

1.10.4 Mediation Analysis 

A mediation study explores interactions between the dependent variable, independent 

variable, and mediating variable according to the process of the research. The purpose of this 

study is to understand whether and to what degree an independent variable mediates its effect 

on the outcome variable. In other words, variation in the independent variable contributes to 

variation of the mediator variable that induces variation of the dependent variable. Mediation 

analysis was carried out using the methodology for structural equation modelling (SEM) in 

Smart-PLS 3. SEM is a family of statistical methods for a conceptual or theoretical model to be 

evaluated. The SEM mediation model gives the overall effects, indirect effects, and direct 

consequences of the calculation. In the absence of a mediation variable, a model represents the 

overall impact of an experiment. In this scenario, the connection between the independent 
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variable and the dependent variable is examined without the mediation variable. The most 

crucial focus lies on assessing indirect effects among the predicted outcomes. This finding 

informs us how the independent variable influences the dependent variable when the mediator 

is affected. Finally, the mediation process shows its direct effects, and when the variable is 

implemented as an independent variable, the direct effect is the influence of the independent 

variable on the dependent variable (Field 2009). 

1.11 Definition of Terms 

This section will define the terms using in this study, i.e., patient attrition, integrated care 

of patient, quality of doctor, and patient safety. 

1.11.1 Patient Attrition 

Patient attrition, also known as patient dropout or patient churn, refers to a phenomenon 

in healthcare and clinical research where individuals who were initially enrolled in a medical 

study, treatment programme, or healthcare facility discontinue their participation or stop seeking 

medical care before completing the recommended course of treatment or follow-up (Ibiloye et 

al., 2021). 

1.11.2 Integrated Care of Patient 

Integrated care is an approach to healthcare that involves the coordination and 

collaboration of various healthcare providers and services to deliver patient-centred, holistic 

care that addresses the physical, mental, and social aspects of health (WHO, 2016). 
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1.11.3 Quality of Doctor 

Doctor quality refers to the overall excellence and effectiveness of a healthcare provider 

in delivering patient care, encompassing clinical competence, ethical conduct, communication 

skills, patient-centredness, and the achievement of positive patient outcomes (ACGME, 2021). 

1.11.4 Patient Safety 

Patient safety is the discipline within healthcare that aims to prevent, detect, and mitigate 

potential risks, errors, and harm to patients resulting from their engagement with healthcare 

services, with a focus on ensuring the delivery of high-quality, safe, and reliable care (AHRQ, 

2021). 

1.12 Structure of Research 

The research is organised in the following way: 

 Chapter 1 is the introduction part, which introduces the research, and provides a literature 

review and a theoretical background with the methodology.  

 The second chapter will be the comprehensive review of previous studies on relevant 

issues. The chapter will compare the government and private hospitals, which will be 

supported by relevant studies.  

 The third chapter will discuss the hypothesis formulation extensively and the 

relationship among the variables. 

 The fourth chapter will be the methodology, which will be comprised of an introduction 

to regression analyses and correlations, the methods of implication, and a complete 

description with a justification of the selection of the measuring tools. 

 The fifth chapter will be the results and analyses chapter, which will show the 

calculations of the data after measurement from the econometric analyses. 
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 Chapter six will be the discussion of the research findings. 

 Chapter seven will be comprised of a discussion, conclusion, and the contribution of the 

research. 

1.13 Summary of Chapter 1 

The chapter is a brief introduction to the thesis which covers an introduction of the topic, 

and then the problem statement, purpose of the research, the research questions and objectives, 

and then their support from previous studies, and the theoretical foundation of the study. After 

this, the methodology which is going to be applied to the research is presented. Customer 

attrition is one of the main concerns of the organisations to retain their customers. As private 

organisations focus on this more, government organisations and the health department need to 

be more concerned about customer attrition. So, this study is going to enhance the knowledge 

of customer care to decrease customer attrition theoretically and practically in the field of the 

government hospitals of Dubai. 
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Chapter 2: Literature Review 

2.1 Introduction 

This literature review delves into the Dubai hospital industry, exploring patient attrition, 

safety concerns, the implementation of integrated care, and the pivotal role of healthcare 

practitioners in ensuring and enhancing the quality of patient care. The review aims to highlight 

interconnections among these factors, fostering insights for a more patient-centric healthcare 

system in Dubai. 

Organisations today operate in an environment where little is certain, the pace is faster, 

and the dynamics more complex. The customer is central to the organisation and measuring 

customer satisfaction is a vital element in any strategy to improve business performance. This 

makes customer satisfaction the driving force behind survival, competitiveness, and growth. A 

key determinant of a sustainable business is customer loyalty, as loyal customers not only 

increase business value, but also enable businesses to keep costs lower than that of attracting 

new customers. By creating and maintaining customer loyalty, organisations develop a long-

term, mutually beneficial relationship with customers (Hoe & Mansori 2018). The customer's 

emotional response, such as satisfaction or dissatisfaction, is the main outcome of any marketing 

activity and serves as a link to the various stages of consumer buying behaviour. For example, 

if customers are satisfied with a particular service offering after using it, then they are more 

likely to engage in repeat purchase and try line extensions (Kumar, Patel & Samuel, 2022).  

Customer satisfaction and loyalty has an impact on company performance and 

profitability. Numerous studies have shown this effect indirectly through customer loyalty, and 

in our case it is the return behaviour of patients or their loyalty to public hospitals. However, it 
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has also been proven that customer satisfaction has a direct positive impact on business 

performance represented by the return on investment (ROI) indicator for goods or the impact of 

customer satisfaction on selected performance indicators for both manufacturing and service 

companies (Suchanek & Kralova, 2018). A hospital is one of the health facilities in which health 

efforts are carried out by empowering various trained and educated personnel to address and 

resolve medical problems in order to restore and maintain good health. In this case, users of 

hospital services demand quality services not only related to the physical healing of the disease 

or improvement of health status, but also linked to satisfaction with access, the availability of 

adequate equipment, infrastructure, and a physical environment that can provide comfort. As 

service quality increases, hospital service functions need to be improved to make them more 

effective and efficient, and to provide satisfaction to the patient, family, and society 

(Mahendrayana, Suyatna & Indiani, 2018). 

2.1.1 Introduction to the Health Care Industry 

There are two main types of service providers in healthcare facilities, namely, public and 

private hospitals. Public hospitals are the main body that reflects public welfare, addresses basic 

medical care, and alleviates people's difficulties in visiting a doctor (Fatima, Malik, & Shabbir 

2018). If patients believe that hospital staff are honest and trustworthy, they hope to develop a 

lasting relationship with the hospital and show a greater willingness to visit it again. Patients 

have a greater intention to revisit a hospital when they are more willing to recommend it to their 

friends and relatives (Isa et al., 2019). Economic growth in developing countries has caused an 

increase in the need for medical facilities, especially hospitals. The number of hospitals in 

developing countries is increasing every year (Rocha, Santana & Tello, 2021). This creates 

strong competition between private and public hospitals. Understanding the patient's perspective 
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and providing what they need will help hospitals win business (Hehenkamp & Kaarboe 2020). 

In the long term, a strategic value approach is necessary to enable hospitals to provide more 

effective and efficient services for better performance (Porter & Lee 2021).  

Hospital management must ensure that quality services are optimally provided according 

to government standards (Chakraborty, Kaynak, Pagán, 2021). Increasing patient visits will 

sustain them in today's competitive healthcare business (Arici & Gucer, 2018). Patient 

satisfaction is an important indicator when assessing the compliance of their services with 

patient expectations (Orte et al. 2020). From a marketing point of view, it is mandatory to 

maintain it in order to increase patient attendance. This allows satisfied patients to recommend 

potential customers (Ho & Huang, 2020). Patients as satisfied consumers will be loyal, revisit, 

and recommend services, which will increase patient attendance (Ricca & Antonio, 2021). This 

emphasises that patient satisfaction should become the number one priority. Wolok (2021) 

suggests that aspects of tangibility are important in maintaining patient satisfaction. A well-

maintained customer relationship will also improve hospital performance and increase profits 

(Larson, Jaworski & Larson, 2021).  

The quality of hospital services reflects the perceived value seen through the eyes of the 

patient, so the hospital must create a platform for consumer–patient relationships (Gorska-

Warsewicz, 2022). This will create positive emotions towards the hospital (Gorska-Warsewicz, 

2022) and secure a place in the consumer's heart (position) (Mukaram, Sangen, & Rifani 2019). 

It will also enhance patient trust (Grozdanova et al., 2020) and increase the prestige of the 

hospital in the eyes of consumers (Mukaram, Sangen, & Rifani 2019) due to the high interaction 
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between the customer and the healthcare provider, i.e., between the patient and the hospital 

(Gorska-Warsewicz, 2022).  

The above arguments apply to both public and private hospitals, but there are other issues 

to be noted in public hospitals. Brand equity is essential in government sectors as it can increase 

public credibility, trust, and loyalty towards the government (Gorska-Warsewicz, 2022). 

Additionally, despite the importance of the public health sector, there has been criticism that the 

industry suffers from lower customer satisfaction due to a lack of understanding of customer 

needs from a marketing perspective (Sun, Bang & Sun, 2020). Hospital branding is an emerging 

issue of increasing importance (Sukawati, 2021). In previous research, objective criteria 

including mortality and morbidity rates were used to evaluate hospital performance. However, 

with changing customer expectations, subjective customer-centric evaluations including quality, 

satisfaction, and choice are also used to evaluate performance (Shih et al., 2021). In addition, as 

consumers become more aware of their rights, the patient as a health care consumer expects and 

demands high-quality health care. To achieve high health care performance, some hospitals have 

become entrenched in the mental maps of patients and communities. However, many hospitals 

have not achieved this. One of the reasons is that their attempt to improve the quality of health 

services was mainly based on investments in advanced medical equipment rather than a 

continuous quality improvement mechanism embedded in clinical management (Gorska-

Warsewicz, 2022).  

The development of hospital services has been growing and developing rapidly in recent 

years, which is characterised by the emergence of several types of hospitals, clinics, and other 

health services, from basic and simple to complete and modern health services (Mukaram, 
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Sangen, & Rifani 2019). Dynamic changes in the local and global environment have led to a 

paradigm shift in the management of public and private hospitals. Hospital management requires 

an understanding of patient needs and wants as a strategy to retain hospital customers. 

Competition between hospitals in acquiring patients is no longer limited to the functional 

attributes of the services provided, but is more related to the perception of the health service 

(Sudirman & Sidin, 2018).  

A hospital as a service provider must have a good understanding of consumer 

expectations and wishes to provide the services expected by patients (Mukaram, Sangen, & 

Rifani, 2019). Services can also range from general wellness, health screenings, specialty care, 

and emergency care to chronic disease care. In addition, it is important for hospitals offering 

these services to ensure the quality of the services provided to enable the facility to maintain 

operations, especially with growing brand equity (Gorska-Warsewicz, 2022). Attitudes and 

perceptions from previous service experiences may reflect levels of satisfaction or 

dissatisfaction, and may influence repurchase intentions. Customer satisfaction is an important 

element in delivery services to understand and satisfy customer needs and wants, which can 

further increase market share due to repeat purchases and referrals (Nguyen et al., 2018).  

2.1.2 The Role of Health Management in Patients' Satisfaction 

Customer satisfaction is a significant determinant of customer loyalty so that satisfaction 

with the services provided can result in loyal customers (Nobar & Rostamzadeh, 2018). Service 

quality will drive customer satisfaction, retention, repurchase, customer loyalty, and even 

market share and profitability. Competition in customer retention is not only influenced by the 

availability of doctors and ease of payment, but also by the quality of all services provided to 
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patients (Ellynia & Widjada, 2020). Patient satisfaction is closely related to the quality of 

services provided by the hospital (Kurniawan, Rosanto & Marlina, 2019). Patient satisfaction 

will then lead to loyalty. Conversely, a dissatisfied patient moves to another hospital that 

provides better services. Good service quality will certainly increase customer satisfaction, and 

management must be concerned with the four service characteristics: intangibility, transience, 

inseparability, and heterogeneity (Ellynia & Widjada, 2020). Afridi, Haider and Shahjehan 

(2018) introduce eight dimensions of service quality: time, timeliness, completeness, courtesy, 

consistency, availability, accuracy, and responsiveness. Patient trust is defined as the patient's 

belief that doctors have the necessary skills for diagnosis and treatment, and can prioritise 

patients' interests so that patients receive medical services with confidence (Yang & Wu, 2018).  

A crisis of confidence is a common problem in society. The problem of trust between 

professional groups such as doctors, teachers, government officials, and so on, is of particular 

concern (Zhang, Fang & Ma, 2020). Using a survey questionnaire and a behavioural economics 

experiment to measure patients' trust or confidence in health care providers, Zhang, Fang & Ma 

(2020) found that the continuity of care, provider communication ability, and clinical skills were 

positively correlated with patient satisfaction and loyalty. A cross-sectional study found that 

satisfaction positively predicted patient trust in physicians through direct or indirect means 

(Kovacs, Lagarde & Cairns, 2019). Du et al., (2020) show that service satisfaction was positively 

associated with building doctor–patient trust. In retail, customer satisfaction has a positive 

impact on customer trust, maintains a long-term relationship between buyers and sellers, and is 

a measure of consumers' perceived emotions after purchasing products or using services (Liu et 

al., 2021). Trust eliminates the psychological risks of customers and subsequently leads to 
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customer loyalty. After trust is established, there is no need to build a high-cost control 

mechanism, and it also increases the benefits of long-term relationships (Liu et al., 2020).  

A survey of physical and virtual shopping groups found that accumulating pleasure from 

a consumer experience makes it easier for consumers to trust sellers, and that customer 

satisfaction influences trust and increases loyalty (Hung et al., 2019). Although trust does not 

have a significant mediating effect between word-of-mouth and patient revisit willingness, trust 

still has a direct relationship with word-of-mouth (Isa, Lim, & Chin 2019). Behavioural loyalty 

research generally measures the number and frequency of repeat purchases by users, while 

attitudinal loyalty primarily measures brand preference and the willingness to recommend. 

Behaviour recognition theory and goal theory believe that perceived value is a high-level goal 

and loyalty is a low-level goal. Low-level goals are often controlled by high-level ones, that is, 

when the perceived benefit is higher than the perceived cost, it can increase user loyalty 

(Zhemin, 2021).  

Patient satisfaction has a positive impact on patient loyalty to the medical industry (Islam 

et al., 2021). Satisfaction can be improved through variables such as reliability, empathy, and 

responsiveness and patient loyalty will be strongly influenced by satisfaction (Ratnawati, Mislan 

& Kholis, 2021). A friendly medical environment, good communication, privacy, and security 

can be good predictors of patient satisfaction and loyalty. Patient satisfaction helps create patient 

loyalty and has a direct relationship with patient loyalty (Ali et al., 2023). Improving patient 

loyalty has potential clinical value for improving service continuity, effectively reducing patient 

conversion behaviour, and helping to improve patient engagement and impact patient health 

outcomes. For healthcare facilities, increasing patient loyalty can help create a good hospital 
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image and achieve word-of-mouth communication effects (Liu et al., 2021). In the ambulatory 

context, an important part of increasing patient satisfaction is the professionalism and 

availability of staff to become more involved in medical care. Patient dissatisfaction with 

ambulatory facilities is largely due to health care providers not spending enough time with them 

and not properly explaining health information (Asnawi et al., 2019).  

2.1.3 The Role of Quality Care in Patients' Satisfaction 

The concept of quality care revolves around trying to meet the needs of patients. The 

relationship between quality care and patient satisfaction is reciprocal because quality care 

increases patient satisfaction. However, other variables may strengthen or weaken the effect of 

quality care on patient satisfaction: age and gender. The satisfaction level increases with younger 

patients. Therefore, young patients are not easily satisfied with specific services. Elderly patients 

are more involved in interacting with doctors, yet they are rarely involved in the decision-

making process during health care (Wang et al., 2019). Quality of care has a positive direct 

effect on patient satisfaction (Ampaw et al., 2020). Health care delivery is facing increasing 

pressure to move from a provider-centred to a more consumer- and patient-centred approach 

(Vogus et al., 2020). The shift from a traditional medical model to one where the patient has a 

voice in their care has been embraced by many constituents, including physicians. In fact, the 

American College of Physicians advocated "putting patients in their rightful place at the center 

of care while recognizing the importance of the care team–patient partnership in improving 

health care and reducing harm" (Nickel et al. 2018, p. 798).  

Health care failures (including failure to inform patients of medical errors) are often 

associated with life-and-death situations, resulting in higher mortality, poorer treatment 

outcomes, and decreased patient trust and satisfaction, all of which increase the potential for 
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malpractice lawsuits (Um & Lau, 2018). The patient experience is positively enhanced when 

care includes both clinical and emotional aspects (Han et al., 2019), that is, a shared 

understanding between the clinician and patient regarding the experience of chronic illness and 

feelings such as helplessness and suffering (Buckley, McCormack & Ryan, 2018). In addition, 

there are other practices to facilitate emotional support such as active listening, empathic 

communication, the application of relevant therapeutic resources (Babaei & Taleghani, 2019) 

and a trusting relationship (Bradshaw et al., 2022).  

Healthcare organisations must provide employees with appropriate structures and 

processes to provide them with emotional support (Heath, Sommerfield & von Ungern‐

Sternberg 2020). Achieving this outcome requires integrating patient-centred workplace culture 

and leadership (Vogus et al., 2020), the efficient use of resources (Bradshaw et al., 2022), 

provision of staff education (Prip et al., 2019), and knowledge of services and the use of the 

correct model of care (Bradshaw et al., 2022). While the requirement for effective emotional 

support is well established (Abraham, Stewart & Solimeo, 2021), incorporating emotional 

support into treatment processes is an ongoing challenge for many services. Healthcare 

organisations should implement suggestions to incorporate emotional support, as this strategy 

would improve the patient experience, increase service efficiency, improve healthcare 

professionals' work culture, and prevent physician burnout (Santana et al., 2018). 

2.1.4 The Role of Doctors in Patients' Satisfaction 

Physicians' propensity to provide emotional support to patients is influenced by their 

experience of compassion in the organisation (McClelland et al., 2018) and the availability of 

clinical supervision, which may vary across service settings and professional groups. Another 
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organisational limiting factor was a focus on the task of treating patients rather than the quality 

of the therapeutic relationship with patients and the provision of emotional support that is part 

of treatment delivery (Combes et al., 2019). Yet, many physicians value emotional care as a 

professional virtue (Sinclair et al., 2018) that contributes to their psychological vitality and well-

being (McClelland et al., 2018). Some experienced clinicians provide emotional support, while 

others feel that it is not their role to provide such care or lack the appropriate training to do so 

(Silverthorne et al., 2021). Members of the allied health team, such as physical therapists or 

social workers, are known to be accepting and able to provide emotional support to patients with 

chronic illness (Holopainen et al., 2022). Overall, clinicians report varying opinions and 

experiences about how emotional support should be provided in clinical settings (Lafleur et al., 

2018), including chronic and complex care (Hammond, Stenner & Palmer, 2022).  

The healthcare value chain consists of organisations such as manufacturers, purchasers, 

providers, payers, and financial intermediaries. An effective healthcare value chain has the 

advantage of generating both organisational profit and societal benefits. In the healthcare value 

chain, patients are the main beneficiaries and buyers of services, and therefore should be at the 

centre of all value-added activities (Miao et al., 2019).  

2.1.5 The Role of Medical Services in Patients' Satisfaction 

The original purpose of the medical services industry is to meet the medical needs of 

society and to solve the problems of disease. Currently, healthcare providers have adopted a 

patient-centred business strategy, and it has become a challenge and an important evaluation 

indicator for healthcare providers to improve their services and quality to meet patients' needs 

and increase their trust in hospitals (Fliess & Volkers 2020). Due to customer demand for the 

quality of hospital services and the overall limit of the national health insurance budget, public 
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hospitals must undergo the following changes in order to be sustainable: (i) improve service 

quality (Jin et al., 2021), (ii) pay attention to patient satisfaction after encountering the medical 

service (Hsu 2018), and (iii) improve patient and family satisfaction and loyalty to medical care 

(Rejikumar, Sreedharan & Saha, 2021). Among them, the medical service encounter is the 

interaction between front line health professionals and patients, and is also the most important 

part of the quality of patient services. In strengthening the competitiveness of hospitals, doctors 

and nursing staff are the front line medical personnel who face and have direct contact with 

patients. The medical service encounter is therefore a key factor in maintaining and 

strengthening the doctor–patient relationship, creating patient loyalty, and thus a key factor in 

the survival of today's hospitals. Medical service encounters occur when patients require highly 

professional medical services. In particular, elderly patients or patients with chronic diseases 

require long-term medical services, including dialysis and the prevention of Alzheimer's disease, 

diabetes, and hypertension (Jin et al., 2021). These medical services, which include several 

encounters (doctor, caregiver, service staff, hospital premises, and equipment services) are used 

regularly by patients (Owusu et al., 2019).  

The medical service encounter could stimulate a positive patient experience with 

medical services and facilitate greater interaction and two-way communication between patients 

and medical staff. A review of the literature on the quality of healthcare services primarily 

focused on (i) the quality of healthcare services and patient loyalty (Rostami et al., 2019), (ii) 

the quality of health services and patient satisfaction (Behdioglu, Acar, & Burhan, 2019), (iii) 

patient satisfaction and loyalty (Alhatti, 2020), (iv) the doctor–patient relationship and patient 

loyalty (Fatonah, 2019), and (v) patient–patient relationship quality and patient loyalty (Ali et 

al., 2023). The service encounter is the most direct indicator for patients and families to evaluate 
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the quality of health services, and is an important interface for patients to experience the 

professionalism of health services. Shie et al., (2022) proposed the theory of transformational 

behaviour and applied it to the service industry, in which the service encounter mainly involves 

human contact as an interface. They explored different personal experiences of customers in 

interpersonal, technological, and professional service encounters. If a consumer encounters an 

unpleasant experience during an interaction with a service provider, "switching behaviour" 

occurs (Fliess & Volkers 2020). 

2.1.6 Development of Patients' Trust and Loyalty 

 Consumers proactively search for suitable and trustworthy service providers. The 

service encounter can therefore be an important interface for enhancing customer trust. Shie et 

al., (2022) stated that medical services are human-centric, high contact, highly customisable, 

highly professional, and on-site services that must be patient-driven to increase patient 

satisfaction, trust, and loyalty. Gonzalez (2019) noted that patient–physician interactions include 

all healthcare encounters as well as encounters with equipment related to medical personnel. 

Patient trust stems from the genuine feelings that patients have about the honesty, integrity, and 

reliability of doctors and caregivers after they have encountered healthcare services, and patients 

tend to have higher trust and loyalty when they are more satisfied with healthcare services. 

Sbaffi et al., (2020) pointed out that trust refers to the patient's belief that their health needs can 

be adequately met by the health care provider, the intention to build trust and goodwill, and the 

willingness to establish a long-term relationship.  

The level of customer trust shows a linear relationship with customer loyalty, with the 

psychological state of trust and dependence arising when the customer's actual perception of 
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service exceeds expectations. Fatonah mentioned that in medical services, patients generate the 

perception of quality/price > satisfaction > trust > loyalty, and especially when patients are 

regularly exposed to medical services, their "trust" has the strongest impact on loyalty (Fatonah, 

2019). Druica et al., (2021) interviewed patients regarding encounters with health services, and 

nine services most important to patient trust were compiled and further elaborated into markers. 

The study also pointed out that patient trust changes due to the professionalism of doctors and 

carers during encounters with health services. At the same time, the quality of services provided 

by doctors and caregivers can cause changes in patient trust. The markers in this study were 

further modified according to the characteristics of medical services. In summary, patients have 

higher loyalty when they have higher confidence in hospital services after being exposed to 

medical services; conversely, patients have lower loyalty when they have lower confidence in 

hospital services.  

In terms of Patient loyalty, Yang and Yuan (2020) argue that customer loyalty will 

influence customer purchasing behaviour and that customer satisfaction is only an expression 

of attitude and may not change purchasing behaviour. Companies are aware of the fact that 

customer acquisition, customer retention, and profit growth are areas that companies need to 

work on, so building customer loyalty is an important issue to maintain a competitive edge in 

the market. Customer loyalty is one of the best intangible assets an organisation can have, both 

at the attitudinal and behavioural levels, and is a huge potential differentiator that can be a source 

of increased competitive advantage (Woratschek, Horbel & Popp, 2020). However, for a 

company to have a highly competitive advantage, it is important to carefully analyse and 

effectively communicate with each customer to fulfill the commitment to them, which is very 
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important in the ever-changing market and helps to increase the level of customer satisfaction 

and loyalty (Dinh et al., 2022).  

Huang et al., (2019) noted that the evaluation of patient loyalty can be divided into two 

aspects: attitudinal loyalty and behavioural loyalty. Regarding attitudinal loyalty, the main 

measures are (1) primary willingness to visit: the patients' tendency to prefer a particular hospital 

when they need medical care; (2) willingness to revisit: the patients' willingness to revisit the 

hospital; and (3) behaviour derived from loyalty: the willingness to recommend the hospital to 

others. Regarding behavioural loyalty, the main indicators are the frequency of patient visits to 

a given hospital and the total number of visits (Shie et al., 2022). 

2.2 Health Industry in Dubai 

The healthcare industry in Dubai, UAE, has experienced remarkable growth and 

transformation in recent decades. This literature review aims to provide an overview of the key 

studies related to various aspects of the health industry in Dubai, including its infrastructure, 

policies, challenges, and future trends. The review encompasses both local and international 

perspectives to offer a comprehensive understanding of Dubai's healthcare landscape. Dubai has 

witnessed significant investments in healthcare infrastructure, leading to the establishment of 

world-class medical facilities, hospitals, and clinics. These developments have positioned Dubai 

as a prominent hub for medical tourism and healthcare services in the Middle East (DHA, 2020). 

Dubai's healthcare sector is regulated by the DHA, which has implemented a range of policies 

and initiatives to ensure the quality and accessibility of healthcare services. These policies 

encompass areas such as healthcare licensing, insurance regulations, and quality standards 

(DHA, 2020). Despite its growth, the healthcare industry in Dubai faces various challenges, 
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including the need for an adequately skilled healthcare workforce, increased demand for 

services, and addressing healthcare disparities among different population segments (Alshamsi, 

Thomson & Santos, 2020).  

Dubai has positioned itself as a global destination for medical tourism, attracting patients 

from around the world seeking high-quality medical care and cosmetic procedures. This has 

significant economic implications for the healthcare industry in Dubai (Ahmed et al., 2020). 

Dubai has embraced technological advancements in healthcare, including the implementation 

of electronic health records (EHRs), telemedicine, and health information exchange systems. 

These technologies have enhanced healthcare delivery and accessibility (Harbi, 2021). Several 

emerging trends are shaping the future of healthcare in Dubai, including the adoption of artificial 

intelligence (AI) in diagnostics, preventive medicine, and health data analytics. Additionally, 

there is a growing focus on preventive healthcare and wellness programmes (DFF, 2019). The 

health industry in Dubai is characterised by substantial investments in infrastructure, robust 

regulatory policies, and a focus on technological advancements. While facing challenges, 

including workforce demands and healthcare disparities, Dubai's healthcare sector is poised for 

further growth and innovation, positioning the city as a regional and global healthcare leader. 

Continued research and strategic planning are essential to addressing current challenges and 

capitalising on emerging opportunities in Dubai's dynamic healthcare landscape. 

Government hospitals play a pivotal role in providing healthcare services to the residents 

and visitors of Dubai, a rapidly growing and diverse metropolis in the UAE. Over the years, 

these hospitals have undergone significant transformations in response to the city's burgeoning 

population and evolving healthcare needs. This literature review aims to provide an overview 
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of the state of government hospitals in Dubai, focusing on their organisation, services, 

challenges, and recent innovations. Dubai's government healthcare system is primarily managed 

by the DHA, which oversees the operation and regulation of public healthcare facilities in the 

emirate (DHA, 2020). The DHA has implemented various strategies to enhance the quality of 

healthcare services, including the establishment of world-class medical facilities and the 

recruitment of skilled healthcare professionals (DHA, 2019). Government hospitals in Dubai 

offer a wide range of healthcare services, including primary care, emergency services, 

specialised medical treatments, and surgeries (DHA, 2020).  

Some of the leading government hospitals in Dubai, such as Rashid Hospital and Dubai 

Hospital, are renowned for their specialties in areas such as cardiology, orthopaedics, and 

oncology (DHA, 2020). Government hospitals in Dubai are known for their specialised services. 

Dubai Hospital, for instance, is renowned for its advanced cardiac care, while Rashid Hospital 

is a leader in trauma and emergency services (DHA, 2020). Additionally, Latifa Women and 

Children Hospital specialises in maternity and paediatric care, reflecting the commitment to 

comprehensive healthcare coverage (DHA, 2020). While government hospitals in Dubai have 

made significant progress in improving healthcare services, they face several challenges, and 

notably the increasing demand for healthcare services due to Dubai's growing population (Al-

Maskari, 2023). This surge in demand necessitates the continuous expansion and upgrading of 

healthcare facilities to meet the rising patient needs. Another challenge is the recruitment and 

retention of skilled healthcare professionals. Dubai's multicultural environment requires 

hospitals to attract talent from around the world, and issues related to workforce diversity and 

cultural competence needs to be addressed (Alkaabi, 2018).  
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In recent years, government hospitals in Dubai have embraced digital health 

technologies to enhance patient care. The adoption of electronic health records (EHRs) has 

streamlined medical documentation and improved communication among healthcare providers 

(Abdel-Aziz et al., 2019). Telemedicine services have also been introduced to provide remote 

consultations and reduce the burden on hospital facilities (Al-Shorbaji et al., 2020). 

The DHA serves as the regulatory body overseeing healthcare delivery in Dubai, 

emphasising a patient-centred approach and continuous improvement (DHA, 2020). The 

government has made substantial investments in infrastructure and medical technology to ensure 

the provision of world-class healthcare services (Al-Maskari, 2023). Dubai's rapid population 

growth, driven by economic development and immigration, has resulted in an increased demand 

for healthcare services. This population influx has placed substantial pressure on government 

hospitals (Al-Maskari, 2023). Recruiting and retaining skilled healthcare professionals, 

including doctors, nurses, and allied healthcare staff, remains a challenge due to the global 

competition for talent (Alkaabi, 2018). Balancing the cost of providing high-quality healthcare 

services with affordability for residents and expatriates is a continual concern (DHA, 2019). The 

COVID-19 pandemic accelerated the adoption of telemedicine, allowing patients to access 

healthcare remotely. Government hospitals have embraced telemedicine to ensure the continuity 

of care (Al-Shorbaji et al., 2020). Dubai has made significant investments in health information 

exchange platforms, allowing for the seamless sharing of patient data among healthcare 

providers. This has improved care coordination and patient outcomes (Abdel-Aziz, Iqbal & 

ALhouqani, 2019). 
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2.3 Customer Attrition  

Since ancient times, the customer has been a very important stakeholder in running any 

business regardless of its size (Asma et al., 2021). Business development has increased the 

importance of customers and changed the customer's position from an indirect to a direct 

stakeholder (Ali et al., 2021). Customers are now occupying a very important position in any 

business, so now there is a need for businesses to keep their customers happy. A large number 

of satisfied and growing customers leads to higher revenues, which result in higher profits and 

business growth. For decades, researchers have conducted several types of research to find 

increasingly effective ways for businesses to satisfy their customers (Le et al., 2020).  

The term “Brand Image” is a notable research topic for behavioural science researchers. 

It refers to the perception of specific products or services in the minds of customers (Chang, 

2020). Service quality refers to the difference between a company's performance in providing a 

particular service and the expectations of customers who receive the service. If the actual level 

of service is below the customer's expectation, it is considered low service quality. If the actual 

level of service is the same as the service expected by the customer, it is referred to as good 

service quality. In some cases, if the actual service level is above customer expectations, it is 

considered excellent service quality (Abbas, 2020). Customers play a vital role in generating 

business profits; they are the main focus and ambassadors of the business (Tien et al., 2021). 

Due to these important roles that customers play, it is always necessary for the business to ensure 

their satisfaction with the brands produced by the company.  

Customer satisfaction is very important for an organisation because it directly affects the 

financial position of the company and also has a highly positive impact on the perception of the 
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organisation by the general public. This is why every business must ensure the level of customer 

satisfaction by providing them with good services, the best products, and excellent solutions 

after purchasing a product or service (Aminuddin et al., 2020). Customer acquisition and 

retention are the most sophisticated processes in any business. Companies employ different 

strategies to acquire and retain customers. An integrated approach with organisational goals will 

help minimise costs and time in acquiring and retaining customers. In today's competitive 

marketing world, doors are opening for those companies that satisfy the customer with both the 

quality and value of their products. Companies can only succeed with healthy customer 

acquisition and retention practices. 

Customer retention is not just about retaining customers, but also concerns the ability of 

an organisation to retain customers over a period of time. A higher retention rate is needed 

because it means customers tend to return repeatedly. Retaining customers will be a much more 

cost-effective strategy than acquiring new customers (Singhal, 2021). If we observe past 

researchers, they mostly considered satisfaction as a one-dimensional construct assessed by 

measuring the overall customer satisfaction. As a result, a summary judgment of this satisfaction 

was taken from the customer, but as it passed, the researcher discovered its other dimensions in 

order to measure it more accurately and precisely (El-Adly, 2019). Customer satisfaction is 

defined as the customer's judgment of a product, service, or brand after consuming any goods 

or services provided by that business or brand (Otto, Szymanski & Varadarajan, 2020). It is also 

defined as customer satisfaction namely how many levels of services and goods are able to meet 

the customer's expectations. There are different ways to measure customer satisfaction: one way 

is to measure the customer expectations of the benefits they have experienced in the past by 

purchasing their product or the services of that brand, and the other is to measure customer 
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satisfaction. It is the life cycle of the brand–customer relationship, and how long it is (Li et al., 

2021).  

Customer satisfaction is the cognitive state of buyers about a brand, and whether it is 

satisfactory or unsatisfactory after purchasing a product or service of any brand. Two definitions 

of customer satisfaction will be extracted from the above concept. The first definition is a 

conceptual definition describing that customer satisfaction is the result of purchasing goods or 

services from a certain brand, in which the customer compares the cost of that product or good 

with the benefit of that product or good. The second definition is the operational definition of 

customer satisfaction, which means the attitude of the customer, from which we can judge their 

overall satisfaction, with this attitude built on various attributes of a given service or product 

(Ratnasari et al., 2020). If we see the success of any organisation, we find that customer 

satisfaction plays a key role, especially in the service industry. Customer satisfaction has been 

widely discussed and studied by researchers in recent years due to its growing importance for 

business organisations (Bi et al., 2020). Customer satisfaction is the extent to which a customer 

believes that a brand's product and services meet their expectations. If a customer has 

satisfaction in a business, it increases the market share of that business. Organisations try their 

best to make the necessary adjustments to their products and services so that they better respond 

to the expectations and needs of the customers the company wants to serve (Al-Omari, Alomari, 

Aljawarneh, 2020).  

Customer satisfaction is the aggregated response of consumers as a result of using a 

particular brand's product or service. Customer satisfaction is the set of happy or disappointed 

feelings that arise from the comparison of the expected and actual performance of a brand's 
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product or service. According to many researchers, customer satisfaction is the response of the 

customers' evaluation of the perceived and actual performance of a product or service after using 

it. From the above definitions, it can be concluded that customer satisfaction is the customer's 

response to the perceived and actual performance of a product or service after using them 

(Anwar, Min & Dastageer, 2019; Cuong & Khoi, 2019; Ramadhan, 2020). Especially in the 

service sector, customer satisfaction is considered a very important element that is responsible 

for the sustainable and profitable growth of businesses in this era of business competition. 

Customer satisfaction is the resulting feelings of buyers after experiencing a brand product or 

service, whether it meets their expectations or not; if it meets or exceeds their expectations, then 

they will be satisfied and try to prefer that brand as compared to other brands (Top & Ali, 2021). 

If his experience is not as expected, he will become dissatisfied and will prefer not to use the 

brand and will also try to advise others not to use it. Thus, to achieve customer satisfaction, 

businesses must consider several factors that include product or service quality, customer 

emotions, pricing, brand image, and product or service cost (Ferdani, 2020). 

A customer who discontinues a product or service for a certain period is called an 

attritioner. In society, an individual who has chosen a service from a firm is referred to as 

attrition (Senthilnayaki, Swetha, & Nivedha, 2021). The customer either voluntarily leaves the 

services for reasons such as dissatisfaction with the company's current plans and services, 

changes jobs and moves to another area where they do not have access to the services, leaves 

the country, finds a job that requires them to use a particular service provider, or the service 

provider involuntarily terminates their services for some reasons such as the non-payment of 

bills or using the services for illegal purposes (Jain, Khunteta, & Srivastava, 2020). Attrition is 

the movement of clients from one service provider to another over a period of time for various 
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reasons, which reduces the revenue of the former service provider (Al-Mashraie, Chung, & Jeon, 

2020).  

Due to the growing competition in the industry, clients use the available options to switch 

to better and cheaper services. Customers are the main source of revenue for any organisation 

(Jain, Khunteta, & Srivastava, 2021). Accurately predicting customer attrition can help 

companies retain a large customer base and thus keep their revenue at a higher level. One of the 

reasons companies use customer relationship management is to retain customers. The massive 

amounts of data stored in customer relationship management systems have now been adapted 

to predict customer attrition and reveal the factors that drive customers to attrition (Bhenamesh, 

& Panahi, 2022). Acquiring a new client is costly considering the cost of advertising, promotion, 

human resources, and time spent (Jain, Khunteta, & Srivastava, 2020). Customer retention 

becomes a major consideration for service providers because it is easier and more economical 

(Pustokhina, Pustokhin, & Aswathy, 2021). 

Customers are considered important entities for any company in an industry full of 

vibrant and challenging businesses. In a competitive industry where customers have multiple 

service providers to choose from, they may switch services or even suppliers quickly (Lalwani 

et al., 2022). This switching (defection of customers) may be due to dissatisfaction, rising costs, 

poor quality, lack of features, or privacy issues (Abdulsalam et al., 2022). Several companies in 

various sectors, including banking, airlines, and telecommunications, are directly affected by 

customer attrition (Arifin 2020; Domingos, Daramola & Ojeme, 2021; Kim, & Park, 2022). 

Considering the value of loyalty in profitability, business firms strongly emphasise the 

improvement of loyalty and therefore have invested a lot of resources in human resource 
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management (Yang, Chiang & Lin, 2018). Herhausen et al., (2019) noted that to successfully 

manage these complex customer journeys, retailers need to understand the background of 

customer loyalty across the various online and offline channels that consumers use to interact 

with the company.  

Previous studies have confirmed that building a good relationship between customers 

and sellers requires strong trust and commitment to maintain the continuity of the relationship 

(Wei et al., 2019). Individual behaviour is related to psychology, so behaviour gives an 

unforgettable meaning and experience. This implies commitment (Cui et al., 2020). Strong 

customer commitment affects good relationships and vendor benefits (Akrout & Nagy, 2018). 

Another study confirmed that the commitment variable is more related to the customer's 

sustainable intention than the trust variable (Hongsuchon et al., 2022). Trust is part of an 

individual's or group's belief in certain attributes, such as integrity, reliability, and skills (Akrout 

& Nagy, 2018). Studies on online activities have shown that trust becomes a factor that drives 

customer satisfaction (Punyatoya, 2018).  

Strong trust in customers stimulates them to be loyal to the product or service so that 

they will continue to use the product or service or purchase the product. Commitment can be 

defined as a customer's perception that relates to their needs; however, it has long-term 

implications for supplier relationships. Customer commitment can be defined as a way of 

viewing or evaluating a product or service in order to build a strong relationship between them 

(Hongsuchon et al., 2022). In addition, previous studies have confirmed that there are eight 

factors that become customer standards to strengthen their belief in building commitment and 

trust in a product or service. In other words, customer satisfaction can enhance customer trust 

and commitment (Cui et al., 2020). This study refers to Cui et al., (2020), who confirmed that 
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customer trust and loyalty are two mediating variables that can be used to determine a customer's 

sustainable purchase. Previous studies have confirmed that the variable customer purchase value 

has a positive value, significantly affects customer satisfaction and trust, and indirectly affects 

customers' sustainable purchases (Albayrak et al., 2020). Another study confirmed that the value 

of a product or service depends on the customer's perception, which is known as monetary value 

(Hongsuchon et al., 2022).  

Monetary value can be defined as customer benefit, which is a cost evaluation, and 

product reputation is an integral part of customer evaluation (Chang et al., 2020). In another 

study, product reputation is perceived as the result of positive value or positive customer reviews 

so that the customer can make a sustainable purchase decision (Chang et al., 2020). The 

customer's purchase value determines the customer's sustainable intention (Hongsuchon et al., 

2022). Based on previous studies, customer purchase value has different dimensions (Sullivan 

& Kim, 2018). This study constructs three core variables to support the customer purchase value 

(reflective constructs): monetary value, cost evaluation, and product/vendor reputation. An 

empirical approach was used to obtain results that relate to existing facts (Chang et al., 2020). 

One study showed that reputation is part of a product's long-term marketing strategy and 

reputation can influence the customer behaviour in determining sustainable purchases 

(Sengupta, Balaji & Krishnan, 2015). In addition, another study reported that a good reputation 

can influence the customers' commitment to use a service (Lai, 2019).  

Meanwhile, positive information about a product or service received by a customer can 

build a good reputation, and vice versa (Hongsuchon et al., 2022). Previous researchers describe 

reputation as the perception of a customer's experience after using a product or service. 

Perception refers to the cost value or benefit, product or service image, and lifestyle. Customers 
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consider not only the benefits of choosing or using a certain product or service, but also their 

desire and lifestyle. A customer's social status can be used to define a customer's reputation. The 

utilization of a product or service by customers stems from their trust, satisfaction, and firm 

commitment to it. 

Recognising what customers expect from a service can help businesses allocate 

resources and make adjustments based on the customer needs. As a result, a thorough 

understanding of what a client considers a better service has become a critical concern and 

requirement for any business or corporate process (Chien & Chi, 2019). According to a related 

study, improving service quality has become one of the most important management strategies 

for increasing customer commitment and engagement (Su & Teng, 2018). It is one of the most 

important variables affecting company performance (Ismail, Bakri & Bakri, 2021). The effect 

of service quality on customer commitment has not been previously investigated; rather, it has 

been tested together with customer commitment in many cases to evaluate customer loyalty 

(Yingfei, Mengze, & Hyung, 2022). This presents a huge gap in that both are distinct aspects of 

organisational management and should be tested in a way to evaluate the role of service quality 

towards customer commitment. It has been observed that service quality has historically been 

associated with customer satisfaction, loyalty, and perceived value (Ozkan et al., 2020).  

According to Yingfei, Mengze, and Hyung (2022), the main goal of business 

management teams is to determine whether the services provided to customers have any relation 

to customer requirements or not. This kind of service could provide a competitive advantage to 

service providers in the market due to the loyalty factor. Customer commitment could be used 

as an evaluation approach through which customer responses could be evaluated as an aggregate 
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approach for services and products (Roy, Gruner & Guo, 2022). In the consumer market, 

offering high-quality services that result in satisfied consumers is the key to long-term 

competitive advantage. The quality of service provided throughout the supply chain can help 

develop loyal customers, leading to company success. Service quality is associated with 

corporate success, budget savings, customer satisfaction, consumer loyalty, and profits (Nguyen 

et al., 2018). Service quality is an evaluative phenomenon of two-way exchanges involving 

service users and service providers at the dyadic level (Prakash, 2019). Therefore, it is assumed 

that the provision of quality services to customers could influence their level of commitment. 

Moreover, with the influence of service quality, the thing that can enhance customer 

commitment is the corporate image, as suggested by Chien and Chi (2019).  

Previously, the corporate image was investigated as a mediator between service quality 

and customer satisfaction (Chien & Chi, 2019), suggesting its continued use as a mediator, and 

leaving a gap in marketing research for service quality delivery. This kind of mediating role of 

the corporate image helps to provide the best services to customers. If companies have a good 

corporate image, it helps customers make decisions about buying their products. The use of the 

corporate image as an intermediary therefore helps to shape relationships with customers of the 

service. In a professional study, company reputation or image, customer satisfaction, and firm 

performance are very important (Chien & Chi 2019). Scholars have defined image as a general 

characteristic that refers to a firm considered excellent or poor (Yingfei, Mengze, & Hyung 

2022). More specifically, the corporate image refers to how the public perceives a company 

(Yingfei, Mengze & Hyung, 2022). Kim et al., (2020) argue that image or reputation is important 

because it shows how a business compares to its competitors in terms of how stakeholders 

perceive the company's willingness to operate in a given way. The corporate image has been 
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associated with many variables studied in the past, such as loyalty, service quality, customer 

satisfaction, and so on. It has mainly been studied as a mediator between service quality and 

customer satisfaction (Chien & Chi, 2019). It was also observed that the corporate image along 

with the corporate reputation was more concerned with organisations associated with the service 

sector (Ozkan et al., 2020).  

Building a stronger corporate image with such a solid organisational reputation is 

particularly crucial for service firms in this regard. It is believed to help significantly in creating 

client commitment (Yasin, 2021). Therefore, it is useful to use the corporate image as a mediator 

between service quality and customer commitment. Customer loyalty is usually enhanced by 

positive views of how a business is operating, and financial services organisations are familiar 

with building/maintaining a positive corporate image, since maintaining a solid corporate 

reputation will provide a long-term competitive advantage. As a result, a good company image 

and reputation are valuable assets for a service business because clients have many options 

(Ozkan et al., 2020). 

Expectations are the collection of beliefs a consumer has about a service or product, and 

disconfirmation is the contrast between the pre-consumption perception and post-consumption 

reality. This difference can have both beneficial and detrimental consequences. The positive 

variance obtained from the analysis shows that the customer experience after consuming the 

products is better than the expectations they had before consumption (Yingfei, Mengze & 

Hyung, 2022). Similarly, the negative variance obtained by the analysis shows that the 

experience after consuming the products is not as good as the expectations before consumption 

(Yi et al., 2021). Negative rejection is dissatisfaction with a particular product or service; 
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positive confirmation is satisfaction with the products and services provided by brands (Yi et 

al., 2021).  

Customer satisfaction leads to customer commitment to the product and brand (Sigit 

Parawansa, 2018). Therefore, this theory has a significant contribution to customer commitment. 

Consumer behaviour and marketing, human capital, recreational behaviour, medicine, 

sociology, service quality, brand management, and administration are just some of the areas 

where the theory is applied (Uzir et al., 2021). The comparison shows whether the clients are 

satisfied or dissatisfied with the service; then, it leads to their loyalty to the service brands. This 

commitment is determined by the level of service offered by the organisation in delivering 

purchased products to customers, as well as how they view the company's service and image 

(Uzir et al., 2021). This research seeks to explore the possible relationships between service 

quality, customer experience, corporate image, and customer loyalty. Since the 1970s, 

relationship marketing has been offered as a theory. It is a process of establishing, developing, 

and managing long-term, mutually beneficial connections between two entities. According to 

this theory, relationship marketing allows a company to gain a deeper understanding of 

individual customer needs, thereby increasing its ability to fulfill customer wishes with greater 

success (Saglam & El Montaser, 2021). 

Relationship management is no longer about getting a bigger share of the customer's 

money, but rather getting a larger share of the customer's mind, thoughts, and personal wealth. 

Customer loyalty is a goal of relationship marketing that can lead to repeat purchases by loyal 

customers (Roberts-Lombard, 2020). Long-term interactions between partners can be handled 

professionally with a committed approach based on the principles of relationship marketing. It 
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will also result in a better understanding of their different needs and desires, reducing the 

chances of a failed relationship. Consequently, relationship marketing seeks to acquire satisfied 

customers who are willing to commit to a long-term association with the firm (Van Tonder & 

Petzer, 2018). 

According to SERVQUAL, service quality has a positive and important effect on 

customer satisfaction and commitment in a number of circumstances, such as domestic services, 

hospitality business owners in South-East Asia, life insurance companies in Malaysia, the 

healthcare sector in India, restaurants in Korea, and food retail in Chile, as well as the financial 

sector worldwide (Uzir et al., 2021). The SQ model, which has been used in various service 

organisations to investigate the influence of client satisfaction and other aspects of service 

quality, focuses on different dimensions of service quality. Numerous prominent characteristics 

of service businesses have also been shown to be the most promising aspects of consumer 

commitment (Yi & Nataraajan, 2018). Many of the past studies have also focused on evaluating 

the impact of service quality on customer satisfaction leading to customer loyalty in the context 

of digital shopping logistics and delivery (Buldeo Rai et al., 2019). Of the two elements of 

corporate image, the first aspect is in terms of function and the second is in terms of emotions. 

The properties of an element are observable and can be measured. While the emotional principle 

has intangible characteristics associated with psychological characteristics such as the feelings, 

attitude, and perception of society, the psychological element has special characteristics that are 

associated with psychological characteristics such as feelings, thoughts and service image 

(Yingfei, Mengze, & Hyung, 2022). 
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The management literature has proposed some well known and similar models of brand 

or corporate images that identify factors that positively influence a corporate image (Yingfei, 

Mengze, & Hyung, 2022). Some of the researchers also looked into the relationships between 

service quality and customer commitment, and found significant relationships (Yingfei, 

Mengze, & Hyung, 2022). This study found a relationship between service quality and various 

parameters of customer-related attributes, which ultimately influenced customer service 

commitment. Similarly, several researchers found a link between service quality and corporate 

image, and in this scenario, service quality showed a significant association with corporate 

image (Ozkan et al., 2020). Customer experience refers to any exchange of services and 

products, and therefore encompasses the entire shopping experience of a consumer. This 

includes the customer's intellectual, emotional, behavioural, and interpersonal responses to 

brand-related activities. Numerous interpretations of customer experience can be found in the 

literature, showing a contradiction in how to define it (De Keyser et al., 2020).  

Customer experience is a multifaceted concept that focuses on a customer's cognitive, 

emotional, behavioural, perceptual, and interpersonal responses to a company's products 

throughout the purchasing process (Yingfei, Mengze, & Hyung, 2022). The following disuccion 

is based on the definitions of evaluated customer experiences. Most scholars consider customer 

experience to be a highly subjective, personal notion that varies depending on the interactions 

that make up the entire customer buying process. Unlike engagement, which represents a 

consumer's interest in contacting a given brand, customer experience encompasses the 

customer's entire shopping experience (Hollebeek & Rather, 2019).  



62 
 

Customer experience is also commonly considered a multidimensional phenomenon that 

indicates a consumer's response to a specific product stimulus. It is usually understood as 

intellectual, emotional, behavioural, sensory, and social aspects; however, there is some 

controversy about its multiplicity. This appears to be a focused experiential theme that can vary 

from macro- to micro-level items. Although the customer experience can encompass the entire 

customer experience, sub-experiences can focus on certain touch points during the purchase 

process (Khan et al., 2020). The term “commitment” refers to the express or implied promise of 

business partners to maintain their association indefinitely. Consequently, commitment implies 

the consumer's willingness to make concessions to secure long-term interpersonal benefits, as 

well as the person's attachment to the brand. This kind of association with the brand makes it 

forgiving of brand concerns. The result is also less influence of the competitive nature of the 

brand (Khan et al., 2020). While the meaning of customer commitment is a matter of debate, 

Khan et al., (2020) find some similarities in most approaches. First, Commitment refers to a 

person's natural desire to remain in their exchange relationship (Khan et al., 2020). Second, 

client commitment is often considered a multifaceted concept. The authors focus on clients' 

analytical and emotional engagements that meet their emotional and cognitive needs 

accordingly. Normative commitment, on the other hand, focuses on concerns that customers 

believe they should address (Khan et al., 2020). 

Customer experience also helps improve customer relationships with the brand and 

increase brand loyalty. It is a key factor for customer relationship management (Paisri, 

Ruanguttamanun, & Sujchaphong, 2022). Previous studies show that customer relationships are 

often mediated. Many studies focus on the relationship between customer experience and 

satisfaction or trust (Paisri, Ruanguttamanun, & Sujchaphong, 2022). In addition, Janssen, 
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Schouten & Croes (2022) revealed that positive experiences with social media influencers lead 

to stronger trust and appear to be an important predictor of consumers' word-of-mouth and 

purchase intention. According to Pop et al., (2022), when tourists have a good experience, they 

will create trust and purchase intention, leading to the post-purchase process that will focus on 

satisfaction and the sharing of travellers' experiences. However, the role of commitment has not 

yet been studied, so it is not clear which one is dominant in the literal customer experience. In 

addition, Paisri, Ruanguttamanun, and Sujchaphong, (2022) call for further research on the 

relationship between customer experience and customer commitment to assess the potential 

influence of different dimensions of commitment on customer loyalty, positive word-of-mouth, 

and other desirable outcomes.  

Roy, Gruner & Guo, (2022) pointed out the importance of customer experience; if the 

customer experience positively affects customer engagement, it indicates customer engagement 

behaviour. Therefore, it is important to address this research gap by examining the relationship 

between customer experience and commitment. It also tests the mediating role of commitment 

because customer relationships can influence customer loyalty through word-of-mouth and 

revisit intention (Paisri, Ruanguttamanun, & Sujchaphong, 2022). Customers today expect 

brands to connect with them and do more for them than just sell them a product – indicating the 

shift from transactional to relationship marketing that has occurred in recent decades since the 

new millennium (Islam et al., 2019). Of particular interest in relationship marketing is the 

concept of customer engagement, which is widely regarded as a vital agenda that today's 

marketers must actively pursue if they want to build long-term interactions and relationships 

with customers, and solidify customer loyalty to their brands (Lim et al., 2022). Brands around 

the world have also realised the importance of investing in the digital space, which mostly 
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consists of various social media platforms (Sajid et al., 2022). Accordingly, their global 

spending in the digital space increased from $380.75 billion in 2020 to $491.70 billion in 2021, 

and is projected to grow to an estimated $785.08 billion in 2025 (Lim & Rasul, 2022). 

Customer engagement is essentially a multidimensional concept that places great 

emphasis on the cognitive, affective, and behavioural aspects of customer–brand relationships 

(Kumar, 2020). Many studies report that customer engagement often functions as a brand's 

desire to connect and establish a relationship with its customers (Lim & Rasul, 2022), and when 

present, customers have been reported to develop favourable attitudes towards the brand and 

create longer-term relationships (Prentice, Wang & Lin, 2018). In research, customer 

engagement is considered an emerging field of study (Lim et al., 2022).  

2.4 Patient Attrition 

Patient attrition, the phenomenon where individuals discontinue or prematurely terminate 

their engagement with healthcare services, is a significant challenge in healthcare systems 

worldwide. It can have detrimental effects on patient outcomes, healthcare resource utilisation, 

and the overall healthcare costs (Jin, 2019). This literature review explores the factors 

contributing to patient attrition, its consequences, and potential strategies to mitigate this issue. 

Several studies have highlighted the role of socio-economic factors in patient attrition. Low-

income individuals often face barriers such as lack of transportation, childcare, and time off 

work, which can impede their ability to access and continue healthcare services (Basu et al., 

2012). Limited health literacy has been linked to patient attrition. Patients with low health 

literacy may struggle to understand their conditions, treatment plans, and the importance of 

follow-up visits, leading to the discontinuation of care (Berkman et al., 2011). Communication 
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and trust between healthcare providers and patients are critical. Patients who do not feel heard 

or respected are more likely to discontinue treatment (Street et al., 2009). Patients with complex 

medical conditions often require multiple appointments and treatments, increasing the 

likelihood of attrition due to treatment burden (Leppin et al., 2014). Mental health issues, such 

as depression and anxiety, can contribute to patient attrition. These conditions may affect 

patients' motivation to seek care and adhere to treatment plans (DiMatteo, 2004).  

Patients who discontinue treatment are at risk of experiencing worsened health 

outcomes. This can result in increased morbidity, mortality, and healthcare costs (Aguirre-

Valadez et al., 2015). Patient attrition leads to the inefficient use of healthcare resources. Repeat 

visits, hospital admissions, and emergency care utilisation increase costs for both patients and 

healthcare systems (Tsai et al., 2014). Attrition disrupts the continuity of patient data, making it 

challenging for providers to make informed decisions. This can lead to sub-optimal care and 

potentially harmful medical errors (Hirasen et al., 2020). Clinical trials and research studies can 

be adversely affected by patient attrition, leading to biased results and reduced generalisability 

(Sedgwick, 2015). 

Implementing patient education programmes and improving health literacy can 

empower patients to take control of their health and better understand the importance of 

treatment adherence (Paasche-Orlow et al., 2005). Fostering effective communication between 

patients and healthcare providers through tools like shared decision-making and patient-centred 

care can improve patient satisfaction and reduce attrition (Buawangpong et al., 2020). Providing 

patient navigation services can help individuals overcome logistical barriers and ensure they 

receive the necessary care (Agha et al., 2020). Leveraging telemedicine can enhance access to 
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care, particularly for patients with limited mobility or transportation options (Solomon et al., 

2020). Coordinating care across healthcare providers and settings can reduce fragmentation and 

improve the patient experience (Bodenheimer & Sinsky, 2014). Motivational interviewing is a 

patient-centred approach that aims to enhance motivation and commitment to behaviour change. 

It has been shown to be effective in improving the adherence to treatment plans and reducing 

attrition (Rubak et al., 2005). Cognitive Behavioural Therapy (CBT) techniques have been 

applied to address psychological barriers to healthcare engagement, such as anxiety and 

depression. Integrating CBT into healthcare settings can improve patient retention (Muse et al., 

2012). Educational interventions have been effective in improving patient understanding of their 

conditions and treatment plans. Tailored educational materials and counselling sessions can 

empower patients to make informed decisions and reduce attrition (Mittelman, 2021). 

Engaging patients in shared decision-making processes can enhance their sense of 

ownership over their healthcare. When patients actively participate in decisions about their 

treatment, they are more likely to adhere to recommended therapies and follow-up appointments 

(Elwyn et al., 2012). Implementing automated appointment reminders via text messages, emails, 

or phone calls has shown promise in reducing no-show rates and attrition due to missed 

appointments (Car et al., 2016). Enhancing care coordination among healthcare providers and 

across different levels of care can reduce patient attrition by ensuring a seamless transition 

between services and minimising communication gaps (Conway, O’Donnell & Yates, 2019). 

The integration of multidisciplinary care teams, including nurses, social workers, and 

pharmacists, can provide comprehensive support to patients with complex medical needs, 

reducing the attrition associated with fragmented care (Shahrestanaki et al., 2022). Long wait 

times for appointments and procedures can frustrate patients and lead to attrition. Strategies to 
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reduce waiting times, such as efficient scheduling and streamlined processes, can enhance 

patient satisfaction and retention (Bisognano & Boutwell 2009). 

Electronic health records (EHRs) can facilitate the continuity of care by providing 

healthcare providers with access to a patient's complete medical history. This technology 

reduces the attrition associated with repeated medical histories and delayed care (Adler-Milstein 

et al., 2015). Telehealth services and remote monitoring tools enable patients to access care from 

the comfort of their homes. These technologies are particularly valuable for individuals facing 

mobility issues or geographic barriers (Solomon et al., 2020). Healthcare providers can benefit 

from cultural competence training, which enhances their ability to understand and address the 

unique needs of diverse patient populations. Culturally sensitive care can improve patient 

retention (Betancourt et al., 2016). 

2.5 Patient Safety 

Patient safety is a fundamental aspect of healthcare delivery, as it addresses the inherent 

risks and complexities associated with medical treatments and procedures. A safe healthcare 

environment not only preserves the physical and psychological well-being of patients, but also 

upholds trust in healthcare providers and institutions. The Institute of Medicine's (IOM) 

landmark report "To err is human" estimated that medical errors, including those resulting in 

harm to patients, are responsible for tens of thousands of deaths in the United States annually, 

underscoring the critical need for patient safety measures (Kohn, Corrigan & Donaldson, 2000). 

Patient safety is guided by several core principles, including a commitment to continuous 

improvement, open communication, accountability, and a systems approach. The World Health 

Organization ([WHO], 2009) defines patient safety as "the absence of preventable harm to a 
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patient during the process of healthcare", emphasising the proactive and preventive nature of 

safety measures. Key principles also include promoting a culture of safety, where healthcare 

professionals are encouraged to report errors and near-misses without fear of retribution. Over 

the years, patient safety initiatives have evolved significantly. The development of reporting 

systems, such as incident and adverse event reporting, has allowed healthcare organisations to 

identify and analyse errors, facilitating the implementation of preventive measures (Vincent & 

Amalberti, 2016). The adoption of technology, such as electronic health records (EHRs) and 

medication administration systems, has further enhanced patient safety by reducing medication 

errors and improving information sharing among healthcare providers (Aluga et al., 2021). 

Patient attrition, which refers to the loss or discontinuation of patients from healthcare 

services, is an issue that can have profound implications for patient safety. While patient attrition 

is often driven by various factors such as access to care, cost, and patient preferences, it is 

essential to recognise the interplay between patient attrition and patient safety. This link is 

supported by existing research that highlights how patient attrition can impact patient safety in 

healthcare settings. One critical aspect of patient attrition is when patients discontinue their care 

prematurely or do not seek care in a timely manner. This can result in delayed or missed medical 

interventions, increasing the risk of adverse events or complications. A study published in the 

Journal of General Internal Medicine found that patients who discontinued their follow-up care 

had a significantly higher risk of experiencing adverse health outcomes, including avoidable 

hospitalisations and complications (Bice & Boxerman, 1977).  

Patient attrition can lead to fragmented healthcare delivery when patients seek care from 

multiple providers or switch between healthcare facilities. This fragmentation can compromise 
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the continuity and coordination of care, potentially leading to medication errors, conflicting 

treatment plans, and inadequate communication among healthcare providers. These issues are 

recognised as contributing factors to patient safety incidents (Care, 2014). Medication safety is 

a crucial component of patient safety, and patient attrition can impact it significantly. When 

patients discontinue their medications or fail to adhere to prescribed regimens due to attrition, it 

can result in medication-related errors or complications.  

A study in the Journal of Managed Care Pharmacy emphasised that patient attrition 

disrupts medication management and can lead to adverse drug events (Abughosh, 2013). Patient 

attrition can also affect the reporting of adverse events. Patients who have discontinued care 

may not be present to report their adverse events, contributing to underreporting that can hinder 

healthcare organisations' ability to identify and address patient safety concerns effectively 

(Carayon et al., 2020). Patient attrition and patient safety are interconnected, with patient 

attrition potentially compromising patient safety in various ways. It can lead to delayed or 

missed care, fragmented healthcare delivery, medication safety issues, and the underreporting 

of adverse events. Recognising and addressing the factors contributing to patient attrition is 

essential to enhance patient safety and ensure that patients receive the care they need in a timely 

and coordinated manner. 

2.6 Integrated Care of Patients 

The WHO (2017) defines integrated care as "an approach to strengthen people-centered 

health systems through the promotion of the comprehensive delivery of quality services across 

the life course, designed according to the multidimensional needs of the population and the 

individual". AHRQ (2020) defines integrated care as "the organization and management of 
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health services so that people get the care they need, when they need it, in ways that are user-

friendly, achieve the desired results, and provide value". NCQA (2021) describes integrated care 

as "a coordinated and connected system of care that ensures all of a patient’s needs—physical 

health, behavioral health, social services—are addressed". The IOM, now known as the National 

Academy of Medicine (NAM), emphasises the importance of integrated care in its definition: 

"Integrated care is the provision of well-coordinated, seamless, and continuous care that 

encompasses the delivery of appropriate services across all care settings" (NAM, 2007). These 

definitions highlight the core principles of integrated care, including a patient-centred approach, 

coordination among healthcare providers, a focus on the whole person, and the goal of 

improving healthcare outcomes while enhancing patient satisfaction.  

The integrated care of patients, often referred to as integrated healthcare or integrated 

care, is a holistic and patient-centred approach to healthcare delivery that emphasises the 

coordination and collaboration of healthcare providers and services from various disciplines and 

settings to provide comprehensive and continuous care. It aims to improve the quality, 

efficiency, and effectiveness of healthcare while ensuring that the physical, mental, and social 

needs of patients are addressed in a seamless and coordinated manner. This approach takes into 

account not only the physical health of the patient but also their mental, social, and emotional 

well-being. Here, I will outline the key components of integrated care to support the information. 

2.6.1 Components of the Integrated Care of Patients 

 Care coordination is a fundamental aspect of integrated care, ensuring that all healthcare 

providers involved in a patient's care work together seamlessly. This includes physicians, 

nurses, specialists, and allied healthcare professionals (NCQA, 2021). 
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 Patient-centred care is an essential principle of integrated care, emphasising the 

importance of involving patients in their care decisions and considering their preferences 

and values (Epstein & Street, 2011). 

 EHRs play a crucial role in integrated care by providing a centralised platform for 

healthcare providers to access and share patient information securely (HIMSS, 2021). 

 Integrating mental health and substance use services with primary care is vital. It ensures 

that patients receive holistic care, addressing both their physical and mental health needs 

(SAMHSA, 2018). 

 Addressing the social determinants of health, such as housing, access to food, and 

transportation, is essential for comprehensive care. Community resources and 

partnerships can help support patients in addressing these determinants (Alpert et al., 

2017). 

 Implementing a team-based approach where healthcare providers collaborate on patient 

care can improve outcomes. This includes primary care providers, specialists, 

pharmacists, and other professionals working together (Hopkins & Sinsky, 2014). 

 Smooth transitions of care between different settings (hospital to home) are crucial to 

prevent medical errors and ensure the continuity of care (Naylor et al., 2011). 

 Educating and empowering patients to actively participate in their care can lead to better 

outcomes. This includes providing information, resources, and support (Lorig et al., 

1999). 

 Regularly assessing the quality of care provided and using data-driven approaches to 

make improvements is a cornerstone of integrated care (NCQA, 2021). 
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 Government policies and regulations can influence the implementation of integrated care 

models. Supportive policies can encourage healthcare organisations to adopt these 

practices (CMS, 2020). 

2.6.2 Importance of the Integrated Care of Patients 

 Integrated care models prioritise comprehensive and coordinated healthcare delivery. 

When patients receive high-quality care that addresses their physical, mental, and social 

needs within a unified system, they are more likely to be satisfied with their healthcare 

experience (Goodwin, 2021). 

 Integrated care emphasises the continuity of care, ensuring that patients receive 

consistent and coherent services across different healthcare settings. This continuity can 

foster a sense of trust and confidence in the healthcare system (Fernandes et al., 2020). 

 Integrated care models often involve patients as active participants in their care plans. 

When patients are engaged in decision-making and have a say in their treatment, they 

are more likely to feel invested in their healthcare journey and less likely to attrit 

(Barello, Graffinga & Vegni, 2012). 

 Integrated care aims to reduce delays in accessing healthcare services. Patients who can 

promptly access care when needed are less likely to discontinue care due to frustration 

or inconvenience (Vallejo-Torres et al., 2009). 

 Integrated care models minimise the duplication of tests and treatments, and reduce 

fragmentation in the healthcare system. This can lead to cost savings and a more 

streamlined patient experience which, in turn, reduces the likelihood of attrition 

(Vallejo-Torres et al., 2009). 
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 Integrated care acknowledges and addresses the social determinants of health, such as 

housing and socio-economic status. By providing support in these areas, integrated care 

can improve overall well-being and reduce factors that might lead to patient attrition 

(Alpert et al., 2017). 

 Integrated care models often rely on data to assess and improve the quality of care. 

Regular feedback and quality improvement efforts can enhance the patient experience 

and reduce attrition (NCQA, 2021). 

Integrated care models emphasise care coordination among various healthcare providers 

and settings. This coordination ensures that patients receive seamless care throughout their 

healthcare journey. Studies have shown that improved care coordination can lead to reduced 

patient attrition (Bodenheimer & Berry-Millett, 2009). Integrated care places a strong emphasis 

on patient-centred care, where the patient's preferences and needs are central to decision-

making. Patients who experience this approach are more likely to remain engaged with their 

healthcare providers, reducing the risk of attrition (Kodner & Spreeuwenberg, 2002).  

Integrated care models prioritise effective communication and information sharing 

among healthcare providers. Patients benefit from the consistency and clarity of information 

that a coordinated team provides, reducing the likelihood of attrition due to misunderstandings 

or dissatisfaction (Ham, 2010). Integrated care often includes preventive care and early 

intervention strategies. Patients who receive timely screenings and interventions are more likely 

to maintain their health, reducing attrition due to acute or unmanaged health issues 

(Bodenheimer & Pham, 2010). Integrated care models are associated with improved health 

outcomes due to their comprehensive approach. Patients experiencing better health outcomes 
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are more likely to continue their care relationships with healthcare providers (Kodner & 

Spreeuwenberg, 2002).  

The integrated care of patients, characterised by enhanced care coordination, a patient-

centred approach, improved communication, preventive care, and positive health outcomes, is 

linked to reduced patient attrition. These aspects collectively contribute to building stronger and 

more enduring doctor–patient relationships and fostering patient loyalty to their healthcare 

providers. 

2.7 Quality of Doctor 

Defining the quality of a doctor in the context of healthcare is a multifaceted concept 

that encompasses various aspects of their performance, competence, and patient-centred care. 

Here is a definition of the quality of a doctor to support the description: 

The quality of a doctor can be defined as: The degree to which a healthcare professional 

consistently displays clinical proficiency, professionalism, and ethical conduct while delivering 

patient-centered care in a way that results in positive health outcomes and high patient 

satisfaction (Mohammed, 2013).  

This definition highlights the key components of doctor quality, including clinical 

competence, professionalism, ethical behaviour, patient-centred care, positive health outcomes, 

and patient satisfaction. It emphasises that quality goes beyond clinical skills to encompass the 

doctor's character and the impact of their care on the patients' well-being and experience. 

The quality of healthcare services, particularly the competence and performance of 

doctors, is a critical concern in the field of medicine. Ensuring that doctors deliver high-quality 
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care is essential for patient safety and positive health outcomes. This literature review aims to 

provide an overview of the key studies and findings related to the quality of doctors, with a focus 

on their competence, professionalism, and the factors influencing their performance. The review 

will draw upon both qualitative and quantitative research to present a comprehensive 

understanding of this complex issue. The components of the quality of doctors are given below. 

2.7.1 Clinical Competence 

Clinical competence is the cornerstone of a doctor's quality. A study by Epstein & 

Hundert (2002) emphasises the importance of assessing not only medical knowledge but also 

clinical skills and judgment. Continuous medical education and certification processes help 

ensure that doctors remain competent throughout their careers (Vasquez, Marcotte & Gruppen 

2021). 

2.7.2 Diagnostic Accuracy 

Diagnostic accuracy is a crucial aspect of competence. A systematic review by Schiff et 

al., (2009), highlight that diagnostic errors are common but often preventable. Factors such as 

cognitive biases and system-related issues can impact diagnostic accuracy, suggesting the need 

for ongoing training and improved healthcare systems. 

2.7.3 Professionalism 

Professionalism is an integral part of the quality of doctors' care. Cruess, (2006) define 

professionalism as a commitment to the principles of altruism, accountability, excellence, duty, 

honour, and integrity. Maintaining professionalism is essential to gain patient trust and ensure 

ethical conduct. 
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2.7.4 Ethical Behaviour 

Ethical behaviour includes honesty, integrity, and the adherence to ethical standards. A 

study by Birden, et al., (2018) highlights the importance of ethical behaviour in patient–doctor 

relationships. Ethical lapses can erode patient trust and lead to adverse outcomes. 

2.7.5 Burnout 

Burnout is a significant concern affecting doctors' quality of care. Shanafelt et al., (2015) 

discuss how burnout can lead to reduced job satisfaction, emotional exhaustion, and decreased 

patient satisfaction. Addressing burnout through support and self-care measures is critical. 

2.7.6 Work Environment 

The work environment plays a crucial role in doctors' performance. A study by Aiken et 

al., (2018) emphasises that nurse staffing levels, workload, and hospital resources directly 

impact patient outcomes. A supportive work environment fosters better doctor performance. 

2.7.7 Continuing Medical Education 

Continuing medical education (CME) is essential for doctors to stay updated with 

evolving medical knowledge and practices. A review by O'Brien et al., (2020) explores the 

effectiveness of various CME methods, emphasising the importance of interactive and practice-

based approaches.  

The relationship between the quality of doctors and patient attrition (patients leaving or 

discontinuing care with a healthcare provider) is complex and multifaceted. High-quality 

medical care can lead to improved patient satisfaction and retention, while poor-quality care can 

result in patient dissatisfaction and attrition. Here, I will discuss this relationship with citations 

to support the points made. High-quality doctors are more likely to provide accurate diagnoses, 



77 
 

effective treatments, and compassionate care, leading to better health outcomes for patients (Li 

et al., 2020). Patients who receive high-quality care are more likely to trust their healthcare 

providers and remain engaged in long-term relationships with them (Rosen et al., 2001). Sub-

optimal care, medical errors, or a lack of empathy from doctors can lead to patient dissatisfaction 

and a higher likelihood of seeking care elsewhere (Shanbagh et al., 2018). Patients who perceive 

a decline in the quality of care may discontinue their relationship with a healthcare provider and 

seek care from other providers or healthcare systems (Jencks, Williams & Coleman, 2009). 

Other factors, such as the availability of alternative healthcare providers and the patient's health 

insurance coverage, can also influence patient attrition (Bindman et al., 1995). Effective 

communication and shared decision-making between doctors and patients can mitigate the 

impact of lower-quality care on patient attrition (Légaré et al., 2007). In summary, the quality 

of doctors can significantly impact patient attrition. High-quality care is associated with patient 

retention and trust, while sub-optimal care can lead to dissatisfaction and attrition. However, 

other external and interpersonal factors may also influence this relationship, highlighting the 

complexity of patient–provider interactions in healthcare systems. 

2.8 Theoretical Review 

Understanding the theoretical background of patient attrition is essential for addressing 

this challenge effectively. Below is a comprehensive overview of the theoretical foundations of 

patient attrition:  

 Health Belief Model 

 Social Cognitive Theory 

 Theory of Planned Behaviour 

 Quality of Patient–Provider Theory 

 Self-Determination Theory 

 The Stages of Change Model  

 Theory of Reasoned Action 

 Cognitive Behavioural Theory 
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 Socio-Economic Factors 

 Customer Engagement Behaviour 

Theory 

 Customer Engagement Marketing 

Theory 

 Customer Experience Theory 

 Customer Value Theory 

 Kotler's Deliverable Theory 

 Relationship Marketing Theory 

 Patient-Centred Care Theory 

2.8.1 Health Belief Model 

The Health Belief Model posits that patient attrition can be attributed to individuals' 

perceptions of the severity of their condition, their susceptibility to it, the benefits and barriers 

of treatment, and cues to action. Patients are more likely to drop out if they perceive a low 

severity of their illness, a low susceptibility to negative outcomes, significant barriers to 

treatment, or inadequate cues to continued care. It also suggests that patient attrition can be 

influenced by predisposing factors (demographic characteristics), enabling factors (access to 

healthcare), and need factors (perceived health status). Patients who lack access to necessary 

healthcare resources or have unmet healthcare needs are more likely to drop out of care (Menon 

et al., 2008). 

2.8.2 Social Cognitive Theory 

Social Cognitive Theory, developed by Bandura in 2013, emphasises the role of self-

efficacy in patient attrition. Patients who lack confidence in their ability to adhere to a treatment 

plan are more likely to drop out. Additionally, observational learning and social influences can 

affect patients' adherence behaviours, leading to attrition (Bandura, 2013). 

2.8.3 Theory of Planned Behaviour 

The Theory of Planned Behaviour, proposed by Ajzen in 1991, suggests that patient 

attrition can be predicted by patients' attitudes towards the treatment, subjective norms, and 



79 
 

perceived behavioural control. Patients who hold negative attitudes, perceive social pressure 

against adherence, or feel a lack of control over their healthcare decisions are more likely to 

drop out (Ajzen, 1991). 

2.8.4 Quality of Patient–Provider Theory 

The quality of the patient–provider relationship, often rooted in the patient-centred care 

principles, plays a significant role in patient attrition. Patients who perceive their healthcare 

providers as empathetic, communicative, and supportive are more likely to stay engaged in their 

healthcare (Roter & Hall, 1991). 

2.8.5 Self-Determination Theory 

Self-Determination Theory, proposed by Deci and Ryan in 2013, focuses on patients' 

intrinsic motivation to engage in healthcare behaviours. Patients are more likely to drop out 

when they perceive a lack of autonomy, competence, and relatedness in their healthcare 

decisions. Conversely, when patients feel that their choices are respected, they are more 

motivated to continue with their treatment (Deci & Ryan, 2013). 

2.8.6 The Stages of Change Model 

The Stages of Change Model suggests that patients go through different stages when 

making healthcare decisions, including pre-contemplation, contemplation, preparation, action, 

and maintenance. Patient attrition can occur at any stage, and interventions should be tailored to 

the patient's current state of readiness for change (Weinstein, Rothman & Sutton, 1998). 

2.8.7 Theory of Reasoned Action 

The Theory of Reasoned Action, initially proposed by Hale in 2002, focuses on the role 

of attitudes and subjective norms in shaping patient behaviour. Patients are more likely to drop 
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out if their attitudes towards treatment are negative and if they perceive that important others 

(family members) do not support their healthcare decisions (Hale Householder & Greene 2002). 

2.8.8 Cognitive Behavioural Theory 

Cognitive Behavioural Theory, often applied in psychotherapy and healthcare settings, 

emphasises the role of patients' thoughts, emotions, and behaviours in healthcare decisions. 

Patient attrition can be linked to irrational beliefs, anxiety, or negative thought patterns related 

to treatment. Interventions based on cognitive–behavioural principles can help address these 

issues and reduce attrition (Whealin, Ruzek & Southwick, 2008). 

2.8.9 Socio-Economic Factors 

Beyond the aforementioned theoretical frameworks, it is essential to consider the 

influence of psychosocial and socio-economic factors on patient attrition. These include factors 

such as social support, financial constraints, cultural beliefs, and stigma. Patients facing 

significant psychosocial stressors or economic challenges may be more likely to drop out of 

healthcare or clinical research (Sutinen & Kuperan, 1999). 

2.8.10 Customer Engagement Behaviour Theory 

Customer Educational Bhaviours (CEBs) are defined as "customers' non-buyable 

behavioral manifestations of a brand or firm resulting from motivational factors" (Van Doorn et 

al., 2010). CEB considers customers as an exogenous entity whose behaviour is driven not only 

by the initiatives of firms, but also by the unique intentions and intentions of customers (Vivek 

et al., 2012). Similarly, Van Doorn et al., (2010) state that CEBs are dependent on the type of 

resources (money, time, and effort) that customers are willing to invest in dealing with their 

service providers. It has three drivers, which are: 
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2.8.10.1 Service convenience 

Service convenience is defined as "the time and effort saved by customers in purchasing 

and using a service" (Berry, Seiders & Grewal, 2002). The time-saving aspect of convenience 

has been extensively investigated in the customer waiting time literature, which has mainly been 

concerned with the perceived effect of waiting time on the firm–customer relationship (Roy et 

al., 2018). The convenience aspect of effort minimisation covers the saving of cognitive, 

emotional, and physical activities that customers go through when purchasing and using a 

service (Seiders et al., 2007). 

2.8.10.2 Quality of service 

Service quality theory, rooted in the works of Parasuraman, Zeithaml, and Berry (1996), 

posits that patient satisfaction is influenced by the perception of service quality. In the context 

of Dubai's healthcare sector, this theory suggests that patient attrition is likely to occur when 

there is a perceived service quality gap. Healthcare providers can employ this perspective to 

assess and improve the quality of their services, ultimately enhancing patient satisfaction and 

loyalty (Parsuman, 1996). 

Parasuraman et al., (1996) argue that service quality is "the extent to which an 

organization meets customer expectations on a consistent basis". 

2.8.10.3 Perceived fairness of services 

Mayser and von Wangenheim (2013) defines perceived service fairness as "the 

customer's perception of the degree of fairness in the behavior of the service firm". It reflects a 

psychological contract in which customers expect the service firm to meet their needs and treat 

them fairly (Bowen, Gilliland & Folger, 1999). Although the dimensionality of service justice 



82 
 

is debated, there is consensus in the literature on the following three dimensions: distributive 

justice, interactional justice, and procedural justice (Gokmenoglu & Amir, 2021). 

2.8.11 Customer Engagement Marketing Theory 

Engagement marketing can change the core offering experience and influence long-term 

customer engagement. Cognitive psychology research on knowledge structures suggests that 

perceptions of the core offering are stored in customers' minds as an associative network, 

consisting of cognitive links that refer to nodes (i.e., concepts) and links between nodes (i.e., 

relationships between concepts). Core offering experiences include memories of product 

performance, such as quality ratings, and brand associations, such as reputation and brand 

personality. Customer engagement initiatives can influence existing cognitive ties and create 

new ones by influencing the strength, content, and organisation of knowledge structures. This 

effect then influences product information recall, the recognition of other relevant information, 

and product image, ultimately improving the relationship between the product experience and 

customer involvement (Harmeling et al., 2017). 

2.8.12 Theory of Customer Experience 

Customer experience occupies an important place in the performance of organisations. 

There is a wider consensus that providing positive customer experiences is critical to achieving 

competitive advantage, customer satisfaction, differentiation, image, loyalty, and word-of-

mouth. Customers always have a service experience when they interact with an organisation. 

They may interact in person, over the phone, over the Internet, or through other means, but they 

will always have an experience. Waqas, Hamzah & Salleh (2021) explained the role of cues – 

functional, mechanical, and humanistic – in creating service experiences that influence 

customers' rational and emotional perceptions. Most studies argue that service experiences are 
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explained as a combination of rational or functional, and affective or emotional responses, or 

customer evaluations. Services are also reported to be largely subjective responses that are 

unique to each individual customer and service consumption situation. Service experiences 

serve as the foundation for value creation in services (Waqas, Hamzah & Salleh, 2021, p. 135).  

2.8.13 Customer Value Theory 

The value of customers has a dual nature in order to quantify the customer value from 

the firm's perspective, and great attention has been paid to how much direct and indirect profit 

a company may earn in a certain period. This value is a crucial metric for assessing customer 

value, but it will never fully capture what that means. The phrase "customer value" has two 

distinct meanings. One interpretation focuses on the value that a business can provide to the 

client as a judgement from the standpoint of the business. The alternative definition focuses on 

the value a customer can add to a business as a subjective assessment of the goods and services 

the business offers from the viewpoint of the consumer. Their viewpoints obviously differ from 

one another. One of these customer values is focused on the corporation, whilst the other is 

focused on the client. To underscore the distinction between these two values, this phenomenon 

is here referred to as the dual nature of customer value (Woodside, Golfetto & Gibbert, 2008). 

2.8.14 Kotler's Deliverable Theory 

Kotler (2008) made the assumption that a consumer will purchase a good or a service 

from a business that offers the highest perceived value. Hence, the customer value is based on 

the value that the consumer receives and their level of happiness. The difference between the 

total customer value and total customer expense is known as the customer-delivered value. The 

benefits that the client receives from the goods and services are added together to form the 

overall customer value. The sum of all costs incurred by the client for the goods and services, 
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including the financial, time, psychological, and physical cost, is known as the total consumer 

cost. Consumers constantly seek to increase their worth. They always want to get the most for 

their money when they purchase a product. 

2.8.15 Relationship Marketing 

 Relationship marketing emphasises the development and maintenance of long-term 

relationships with patients. In the UAE, the cultural emphasis on relationships and trust is 

pronounced. Building on this, healthcare providers can employ relationship marketing strategies 

to foster patient loyalty and reduce attrition. Trust, communication, and personalised care are 

central elements in cultivating patient loyalty in Dubai's healthcare ecosystem (Moller & 

Halinen, 2000). 

2.8.16 Patient-Centred Care 

Patient-centred care emphasises patient engagement, shared decision-making, and a 

holistic approach to healthcare delivery. The Patient-Centered Medical Home (PCMH) model, 

developed by Gabby et al., (2011), is relevant in Dubai's context. Implementing the PCMH 

principles can enhance patient satisfaction, as it aligns healthcare services with patients' needs 

and preferences, reducing the likelihood of attrition (Gabby et al., 2011). 

Patient attrition, loyalty, and satisfaction are pivotal in the healthcare landscape of 

Dubai. This research paper has presented a theoretical framework that draws from service 

quality theory, relationship marketing, patient-centred care, and cultural factors to inform 

research and healthcare strategies. Understanding and addressing these factors are critical for 

healthcare providers seeking to thrive in Dubai's competitive healthcare environment. 
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2.9 Research Gap 

Research on patient attrition in the government hospitals of Dubai has provided valuable 

insights into the factors influencing patient retention within these healthcare institutions. 

However, several research gaps and areas for further investigation emerge from the existing data 

and discussions. One crucial research gap is the need for the quantitative analysis of patient 

attrition. While the discussions have highlighted the importance of patient attrition and its 

connection to integrated care, patient safety, and doctor quality, quantitative research that 

quantifies the extent and patterns of patient attrition is essential. Comprehensive data on attrition 

rates, reasons for leaving care, and the impact on patient outcomes can provide a clearer picture 

of the issue. Economic implications deserve attention in the research on patient attrition. 

Investigating the financial consequences of patient attrition on government hospitals in Dubai, 

including the cost implications of attrition, such as the financial impact of patient turnover, 

increased marketing efforts, or legal actions, is essential for healthcare decision-makers. Policy 

evaluation is critical for improving patient retention. Research should assess whether current 

healthcare policies align with the identified factors influencing attrition and suggest policy 

adjustments or innovations accordingly. Furthermore, there is a need for research into effective 

intervention strategies to reduce patient attrition. Exploring evidence-based practices and 

interventions that government hospitals can implement to improve patient retention, including 

the implementation of integrated care models and safety protocols, can be highly beneficial. 

2.10 Overview of the Government Hospitals of Dubai 

 Rashid Hospital: Rashid Hospital is one of the oldest and most well-known government 

hospitals in Dubai. It provides a wide range of medical services, including emergency 

care, surgery, and specialised medical departments. 
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 Dubai Hospital: Dubai Hospital is another major government healthcare facility in the 

emirate. It offers specialised services in various medical fields, including cardiology, 

orthopaedics, and neurology. 

 Latifa Women and Children Hospital: Latifa Hospital is known for its maternity and 

paediatric care services. It provides comprehensive healthcare for women and children 

in Dubai. 

 Hatta Hospital: Located in the Hatta region of Dubai, this hospital serves the healthcare 

needs of residents in that area, offering general medical services and emergency care. 

 Al Jalila Hospital: Al Jalila Children's Specialty Hospital is a renowned pediatric 

hospital located in Dubai, United Arab Emirates. The hospital provides a wide range of 

specialized medical services for children, including pediatric surgery, cardiology, 

oncology, neurology, and many others.  

This is also the target population of the research. The researcher collected data from 

these hospitals and 19 Medical centers located in Dubai for his analysis. 

2.11 Summary of Chapter 2 

Patient attrition remains a complex and multifaceted challenge in healthcare. Addressing 

this issue requires a holistic approach that considers the integrated care of patients, the quality 

of doctors, and the quality of services. By implementing strategies to mitigate attrition, 

healthcare systems can improve patient outcomes, reduce costs, and enhance the overall quality 

of care.  
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Chapter 3: Conceptual Framework and Hypotheses Development 

3.1 Introduction 

The most important and beneficial outcomes of healthcare systems are the satisfaction 

of the patient and their core needs to reduce the attritional behaviours of patients. Both the entire 

health care services process and the consultation climate have been examined in the previous 

chapter with scenarios in different regions of the world to understand it properly. Although some 

studies indicate that the overall assessment differences between patients with different 

backgrounds are not statistically important, that is why further study is recommended. Satisfied 

patients, on the other hand, seem to develop relationships with healthcare providers and to 

achieve a greater level of cooperation and better health results in their lives. In this chapter, the 

researcher will thoroughly discuss the hypotheses formulation for patient attrition and extract 

the elements which have a direct or indirect effect on the attrition behaviour of patients.  

3.2 Hypotheses Formulation 

Market competition needs effective execution, which in the service sector is seen as an 

essential strategy. Sustainability concerns are of the utmost importance, which has culminated 

in a widespread willingness to incorporate sustainability at business (Rodríguez, Svensson & 

Ferro, 2021). When describing sustainable development, it must be emphasised how growth can 

meet the current needs without compromising the future generation's ability to meet its own 

needs (Brundtland, 1987). In recent decades, businesses have been under greater pressure to 

focus not just on the financial results but also on sustainability and company performance 

transparency (Lee & Farzipoor-Saen, 2012). From this point of view, all enterprises are focused 

on environmental, social, and economic sustainability (Lawrence, 1997). The World Health 
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Organization defined health not only as the absence of illness, but also as physical, mental, and 

social well-being. Socially and economically healthy people have a productive life (WHO, 

2015). The health of any human being is a basic right and is regarded as a luxury. Proactive 

programmes are delivered by health practitioners to prevent, restore, and rehabilitate our well-

being (Last, 2000). 

The health sector has been proactive in its commitment to sustainability. Sustainable 

healthcare is described as a dynamic and engaging approach for preserving, managing, and 

maximising human health that has an ecological basis that is environmentally, economically, 

and socially sustainable forever, that works with a harmonious human body and the human 

community, and has no unequal or excessive effect on the environment (Alliance of Natural 

Health 2020). Under this regard, patients' feedback on their experience of using healthcare 

services has become a significant tool for evaluating the quality of healthcare services and 

enhancing their access to and accountability for healthcare services (Jankauskienė & 

Jankauskaitė, 2011). As medical services became marketable, patient satisfaction was examined 

and questions about "private experience" started to become relevant for social scientists 

(Purcarea, 2016). Patient satisfaction is the secret to the success of the provision of healthcare. 

This factor must be studied in depth in order for the health care system to function properly 

(Ahmad & Din, 2010). If structural modifications in Health care Services are to be implemented, 

then at least basic information should be provided through satisfaction studies (Ganova-

Iolovska, Kalinov & Geraedts, 2008). Not only increased compliance with treatment and 

improved quality of life in patients, but also cost reduction in the healthcare system could be 

one of the consequences of patient satisfaction (Chen et al., 2019). The patients' features, 

expectations, and psychosocial characteristics are the primary determinant for satisfaction 
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(Prasanna, Bashith & Sucharitha, 2009). Measuring health care services satisfaction is usual 

such as determining the health condition, the atmosphere in hospitals, the form of service (both 

state and private), staff politeness, age, wages, contact, work status, gender, and education 

(Mihailovic, 2017). Hall and Dornan's (1990) research found that older, white, and married 

patients appear to be more comfortable with social status In addition, women, the undertrained, 

and the unemployed regard their own health as worse (Mihailovic, 2017).  

3.2.1 Integrated Care of Patient and Patient Attrition  

Chronic conditions are experienced by a large proportion of the population from 

industrialised countries (CQHC, 2001). Such conditions usually last for a long period of time, 

requiring long-term treatment from many service providers who manage the needs of patients, 

including health care and social, economic, and psychological assistance (Kodner, 2009). In 

order to provide optimal care to these patients, integrated care among all healthcare and social 

services providers is essential (Ouwens et al., 2005). Integrated care is the coordination and 

delivery of health services focused on the patient (Singer et al., 2011). The study includes 

measures designed to enhance alignment, cooperation, consistency, and integration across 

different healthcare sectors in order to prevent the duplication and deterioration of treatment 

while concentrating on the quality of patients (King-Kallimanis et al., 2011). Integrated 

treatment decreases hospital admissions and increases compliance with prescription goods, 

enhances the quality of care, increases wellness and functional health, and improves patient 

satisfaction (Martínez-González et al., 2014). The United Kingdom National Collaboration for 

Integrated Care and Support ([NCIC] 2013) has developed an integrated patient experience 

model of care. This model comprises six dimensions: (i) patient–family consideration, (ii) 

patient and practitioners' communication, (iii) access to information, (iv) decision making 
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engagement, (v) care planning, and (vi) health care professional–practitioner transitions. The 

useful monitoring indicators of efforts to enhance the quality of patient care can be provided by 

valid measures of integrated care (Singer et al., 2013). Although a few tools have been 

developed to assess the patient perception of integrated care, they do not cover all aspects of the 

National Integrated Care and Support Collaboration model (Walker, Stewart & Grumbach, 

2016). The Department of Health and Social Care in the UK have instructed the Picker Institute 

Europe and the University of Oxford to develop various measures for integrated care to fill this 

gap. Such elements may help to explain the achievement of the goals of the National Integrated 

Care and Support Partnership model (King, et al., 2013). 

Integrated care aims to improve the harmonisation of health and social care, with a focus 

on improving the quality of care and the overcoming of fragmented care by means of continuous 

co-productive cooperation (Goodwin et al., 2014). Integrated care may take many different 

forms. For example, it may be between suppliers operating at the same level (horizontalising 

integration) (putting together acute hospitals) or between providers operating at different levels 

(vertical integration). Integrated care typologies include clinical, organisational, and 

institutional alignment. Clinical integration means processes within and across professions by 

using shared guidelines and protocols, the integration of organisations refers to coordinated 

networks of providers or contracts involving separate organisations, and systemic integration 

involves cohesive rules and policies at all organisational levels. In order to enhance the outcomes 

for patients, such as the experience for patients and quality of care (Lewis et al., 2010), an 

increasing degree of integration concerns the processes by bringing organisations and 

practitioners together. 
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In the World Health Report (2000) "Health systems: enhancing efficiency", the World 

Health Organisation recognised this point of view. The main message of the report is that health 

and the well-being of people is critically dependent on the performance of the health system and 

includes all activities whose main purpose is to promote, restore, or sustain health. This message 

was widely supported, but the report also led to a lively discussion about the methodology used 

to collect data and rate the performance of the health system. The efficiency of health systems 

remains at the heart of the World Health Report 2002 (Brundtland, 2001), and is also the subject 

of the report. Health services make a huge contribution to public health and people's quality of 

life as a key component of health systems (McKee, 2001). Their life gives them a sense of 

protection and provides jobs to many people. Nevertheless, there are still many issues with 

health services: they consume a great deal of the resources of the health system, and are mostly 

concentrated in large hospitals that have limited access for patients. Furthermore, the integration 

of primary, secondary, and tertiary care in many European countries is poor, leading to poor 

quality and inefficiency, and often causing patients unnecessary trouble. The European Regional 

Office of the WHO sets specific goals to resolve these concerns. In “Health for All the European 

Region”, policy structures are concerned with the convergence of services (WHO, 1999). They 

state that citizens in the region will have much greater access, assisted by a versatile and 

sensitive healthcare network, to family and community-oriented primary health care. In 

particular, countries should have comprehensive primary health services, and ensure the 

continuity of care by means of efficient and economical referral systems to secondary and 

tertiary hospital services and feedback; countries should have family physicians and nurses 

working in this integrated primary health service, using multi-professional teams. The European 

WHO Office of Integrated Health Care deals primarily with clinical treatment as part of the 
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WHO's National Office for Europe. It seeks to recognise the approaches used to encourage and 

promote collaboration between the levels of care, and improve the quality of health services in 

different countries. 

Integrated care is a healthcare delivery approach that seeks to improve the quality and 

efficiency of care by coordinating and integrating various components of the healthcare system, 

including primary care, specialty care, behavioural health services, and social support. The 

primary goal of integrated care is to provide comprehensive, patient-centred care that addresses 

both physical and mental health needs, leading to improved patient outcomes (Valentijn et al., 

2013). Integrated care models promote better communication and coordination among 

healthcare providers. When providers work collaboratively and share patient information, it 

reduces the risk of patients being lost to follow-up or experiencing fragmented care, which are 

common contributors to attrition (WHO, 2016). Integrated care often involves providing a range 

of services in one location or through coordinated referrals. This can reduce patient attrition by 

making it easier for patients to access the care they need, reducing the likelihood that they will 

disengage from the healthcare system due to difficulties in navigating it (Valentijn et al., 2013). 

Integrated care models take a holistic approach to healthcare, addressing not only physical health 

but also mental and social factors that can affect patient well-being. By considering these aspects 

together, patients are more likely to receive comprehensive care that addresses all their needs, 

reducing the likelihood of attrition (Butler et al., 2008). 

Integrated care models often emphasise patient engagement and involvement in care 

planning. When patients are actively engaged in their healthcare decisions and understand the 

value of integrated services, they are more likely to stay engaged and continue their care 
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(Bodenheimer & Sinsky, 2014). Integrated care models facilitate the early detection of health 

issues, allowing for timely interventions. When health problems are identified and addressed 

promptly, patients are less likely to experience complications that might lead to attrition due to 

dissatisfaction or the perceived ineffectiveness of care (Valentijn et al., 2013). Integration can 

reduce the duplication of services and unnecessary interventions, which can be frustrating for 

patients. When care is streamlined and efficient, patients are more likely to stay engaged and 

continue their treatment plans (Applequist et al., 2017). 

During the transition to an integrated care model, there can be challenges in adapting to 

new care processes and provider teams. This transition period may lead to temporary attrition 

as patients adjust to the changes (Shortell et al., 2014). In integrated care, patient data may be 

shared among various providers and organisations. Concerns about data privacy and security 

can impact patient trust and contribute to attrition if not effectively addressed (Adler-Milstein 

et al., 2015). 

Integrated care models have the potential to significantly reduce patient attrition by 

addressing key factors that contribute to attrition and by providing a more patient-centred and 

comprehensive approach to healthcare. However, the successful implementation of integrated 

care requires careful planning, the consideration of patient needs, and strategies to address 

challenges related to transitions and data privacy.  

Hypothesis 1: The integrated care of patients has a positive significant effect on patient 

attrition. 
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3.2.2 Patient Safety and Patient Attrition 

In recent decades, after a variety of studies on the incidence of preventable adverse 

events, the demands for safer health care have become increasingly evident (Smits et al., 2021). 

The value of establishing a safety culture has been emphasised as research into shortcomings in 

health care has established a culture of vulnerability in patient safety as a major factor in adverse 

outcomes (Francis, 2013). A safety culture refers to how the security of the members of 

organisations is seen and treated (Danielsson et al., 2019). Health failure is the tragic reality of 

professional practice (Garbutt et al., 2008). In the health care sector, establishment of the culture 

of patient safety has been shown to have the ability to increase the safety of patients (Nnebue et 

al., 2021). These errors do not come from mere human error, chance, factors of the environment, 

or technological failures, according to Gadd and Collins's (2002) study. Rather, it is the 

ingrained policy of the organisation and the standards that have repeatedly shown them to be 

preceded by a catastrophe. Consequently, it is necessary to promote a safety culture at work that 

focuses on error as a source of improvement rather than to blame the employees (Elosus et al., 

2016). The culture of safety is how safety is conducted at work. It often reflects employees' 

attitudes, beliefs, perceptions, and values about safety (Arabloo et al., 2012). The World Health 

Organization defined patient safety as an acceptable degree of risk reduction of unnecessary 

health care harm (Nnebue et al., 2021). Collaboration, mutual trust, communication, shared 

safety perception, and confidence in the effectiveness of preventive measures (Elosus et al., 

2016) characterise organisations which imbue a good culture of safety of patients. In general, 

assessing the safety culture of healthcare is regarded as the first step towards enhancing the 

quality of healthcare (Hoffmann et al., 2013). As such, it is considered to be an unnegotiable 

aspect of the provision of health care in relation to the welfare of Nigerians, with health care 
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professionals asked to put it at the top of their practice (Obinna, 2010). For researchers involved 

with health systems over the past few decades, patient satisfaction has been a very important 

issue (Al-Dousari, Al Mutawa & Al Mithen, 2008), because the patient is the leader in the entire 

hospital set-up (Nwobi et al., 2014). The "Patient safety and patient satisfaction reports" on 

service incidents and service-quality deficiencies, such as waits and delaying, poor 

communications and coordination of care, lack of personal preference or environmental issues, 

were examined manually (Panagioti et al, 2018). They found that about 40% of patients reported 

at least one incident and reported encounters with reduced patient satisfaction. Meade Bursell 

and Ketelsen, (2006) study found that health and satisfaction are comparable in response to the 

enhancement of nursing. There has been a strong relationship between the overall staff ratings 

and safety ratings in the same set of hospitals (Wolosin, 2007). Employee-rated hospitals with 

adequate levels of staffing produce a high level of satisfaction for the patient (Wolosin, 2007). 

Wolosin (2008) found a link between the blame atmosphere and lower patient satisfaction rates. 

A new study was undertaken by Hessels and Larson (2016) with the funding of the Agency for 

Health Research and Quality (AHRQ) to examine the relationship of patient safety cultures with 

patient satisfaction. A link was found between the safety cultures of hospital patients and the 

favourable reviews of the health care they receive in hospitals (Hessels & Larson, 2016). 

Williams et al., (2007) investigated the physician side of the quality equation. They found that 

a culture practice that highlights quality lowers the estimates of doctors both for their chance of 

making errors and for their sub-optimal care. It involves not meeting patient information 

standards that are an essential driving force for patient satisfaction. Thus, it is seen that patient 

safety and customer satisfaction have a relationship. 



96 
 

The safety of care they receive is often a concern for hospitalised patients and for their 

care partners (i.e., family and friends) (Panagioti et al., 2018). Our understanding of the 

perspectives of patients and care partners with a wide range of concerns is limited every day. 

Concern rates are not clearly understood, especially in the absence of patient harm safety events 

(Panagioti et al., 2018), because they are often captured by the hospital incident reports or 

medical record. In this sense, the possible rates of underreported concern remain troubling at 

unsustainable levels (Makary & Daniel, 2016). Although there are voluntary event reporting 

systems available in many clinical health and patient safety organisations, whereby our 

understanding of security has been greatly enhanced (NPS, 2016), there is still an absence of 

patient–partner reporting to be addressed (Schneider et al., 2017). Negative feedback may, 

however, differ to patients' convenience levels, lack of knowledge about reporting options, or 

reporting options for real-time response optimisation (Lawton et al., 2017). Both effects 

combine significantly to restrict our ability to (i) respond in real time, and (ii) consider the 

implications of risks for the protection for patients and care providers in order to advise system-

wide preventive approaches to protect patients from attrition. 

Ensuring patient safety by preventing medical errors and adverse events is directly linked 

to better patient outcomes. When patients experience safe and effective care, they are more 

likely to trust the healthcare system and continue their treatment, reducing the likelihood of 

attrition (Institute of Medicine [IOM] 2000). Patient safety measures, such as reducing 

medication errors and preventing hospital-acquired infections, contribute to patient confidence 

in the healthcare system. Patients who trust the safety of their care are more likely to stay 

engaged and continue their treatment (Vincent & Amalberti, 2016). Ensuring patient safety often 

involves open and transparent communication about errors and adverse events. This 
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communication fosters trust and may reduce the likelihood of patients leaving the healthcare 

system after experiencing a safety incident (Gallagher et al., 2013). Medication errors are a 

significant concern in healthcare, and patient safety initiatives aimed at reducing such errors 

have a direct impact on patient attrition. Patients who experience medication-related safety 

incidents, such as adverse drug reactions or incorrect dosages, may lose trust in the healthcare 

system, potentially leading to attrition (Bates et al., 1995). Patient safety efforts to prevent 

hospital-acquired infections (HAIs) are essential. Patients who contract infections during their 

hospital stay may perceive the healthcare facility as unsafe and may be more likely to seek care 

elsewhere in the future, leading to attrition (Zimlichman et al., 2013). An organisational culture 

focused on patient safety can significantly impact patient attrition. Hospitals with a strong safety 

culture tend to have fewer safety incidents, leading to greater patient satisfaction and retention 

(Singer et al., 2009). 

Effective communication is a cornerstone of patient safety. When communication 

failures occur, such as inadequate handoffs between healthcare providers, patients may 

experience safety incidents and subsequently attrite due to concerns about their well-being (The 

Joint Commission 2016). Encouraging patients to report safety concerns and near misses is 

essential for preventing safety incidents. However, when patient safety reporting systems are 

not well established or responsive, patients may feel unheard, leading to attrition (Amaniyan et 

al., 2020). Serious safety incidents, such as wrong-site surgeries or medication errors, can erode 

patient trust and lead to attrition. Patients who experience such incidents may seek care 

elsewhere due to concerns about their safety (Blendon et al., 2003). Effective communication 

with patients about safety incidents is crucial. Poorly managed communication following an 
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incident can lead to dissatisfaction and attrition. Conversely, transparent communication can 

help rebuild trust and retain patients (Gallagher et al., 2013). 

Patient safety is closely related to patient attrition, as safe and effective care leads to 

better patient outcomes, trust, and confidence in the healthcare system. On the other hand, safety 

incidents, when not effectively managed, can lead to attrition as patients seek care that they 

perceive as safer and more reliable. Healthcare organisations should prioritise patient safety 

initiatives and transparent communication to enhance patient retention and overall healthcare 

quality. 

Hypothesis 2: Patient safety has a positive significant effect on patient attrition. 

3.2.3 Quality of Doctors and Patient Attrition  

Doctors who effectively communicate with patients by actively listening to their 

concerns, offering clear explanations, and involving them in decision-making processes 

typically experience higher rates of patient retention. Patients are more likely to stay engaged 

when they feel heard and understood by their doctors (Stange, Gaglioti & Bindas, 2022). Patients 

place a high value on the competence and expertise of their doctors. When patients have 

confidence in their doctor's ability to diagnose and treat their health conditions effectively, they 

are more likely to continue their care with that provider and less likely to attrite (Thom et al., 

2004). The emotional qualities of doctors, including empathy and compassion, play a crucial 

role in patient retention. Patients who perceive their doctors as caring individuals are more likely 

to form strong doctor–patient relationships, leading to higher retention rates (Neumann et al., 

2011). Patients are more likely to remain in care when they perceive their doctors as highly 

competent in diagnosing and treating medical conditions. High clinical competence instils 

confidence in patients and reduces the likelihood of attrition (Beach & Inui, 2005). The 
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continuity of care provided by the same doctor over time has been associated with lower attrition 

rates. Patients who have an ongoing relationship with a primary care physician are less likely to 

disengage from care (Das et al., 2021). Doctors who adopt a patient-centred care approach, 

which involves understanding and addressing the patient's unique needs, values, and 

preferences, tend to have better patient retention rates. Patient-centred care fosters trust and 

collaboration (Epstein & Street, 2011). 

Physician burnout can lead to decreased quality of care and reduced patient engagement. 

Burnout may result in rushed patient interactions and reduced empathy, contributing to patient 

attrition as patients seek more compassionate care elsewhere (Dyrbye et al., 2017). Language 

barriers or ineffective communication by healthcare providers can lead to misunderstandings 

and dissatisfaction among patients. Poor communication can contribute to attrition, as patients 

may seek care from providers who can better address their needs (Schenker et al., 2010). The 

availability and accessibility of doctors play a crucial role in patient attrition. Long wait times 

for appointments, difficulty in reaching doctors for questions, or limited appointment 

availability can contribute to patient dissatisfaction and attrition (Murray, Berwick & Berwick, 

2003). Doctors who lack cultural competence may struggle to build trust and rapport with 

patients from diverse backgrounds. Cultural insensitivity can lead to patient attrition as 

individuals seek care from providers who understand their cultural values and preferences 

(Betancourt et al., 2016). 

A crucial healthcare system factor influencing patient attrition is access to care. A study 

by Murray, Berwick & Berwick, (2003) emphasises that long wait times for appointments and 

limited access can frustrate patients, potentially leading to attrition. Thus, improving access 
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through strategies like advanced access scheduling can positively impact retention (Murray, 

Berwick & Berwick, 2003). Integrated care models, which promote coordination among various 

healthcare providers and services, can enhance patient retention. Research by Shortell et al., 

(2015) suggests that better coordination reduces attrition by ensuring the continuity of care and 

reducing fragmented healthcare experiences. The overall quality of healthcare provided within 

a system plays a significant role in patient retention. Factors like patient safety, effectiveness of 

treatments, and patient satisfaction with the healthcare facility can either encourage patients to 

continue their care or lead to attrition (IOM 2001). Patients' health literacy, as studied by 

Berkman et al., (2011), impacts their ability to understand medical information and engage in 

their care. Patients with lower health literacy may struggle to comprehend treatment plans, 

leading to attrition. Therefore, interventions that improve health literacy can positively influence 

retention rates. Patients' beliefs about their health and the value of medical care can impact 

attrition rates. Patients who perceive the benefits of healthcare are more likely to remain engaged 

(Janz & Becker, 1984). 

 Health systems need to consider these beliefs in their communication and engagement 

strategies. Patients' prior experiences with the healthcare system can influence their decision to 

continue care. Positive experiences, including effective communication and successful 

treatment outcomes, encourage retention (Blendon et al., 2003). Socio-economic factors 

significantly affect patient attrition. A study by DeVoe et al., (2007) found that uninsured 

patients have higher attrition rates, highlighting the importance of addressing insurance 

coverage and financial barriers to healthcare access. Lower education levels often correlate with 

reduced health literacy, making it difficult for patients to understand medical information and 

adhere to treatment plans. Education interventions and clear communication can mitigate 
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attrition risks (Berkman et al., 2011). Patients with strong social support systems are more likely 

to receive encouragement to seek care and remain engaged in their treatment (Thom et al., 2004). 

In preventive and ongoing essential care Bolin et al., (2009) reveals that doctors are 

mostly the first point of contact. A medical physician or simply a doctor is a professional who 

practises medicine to promote, maintain, or restore health in order to study, diagnose, predict, 

and treat disease, injury, and other physical or mental disabilities. The healthcare sector and the 

community as a whole have an indispensable role for doctors. Patients are helped to prevent, 

recognise, and treat illness. In the general population they also diagnose and treat diseases and 

injuries. They also help to build good interpersonal relationships, provide information, exchange 

and make decisions on treatment (Krasner et al., 2009). In the areas of assurance (assuring 

patients that they will receive the best care), empathy (showing genuine care and concern), 

reliability (being available and timely), experimentation, and the tangible (provision of care in 

a friendly and clean environment), the doctor is expected to fulfil these in multidimensional 

ways (Ali et al., 2023). 

Medical development in the field has been tremendous, but one thing remains dominant 

and that is the relationship between doctors and patients. The heart and the practice of medicine 

(Ha & Longnecker, 2010) is an important patient partnership. It's an archetype of any partnership 

between experts and clients. Honavar (2018) believes that a doctor must diagnose the patient's 

disease, recommend and obtain informed treatment consent, and refer the patient if necessary to 

a specialist. The doctor's duties should lead to the efficient communication of care, comfort, and 

technical competence (Thom, 2001), and empathy (Jani 2012) between the doctor and the patient 

(Ha & Longnecker, 2010). Krupat et al., (2000) say that a physician who takes the patient-centric 
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approach is likely to treat patients as partners and assist in making informed choices. It 

encourages quality health care to be provided and contributes to doctor enjoyment (Hall, 

Householder & Greene, 2002) appreciation and gratitude for treatment (Fuertes 2007), and a 

continued care programme (Love 2000), as well as patient satisfaction and trust (Zolnierek & 

DiMatteo, 2009). Furthermore, this relationship with doctors is affected both by the continuity 

between the physician and patient in their supervision and the conduct of each other (Street et 

al., 2005). Therefore, the emphasis should be placed on a mutual understanding and agreement 

between the doctor and patient in order to maintain that physician–patient relationship (Kerse et 

al., 2004). 

At the moment, health service administrators are committed to positive customer 

interaction and enhanced patient satisfaction. There is, however, little documentation on the 

relation between the doctor and patient, and the link between doctoral services and patient 

loyalty. In this era of competition, the loyalty of the patient to the physician and the relationship 

between the physician and patient is fundamental (Zhou et al., 2017). Research shows that the 

interaction behaviour of service providers, and hence the doctors, is positive for an effective 

physician-patient relationship (Chang, 2013). This conduct increases the patient's confidence 

and the loyalty to his physician (Gaur, Quazi & Nandi, 2011). The approach increases whether 

good or bad, and the patient experience forecasts patient allegiance. When the experience of a 

patient is greater than what they anticipate, they are loyal, and vice versa. The provision of 

specialised service, also in pharmacy services, was in line with increasing patient loyalty to the 

pharmacy in question (Naik Panvelkar, Armour & Saini, 2010). Some studies have also shown 

that the quality of the medical treatment and interpersonal service affected the loyalty of patients 

positively (Huang et al., 2019). 
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The need for quality and efficiency in healthcare services has increased, and patient 

satisfaction is one of the key determinants of care quality (Morris, Jahangir & Sethi, 2013). 

Evidence suggests that a healthy doctor–patient relationship, and vice versa, is a source of much 

patient satisfaction. The most significant factor in explaining patient satisfaction is the account 

of doctor services (Andaleeb, Siddiqui & Khandakar, 2007). Research shows that doctor' 

qualities such as hearing complaints, explaining their pain, advising and treatments, and overall 

behaviour (empathy, respect, trust, and so on) have been particularly satisfactory for patients. 

Marcinowicz, Chlabicz and Grebowski (2009) and Butt et al., (2021) therefore recommend that 

doctors go a further step to ensure they take care of their patients by providing more time and 

contact with them in a better manner. A good relationship between a doctor and a patient should 

be established to increase patient satisfaction. 

In clinical practice, the relationship between the doctor and patient is central. For a strong 

interpersonal relation, the sharing of information is encouraged and decision-making with 

patients included are the main goals of the present doctor-patient relationship (Brédart, Bouleuc 

& Dolbeault, 2005). A good relationship between doctors and patients will control patient 

feelings, improve the comprehension of health information, and help define patients' needs, 

preferences, and aspirations (Hall, Roter & Rand, 1981). The majority of essential diagnostic 

information comes from an interview, and the doctors also determine patient satisfaction and 

compliance that affect health outcomes positively (Simpson, 1991). Studies have shown that 

there is a correlation between a sense of control and the ability to tolerate suffering, recovery 

from disease, decreased tumour growth and improved daily functioning (Roter, 1982). The 

reduction in blood pressure in patients who were permitted to communicate their health 

problems without interruption during visits to the doctor was substantially greater (Orth, 1987). 
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Even if they cannot be solved, the clarification and comprehension of patient problems leads to 

a substantial reduction in anxiety (Simpson et al., 1991). Enhanced patient involvement in the 

therapy programme improves care satisfaction, adherence, and outcomes. If patients with a 

medical illness feel that they are adequately consulted by the doctor, their level of psychological 

distress is less severe (Cardel et al., 2022). The nature of the relationship between doctor and 

patient can be changed during the course of the disease. Maybe none of this is truer than in 

oncology. Each stage of the disease that is critical to patients due to its impact on their lives can 

be affected both physically and psychologically by the communication of a 

diagnosis/relapse/progress. The doctor should be mindful of the significance and responsiveness 

of the movement when reporting bad news (Buckman, 1984). Good communication between 

the doctor and the patient has a positive effect on the cancer adjustment and treatment of patients, 

including good control of pain, compliance with drug regimens and diets, and the patient's 

psychological performance (Stewart, 1996). A series of predictable and unpredictable steps in 

its efforts to treat and defeat cancer together create a partnership that is challenging but can also 

be valued by the oncologist and the patient (Mariscotti, 2008). Increased quality of life for cancer 

patients will continue the doctor–patient relationship during follow-up visits (Moore et al., 

2022). The quality of the relationship between physicians and patients is positively linked to 

better health results. Doctors need to know the cultural and socio-economic factors of the patient 

and communicate best of their ability with their patients (Egbert, 1964). Effective doctor–patient 

partnerships minimise post-operative pain sensitivity (Hale et al., 2016). 

The quality of the doctor–patient relationship is a significant determinant of patient 

attrition. Effective communication, competence, trust, and compassion on the part of healthcare 

providers are critical factors in retaining patients in care. Healthcare systems should prioritise 
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strategies that enhance the quality of doctor–patient interactions to improve patient retention 

rates. 

Hypothesis 3: The quality of doctor has a positive significant effect on patient attrition. 

3.2.4 Integrated Care of Patient and Patient Safety 

Patient safety is defined by the World Health Organization (WHO) as "the prevention of 

mistakes and bad consequences to patients linked with health care" and "doing no damage to 

patients" (Gaal, 2011, p. 102) (WHO, 2009, p. 23). Every year, millions of people worldwide 

endure impairments, injuries, or death as a result of dangerous medical procedures (Dennis et 

al., 2018). This has resulted in a broader acknowledgment of the importance of patient safety, 

the adoption of patient safety measures into health care organisations' strategic goals, and a 

growing corpus of research in this sector (Gonzalez 2019). The Institute of Medicine (IOM) 

issued "To err is human: building a safer health system" in 1999, emphasising that safety was 

the most important fundamental priority (Havens & Boroughs, 2000). This groundbreaking 

article on patient safety forewarned of medical mistakes and the potential for patient damage 

(Dennis et al., 2018). Patient safety in primary care has not been studied as much as it has in 

hospital settings (Zwart et al., 2011), although more research is starting to appear in primary 

care (Webair et al., 2015). Comprehending the values, attitudes, beliefs, and norms that hold 

significance within healthcare organizations, along with understanding the proper attitudes and 

actions necessary for patient safety, are essential prerequisites for fostering a culture of safety 

(Ghobashi et al., 2014). Patient safety is crucial to health care quality and continues to be a 

developmental concern in many nations. Furthermore, as compared to secondary care, efforts 

targeting a patient safety culture in primary care are minimal (Verbakel 2014).  
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An important first step in improving patient safety is to examine and comprehend an 

organisation's safety culture. Similarly, assessing the safety culture assists health care 

organisations in identifying areas for improvement and analysing changes through time (Webair 

et al., 2015). The assessment of a primary care safety culture was identified as the most prevalent 

topic developing from 2011 onwards in this systematic study. Creating a culture of safety within 

health care institutions is a critical first step towards improving all elements of health care 

quality (Lawati et al., 2018). Understanding the safety culture is critical for improving 

problematic behaviours or attitudes such as miscommunication, adverse occurrences, and a non-

punitive response to errors, which may lead to an improvement in the primary care safety 

culture. Similarly, measuring the safety culture in primary care can aid in the identification of 

areas for improvement that may lead to adverse occurrences and mistakes. Patient care follow-

up, open communication, and work pressure were all necessary to increase patient safety in 

primary care (Gaal 2012). Second, another major area for improvement identified in the 

systematic review was the issue of insufficient personnel and providers to handle patients in 

primary care, identifying this as an area that needs to be addressed (Tabrizchi & Sedaghat, 

2012). To assist building a patient safety culture in primary care, communication breakdown, 

which impacts both safety culture and functions as a contributing factor for events, must be 

recognised and addressed (Zwart et al., 2011). Communication openness was identified as a 

source of concern in Kuwaiti and Turkish investigations (Ghobashi 2014), but not in Iranian or 

Dutch research (Tabrizchi & Sedaghat, 2012; Zwart et al., 2011). Inconsistency in 

communication openness results may be related to cultural variations where disparagement and 

disagreement are considered as blame, and so can lead to the loss of employment or personal 

ties among workers; thus, staff prefer to avoid it. Because of the blame culture, communication 
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openness has been proven to be an issue in emerging and Middle Eastern nations (Webair et al., 

2015).  

Organisations with a positive safety culture adopted a communication policy, recognised 

the importance of safety in health care, and implemented preventative measures. This systematic 

review sheds light on a growing body of literature on the patient safety culture in primary care 

from medium- to low-income nations. A second problem is that health centres are dispersed, as 

opposed to hospitals which are a unified entity, and the health care personnel includes diverse 

nationalities and backgrounds, each with a distinct knowledge of patient safety from other health 

care systems. According to the research, the most dependable and effective technique for 

enhancing the quality of treatment is to change the perspective of frontline health care providers 

towards patient safety, which will result in fewer adverse occurrences and communication 

breakdowns (Joann 2012). The level of safety perceived across an organisation influenced the 

safety of workers and patients in a health care institution. The Manchester Patient Safety 

Framework (MaPSAF) and the Hospital Survey on Patient Safety Culture were two widely 

utilised instruments in the systematic review that examined safety culture in primary care. The 

HSOPSC tool emerged as the most likely instrument to be used in the GCC to assess the safety 

culture in primary care for the following reasons: first, it was successfully utilised in Kuwait 

and, more recently, in Yemen, and both countries have a GCC primary health system; and 

second, the same questionnaire was utilised to analyse hospital safety culture in other GCC 

nations (Al-Mandhari et al., 2014). The importance of incident reporting in promoting patient 

safety cannot be overstated (Zwart et al., 2011). There is a need to build an incident reporting 

system in primary care in the Middle East within health facilities, comparable to hospitals, that 

is computerised and aids in recording and following-up on occurrences. According to the 



108 
 

findings of this systematic review, the system developed should include a local incident 

reporting system that will record and monitor incidents within the health centre, as well as a 

centralised reporting system at the Ministry of Health that can address and monitor recurrent 

and common incidents in primary care. A local strategy encourages reporting and facilitates 

faster implementation, whereas a central approach targets frequent and recurring safety concerns 

(Lawati et al., 2018). 

The administration and delivery of coordinated and patient-centred healthcare services 

is referred to as integrated care (Singer et al., 2011). It involves measures aimed at improving 

coordination, cooperation, continuity, and collaboration across many sectors of the healthcare 

system in order to avoid redundancy and the fragmentation of treatment while putting patients 

first (Nolte, Knai & Saltman, 2014). Integrated care decreases hospital admissions, increases 

treatment adherence and medication compliance, and improves the quality of care, health-

related quality of life, functional health, and patient satisfaction (Berchtold 2014). In the United 

Kingdom, the National Collaboration for Integrated Care and Support created an integrated care 

model based on patient experience (NCICS 2013). This model comprises six dimensions: (1) 

consideration of patient and family needs, (2) communication with the patient and between 

practitioners, (3) access to information, (4) involvement in decision-making, (5) care planning, 

and (6) transitions between various health professionals and practitioners. Valid metrics of 

integrated care may give important follow-up indications of efforts to enhance patient care 

quality (Singer et al., 2013). A few measures have been developed to assess patients' perceptions 

of integrated care (Walker, Stewart & Grumbach, 2016); however, they do not cover all aspects 

of the National Collaboration for Integrated Care and Support model. The Picker Institute 

Europe and the University of Oxford were commissioned by the UK Department of Health and 
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Social Care to design a collection of items to assess integrated care in order to address this gap. 

These items have not yet been evaluated and might be used to understand progress in attaining 

the aims of the National Collaboration for Integrated Care and Support model (Gibbons 2013). 

This study aimed to validate the Patient Experience of Integrated Care Scale and its relationship 

with patient attrition, patient safety, and patient quality.  

Integrated care models promote better coordination and communication among 

healthcare providers and across various care settings. This improved coordination can help 

reduce medical errors, such as medication mistakes or miscommunications, contributing to 

enhanced patient safety (Valentijn et al., 2013). Integrated care emphasises the continuity of 

care across the healthcare continuum, ensuring that patients receive consistent and appropriate 

care over time. This continuity minimises disruptions and the potential for errors, leading to 

better patient safety (Davies et al., 2011). Integrated care models often include medication 

management as a key component. By centralising medication oversight and ensuring that all 

providers have access to a patient's medication list, integrated care reduces the risk of 

medication-related safety incidents (Coleman et al., 2004). 

 Integrated care models often incorporate standardised protocols and pathways that can 

help reduce adverse events. For example, surgical safety checklists in integrated peri-operative 

care have been shown to significantly decrease surgical complications and improve patient 

safety (Haynes et al., 2009). Integrated care models often involve proactive monitoring and the 

early detection of health issues. Healthcare providers collaborate to identify potential risks or 

deterioration in a patient's condition promptly. This proactive approach can prevent adverse 

events, reduce complications, and enhance overall patient safety (Naylor et al., 2011). Integrated 
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care often emphasises a patient-centred approach, which includes involving patients in safety 

initiatives and decision-making. Engaging patients in their care and safety processes can lead to 

increased awareness and the proactive reporting of safety concerns, contributing to a culture of 

patient safety (Longtin et al., 2010). Integrated care models can help address healthcare 

disparities by ensuring that all patients, regardless of their backgrounds, have access to 

consistent and high-quality care. Eliminating disparities in care improves overall patient safety 

by ensuring that no group is disproportionately at risk (Betancourt et al., 2005). 

Effective patient safety in integrated care relies on the seamless sharing of health 

information among providers and across healthcare settings. Challenges in implementing robust 

health information exchange systems can hinder the timely access to critical patient information, 

potentially impacting patient safety (Vest et al., 2012). While integrated care aims to improve 

care coordination, it can also introduce complexities, especially for patients with multiple 

chronic conditions or complex care needs. The management of such patients may require careful 

coordination to prevent the safety risks associated with fragmented care (Boyd et al., 2005). 

While integrated care aims to improve information sharing among providers, challenges in data 

integration and sharing can sometimes lead to incomplete or inaccurate patient information. 

Such challenges may pose safety risks, emphasising the importance of robust health information 

systems (Adler-Milstein et al., 2015). Integrated care often involves transitions between care 

settings, such as from hospital to home or from primary to specialty care. These transitions can 

introduce safety risks, particularly if there is inadequate communication or follow-up care 

planning (Coleman et al., 2004). 
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 The integrated care of patients is positively associated with patient safety outcomes. By 

promoting better coordination, reducing medical errors, and improving the continuity of care, 

integrated care models contribute to enhanced patient safety. Healthcare organisations should 

continue to prioritise integrated care initiatives to optimise patient safety and the overall 

healthcare quality. Integrated care, when effectively implemented, offers a holistic approach to 

patient safety that addresses the entire continuum of care. 

Hypothesis 4: The integrated care of patients has a positive significant effect on patient 

safety.  

3.2.5 Integrated Care of Patient and Quality of Doctor 

Quality control and performance evaluation have emerged as critical challenges in 

medicine. In many different medical illnesses and clinical settings, care is sub-par (McGlynn, et 

al., 2003). Although providing high-quality treatment is crucial for all doctors, certain sub-

groups, such as physicians with less specialised training and those who encounter a lesser 

volume of patients, may be more affected (Birkmeyer et al., 2004). Physicians who have been 

in practise for a longer period of time may be less likely to provide high-quality treatment. 

Medical discoveries occur often, and clinicians' explicit knowledge can quickly become out of 

date. As a result, while it is commonly considered that physicians' tacit knowledge and skills 

gathered through years of practice contribute to higher clinical abilities, it is also possible that 

physicians with more experience are paradoxically less likely to give technically adequate 

treatment. Few previous studies have specifically sought to assess the impact of experience on 

the quality of medical treatment. However, the duration of time in clinical practice has been 

considered as part of a collection of physician characteristics that may explain differences in 

quality or may be confounders of the relationship between quality and other variables (Nitesh 
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2005). Two factors are critical to improving healthcare quality and patient outcomes. The first 

is the simple access to healthcare, and the second is a good patient–doctor connection (Barber 

2015). The frequency and length of the patient–doctor contact are indicators of both healthcare 

access and the patient–doctor relationship. Patient–doctor interaction studies, for example, have 

focused on its correlation with patient outcomes such as survival rate, pain treatment, and 

chronic illness management (Yi 2017). Although some research linked these outcomes to 

patient–doctor interaction, others did not (Tates et al., 2017). Patients in trials where beneficial 

connections were reported had the chance to participate in their plan of care and receive 

therapeutic education (Darmayanti, Simatupang & Rudito, 2019). These care settings help to 

build a strong connection between patients and clinicians (Custer et al., 2019) and are connected 

to increased quality of care, patient safety, and satisfaction, as well as lower medical mistakes 

and mortality (Chae et al., 2021). 

Numerous studies have looked into integrated care of patient and quality of doctor in 

terms of the doctor's interpersonal and communication abilities. Patient care continuity is 

another important consideration, and it is this component of continuity that is related to 

interpersonal continuity. The qualities of the ongoing connection itself, such as trust, have 

piqued the curiosity of researchers. The relationship between a patient and a doctor can be 

viewed as a particular type of human relationship, and research in other fields has made a 

distinction between the dynamic, interactive aspects of relationships and the mental associations 

that people form in relationships, which are historically derived representations of experience. 

The connection between a patient and a doctor can, in general, be seen as either a process or a 

result, and opinions on which is more suitable are disputed. Clinical imperatives emphasise the 

relationship's worth as a part of the treatment process that might enhance health outcomes, even 
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though the relationship's purpose or function is likely to differ depending on the observer's point 

of view. It is necessary to have better knowledge of the features of patient–doctor relationships 

that impact patient care because they have consequences for how doctors are taught and health 

care is organised. If, for example, continuity offers a distinct contribution to patient–doctor 

interactions, it may be undesirable to place undue emphasis on physicians' communication 

abilities in isolated consultations; instead, a stronger emphasis on organisational mechanisms 

that foster continuity may be preferable (Ridd et al., 2009). 

The US National Academy of Medicine created one of the most commonly 

acknowledged categories of health care quality. Safety, effectiveness, patient-centredness, 

timeliness, efficiency, and equity are the six pillars of high-quality care. Despite this apparent 

agreement, these categories are treated differentially in practice. Many quality evaluation 

systems solely look at efficacy and safety, a few look at timeliness and patient-centredness, and 

even less look at efficiency and equality of treatment (Hibbard 2004, IOM, 2005). This selective 

implementation under-specifies the measured concept of "quality of care", making it impossible 

to draw conclusions about the quality of treatment provided by a hospital (Hannawa et al., 2022). 

Furthermore, the importance that physicians, nurses, and patients place on various components 

of treatment varies (Preskitt et al., 2016). While clinicians and patients generally agree that 

clinical expertise, rapport, and health-related communication habits are significant components 

of "excellent care", patients value empathy, civility, respect, and "enough time" for care 

interactions more than providers (Nadi et al., 2016). At the frontlines of care, both doctors and 

patients make implicit or explicit quality assessments. However, if we cannot reach agreement 

on the aspects that form their judgements, it will be impossible to determine what constitutes 

high- versus low-quality treatment. The patient–doctor connection is a crucial notion in health 
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care, particularly in basic care. It is, however, a complicated issue that means various things to 

different individuals. As a result, research in the field has become relatively scattered. 

Integrated care models encourage healthcare providers from different specialties and 

disciplines to work collaboratively as a team. This collaboration fosters a culture of shared 

knowledge and expertise, allowing doctors to learn from one another and improve their skills 

and clinical judgment (Gittell et al., 2000). Integrated care models emphasise the coordination 

of patient care across various healthcare settings. When doctors are part of a well-coordinated 

care team, they can provide more comprehensive and timely care, leading to improved patient 

outcomes and satisfaction, which are key indicators of doctor quality (Young et al., 2018). 

Integrated care models often provide doctors with better access to resources, including advanced 

technologies, data analytics, and evidence-based guidelines. This access equips doctors with the 

tools and information needed to make informed decisions and deliver high-quality care (Lim et 

al., 2018). Integrated care models often emphasise continuous education and training for 

healthcare providers. Doctors in such models have opportunities for ongoing learning, keeping 

them updated with the latest medical advancements and best practices. This commitment to 

education enhances the knowledge and skills of doctors, contributing to higher quality care 

(Epstein & Hundert 2002). In integrated care, doctors often work alongside professionals from 

various healthcare disciplines, such as nurses, social workers, and pharmacists. This 

interdisciplinary environment exposes doctors to different perspectives and approaches to 

patient care, promoting a holistic understanding of medicine and improving their clinical 

judgment (Hall, Grassau & Weaver, 2013).  
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Integrated care models often leverage data analytics and health information systems to 

support clinical decision-making. Doctors have access to real-time patient data, enabling them 

to make evidence-based decisions and provide tailored, high-quality care (Saheb & Saheb, 

2019). While collaboration is a key component of integrated care, conflicts among healthcare 

professionals can arise. Interprofessional conflicts may affect doctors' morale and job 

satisfaction, potentially influencing the quality of care they provide (Nancarrow et al., 2013). 

The successful integration of technology into integrated care models can be challenging. 

Doctors may face difficulties in adapting to new technologies, impacting their efficiency and 

potentially the quality of care. Therefore, effective training and support for technology adoption 

are crucial (Ahmad et al., 2020). Effective communication is vital in integrated care, and barriers 

in communication among healthcare providers can hinder the exchange of critical information. 

These communication challenges may affect the quality of doctors' decision-making and care 

delivery (Schenker et al., 2010). Doctors in integrated care settings may face an increased 

workload due to care coordination and collaboration demands. High workload can lead to 

burnout which, in turn, can negatively impact the quality of care provided by doctors (Shanafelt 

et al., 2015). 

The integrated care of patients can positively influence the quality of doctors by fostering 

collaboration, coordinating patient care, and providing access to resources and information. 

However, healthcare organisations must address communication barriers and workload 

challenges to ensure that doctors can fully benefit from integrated care models. Integrating care 

effectively can enhance the overall quality of healthcare providers, leading to improved patient 

outcomes and satisfaction. 
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Hypothesis 5: The integrated care of patients has a positive significant effect on the quality 

of doctor.  

3.2.6 Quality of Doctors and Patient Safety 

The Institute of Medicine (IOM 2009) defines quality in healthcare as being safe, 

effective, patient-centred, timely, efficient, and equitable. In the United Kingdom, close versions 

of this concept are utilised. the Darzi NHS Next Stage Review defined high quality as "clinically 

effective, personable, and safe" (Darzi, 2018). Patient safety is one factor of the quality of care 

that applies to all variants. The IOM considers patient safety to be inextricably linked to the 

provision of high-quality health care. They have simply defined patient safety as "the avoidance 

of patient harm" (Aspden 2004), as well as "freedom from unintentional harm" (Kohn, Corrigan 

& Donaldson, 2000). This definition was amended by the Agency for Healthcare Research and 

Quality Patient Safety Network (AHRQ PSN) to "freedom from accidental or preventable 

injuries caused by medical treatment" (AHRQ 2011). This thesis, in accordance with the 

literature, employs the phrase “quality of care” to incorporate patient safety and blends these 

words.  

Patient safety is defined by the World Health Organization (WHO 2009) as "the 

prevention of mistakes and adverse effects to patients linked with health care" and "doing no 

damage to patients". Every year, millions of people worldwide endure impairments, injuries, or 

death as a result of dangerous medical procedures (Sorra & Nieva, 2003). This has resulted in a 

broader acknowledgment of the importance of patient safety, the adoption of patient safety 

measures into health care organisations' strategic goals, and a growing corpus of research in this 

sector (Gonzalez, 2019). The Institute of Medicine (IOM) issued "To err is human: building a 

safer health system" in 1999, emphasising that safety was the most important fundamental 
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priority. This was a seminal paper for patient safety, warning of mistakes in health care and the 

possibility of patient injury (Donaldson, Corrigan & Kohn, 2000) 

By readily recognising "the system" as a threat to patient safety, doctors were practising 

a form of "systems thinking", according to Waring (2007). However, "despite openly 

acknowledging the causal role played by "the system", doctors maintain an individualised and 

"person-centred" approach for responding to these threats". In other words, while doctors 

understood the systems-level flaws, they believed that they could be accommodated or tolerated 

without necessarily needing to be addressed. These results draw attention to the issue of 

separating "the system" from on-the-ground operations. In contrast, Berwick and Nolan (1998) 

stated that this definition "emphasises the relevance of dependency and interaction", and 

repeated the IOM report's description of a system as "a group of interdependent parts interacting 

to accomplish a shared purpose". The system is made up of the elements as well as how they 

interact, not just the elements themselves. Nolan (1998) added to this concept of systems by 

arguing that advancement and change relied on clinicians seeing themselves as components of 

a larger system and advocating for clinician collaboration as a foundation for change, even if he 

also defined the system as the object of change. An ethnographic investigation of adverse events 

in a hospital setting (Andrews et al., 1997) found that although individual causes were most 

often attributed to adverse events, health care workers also attributed interactive causes, such as 

interaction between individuals, between individuals and teams, or between teams, to 15.6% of 

adverse events, which has stoked interest in interaction between clinicians and systems. Similar 

to what many others have stated, enhancing patient safety requires inter- and intra-disciplinary 

collaboration, communication, and team-based education, training, and work (Kawaguchi & 

Kao, 2021). This emphasis on the interconnectedness of systems and clinical practice 
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emphasises the opportunity to understand patient safety in terms of the interactions taking place 

within the clinical work environment. For instance, Mousaloo et al., (2021) revealed 

connections between routine clinical procedures and the hospital's abstracted organisational 

framework of rules and policies. They noted that one may contend that no one understands what 

the hospital 'is' on any given day unless he has a thorough awareness of what mix of rules and 

policies, together with agreements, understandings, pacts, contracts, and other working 

arrangements, currently prevails.  

Additionally, they proposed that new understandings of the system, which they referred 

to as "order", be developed repeatedly as a result of any modifications. In essence, they proposed 

that a hospital operates as a consequence of negotiations and interactions between the local and 

more formalised rules and policies of the hospital or health system, as well as negotiations and 

interactions at the local, everyday level of clinical practice. 

Patient safety may not be "a behaviour that can be fully mapped out and predetermined" 

if hospital systems are interactional in nature and prone to such continual re-creation (Iedema et 

al., 2006). Instead, how safety is seen is influenced by the setting, how doctors interact with one 

another, and other contextual considerations. This new approach to systems and safety implies 

that doctors characterise mistakes and establish safety by paying attention to the routine 

activities of clinicians and their practices (Bosk 2003; Cook, Render, & Woods 2000). 

The quality of doctors is often assessed based on their clinical competence, including 

their knowledge, skills, and expertise. Doctors with a high level of clinical competence are more 

likely to provide accurate diagnoses, appropriate treatments, and safe care, directly contributing 

to improved patient safety (Epstein & Hundert 2002). High-quality doctors are committed to 
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adhering to evidence-based guidelines and best practices in medicine. They are less likely to 

deviate from established protocols, reducing the risk of medical errors and adverse events that 

compromise patient safety (Bates et al., 1998). Quality doctors are skilled communicators who 

can clearly convey medical information to patients and collaborate effectively with other 

healthcare team members. Effective communication is essential for preventing 

misunderstandings and ensuring that safety-related information is shared promptly (Makary & 

Daniel 2016).  

High-quality doctors prioritise patient-centred care, taking into account patients' 

preferences, values, and needs. Patient-centred care improves patient engagement and 

satisfaction, which are key components of patient safety. Satisfied and engaged patients are more 

likely to adhere to treatment plans and communicate effectively with their healthcare providers, 

reducing the risk of safety incidents (Epstein & Street 2011). High-quality doctors exhibit strong 

clinical judgment and decision-making skills. They can accurately assess complex medical 

situations, weigh risks and benefits, and make informed decisions that align with the best 

interests of the patient. This skill set is critical in preventing errors and ensuring patient safety 

(Croskerry 2003). Quality doctors are committed to continual learning and professional 

improvement. They engage in ongoing education, attend conferences, and stay updated with the 

latest medical research. This dedication to improvement ensures that doctors provide the most 

up-to-date and evidence-based care, reducing the risk of outdated or unsafe practices (Iglehart, 

2002). 

Doctors may face challenges related to resource constraints, including limited access to 

advanced medical technologies or inadequate staffing levels. These constraints can impact their 
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ability to provide high-quality care and may lead to safety incidents due to resource shortages 

(Harrington et al., 2012). Effective communication among healthcare providers is crucial for 

patient safety. Doctors may face challenges in communicating clearly with other members of 

the healthcare team, potentially leading to misunderstandings or errors. Addressing 

communication gaps through training and improved teamwork is essential for patient safety 

(Leonard, Graham & Bonacum, 2004). Burnout among doctors can negatively impact their 

quality of care and patient safety. Burnout may lead to fatigue, decreased attentiveness, and the 

increased likelihood of making errors. High-quality doctors require support to mitigate burnout 

(Shanafelt et al., 2019). Variability in the quality of doctors' performance can exist within 

healthcare systems. Some doctors may consistently provide high-quality care, while others may 

not meet the same standards. This variability can impact patient safety, especially when patients 

receive care from less-qualified doctors (Chassin & Galvin, 1998). 

The quality of doctors significantly influences patient safety outcomes. Doctors with 

high clinical competence, adherence to best practices, and effective communication skills 

contribute to improved patient safety by reducing the risk of medical errors and adverse events. 

Addressing challenges such as physician burnout and variability in care quality is essential for 

sustaining and enhancing patient safety within healthcare systems. 

Hypothesis 6: The quality of doctor has a positive significant effect on patient safety. 

3.2.7 Patient Safety, Integrated Care of Patient, and Patient Attrition 

Patient safety is defined as the avoidance of adverse occurrences for patients (SFS 2010). 

When it comes to patient safety, error avoidance, learning from mistakes, and fostering a culture 

of safety among health care personnel and patients are critical aspects (Aspden et al., 2004). An 

early study defined safe patient practice as "a sort of strategy or structure whose application 
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decreases the likelihood of adverse outcomes emerging from exposure to the health care system 

across a wide variety of illnesses and treatments" (Shojanja et al., 2001). Interactions throughout 

the health-care system can help to ensure patient safety. Reactive and proactive indicators can 

be used to assess safety systems (Reiman & Pietikäinen 2012). Reactive safety indicators are 

inferences drawn from previous occurrences, such as infection rates, surgical injuries, falls, 

pressure ulcers, and underweight patients. Safety is evaluated in hindsight, which necessitates 

the use of safety management systems capable of providing accurate depictions of organisational 

flaws. Regular investigation and the identification of entities known to have an influence on an 

organisation's condition of safety, such as communication, collaboration, routines, guidelines, 

scheduling, documentation, and conflict between production and safety, constitute proactive 

safety indicators (Reason 2009). 

Healthcare workers who engage in care procedures following adverse events often report 

experiencing emotional distress (Stangierski et al., 2012), a sense of inadequate support from 

their employer (Ullström et al., 2014), and insufficient support from their colleagues (Aasland 

& Forde 2005). Following a negative occurrence, healthcare workers experience sentiments of 

anxiety, guilt, humiliation, and disappointment. These reactions have a long-lasting influence 

on them (Seys et al., 2013). When a negative incident occurs, female healthcare workers tend to 

report greater worry and anxiety about losing their confidence than male healthcare workers, 

and they also suffer more reputational damage from their peers (Seys et al., 2013). The phrase 

"second victim" was first used in 2000 (Wu 2000) to describe the feelings of doctors engaged 

in a negative outcome. Health care workers who are involved in an unplanned adverse patient 

event become victims in the sense that the incident traumatises them, according to a more precise 

definition put out by Scott et al., (2009). These people frequently feel personally accountable 
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for the patient's outcome. Many believe they have let the patient down (Scott et al., 2009). 

Adverse occurrences are a life-changing experience for healthcare professionals regardless of 

gender, occupation, or work history, leaving a lifelong impression of the individual. 

Every year, an estimated ten million people are hurt unnecessarily and suffer from 

crippling disabilities or death as a result of hazardous medical practices and services (WHO 

2014). According to the Institute of Medicine in the United States (Kohn, Corrigan & 

Donaldson, 2000), approximately 44,000 to 98,000 patients die each year as a result of medical 

errors in various hospitals, causing the United States significant financial damage estimated to 

be between $17 billion and $29 billion in terms of negative social impact such as disability, lost 

income, and health care costs. According to Kohn, Corrigan & Donaldson (2000), medical 

mistakes killed more people in the United States than car accidents. Additionally, according to 

Pronovost et al., (2006), up to 80,000 patients in the United States die from hospital acquired 

illnesses each year, costing the health authorities an estimated $2.3 billion in avoidable fatalities. 

Additionally, Pittet et al., (2008) reported that more than 25% of all admissions in 

underdeveloped countries are afflicted by hospital infections, a rate that may be 20 times greater 

than in industrialised nations. According to the WHO (2002), the likelihood of a person being 

damaged during an aeroplane flight is roughly one in a million; however, the chance of a patient 

being harmed throughout their health care journey in health organisations is much greater, with 

a one in 300 chance of injury. According to estimates, one out of every 10 patients treated at a 

hospital in Europe suffers from some type of unnecessary damage (WHO 2007). Panesar et al., 

(2013) discovered that the majority of surgical patient safety incidents reported to the National 

Reporting and Learning System (NRLS) in England and Wales, 48,095 out of 163,595 (30.1%), 
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were due to trauma and orthopaedics-related incidents and iatrogenic harm to the patients, with 

0.15% of the incidents resulting in death. 

Patient views of safety were mediated by the nurse, who was recognised as the 

professional with the highest level of accountability. The abilities and characteristics shown by 

nurses were used to assess patients' feelings of safety (Lovink et al., 2015; Lyndon et al., 2014; 

Rhodes et al., 2016). A variety of abilities and characteristics were identified as significant 

contributory variables in promoting or endangering safety. Assessment of the nurse as 

technically competent therefore improved sentiments of safety because patients anticipated 

nurses to be competent and perceived concerns about the degree and consistency of competence 

as a danger to patient safety (Lyndon et al., 2014; Rhodes et al., 2016). It was determined that 

staff behaviour or how they handled themselves affected patient safety. According to Van Vorst 

et al., (2007), having a good manner and interpersonal skills increased the perceptions of safety, 

but poor manners (for example when nurses neglected to attend to personal needs, and were 

unrepentant) were considered as a threat to patient safety (Rhodes et al., 2016) According to 

Lyndon et al., (2014) and Scott et al., (2012), the responsiveness of staff was a significant 

influence in patient safety. While listening, responding swiftly, and giving moment-to-moment 

care supported safety, failing to respond to fundamental care demands and symptoms 

jeopardised safety (Collier et al., 2016). To feel comfortable, patients needed regular 

monitoring, nurses' proximity and presence, and prompt responsiveness to their requirements 

(Lovink et al., 2015). Failure to address and satisfy patient expectations impacted the patient 

safety perception (Van Vorst et al., 2007). Inter-professional teamwork improved patient safety 

(Vaismoradi et al., 2011), but a lack of communication and teamwork was observed to generate 

errors and jeopardise patient safety (Holliman & Bernstein 2012). Trust in healthcare providers 
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was seen as critical for ensuring patient safety. Patients trust healthcare providers because of 

their abilities and expertise (Hernan et al., 2014; Holliman & Bernstein, 2012; Lyndon et al., 

2014; Rhodes et al., 2016a; Scott et al., 2012). Errors in care harmed their faith in healthcare 

professionals (Hernan et al., 2014; Van Vorst et al., 2007). 

Integrated care models promote better coordination and communication among 

healthcare providers and across various care settings. This enhanced coordination reduces the 

risk of medical errors, enhances the quality of care, and fosters a culture of safety within 

healthcare organisations (Valentijn et al., 2013). Effective communication and information 

sharing among healthcare providers, a hallmark of integrated care, facilitate the timely exchange 

of critical patient data. This reduces misunderstandings and errors, directly contributing to 

improved patient safety (Makary & Daniel 2016). Enhanced patient safety measures, including 

reduced medical errors and adverse events, foster patient confidence and trust in the healthcare 

system. Patients who perceive their care as safe and reliable are more likely to stay engaged and 

continue their treatment, thus reducing the likelihood of attrition (Vincent & Amalberti, 2016).  

Safety incidents, when not effectively managed, can lead to attrition as patients seek care 

that they perceive as safer and more reliable elsewhere (Blendon et al., 2002). Integrated care 

models, by promoting patient safety through better coordination, communication, and error 

reduction, indirectly contribute to reduced patient attrition. Patients who experience safe and 

well-coordinated care are more likely to stay within the healthcare system, leading to lower 

attrition rates (Naylor et al., 2011). On the contrary, when patients experience safety incidents 

in healthcare systems that lack effective integrated care, they may lose trust and confidence, 

increasing the likelihood of attrition (Gallagher et al., 2013).  
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Integrated care models often prioritise patient engagement and education. Patients who 

are actively engaged in their care are more likely to follow treatment plans, adhere to medication 

regimens, and make informed decisions. This active involvement in care contributes to 

improved patient safety by reducing the likelihood of errors and complications (Davis, Jacklin 

& Sevdalis, 2007). Patients who receive education about their conditions and care plans within 

the context of integrated care are better equipped to recognise and report safety concerns 

promptly. This proactive patient role enhances the overall safety culture and can help prevent 

safety incidents that might lead to patient attrition (Amaniyan et al., 2020).  

Integrated care models emphasise transparent communication between healthcare 

providers and patients. When patients are well informed about their care, they are more likely 

to trust the healthcare system, which is crucial for patient retention (Mcnelis, 2021). A culture 

of transparency, where healthcare providers openly acknowledge safety incidents and 

collaborate with patients to resolve them, can mitigate the negative impact through integrated 

care models that often incorporate feedback mechanisms for both patients and healthcare 

providers. Patient feedback can reveal safety concerns and areas for improvement, while 

provider feedback helps identify performance gaps. This feedback loop supports continuous 

quality improvement efforts, ultimately reducing safety incidents and attrition (Young et al., 

2018). Integrated care models often aim to reduce healthcare disparities by ensuring equitable 

access to care and resources. Addressing disparities is essential for patient safety, as vulnerable 

populations may be at higher risk of safety incidents. By reducing disparities, integrated care 

indirectly contributes to improved patient safety and reduces attrition among these populations 

(Betancourt et al., 2005). Integrated care models emphasise care continuity and follow-up, 

ensuring that patients receive consistent care across different healthcare settings. Patients who 
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experience seamless transitions between primary care, specialty care, and other services are less 

likely to face disruptions in their care, reducing the risk of attrition due to frustration or 

confusion (Naylor et al., 2011).  

Integrated care models often leverage Health Information Exchange (HIE) systems to 

facilitate the secure sharing of patient data among healthcare providers. Effective HIE systems 

reduce the risk of errors due to incomplete or inaccurate patient information, enhancing patient 

safety and reducing attrition linked to dissatisfaction with fragmented care (Vest et al., 2012). 

Integrated care models often involve patients in quality improvement initiatives. Patient 

feedback and involvement in safety planning contribute to a culture of patient-centred care and 

safety. Patients who perceive their input as valued is more likely to stay engaged and less likely 

to abstain from care (Longtin et al., 2010). Integrated care models often extend beyond clinical 

settings to connect patients with community resources and social support networks. This holistic 

approach addresses the social determinants of health and can reduce attrition, especially among 

patients facing social and economic challenges (Bodenheimer & Sinsky 2014). Integrated care 

models increasingly incorporate telehealth and digital health technologies. These technologies 

enhance access to care, reduce geographic barriers, and improve patient safety by enabling 

remote monitoring and timely interventions. Patients who benefit from such innovations are 

more likely to stay engaged in their care and less likely to attrite (Siddiquee et al., 2020).  

The integrated care of patients positively influences patient safety which, in turn, impacts 

patient attrition. By enhancing coordination, communication, and error reduction, integrated 

care models indirectly contribute to lower attrition rates. In contrast, safety incidents in 

healthcare systems with inadequate integration can lead to increased attrition as patients seek 
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care they perceive as safer and more reliable. Healthcare organisations should prioritise 

integrated care initiatives to improve patient safety and reduce attrition, ultimately enhancing 

the overall quality of care. 

Hypothesis 7: Patient safety has a significant mediating effect on the integrated care of 

patients and patient attrition.  

3.2.8 Quality of Doctor, Integrated Care of Patient, and Patient Attrition  

With rising living standards, easier access to knowledge, and increased social ageing, 

quantitative and qualitative demands and medical care expectations rise. Furthermore, the rapid 

growth in the number of medical experts and institutions has made rivalry among medical 

institutions unavoidable. Because of the rising degree of citizen knowledge and expectations, as 

well as the growing number of medical service customers, only medical institutions that match 

these expectations can be administered sustainably. As a result of such societal developments, 

the healthcare market is transitioning from a supplier-oriented to a customer-oriented one (Yun 

2008). Customer-oriented marketing is a typical business administration idea that aims to 

discover and meet the demands of consumers (Kotler 1986). Previously, the medical business 

was controlled by a supplier-oriented market in which patients attended hospitals but did not 

receive patient-oriented medical services. However, the customer-oriented market is already 

common because hospitals thrive when they understand the different demands of medical 

consumers and deliver high-quality medical services that customers desire (Choi 2020). The 

goal of customer-oriented marketing in healthcare businesses is to deliver exceptional medical 

services to patients. The number of medical institutes continues to grow. Thus, a customer-

oriented marketing strategy that meets customers' expectations by delivering quality medical 

services, leading to revisit, is necessary for the preservation and survival of healthcare facilities 
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by attaining a competitive advantage. Before addressing administration and operation, 

healthcare facilities must deliver safe and high-quality medical services to patients. Donabedian 

(1980) classified healthcare quality as the professional abilities of the healthcare practitioner 

and the patient's assessment of the medical service provided. Bopp (1990) also distinguished 

between the technical quality of the medical practitioner and the functional quality that the 

patient (the medical consumer) perceives, and said that the latter is more significant than the 

former in assessing healthcare quality. The ability to deliver professional medical abilities, such 

as competency in medical skills and accurate diagnosis, is a characteristic that is centred on the 

medical provider. Contrarily, the level to which the patient's needs, including those for facilities, 

equipment, a physical environment, and communication, are met is indicated by the functional 

quality that patients experience in addition to medical abilities (Yun 2008). In spite of a sub-par 

medical treatment outcome, patients may express a "perception of contentment" (Woolley et al., 

1978). According to 1997 research by Zifko-Baliga and Krampf, the quality of healthcare is not 

great if the patient does not acknowledge that the doctor made an appropriate diagnosis and 

prescribed the right course of action. The standards that patients themselves use to evaluate 

healthcare services, in particular, have a big impact on the quality of such services. Given the 

variety and sophistication of patients' requirements, subjective assessment based on the patient's 

perspective is seen to be increasingly significant for assessing healthcare quality (Hoi 2000). 

Hwang and Sim (2016) found that patients' perceptions of the quality of healthcare had an impact 

on their satisfaction and use of future medical services. This suggests that patient pleasure is 

important for hospital profitability, together with the standard of service. Public and commercial 

hospitals that have satisfied their patients are more likely to have them return. 
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Because there are many different components to healthcare, including nurses, doctors, 

the atmosphere, facilities, and safety, many nursing theories contest the notion that satisfaction 

may be linked to the calibre of nursing care (Bond & Thomas, 1992). According to some 

academics, a patient's quality of life is impacted by environmental, social, and informational 

factors in addition to nursing quality, which may have an impact on how satisfied a client is with 

a service (Murphy 2014). Instead of demonstrating varied degrees of happiness within the same 

experience, varying levels of satisfaction might reveal differing judgments of the quality of 

nursing care. On the other side, in a doctor–patient encounter, a patient is more likely to be 

happy if the doctor's performance exceeds their expectations. According to the Abramowtitz 

research, patients who have lower expectations are more likely to be happy with their care (Bond 

& Thomas, 1992). Patients want doctors to treat them with respect and engage in personal 

dialogue with them. Building this connection is extremely important for the patient in order to 

increase their faith in the doctor, even if the patient's expectation goes against what physicians 

have learnt about them because they were previously believed to be emotionless. Patients use 

the interaction between physicians and nurses to gauge the calibre of the treatment they are 

receiving because they lack medical training. For instance, if a nurse talks to a patient after the 

doctor has seen them in the morning and has discussed their issue with them for a few minutes 

but is unsure of how to respond to the patient's query, this is seen as a lack of staff 

communication. Customers enjoy seeing joyful, smiling faces when they receive a service, and 

patients are pleased with healthcare professionals that appear upbeat and friendly. If a doctor or 

nurse talks to a patient and appears hurried or furious, the patient is more likely to refrain from 

asking questions and to contribute less to the healthcare providers since they do not appear 

accessible (Patient Information 2004). 
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Patient satisfaction is recognised by health service researchers as the primary metric of 

the standard of medical care. Patient satisfaction with the doctor–patient relationship reflects the 

extent to which the doctor is successful and competent in providing care (Kleeburg et al., 2008). 

It is crucial for doctors to have strong technical and people skills if they want to satisfy their 

patients (Abioye-Kuteyi et al., 2010). To satisfy patients' expectations, it is also necessary to 

demonstrate professionalism and ethical behaviour (Chen et al., 2008). The capacity to diagnose, 

execute clinical procedures, prescribe medication, and keep up with the most recent 

advancements in medicine are all considered to be components of a physician's technical 

knowledge (Agedoorn 2003). Moreover, effective patient communication is essential for the 

effectiveness of technical operations, treatments, and medications. The choice to return to a 

doctor is favourably correlated with the patient's consultation experience (Rocque & Leanza 

2015). According to empirical research, unhappy people are more likely to stop seeking advice 

from a doctor they believe to be inept (Maseko, Chirwa & Muula, 2014). Similar to this, 

unsatisfied patients commonly exhibit delays in seeking medical advice and self-medication 

(Abioye-Kuteyi et al., 2010). In environments with limited resources, where patients from lower 

socio-economic backgrounds lack options, people continue to seek consultation at the same 

clinic despite displeasure. 

Integrated care models prioritise collaboration among healthcare providers, including 

doctors. These models foster a culture of teamwork and shared decision-making, which can 

positively influence the quality of doctors by allowing them to learn from their peers, exchange 

knowledge, and enhance their clinical judgment (Gittell et al., 2000). Integrated care models 

often include continuous education and training for healthcare providers, including doctors. This 

commitment to ongoing learning and improvement directly contributes to the quality of doctors 
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(Epstein & Hundert 2002). The quality of doctors is a crucial factor influencing patient attrition. 

Patients who have confidence in the expertise and competence of their doctors are more likely 

to remain engaged in their care and less likely to attrite (Kernick et al., 2018). Conversely, 

patients who perceive a lack of quality in their doctors' care may be more inclined to attrite, 

seeking care elsewhere or avoiding healthcare interactions altogether (Blendon et al., 2002). 

Integrated care models that promote collaboration and the continuous education of healthcare 

providers indirectly contribute to reducing patient attrition. The enhanced quality of doctors 

within these models instils patient confidence, reducing the likelihood of attrition due to 

dissatisfaction with care (Naylor et al., 2011). Conversely, integrated care models that do not 

emphasise the development of high-quality doctors may not yield the same positive impact on 

patient attrition. Patients who perceive inadequate quality of care within these models may be 

more prone to attrition (Epstein & Street 2011). Integrated care models often emphasise 

effective communication between doctors and patients. Doctors who excel in patient–provider 

communication, actively listening to patients' concerns and preferences, contribute to improved 

patient satisfaction and trust. Patients who trust their doctors are less likely to attrite, as they 

perceive their care as more reliable (Street, 2013). Conversely, poor communication or a lack of 

trust in a doctor's abilities can lead to patient dissatisfaction and attrition. Integrated care models 

that prioritise effective communication skills in doctors can mitigate this risk (Levinson et al., 

2018). Integrated care models often promote patient-centred care, where doctors involve 

patients in decisions about their care plans. Doctors who engage in shared decision-making with 

patients, considering their values and preferences, contribute to patient empowerment and 

satisfaction. Empowered patients are more likely to stay engaged in their care and less likely to 

attrite (Frosch et al., 2012). In contrast, when patients feel their preferences are not considered, 
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they may seek care elsewhere, leading to attrition. Integrated care models that prioritise shared 

decision-making skills in doctors can reduce this risk (Elwyn et al., 2012). Integrated care 

models that emphasise provider continuity, where patients see the same doctor consistently, can 

foster trust and a strong patient–provider relationship. Patients who have a trusted doctor are 

more likely to continue seeking care within the healthcare system, reducing attrition rates (Van 

Walraven et al., 2008). On the other hand, a lack of provider continuity can lead to patient 

dissatisfaction and attrition, as patients may feel that their care is fragmented or impersonal 

(Kiger et al., 2021). 

The integrated care of patients positively influences the quality of doctors and, in turn, 

the quality of doctors directly impacts patient attrition. When integrated care models prioritise 

collaboration, continuous education, and a commitment to improving the quality of doctors, 

patients are more likely to have confidence in their healthcare providers and remain engaged in 

their care, reducing patient attrition. Conversely, integrated care models that do not emphasise 

the development of high-quality doctors may not yield the same positive impact on patient 

attrition. Therefore, healthcare organisations should prioritise the quality of doctors within 

integrated care models to enhance patient retention and overall healthcare quality. 

Hypothesis 8: The quality of doctor has a significant mediating effect on the integrated 

care of patients and patient attrition. 

3.2.9 Patient Safety, Quality of Doctor, the Integrated Care of Patient, and Patient 

Attrition 

Patient safety has been defined as the organisation's collective attitudes, values, beliefs, 

and perceptions of safety-related concerns (Sorra et al., 2016). For hospital patients to remain 

secure and get high-quality care, patient safety is crucial (Agnew, Flin, & Mearns 2013). Since 
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the early 2000s, there has been research evaluating the safety culture in healthcare (Sorra & 

Nieva 2003). The results of these early investigations made it very evident that the attitudes 

towards safety culture were far from ideal. According to the results of the studies, in order to 

improve patient safety, it is necessary to address the reported attitudes as well as measure PSC 

(Vincent & Amalberti, 2016). The Agency for Healthcare Research and Quality (AHRQ) has 

granted access to a database of findings from participating United States (US) hospitals so that 

benchmarking may be done because of the significance of monitoring patient safety (Agency 

for Healthcare Research and Quality [AHRQ] 2016). By surveying patient safety, organisational 

issues that might result in negative outcomes and patient harm can be found and remedied 

(Leape et al., 2002). The AHRQ continues to fund patient safety research, including the creation 

of fresh survey instruments that may be used in a wider, more varied array of healthcare settings 

(AHRQ 2016). 

Organisations in the healthcare industry strive to foster a culture where patient safety 

comes first. Given that receiving medical treatment may be a high-risk setting where hazardous 

methods result in accidents, infections, and even death, a positive PSC offers patients the 

necessary degree of protection (World Health Organization [WHO] 2014). Government studies 

that have been made public, as well as scholarly journal publications, have exposed the extent 

of patient damage that takes place in healthcare (Kohn, Corrigan, & Donaldson 2000). Because 

much of the harm was avoidable, the overall conclusions of several research studies into hospital 

patient safety advocated alterations to the organisational culture (Sorra & Nieva 2003). Damage 

can result in patient misery and raise the price of providing healthcare (Patient Safety 

Surveillance Unit [PSSU] 2016). The necessity for senior leaders to implement and support 

patient safety initiatives was included within strengthening the organisational culture (Kohn, 
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Corrigan & Donaldson, 2000). Clinical governance requires strong executive commitment to 

patient safety (Braithwaite & Travaglia 2008). Clinical governance is a mechanism for 

maintaining high standards of patient care while continually enhancing the calibre of services 

(Western Australia Health 2016). High standards are attained through fostering a culture that 

values clinical excellence (WA Health 2016). To function successfully, clinical governance 

requires strong executive leadership and clinical participation (Braithwaite & Travaglia 2008). 

Clinical governance's accreditation process imposes care criteria on healthcare organisations 

(Braithwaite & Travaglia 2008). Clinical governance, putting safety measures in place, taking 

part in certification, and reporting incidents all have something in common: they all depend on 

employee involvement to be successful. Therefore, the key to implementing change inside an 

organisation is having staff that have a good attitude towards patient safety. Positive workers 

are more likely to follow safe procedures like reporting errors as soon as they happen (Levine, 

Carmody & Silk, 2020). Positive employees also respond to change and search for ways to 

improve in their daily work settings (Agnew et al., 2013). Patient safety is thus a key component 

in the safety and quality of patient treatment. The significance of culture in an organisation's 

success has been recognised, and when addressing culture, Peter Drucker's adage that an 

organisation's culture is more essential than its tactics is frequently mentioned (Torben 2013). 

An evaluation of a hospital's present safety culture is advised, since it is the first step in 

identifying areas for improvement in an overall organisational plan (Patankar, Brown, & Sabin 

2012). An evaluation will also enable benchmarking with comparable settings, allowing the 

similarities and differences between various locations to be investigated, and areas that fall short 

of the standard to be remedied (Patankar et al., 2012). This data may be utilised to implement 

improvement strategies that can be monitored and tracked over time to ensure that projected 
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improvements are realised (Patankar et al., 2012). Patient views of patient safety were 

moderated by communication. In terms of information communication, patients felt insecure if 

there was inadequate communication of the plan to the patient and failure to listen to information 

offered by the patient (Van Vorst et al., 2007). Communication quality was critical for patient 

safety, which was endangered by disrespect, immaturity, and prejudice, whereas safety was 

supported by effective communication (Collier et al., 2016; Hernan et al., 2014; Kooienga & 

Stewart 2011; Lyndon et al., 2014; Rhodes et al., 2016). Relationships between patients, medical 

personnel, and other people were thought to improve patient safety. Patients felt safer because 

of long-term connections and the continuity of treatment, which came from going to the same 

general practitioner and being familiar with them (Rhodes et al., 2016). Patients believed that 

damage happens at care transitions, where details about them could be mistranslated (Collier et 

al., 2016). The perception was that patient safety was threatened by patients' fragility as a result 

of their poor health and power imbalances (Hernan et al., 2014). The assistance of other patients 

and family members was thought to increase patient safety (Rathert, Wyrwich & Boren, 2013). 

Patients felt that other patients posed a threat to their safety in the setting of mental health 

(Stenhouse 2013a). Patients considered themselves to be safety agents supporting patient safety 

because they maintained agency and took an active role in their treatment. Patients perceived 

themselves as a key aspect in developing patient safety (Collier et al., 2016; Lovink et al., 2015; 

Lyndon et al., 2014; Rhodes et al., 2016). The social aspects of patients' interactions with 

healthcare providers and how they affect how patients think or feel were believed to moderate 

the safety of their physical health because patients were worried about the assessments and 

responses of healthcare providers (Rhodes et al., 2016). 
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Integrated care models foster a collaborative environment where healthcare providers, 

including doctors, work together seamlessly. Within these models, doctors have opportunities 

for continuous learning, peer collaboration, and skill development. This supportive environment 

enhances the quality of doctors, positively impacting their clinical competence and patient-

centric skills (Valentijn et al., 2013). Quality doctors within integrated care models exhibit 

higher levels of patient-centred care, effective communication, and shared decision-making 

skills. These attributes contribute to patient safety by reducing the risk of medical errors and 

adverse events (Street, 2013). The quality of doctors significantly influences patient safety. 

Doctors with high clinical competence, effective communication skills, and a commitment to 

evidence-based practice directly contribute to reducing patient safety incidents (Epstein & 

Hundert 2002). Quality doctors also play a mediating role in patient safety by fostering a culture 

of safety within healthcare organisations. Their leadership in error reporting, open 

communication, and continuous quality improvement initiatives indirectly reduce patient safety 

incidents (Leape et al., 2002). Improved patient safety measures, such as decreased medical 

errors and adverse events, contribute to building patient confidence and trust in the healthcare 

system. Patients who perceive their care as safe and reliable are more likely to stay engaged and 

continue their treatment, thus reducing the likelihood of attrition (Vincent & Amalberti, 2016). 

Conversely, when patients experience safety incidents in healthcare systems that lack effective 

patient safety measures, they may lose trust and confidence, increasing the likelihood of attrition 

(Blendon et al., 2002). Integrated care models that prioritise quality doctors and patient safety 

indirectly contribute to reduced patient attrition. Patients who experience safe and high-quality 

care within these models are more likely to stay engaged and less likely to attrite (Naylor et al., 

2011). Integrated care models that do not emphasise quality doctors and patient safety may not 
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yield the same positive impact on patient attrition. Patients who perceive an inadequate quality 

of care or safety concerns within these models may be more prone to attrition (Epstein & Street, 

2011). 

Integrated care models often place a strong emphasis on patient education and 

engagement. Quality doctors within these models actively involve patients in their care plans, 

ensuring they understand their conditions and treatment options. Educated and engaged patients 

are more likely to adhere to treatment plans, reducing the risk of safety incidents and attrition 

(Hibbard et al., 2004). When patients feel empowered and well-informed about their care, they 

are likely to have greater confidence in their doctors' capabilities. This positive perception can 

lead to enhanced patient safety and decreased attrition rates within the healthcare system 

(Bertakis et al., 2000). Integrated care models often incorporate clinical decision support tools 

that aid doctors in making evidence-based decisions. Quality doctors effectively use these tools 

to reduce diagnostic errors and improve the accuracy of treatment plans, contributing to patient 

safety (Sittig & Singh 2012). When patients receive care from doctors who utilise clinical 

decision support effectively, they are less likely to experience safety incidents due to errors in 

diagnosis or treatment. This, in turn, reduces attrition rates as patients trust in the quality of care 

(Berner & La Lande, 2016). Integrated care models often incorporate robust patient feedback 

and reporting systems. Quality doctors within these models actively engage with patient 

feedback to identify safety concerns and areas for improvement. This proactive approach to 

patient safety reduces safety incidents and enhances patient trust (Bates & Gawande 2003). 

Patients who witness healthcare providers taking their concerns seriously and addressing safety 

issues are more likely to stay engaged in their care and less likely to attrite, as they perceive the 

healthcare system as responsive and patient-centred (Young et al., 2018). Integrated care models 
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often prioritise reducing healthcare disparities by addressing the social determinants of health. 

Quality doctors within these models actively engage in delivering equitable care to diverse 

patient populations. This reduction in disparities positively influences patient safety and reduces 

attrition rates among under-served communities (Betancourt et al., 2005). Patients who 

experience healthcare systems committed to reducing disparities are more likely to trust and 

remain engaged in their care, ultimately reducing attrition (Chin et al., 2012). 

The integrated care of patients positively influences the quality of doctors and patient 

safety, and in turn, these factors impact patient attrition. High-quality doctors within integrated 

care models promote patient safety directly and indirectly by fostering a culture of safety. 

Patients who perceive safe and high-quality care within these models are more likely to stay 

engaged, reducing patient attrition. Conversely, integrated care models that do not emphasise 

these factors may not yield the same positive impact on patient attrition, as patients may perceive 

inadequate care or safety concerns. Healthcare organisations should prioritise the quality of 

doctors and patient safety within integrated care models to enhance patient retention and overall 

healthcare quality. 

Hypothesis 9: Patient safety and the quality of doctor have a mediating effect on the 

integrated care of patients and patient attrition. 

3.3 Research Conceptual Framework 

The framework describes the relationship among different variables. From the previous 

literature, the researcher has deducted three variables to study patient attrition in the government 

hospitals of Dubai, i.e., the integrated care of patients, patient safety, and quality of doctors. 

According to the framework there are two mediators – patient safety and quality of doctors – 

and one independent variable – integrated care of patient – to study the impact of the above-
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mentioned variables in patient attrition. On the basis of this framework, the hypotheses were 

developed.  

 

Figure 3. 1: Conceptual Framework 

 

H1. The integrated care of patients has a positive significant effect on patient attrition.  

H2.  Patient safety has a positive significant effect on patient attrition.  

H3. The quality of doctor has a positive significant effect on patient attrition.  

H4.  The integrated care of patients has a positive significant effect on patient safety.  

H5.  The integrated care of patients has a positive significant effect on the quality of doctor.  

H6.  The quality of doctor has a positive significant effect on patient safety 

H7.  Patient safety has a significant mediating effect on the integrated care of patients and 

patient attrition.  

H8.  The quality of doctor has a significant mediating effect on the integrated care of patients 

and patient attrition. 
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H9.  Patient safety and the quality of doctor have a mediating effect on the integrated care of 

patients and patient attrition. 

3.4 Summary of Chapter 3 

The researcher has described the variables in this chapter to develop hypotheses and a 

framework. Three variables have been extracted to study patient attrition, out of which one is 

an independent variable (i.e., integrated care of patients) and two are mediating variables (i.e., 

patient safety and quality of doctor). Nine hypotheses have been developed to examine our 

projected variable so that the researcher can extract the relationship between the above-

mentioned four variables in the context of the UAE.  
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Chapter 4: Methodology 

4.1 Introduction 

The research methodology is a systematic and structured approach that guides the entire 

research process, from the formulation of the research questions to the interpretation of the 

results. It serves as the backbone of any scientific investigation, providing researchers with the 

tools and techniques necessary to collect, analyse, and draw meaningful conclusions from data. 

In essence, the research methodology is the roadmap that researchers follow to ensure the 

reliability, validity, and rigour of their studies. This introduction to the research methodology 

aims to provide a comprehensive overview of the key concepts, principles, and components that 

researchers need to consider when planning and conducting their studies. It will explore various 

research paradigms, data collection methods, sampling techniques, and data analysis 

approaches. Additionally, it will discuss ethical considerations, the research design, and the 

importance of a well-structured research proposal. 

4.2 Research Philosophy 

The outermost layer of the research onion represents the research philosophy, which 

refers to the underlying set of beliefs, assumptions, and principles that guide the researcher's 

approach to knowledge and the process of inquiry. It shapes the researcher's worldview and 

influences key decisions throughout the research process, including the choice of research 

methods, data collection, analysis, and the interpretation of findings. Three main research 

philosophies commonly discussed in the literature are positivism, interpretivism, and realism 

(Saunders, Lewis & Thornhill, 2007). Positivism, rooted in the natural sciences, emphasises 

empirical observation, measurement, and the search for universal laws. Interpretivism, often 
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associated with the social sciences, values understanding the subjective meanings and 

interpretations of individuals within their context. Realism, on the other hand, asserts the 

existence of an objective reality but recognises the limitations of our understanding. Researchers 

choose a research philosophy based on the nature of their research questions and the 

paradigmatic assumptions that align with their conceptual framework, contributing to the 

coherence and integrity of the overall research design (Saunders, Lewis & Thornhill, 2007). 

4.2.1 Positivism 

This philosophy assumes that there is an objective reality that can be studied through 

quantitative methods and aims for objectivity and generalisability (Saunders, Lewis & 

Thornhill, 2007). Positivism is a philosophical and epistemological stance that underpins a 

specific approach to research, emphasising empirical observation, objectivity, and the scientific 

method. In the context of research, positivism asserts that knowledge can be gained through 

systematic and rigorous observation of the external world. Positivist researchers seek to uncover 

universal laws or regularities that govern phenomena by employing quantitative methods, 

emphasising measurement, quantification, and statistical analysis (Park, Konge & Artino, 2020). 

Positivism assumes an objective reality that exists independently of the observer and aims for 

replicable results to enhance the reliability and generalisability of findings. This perspective is 

often associated with the natural sciences, where the emphasis is on uncovering causal 

relationships and making predictions based on observable patterns. While positivism has 

contributed significantly to advancing scientific knowledge, it is not without critique, 

particularly in more interpretive or qualitative research paradigms that emphasise subjective 

meaning and context (Park, Konge & Artino, 2020).  
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4.2.2 Interpretivism 

This philosophy emphasises the subjective nature of reality and focuses on 

understanding meanings and interpretations through qualitative methods (Saunders, Lewis & 

Thornhill, 2007). Interpretivism is a philosophical and epistemological approach to research that 

emphasises the importance of understanding the subjective meanings and interpretations of 

individuals within their social and cultural context. In contrast to positivism, interpretivism 

argues that reality is complex, subjective, and socially constructed, and it can only be understood 

by examining the unique perspectives of individuals (Potrac, Jones, & Nelson, 2014). 

Interpretivist researchers often use qualitative methods such as interviews, participant 

observations, and content analysis to explore the depth and richness of human experiences. They 

focus on capturing the nuances, context, and multiple meanings embedded in social phenomena, 

acknowledging that different individuals may interpret the same experience in diverse ways. 

Interpretivism is particularly prominent in the social sciences and humanities, where researchers 

seek to explore the complexities of human behaviour, culture, and societal dynamics, 

acknowledging the importance of context and the role of the researcher in shaping knowledge 

construction (Potrac, Jones, & Nelson, 2014).  

4.2.3 Realism 

Realism is a middle-ground philosophy that acknowledges both the objective and 

subjective aspects of reality, using a mixed-methods approach (Saunders, Lewis & Thornhill, 

2007). Realism in research is a philosophical perspective that posits the existence of an objective 

reality independent of human perception, asserting that this reality can be explored and 

understood through empirical inquiry. Unlike positivism, which often seeks universal laws, and 

interpretivism, which emphasises subjective meanings, realism suggests that there is a reality 
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that exists external to our individual interpretations (Lawani, 2021). Realist researchers aim to 

uncover the underlying structures and mechanisms that govern phenomena while recognising 

that our understanding is always partial and fallible. In the social sciences, critical realism, a 

specific strand of realism, acknowledges the importance of both structures and agency in 

shaping social outcomes, emphasising the dynamic interplay between social structures and 

individual actions. Realism seeks to strike a balance between acknowledging the objective 

reality that exists independently of our perceptions, and recognising the influence of our 

interpretations and perspectives in constructing knowledge about that reality (Lawani, 2021).  

4.2.4 Philosophy of the Current Research 

Positivism is a philosophical framework that emphasises the use of empirical evidence 

and the scientific method to gain a deeper understanding of the social world. In the context of 

healthcare research, particularly in the government hospitals of Dubai, adopting a positivist 

research philosophy provides a structured and systematic approach to investigating the 

phenomenon of patient attrition. This philosophy of research serves as a guide for the study, 

outlining the key principles and methods that will be employed to explore the reasons behind 

patient attrition in this specific context. The primary objective of this research is to 

comprehensively investigate the factors contributing to patient attrition in the government 

hospitals in Dubai. By applying positivist principles, we aim to generate empirical evidence that 

can inform policy and practice, ultimately improving the quality of healthcare services and 

patient experiences in these institutions. 
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4.2.5 Key Principles of Positivism in this Research 

Empirical Observation: The research will rely on empirical data collected through 

systematic observations and measurements. Quantitative data, such as patient records, surveys, 

and statistical analysis, will be used to quantify and analyse the extent of patient attrition. 

Objectivity and Neutrality: The research will maintain objectivity and neutrality by 

minimising researcher bias and personal interpretations. Data collection tools and methods will 

be designed to reduce subjectivity, ensuring that findings are based on facts rather than opinions. 

Generalisability: Positivist research aims to generate findings that can be generalised 

beyond the specific context of Dubai's government hospitals. This research seeks to identify 

patterns and relationships that may apply to similar healthcare settings globally. 

Causality: The research will strive to establish causal relationships between specific 

variables and patient attrition, helping to identify the root causes of attrition rather than merely 

describing its occurrence. 

By embracing a positivist research philosophy, this study on patient attrition in Dubai's 

government hospitals seeks to provide valuable empirical evidence to the realm of healthcare 

management and policy. By adhering to the principles of empiricism, objectivity, 

generalisability, hypothesis testing, and causality, the research seeks to provide a comprehensive 

understanding of patient attrition and its determinants, ultimately aiding in the improvement of 

healthcare services and patient retention in government hospitals. 

4.3 Research Approach 

The second layer of the onion relates to the research approach. It represents whether the 

research is deductive or inductive. The choice between these approaches depends on the nature 

of the research problem, the existing knowledge in the field, and the specific objectives of the 
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study. The choice between deductive and inductive approaches depends on the research 

question, the available literature, the researcher's preferences, and the nature of the data. It's 

worth noting that researchers may also adopt a mixed-methods approach, which combines 

elements of both deductive and inductive reasoning to provide a more comprehensive 

understanding of the research problem (Saunders, Lewis & Thornhill, 2007). 

4.3.1 Deductive Approach 

This approach starts with a theory or hypothesis, and tests it using empirical data 

(quantitative research) (Saunders, Lewis & Thornhill, 2007). A deductive approach in research 

is a methodical process in which researchers start with a general theory or hypothesis and then 

test it through specific observations and data collection. This approach is often associated with 

quantitative research and is characterised by moving from the general to the specific. 

Researchers begin with a general theory or hypothesis derived from the existing literature, 

previous research, or logical reasoning (Reyes, 2004). The hypothesis is a testable statement that 

predicts a relationship between variables. Based on the theory or hypothesis, researchers develop 

specific research questions that guide the investigation. These questions are designed to explore 

and test the relationships proposed in the theory. It often employs quantitative methods, such as 

surveys, experiments, or statistical analysis (Reyes, 2004). Research methods are chosen to 

systematically collect data that can either support or refute the initial hypothesis. Researchers 

collect empirical data through structured and controlled methods. The data collected are usually 

numerical and measurable, facilitating statistical analysis. The collected data are analysed using 

statistical techniques to determine whether there is support for the hypothesis (Reyes, 2004). 

The goal is to draw conclusions that either confirm or disprove the initial theory. Based on the 

analysis, researchers draw conclusions regarding the validity of the initial hypothesis. If the data 
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support the hypothesis, it adds empirical evidence to the existing body of knowledge. If not, 

researchers may need to reconsider the theory or formulate a new hypothesis. Finally, it 

generalises the findings to a broader population or context. The goal is to apply the results to a 

larger group based on the evidence collected from the sample (Reyes, 2004). 

4.3.2 Inductive Approach 

This approach begins with observations or data and develops theories or concepts from 

those observations or data (qualitative research) (Saunders, Lewis & Thornhill, 2007). The 

inductive approach in research is a method of inquiry that involves developing theories and 

generalisations based on specific observations and empirical evidence. Unlike the deductive 

approach, this starts with a general theory or hypothesis and tests it through specific 

observations; the inductive approach works in the opposite direction moving from the specific 

to the general (Thomas, 2003). Researchers begin by making detailed and specific observations 

of a particular phenomenon or set of phenomena. These observations can come from various 

sources, such as field notes, interviews, case studies, or any other form of qualitative data. 

Through the process of observation, researchers identify patterns, regularities, or recurring 

themes in the data (Thomas, 2003). The focus is on identifying relationships, connections, or 

trends that may not have been anticipated beforehand. Based on the observed patterns, 

researchers generate tentative hypotheses or theories. These are not predetermined but emerge 

from the data and serve as plausible explanations for the observed phenomena. Researchers 

continue to collect more data to test and refine the emerging hypotheses or theories. This 

iterative process may involve further observations, interviews, or other qualitative methods to 

deepen the understanding of the phenomenon (Thomas, 2003). As more data are collected and 

analysed, the researchers refine and modify their theories. The goal is to develop a 
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comprehensive and nuanced understanding of the phenomenon under study. Ultimately, 

researchers draw conclusions based on the refined theories. Unlike deductive research, the 

generalisations made in the inductive approach are limited to the specific context or population 

from which the data were collected (Thomas, 2003). Finally, it involves considering how the 

findings and theories developed through inductive research might be applied or contributes to 

broader understanding. The inductive approach is commonly associated with qualitative 

research methods, such as grounded theory, content analysis, or ethnography. It is particularly 

useful when exploring new or complex phenomena where existing theories may be limited or 

non-existent. Inductive reasoning allows researchers to generate insights and theories that can 

contribute to the development of broader conceptual frameworks in a field of study (Thomas, 

2003). 

4.3.3 Approach of the Current Research 

Deductive research is a structured approach that begins with a theory or hypothesis and 

tests it through systematic data collection and analysis (Saunders, Lewis & Thornhill, 2007). In 

the context of the current research on patient attrition in government hospitals in Dubai, adopting 

a deductive research approach provides a logical and theory-driven framework for investigating 

this phenomenon. This approach of research outlines the key principles and methods to guide 

this study in exploring the causes and factors behind patient attrition. The primary objective of 

this research is to systematically investigate the underlying causes of patient attrition in 

government hospitals in Dubai. By applying deductive reasoning, the researcher aims to test 

existing theories and hypotheses to develop a comprehensive understanding of the factors 

contributing to patient attrition, with the ultimate goal of informing policy and improving patient 

retention strategies. 
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4.3.4 Key Principles of Deductivism in this Research 

Theory-Driven Research: Deductive research begins with a clear theoretical 

framework or hypotheses. In this study, existing theories related to patient attrition in healthcare 

settings will serve as the foundation for formulating the research questions and hypotheses. 

Generalisability: Deductive research seeks to generate findings that can be generalised 

beyond the specific context of Dubai's government hospitals. The aim is to identify patterns and 

causal relationships that may apply to similar healthcare settings globally. 

By adopting a deductive research philosophy, this study on patient attrition in Dubai's 

government hospitals seeks to provide a systematic and theory-driven analysis of the factors 

contributing to attrition. The research aims to confirm or refute existing theories, contribute to 

the body of knowledge in healthcare management, and offer insights that can inform policy and 

practice to enhance patient retention strategies in government hospitals. 

4.4 Research Strategy 

The third layer represents the research strategy, which defines how you will conduct 

your research. Common research strategies include experiments, surveys, case studies, and more 

(Saunders, Lewis & Thornhill, 2007).  

Experimental Research: Experimental research is designed to establish cause-and-

effect relationships between variables. Researchers manipulate one or more independent 

variables and observe their effects on dependent variables while controlling for other factors. 

This method is often conducted in a controlled environment to maximise the internal validity. 

However, the artificial setting may limit the generalisability of findings to real-world situations. 

Ethical considerations also play a crucial role, especially when manipulating variables that could 

have potential harm (Ross & Morrison, 2013). 
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Survey Research: Survey research involves collecting data from a large population 

through standardised questionnaires, interviews, or online forms. This method is efficient for 

obtaining information from a diverse sample, making it cost-effective. However, it relies on 

participants' self-reporting, which may introduce response bias. The careful design of survey 

instruments, random sampling, and attention to survey wording are essential to ensure the 

validity and reliability of the collected data (Mathiyazhagan & Nandan, 2010). 

Observational Research: Observational research aims to systematically observe and 

describe behaviour without interference. Researchers immerse themselves in the natural 

environment to gain insights into the phenomena being studied. While providing a more 

naturalistic understanding of behaviour, observational research is susceptible to observer bias, 

where the researcher's expectations influence their interpretation of events. Additionally, 

researchers may have limited control over variables in real-world settings (Mann, 2003). 

Case Study Research: Case study research involves an in-depth examination of a 

specific individual, group, or phenomenon. Researchers collect data from various sources, such 

as interviews, documents, and direct observations. This method is particularly useful for 

studying rare or complex phenomena. However, the findings from case studies may lack 

generalisability due to the unique nature of each case, and subjective interpretation by the 

researcher can influence the results (Zainal, 2007). 

Correlational Research: Correlational research explores the relationships between two 

or more variables without manipulating them. Researchers measure variables and assess 

statistical associations. While this method identifies relationships, it cannot establish causation. 

The third-variable problem, where an unexamined variable influences the observed correlation, 
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is a common limitation. Correlational research is valuable for generating hypotheses that can be 

further investigated through experimental research (Curtis, Comiskey & Dempsey, 2016). 

Meta-Analysis: Meta-analysis involves the statistical synthesis of findings from 

multiple studies on a specific topic. By combining data from various sources, researchers can 

increase the statistical power and assess the consistency of results across studies. However, 

meta-analyses are reliant on the quality and availability of existing studies, and potential 

publication bias may impact the validity of the overall findings (Hedges & Tipton, 2010). 

Action Research: Action research is a collaborative approach where researchers work closely 

with practitioners to solve real-world problems or improve a situation within a specific context. 

This iterative process involves ongoing feedback and adjustments. While action research 

provides practical solutions, its limited generalisability can be a drawback. Additionally, the 

involvement of practitioners may introduce bias, and the outcomes may not be applicable 

beyond the specific context of the study (Erro-Garces & Alfaro-Tanc, 2020). 

4.4.1 Strategy of the Current Research 

This study will follow the survey strategy. In conducting survey research within the 

health industry, the focus will be on gaining valuable insights from employees working within 

this sector. This population encompasses a diverse range of professionals, including healthcare 

providers, administrative staff, and support personnel. By utilising carefully crafted 

questionnaire, the survey aims to explore various aspects of patient satisfaction. Understanding 

the experiences and opinions of health industry employees is crucial for identifying areas of 

improvement, enhancing the overall patient satisfaction, and fostering a positive environment. 

The outcomes of this research endeavour hold the potential to inform organisational policies, 
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improve employee well-being, and ultimately contribute to the enhancement of healthcare 

services. 

4.4.2 Audience 

The target audience for this survey includes employees working in government hospitals 

in Dubai. This encompasses a wide range of roles, including doctors, nurses, administrative 

staff, and management personnel. 

4.4.3 Survey Purpose 

The purpose of this survey is to comprehensively understand and address the issue of 

patient attrition in the government hospitals of Dubai. Patient attrition refers to the phenomenon 

where patients discontinue their healthcare services or choose to seek medical care elsewhere. 

By conducting this survey, we aim to gather valuable insights from the management and doctors 

of government hospitals to identify the root causes, patterns, and potential solutions related to 

patient attrition. 

4.4.4 Survey Goals 

 To identify the primary factors contributing to patient attrition in the government 

hospitals of Dubai. These causes will include the integrated care of patients, quality of 

doctors, patient safety, and patient attrition. 

 To assess the level of patient satisfaction with the services provided in government 

hospitals. This includes the quality of medical care, patient–staff interactions, and the 

overall healthcare experience. 

 To evaluate the effectiveness of communication between healthcare providers, 

administration, and patients, with a focus on how it impacts patient attrition. 
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 To understand the perspectives of hospital management and doctors regarding patient 

attrition. This includes their insights into the challenges they face and the potential 

solutions they recommend. 

 To identify best practices and successful strategies in reducing patient attrition. 

4.4.5 Expected Outcomes 

 We anticipate that this survey will reveal the primary factors contributing to patient 

attrition in the government hospitals of Dubai. This understanding will serve as a 

foundation for targeted interventions. 

 By assessing patient satisfaction levels, we expect to pinpoint areas of improvement in 

healthcare services, helping hospitals enhance the patient experience and retention rates. 

 With insights into communication challenges, hospitals can work towards implementing 

strategies to improve communication among staff and with patients, ultimately reducing 

attrition. 

 The perspectives of hospital management and doctors will provide valuable insights into 

the operational challenges and solutions, enabling informed decision-making at various 

levels of hospital administration. 

 By identifying best practices from other healthcare systems, government hospitals in 

Dubai can adopt relevant strategies and methodologies to reduce patient attrition 

effectively. 

Overall, this survey seeks to provide a comprehensive understanding of patient attrition 

in the government hospitals in Dubai, with the ultimate goal of improving patient retention and 

the quality of healthcare services offered in the region. The findings will inform strategic 
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decisions and policy changes to address this critical issue and enhance the healthcare experience 

for patients in Dubai's government hospitals. 

4.4.6 Ethical Considerations  

 The researcher received approval from his university, then the Ministry of Health, and 

then the authorities of every hospital. A copy of the ethical form is attached in Annexure 

1. The ethical considerations are mentioned below. 

 All participants, including the hospital management and doctors, were provided with 

clear information about the survey's purpose, goals, and expected outcomes. They 

voluntarily consented before participating, knowing their rights and the voluntary nature 

of their involvement. 

 The researcher maintained the strict confidentiality of all survey responses and personal 

information. The data were anonymised and aggregated to protect the privacy of the 

participants. No individual responses were disclosed in a way that could identify specific 

participants. 

 Participation in the survey was entirely voluntary. The participants did not feel pressured 

or coerced to take part, and they had the option to withdraw from the survey at any point 

without facing any negative consequences. 

 It was keenly ensured that the survey questions and discussions did not cause emotional 

or psychological harm to the participants. The questions were phrased sensitively, and 

any potentially distressing topics were handled with care. A copy of the questionnaire is 

also attached in Annexure 2. 
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 The researcher has striven to ensure that the survey's results and subsequent actions 

benefit the patients and the healthcare system as a whole. The goal is to improve patient 

care and reduce attrition for the greater good. 

 The intended use of the survey data was clearly communicated. The participants were 

aware of how their responses will be used, whether for research, policy development, or 

quality improvement initiatives. 

 The researcher has provided the participants with the opportunity to receive feedback on 

the survey results and any actions taken based on those results.  

By adhering to these ethical considerations, the survey on patient attrition in the 

government hospitals of Dubai was conducted in a responsible and respectful manner, ensuring 

the well-being and rights of all participants are protected throughout the research process. 

4.4.7 Data Security 

Data security is a critical aspect of conducting surveys, especially when dealing with 

sensitive information like healthcare data. To safeguard the confidentiality and integrity of the 

data collected during the survey on patient attrition in the government hospitals of Dubai, the 

following data security measures were implemented: 

 All survey data, including the responses and participant information, were stored in a 

secure digital environment (GetFourEyes survey.com). Access to this storage was 

restricted to authorised personnel only. 

 The researcher has implemented strict access controls to limit access to the data. It was 

ensured that only authorised individuals with a legitimate need can access, modify, or 

view the data. 
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 It was ensured that data security measures comply with the relevant data protection laws 

and regulations, and obey the data privacy laws in Dubai. 

By implementing robust data security measures, the survey can protect the privacy and 

confidentiality of the participants' information, ensuring that sensitive healthcare data remain 

secure throughout the research process. 

4.4.8 Sampling Methods  

Sampling methods refer to the procedures used to select a sub-set of individuals or 

elements from a larger population for inclusion in a research study. The choice of a specific 

sampling method depends on the research question, the characteristics of the population, and 

practical considerations. Random sampling, where each member of the population has an equal 

chance of being selected, is a gold standard for achieving representativeness. Stratified sampling 

involves dividing the population into sub-groups or strata based on certain characteristics and 

then randomly selecting samples from each stratum. Systematic sampling involves selecting 

every kth member from a list after a random start. Convenience sampling, while less rigorous, 

involves choosing participants based on their accessibility or availability. Purposive or 

judgmental sampling relies on the researcher's discretion to select specific individuals who meet 

certain criteria. Each method has its strengths and limitations, and researchers must carefully 

consider the trade-offs to ensure the generalisability and validity of their findings (Taherdoost, 

2016). Sampling methods can be broadly categorised into probability and non-probability 

sampling techniques. 

Probability Sampling: In probability sampling, every member of the population has a 

known and non-zero chance of being included in the sample. Random sampling is a classic 

example, where each member has an equal probability of selection. This method ensures that 
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the sample is more likely to be representative of the entire population, making statistical 

inferences more robust. Stratified sampling and systematic sampling are also probability 

sampling methods that involve dividing the population into strata or selecting individuals at 

regular intervals, respectively (Acharya et al., 2013). 

Non-Probability Sampling: Non-probability sampling methods do not guarantee equal 

or known chances of selection for each member of the population. Convenience sampling is a 

common non-probability method, where researchers select participants based on their ease of 

access. Purposive sampling involves deliberately choosing individuals who meet specific 

criteria, often based on the researcher's judgment. While non-probability sampling is less 

rigorous in terms of representativeness, it is often more feasible, cost-effective, and suitable for 

exploratory research or when certain sub-groups are of particular interest (Vehovar, Toepoel & 

Steinmetz, 2016). 

Non-probability sampling methods were employed due to their practicality and 

convenience, considering the specific target population of hospital management and staff. Two 

non-probability sampling techniques were used for this study: purposive sampling and 

convenience sampling. 

4.4.9 Purposive Sampling 

Purposive or judgmental sampling is a technique where different settings are 

intentionally chosen for information that is significant and cannot be obtained from other choices 

(Maxwell, 1984). Purposive sampling is a non-probability sampling technique in which 

researchers deliberately select participants based on specific characteristics or criteria relevant 

to the research question or objectives. Unlike random sampling, where each member of the 

population has an equal chance of inclusion, purposive sampling involves a subjective and 
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intentional choice by the researcher. This method is often used when researchers seek to include 

individuals with particular expertise, experiences, or characteristics that are essential to the 

study. Purposive sampling is common in qualitative research, case studies, and exploratory 

investigations, where the emphasis is on the depth of understanding rather than statistical 

representativeness. While purposive sampling may lack the statistical rigour of probability 

sampling methods, it allows researchers to target specific groups or individuals who can provide 

valuable insights into the research topic, enhancing the relevance and richness of the data 

collected (Rai & Thapa, 2015). 

Selection Criteria: Hospital administrators, department heads, and healthcare 

professionals (doctors, nurses, and support staff) directly involved in patient care or 

management roles in the government hospitals of Dubai. 

Rationale: Purposive sampling was used to ensure representation from key stakeholders 

who possess the necessary knowledge and expertise to provide valuable insights into patient 

attrition and its management. 

4.4.10 Convenience Sampling 

Convenience sampling is the choice of participants, since they are often readily and 

easily available. Convenience sampling is typically preferred among students since it is cheap 

and easy to use compared to others (Ackoff, 1955). Convenience sampling is a non-probability 

sampling method where researchers select participants based on their easy accessibility and 

proximity. This approach involves recruiting individuals who are readily available or convenient 

to reach, often resulting in a sample that is easily accessible to the researcher rather than one 

that is representative of the entire population. While convenience sampling is a quick and cost-

effective way to gather data, it comes with limitations, particularly in terms of generalisability. 
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The sample may not accurately reflect the broader population, as it may be skewed towards 

certain demographics or characteristics. Despite its drawbacks, convenience sampling is 

commonly used in situations where time, resources, or logistical constraints make other 

sampling methods challenging. Researchers employing convenience sampling should be 

cautious about making broad claims or generalisations based on their findings and acknowledge 

the potential bias introduced by the non-random nature of participant selection (Emerson, 2015). 

Selection Criteria: Hospital staff who are accessible and willing to participate in the 

study. 

Rationale: Convenience sampling was used for its practicality, as it allows for the 

inclusion of participants based on their availability and willingness to engage in the research. 

This approach is suitable for collecting diverse perspectives from hospital staff members. 

4.4.11 Sample Size 

  The sample size was determined based on the principle of data saturation, which means 

that data collection will continue until no new information or themes emerge from the 

participants' responses. It is estimated that 50–80 participants, including hospital administrators 

and staff members from each hospital, will be sufficient to achieve data saturation. 

4.4.12 Survey Distribution 

Surveys were distributed to a wide range of hospital staff, including doctors, nurses, and 

support staff, to gather a broader spectrum of opinions. 

4.4.13 Survey Channels 

Multiple channels were utilised for distribution, such as email, internal communication 

systems, and physical surveys to hospital staff. 
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By following this comprehensive survey strategy, the researcher has gathered valuable 

insights from employees working in government hospitals in Dubai, leading to a more informed 

approach to addressing patient attrition and improving overall healthcare services. 

4.5 Research Choice 

The fourth layer in Saunders's onion is the research choice. He has described three types 

of choices: mono (qualitative or quantitative), mix method (both quantitative and qualitative), 

and multi method (Saunders, Lewis & Thornhill, 2007). Creswell (2017), a renowned researcher 

in the field of research methodology, developed a widely recognised framework for categorising 

research designs in his book "Research design: qualitative, quantitative, and mixed methods 

approaches". Creswell's categorisation of research designs is based on three broad approaches.  

4.5.1 Quantitative Research 

This approach focuses on collecting and analysing numerical data to answer research 

questions. It is characterised by structured data collection methods, such as surveys, 

experiments, and statistical analyses. Quantitative research seeks to establish relationships, 

make predictions, and generalise findings to a larger population (Saunders, Lewis & Thornhill, 

2007). Quantitative research is a systematic and structured empirical approach that involves the 

collection and analysis of numerical data to answer specific research questions or test 

hypotheses. This method employs standardised instruments such as surveys, experiments, or 

statistical databases to gather information, often utilising closed-ended questions and pre-

defined response categories. The primary goal is to uncover patterns, relationships, or trends 

within a population, employing statistical techniques to draw objective conclusions. 

Quantitative research is characterised by its emphasis on objectivity, replicability, and 

generalisability. Large sample sizes are typically used to enhance the reliability of findings, and 
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statistical analyses, including descriptive and inferential statistics, are employed to draw 

conclusions from the data. This approach is prevalent in fields such as psychology, economics, 

and the natural sciences, offering a structured and measurable means of understanding and 

explaining phenomena (Watson, 2015). 

4.5.2 Qualitative Research 

 Qualitative research is concerned with understanding the complexities of human 

behaviour and experiences. It involves collecting non-numerical data, such as interviews, 

observations, or textual data, and analysing it using various qualitative methods like thematic 

analysis, content analysis, or grounded theory. Qualitative research aims to provide in-depth 

insights and explore the nuances of a particular phenomenon (Saunders, Lewis & Thornhill, 

2007). Qualitative research is an exploratory and interpretive research approach focused on 

understanding the complexities of human behaviour, experiences, and phenomena through non-

numerical data. It emphasises in-depth exploration, typically employing methods such as 

interviews, focus groups, observations, or content analysis to gather rich, detailed narratives. 

Rather than seeking statistical generalisations, qualitative research aims to uncover the 

underlying meanings and patterns within a specific context. Researchers actively engage with 

participants to capture their perspectives and subjective interpretations, allowing for a more 

holistic understanding of the social or cultural phenomena under investigation. The findings are 

often presented in narrative form, providing a nuanced and contextually embedded account of 

the studied phenomenon. Qualitative research is widely used in the social sciences, 

anthropology, and other fields where the depth and complexity of human experiences are central 

to the research objectives (Khan, 2014). 
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4.5.3 Mixed-Methods Research 

This approach combines both quantitative and qualitative research methods within a 

single study. Researchers use mixed methods when they believe that a comprehensive 

understanding of a research problem requires both quantitative data for statistical analysis and 

qualitative data for exploring the underlying meanings and contexts. Mixed-methods research 

can be sequential or concurrent, depending on how the two types of data are collected and 

analysed (Saunders, Lewis & Thornhill, 2007). Mixed-methods research is a comprehensive 

research approach that combines both quantitative and qualitative research methods within a 

single study. This methodology seeks to leverage the strengths of both approaches, providing a 

more complete and nuanced understanding of complex research questions. Researchers 

employing mixed-methods design collect and analyse both numerical and non-numerical data, 

allowing them to triangulate findings and gain deeper insights into a phenomenon. This 

approach is particularly useful when a comprehensive understanding of a research problem 

requires a combination of breadth and depth. The integration of quantitative and qualitative data 

occurs at various stages, from the study design and data collection to the analysis and 

interpretation. By adopting a mixed-methods approach, researchers can enhance the robustness 

of their research and offer a more comprehensive perspective that goes beyond the limitations 

of either quantitative or qualitative methods alone (Cresswell 1999). 

4.5.4 Choice of the Current Research 

This research has used quantitative analysis. This quantitative analysis aims to 

investigate patient attrition in government hospitals in Dubai, using a survey-based approach. 

Quantitative methods are chosen for this study due to their ability to provide numerical data that 
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can be analysed statistically, allowing for a more precise and objective assessment of the 

problem. The researcher has used quantitative analysis due to the reasons given below: 

 Quantitative analysis provides objective numerical data, minimising bias and 

subjectivity in the findings. This ensures that the results are more credible and reliable. 

 Quantitative methods allow for the application of statistical tests to assess the 

significance of relationships between variables. This helps in identifying key factors 

contributing to patient attrition. 

 A well-designed quantitative study with a representative sample can provide insights 

that are more likely to be applicable to the broader population of government hospital 

patients in Dubai. 

 Quantitative data offer a high level of precision, enabling the precise measurements of 

attrition rates and satisfaction levels, which are essential for policy-making and 

improvements. 

 Quantitative analysis allows for the creation of visually appealing charts and graphs that 

make it easier to communicate and present the findings to stakeholders and 

policymakers. 

A quantitative analysis of patient attrition in the government hospitals of Dubai through 

a survey-based approach offers a systematic and data-driven means of understanding and 

addressing this critical issue. By collecting and analysing numerical data, this approach provides 

insights that are valuable for making informed decisions, improving healthcare services, and 

ultimately reducing patient attrition rates. 
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4.6 Time Horizon 

The fifth layer deals with the time horizon of research. The time horizon is categorised 

into three main types: cross-sectional, longitudinal, and retrospective. A cross-sectional time 

horizon involves the collection of data at a single point in time, offering a snapshot of a situation. 

A longitudinal time horizon, on the other hand, spans an extended period, allowing for the 

examination of changes over time. Finally, a retrospective time horizon involves the study of 

historical data to gain insights into past events or trends. The choice of time horizon depends on 

the nature of the research question and the objectives of the study, with each type offering 

distinct advantages and limitations in capturing the temporal aspects of a research inquiry 

(Saunders, Lewis & Thornhill, 2007). 

4.6.1 Cross-Sectional Research 

  Cross-sectional research is a type of observational study that collects data from a 

population, or a representative sub-set of it, at a single point in time. This method is primarily 

used to analyse and compare variables, characteristics, or behaviours among different groups or 

individuals at a specific moment. Cross-sectional research provides a snapshot of a population's 

attributes at a particular time, allowing researchers to draw conclusions about associations or 

differences between variables (Saunders, Lewis & Thornhill, 2007). Cross-sectional research is 

a type of study that involves the collection of data from participants at a single point in time. 

This approach provides a snapshot of a population, allowing researchers to analyse and describe 

various variables or characteristics at a specific moment. Cross-sectional studies are often used 

to examine the prevalence, distribution, and associations among different factors within a 

population. They are efficient for exploring relationships between variables but do not provide 

insights into causation or changes over time. Common methods in cross-sectional research 
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include surveys, questionnaires, and observations. This approach is particularly useful when the 

researcher aims to obtain a broad understanding of a phenomenon within a given timeframe and 

when practical constraints limit the feasibility of longitudinal or retrospective study designs 

(Cummings, 2018). 

4.6.2 Longitudinal Research 

  Longitudinal research, on the other hand, is a research design that involves collecting 

data from the same group of subjects or individuals over an extended period. Researchers study 

the same participants multiple times, often with the goal of tracking changes, developments, or 

trends over time. This approach allows for a deeper understanding of individual or group 

changes, patterns, and causality (Saunders, Lewis & Thornhill, 2007). Longitudinal research is 

a comprehensive study design that involves the collection of data from the same subjects or 

participants over an extended period. This approach enables researchers to track changes and 

developments within the study population, offering insights into the temporal aspects of 

phenomena. Longitudinal studies are well suited for investigating cause-and-effect 

relationships, developmental patterns, and the impact of interventions over time. They provide 

a dynamic perspective by capturing individual and group-level changes, allowing researchers to 

identify trends and patterns that may not be apparent in cross-sectional snapshots. However, 

longitudinal research requires substantial time and resources, and attrition or participant 

dropouts can be challenges. Common methods include surveys, interviews, and observations 

conducted at multiple points in time. This approach is valuable for addressing research questions 

that require a temporal understanding and capturing the evolution of variables or behaviours 

over the course of the study (Cook & Ware, 1983). 
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4.6.3 Time Horizon of the Current Research 

In the context of government hospitals in Dubai, understanding the factors contributing 

to patient attrition is essential for improving healthcare delivery and patient outcomes. This 

study will employ a cross-sectional research design. Cross-sectional studies collect data at a 

single point in time from a sample of the population of interest. In this case, a structured 

questionnaire was administered to a sample of management in government hospitals across 

Dubai. It will include "descriptive statistics, including percentages, means, and standard 

deviations", to summarise the data. Inferential statistics such as Cronbach’s alpha and regression 

analysis will be employed to identify significant factors associated with patient attrition. 

4.6.4 Significance of Cross-Sectional Research 

Cross-sectional research is preferred over a longitudinal approach for several reasons in 

the context of studying patient attrition in government hospitals in Dubai: 

 Cross-sectional studies are efficient in terms of data collection, making them valuable 

for quickly assessing the prevalence of a particular condition or risk factors. According 

to Wang & Cheng (2020), cross-sectional studies are often "quick and less expensive" 

compared to other study designs, making them suitable for the timely assessments of 

health issues.  

 Cross-sectional studies provide a snapshot of a population at a specific point in time, 

allowing researchers to examine the prevalence of diseases or conditions (Wang & 

Cheng, 2020).  

 Cross-sectional studies can generate hypotheses by identifying associations between 

variables. Researchers can then use these hypotheses as a basis for more in-depth 
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research. Wang & Cheng, (2020) emphasises the importance of cross-sectional studies 

in generating hypotheses about causal relationships. This study has causal relationships.  

 Cross-sectional studies provide valuable data for healthcare planning and policy 

development. For instance, a study conducted by Galhotra et al., (2013) in India used 

cross-sectional data to inform healthcare policies.  

This cross-sectional study on patient attrition in the government hospitals of Dubai using a 

survey method aims to provide valuable insights into the factors contributing to attrition and 

patient satisfaction levels. The choice of a cross-sectional design is justified by its efficiency, 

cost-effectiveness, and ethical considerations, making it a suitable approach for this research. 

The findings from this study can inform healthcare policies and practices to reduce patient 

attrition and enhance the quality of healthcare services in government hospitals in Dubai. 

4.7 Data Collection Methods 

 The sixth layer focuses on the methods you will use to collect data. This can include 

surveys, interviews, observations, or document analysis, depending on your research design 

(Saunders, Lewis & Thornhill, 2007). Data collection is a crucial step in any research or survey 

project. It involves gathering information from respondents through various methods, such as 

questionnaires. To ensure the quality and validity of the collected data, it's essential to 

implement a systematic screening process. Data collection is a systematic process of gathering 

and recording information for research or analysis purposes. This essential step involves 

obtaining relevant and accurate data to address the research questions or objectives. Various 

methods can be employed for data collection, including surveys, interviews, observations, 

experiments, and archival research. The choice of method depends on the nature of the study, 

the type of data needed, and practical considerations such as time and resources. Researchers 
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must design data collection instruments carefully, ensuring the clarity of questions and 

appropriateness for the chosen method. Ethical considerations, including informed consent and 

privacy, are integral aspects of the data collection process. Once data are collected, they undergo 

validation and cleaning procedures to ensure their accuracy and reliability before analysis. 

Effective data collection is foundational to producing meaningful and credible research findings, 

and the rigour of this process greatly influences the overall quality of a research study (Morgan 

2001). 

4.7.1 Questionnaire Design 

The researcher developed a well-structured questionnaire with clear, concise, and 

unbiased questions. There were four variables, i.e., patient attrition (dependent variable), quality 

of doctor, patient safety (mediating variables), and integrated care of patients (independent 

variable). Each construct had different questions that represented hypotheses and objectives 

clearly. A copy of the questionnaire is attached in Annexure 2. The researcher used the 5-point 

Likert scale for answer each question i.e., strongly agree, agree, neutral, disagree, and strongly 

disagree. 

4.7.2 Pre-Testing 

Before distributing the questionnaire, the researcher conducted a pre-test with a small 

group of individuals who were similar to the target audience just for the sake of the proper 

understanding of the questions. After the approval of the pre-test audience and supervisor, the 

questionnaire was sent to the target audience. The online method was used to distribute the 

survey, and the researcher personally went to the hospitals after all approvals, asked for the 

email addresses and contacts to share the online link, advised the respondents to be fair in their 

answers, and ensured their privacy.  
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4.7.3 Data Collection 

After the distribution, the response was automatically submitted to the website 

(GetFourEyes survey.com). From the website, the researcher downloaded the Excel file and 

started scrutinising the responses to find out if there were any questions unanswered. After 

cleaning and screening the responses, the researcher conducted the analysis on SPSS version 21 

and Smart PLS- SEM for his research.  

4.8 Data Analysis Techniques 

The innermost layer involves data analysis techniques. It refers to how you will analyse 

and interpret the collected data, whether through statistical analysis, content analysis, thematic 

analysis, and so on. The methodology onion is a valuable tool to guide researchers in making 

informed decisions at each layer, ensuring that their research design aligns with their 

philosophical stance, research approach, and specific research goals (Saunders, Lewis & 

Thornhill, 2007). Data analysis techniques encompass a diverse set of methods employed to 

examine and interpret data in order to derive meaningful insights and draw conclusions. These 

techniques vary depending on the nature of the data and the research objectives. Quantitative 

research often involves statistical analyses such as regression analysis, t-tests, ANOVA, and 

factor analysis, which help identify patterns, relationships, and trends within numerical data. 

Qualitative research utilises methods like content analysis, thematic analysis, and grounded 

theory to explore and interpret textual or visual data, uncovering themes, patterns, and meanings. 

Advanced techniques include machine learning algorithms, clustering, and data mining, which 

are especially relevant in big data contexts. The choice of data analysis techniques is guided by 

the research question, the type of data collected, and the desired level of detail and precision in 

the findings. Ultimately, effective data analysis is crucial for transforming raw data into 
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actionable knowledge, contributing to the understanding of complex phenomena across various 

fields of research (Taylor & Cihon, 2004). 

4.8.1 Reliability Analysis  

Reliability refers to the consistency and stability of the measurement or data collection 

methods used in a study. In the context of patient attrition in the government hospitals in Dubai, 

reliability ensures that the data collection process is dependable and that results are consistent 

when the same methods are applied repeatedly. For instance, if you are using a questionnaire to 

collect data on patient attrition, reliability ensures that if the same questionnaire is administered 

to the same group of patients on different occasions, the responses should be similar, assuming 

there have been no significant changes in the variables being measured. To establish reliability, 

various methods can be employed, such as test–re-test reliability (administering the same test to 

the same participants at two different times), inter-rater reliability (multiple raters consistently 

scoring or coding data), and internal consistency (measuring the reliability of different items 

within a questionnaire) (Creswell 2017). In this research, the researcher has used internal 

consistency reliability, which was analysed on SPSS by the Cronbach's alpha. 

 Internal Consistency Reliability: This is a measure of the extent to which the items 

within a test or measurement instrument are consistent with each other in assessing the same 

underlying construct or concept. In other words, it evaluates how well the items in a 

questionnaire or scale work together to measure a single, unidimensional concept. High internal 

consistency indicates that the items are strongly related to each other, suggesting that they are 

measuring the same thing. Internal consistency reliability is typically assessed using statistical 

methods, with Cronbach's alpha being one of the most commonly used techniques. Cronbach's 

alpha calculates the correlation between each item and the total score of the scale. A high alpha 
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value (usually above 0.7 or 0.8) indicates good internal consistency (Cronbach 1951; Nunnally 

1967).  

4.8.2 Validity  

 Validity refers to the accuracy and appropriateness of the methods used to collect the 

data and whether they measure what they are intended to. In the context of patient attrition in 

government hospitals in Dubai, validity ensures that the data collected effectively represents the 

phenomenon of patient attrition and is not influenced by bias or confounding variables. For 

instance, if you are using a survey to assess the reasons for patient attrition, the questions in the 

survey should be designed to accurately capture the factors contributing to attrition in the 

government hospitals in Dubai. The survey should not inadvertently measure unrelated factors 

or introduce biases that could affect the validity of the results (Trochim & Donnelly, 2008). To 

establish validity, researchers often use content validity (ensuring that the measurement 

instrument comprehensively covers the concept being measured), criterion validity (comparing 

the measurement to an established gold standard), and construct validity (evaluating whether 

the measurement instrument accurately represents the underlying theoretical construct) 

(Trochim & Donnelly, 2008). The researcher conducted a validity test on PLS-SEM and took 

the results for construct validity.  

4.8.2.1 Content Validity 

Content validity is a crucial aspect of measurement and assessment, ensuring that a test 

or evaluation instrument comprehensively and accurately represents the domain it intends to 

measure. In the context of tests, surveys, or assessments, content validity involves evaluating 

whether the items or questions included in the instrument adequately cover the entire range of 

the targeted construct (Sireci, 1998). To establish content validity, experts typically assess the 
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relevance, representativeness, and clarity of each item, ensuring that the content aligns with the 

intended purpose of the assessment. This process helps ensure that the instrument is a valid and 

reliable tool for measuring the specific trait or skill it is designed to evaluate, enhancing the 

instrument's credibility and effectiveness in providing meaningful insights or making informed 

decisions within a given domain (Sireci 1998). 

4.8.2.2 Criterion-Related Validity 

Such validity refers to the degree to which the instrument can measure a variable by the 

specified criterion. It is the association standard between assessments and some other agreed 

estimates. The extent of the connections between the central calculation and other calculations 

was also described. The synchronisation of validity or review will demonstrate the relevant 

validity criteria. The first concerns the degree to which a measure is connected to a separate 

measurement (criterion), when both are measured at the same time, while the second indicates 

how well the current measurement value will predict the potential values of other measures. 

However, due to the difficulty and size limitations, criterion validity in the investigation of 

marketing is not generally recognised. That is why work is more focused on the construct 

validity of the framework (Strauss & Smith, 2009). 

4.8.2.3 Construct Validity 

The validity of the construct is as far as the measures used, often questionnaires, actually 

to evaluate the hypothesis or the theory. The validity of the structure will show that scores on a 

particular test predict the theoretical property it claims it does. It is necessary because the 

uncertain dimensions of the study calculated can be categorised. The validity of the systems can 

be divided into two converging and discriminating classes: 
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Convergent validity measures the relationship between the construct and a related 

measure; this indicates a correlation between constructs.  

Discriminant positive validity checks the relations between the construct and an 

arbitrary measure; this demonstrates that the constructs are not linked to something unforeseen. 

In order to have good construct validity, you must have a clear relation to converging construct 

validity and no relation to discriminating positive validity (Strauss & Smith, 2009). 

4.8.2.4 Explanatory Factor Analysis 

Explanatory factor analysis is a statistical technique used to identify underlying factors 

or latent variables that explain patterns of correlations among observed variables. When you 

have a large number of variables and want to reduce them into a smaller set of meaningful 

factors, factor analysis can be applied. It helps uncover the underlying structure or dimensions 

in your data, making it easier to interpret and work with (Watkins 2021). It aims to uncover the 

latent factors that contribute to the observed patterns of correlation or covariance in a dataset. 

In EFA, the researcher investigates the structure of the data by examining the interrelationships 

among variables and grouping them into a smaller number of factors that account for the 

observed variance. These latent factors represent the commonalities among the observed 

variables and help explain the underlying structure of the data. EFA is often employed in the 

social sciences, psychology, and other fields to reduce data complexity, identify key constructs, 

and facilitate a more parsimonious interpretation of the relationships among variables. 

Researchers typically use various extraction methods and rotation techniques to optimise the 

interpretation of the factors and enhance the clarity of the identified latent structures (Haig, 

2005). 
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4.9 Pilot Study 

A pilot study is a small-scale preliminary investigation conducted before the full-scale 

implementation of a research project or study. It serves to test the feasibility, methodology, and 

procedures of the research, allowing researchers to identify potential issues and make the 

necessary adjustments. In the context of patient attrition in government hospitals in Dubai, a 

pilot study could be conducted to assess the viability of a larger research project aimed at 

understanding and addressing this issue (Pearson et al., 2020). It serves as a valuable rehearsal 

or trial run, allowing researchers to identify potential issues, refine research methods, and make 

the necessary adjustments before committing to a larger-scale investigation. The importance of 

a pilot study lies in its ability to uncover unforeseen challenges, test the reliability and validity 

of research instruments, and enhance the overall quality of the research design. It provides 

researchers with insights into participant recruitment, data collection processes, and potential 

obstacles that may arise during the main study. By addressing these issues early on, a pilot study 

contributes to the efficiency and validity of the subsequent research, ultimately ensuring that the 

main study is well-prepared, methodologically sound, and capable of yielding reliable results 

(Van Teijlingen & Hundley, 2001). 

4.9.1 Sample Selection  

Sample selection is a critical step in the research process, involving the deliberate choice 

of individuals, elements, or entities from a larger population to represent and contribute to the 

study. The goal is to ensure that the selected sample is both representative and relevant to the 

research objectives, allowing researchers to make meaningful inferences about the entire 

population. Careful consideration is given to factors like demographics, characteristics, and 

diversity within the sample to enhance the generalisability of findings. The quality of the sample 
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directly influences the external validity and reliability of the study, making sample selection a 

crucial aspect of research planning and execution. Researchers must strike a balance between 

the practical constraints of data collection and the need for a representative sample that 

accurately reflects the population under investigation (Chromy, 1979). A small sample of 

doctors and management from different government hospitals in Dubai was selected for 

participation in the pilot study. 

4.9.2 Survey Instrument 

A survey instrument is a tool designed to collect data systematically from individuals or 

groups in a standardised manner. This instrument, often in the form of a questionnaire or 

interview schedule, comprises a set of carefully crafted questions aimed at eliciting specific 

information related to the research objectives. The questions can be open- or closed-ended, and 

the instrument may include a mix of qualitative and quantitative items. Developing an effective 

survey instrument requires meticulous attention to wording, structure, and question order to 

minimise bias, ensure clarity, and maximise the reliability and validity of responses. The survey 

instrument serves as a crucial means of gathering data in survey research, providing researchers 

with a systematic approach to collect information from a targeted sample, analyse trends, and 

draw meaningful conclusions based on the responses received (Sue, Ritter & Lois,  2007). A 

survey questionnaire was developed based on the existing literature and discussions with 

healthcare professionals. A copy of the questionnaire is attached in Annexure 2.  

4.9.3 Data Analysis 

The collected data were analysed using basic statistical techniques (EFA & model 

testing) to identify any issues with the survey instrument, as well as to gain preliminary insights 

into the factors contributing to patient attrition. 
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By conducting this pilot study, the researcher aimed to ensure the validity and reliability 

of the survey instrument before its widespread use in a comprehensive study on patient attrition. 

The reason was to get a more accurate understanding of the challenges faced by government 

hospitals in Dubai and support the development of targeted interventions to reduce patient 

attrition rates. For this reason, the researcher conducted an Explanatory Factor Analysis (EFA) 

test for the questionnaire to remove overlapping questions, and then conducted the model test. 

The reliability test was good and the model was accepted. After getting such results, the 

researcher proceeded to conduct a broad survey in Dubai. 

4.10 Unit of Analysis 

The unit of analysis refers to the specific entity or level of observation that is the focus 

of a research study or analysis. It is the fundamental unit upon which data are collected and 

analysed to draw conclusions or make inferences about a larger population or phenomenon. The 

choice of the unit of analysis is a critical decision in research design and can vary depending on 

the research question and objectives (Saunders, Lewis & Thornhill, 2007). It is the individual 

unit or case that the researcher is examining to draw conclusions or make inferences. The unit 

of analysis can vary depending on the research question and the nature of the study. It might be 

an individual, a group, an organisation, an event, or any other defined entity. Selecting the 

appropriate unit of analysis is crucial as it determines the level at which data will be collected 

and analysed. The choice of the unit of analysis should align with the research objectives and 

the scale at which meaningful patterns or relationships are expected to emerge. Researchers need 

to carefully consider the implications of their choice on the generalisability and validity of their 

findings, ensuring that the unit of analysis is well suited to address the research question at hand 

(Dolma 2010). 
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4.10.1 Mediation Analysis 

A mediation study explores the interactions between the dependent variable, 

independent variable, and mediating variable according to our process research. The purpose of 

this study is to understand whether and to what degree an independent variable mediates its 

effect on the outcome variable. In other words, variation in the independent variable contributes 

to variation of the mediator variable that induces variation of the dependent variable. Mediation 

analysis was carried out using the methodology for structural equation modelling (SEM) in 

Smart-PLS 3. SEM is a family of statistics methods for a conceptual or theoretical model to be 

evaluated. The SEM mediation model gives the overall effects, indirect effects, and direct 

consequences of the calculation. A model without a mediation variable has the overall effect of 

the experiment. In this case, without the mediation variable, the connection between the 

independent variable and the Dependent variable is tested. The most critical of the predicted 

outcomes was indirect effects. This finding informs us how the independent variable influences 

the dependent variable when the mediator is affected. Finally, the mediation process shows its 

direct effects, since when the variable is implemented as an independent variable; the direct 

effect is the influence of the independent variable on the dependent variable (Field 2009). As 

there were two mediators in the study (i.e., patient safety and quality of doctors), that is why the 

researcher conducted mediating analysis.  

4.10.2 Regression Analysis 

Regression analysis is a statistical method used to examine the relationship between a 

dependent variable and one or more independent variables. It helps to understand how changes 

in the independent variables are associated with changes in the dependent variable. In regression 

analysis, you have a dependent variable (the outcome you are trying to predict or explain) and 
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one or more independent variables (the factors that may influence the dependent variable). The 

analysis produces a regression equation that can be used to make predictions or understand the 

strength and direction of the relationships (Frued 2006). It aims to model and quantify the nature 

and strength of these relationships, allowing researchers to make predictions and understand the 

impact of the independent variables on the dependent variable. By fitting a regression model to 

the data, researchers can identify patterns, trends, and the extent to which changes in one 

variable correspond to changes in another. This analysis is particularly crucial in various fields, 

including economics, the social sciences, and the natural sciences, as it provides a quantitative 

tool for hypothesis testing, forecasting, and understanding the underlying structures of complex 

phenomena. Regression analysis helps uncover causal relationships, controls for confounding 

variables, and enhances the precision of predictions, making it an invaluable tool for researchers 

seeking to uncover patterns and associations within their data (Sen et al., 1990). The researcher 

has conducted regression analysis on SPSS, and the results are mentioned in Chapter 5.  

4.10.3 Analysis of Variance  

Analysis of Variance (ANOVA) is a statistical technique used to compare the means of 

two or more groups to determine whether there are statistically significant differences between 

them. ANOVA is particularly useful when you want to compare multiple groups simultaneously. 

It assesses whether the variation between the group means is greater than the variation within 

each group. If the between-group variation is significantly larger, it suggests that there are 

significant differences between the groups (Armstrong 2002). ANOVA divides the total 

variability observed in the data into different sources, such as variation within groups and 

variation between groups. By comparing these sources of variability, ANOVA helps researchers 

determine if the observed differences in means are statistically significant or if they could have 
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occurred by chance. This method is particularly useful when comparing means across multiple 

groups, as it provides a more comprehensive understanding of the overall variance in the data. 

ANOVA is widely applied in experimental and observational studies, allowing researchers to 

assess the impact of categorical independent variables on a continuous dependent variable. It is 

a powerful tool for hypothesis testing and determining which group, if any, significantly differs 

from the others, making it a valuable analysis technique in various scientific disciplines 

(Henson, 2015). 

4.10.4 T-Test 

The t-test is a statistical analysis method used to compare the means of two groups and 

determine if the observed differences are statistically significant. It assesses whether the means 

are likely to have occurred by chance or if they reflect genuine differences in the populations 

being compared. The t-test calculates a t-statistic by comparing the difference between the group 

means to the variability within each group. The larger the t-statistic, the less likely the observed 

difference occurred by random chance. T-tests are commonly employed in experimental and 

observational research, particularly when dealing with small sample sizes. There are different 

types of t-tests, including the independent samples t-test for comparing the means of two 

independent groups and the paired samples t-test for related groups. Overall, the t-test is a 

fundamental tool in hypothesis testing, helping researchers draw conclusions about the 

significance of the observed differences between groups in various fields such as psychology, 

medicine, and the social sciences (Kim 2015). 

4.10.5 F-Test 

The F-test is a statistical test used to compare the variances of two or more groups or 

regression models. In the context of ANOVA or regression analysis, the F-test is used to assess 
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whether the variation explained by the model is significantly greater than the unexplained 

variation (residuals). It helps determine if the model is a good fit for the data or if there are other 

factors at play (Sureiman 2020). In the context of ANOVA, the F-test is often used to compare 

the means of three or more groups, and it assesses whether there is a statistically significant 

difference between at least two of these groups. The F-statistic is calculated by dividing the 

variance between group means by the variance within groups. If the calculated F-statistic is 

sufficiently large, it suggests that there are significant differences among the group means. The 

F-test is commonly used in experimental and observational research when comparing means 

across different categories or levels of a categorical variable. It is a powerful tool for hypothesis 

testing, helping researchers assess the overall significance of group differences in a more 

comprehensive manner than pairwise comparisons (Steiger, 2004). 

4.11 Common Method Bias or Common Method Variance 

The systematic variance is introduced by the method of measurement according to Doty 

and Glick (1998). Richardson, Simmering, and Sturman (2009) have also described Common 

Method Variance (CMV) as the systemic error variance that is shared by the same source or 

method of calculated variables. This structural variance of errors may lead to common method 

bias or discrepancies and can also distort the estimated ties between variables or behaviour 

(Campbell & Fiske 1959; Jakobsen & Jensen 2015). The common method can be viewed as a 

third variable that systematically affects the estimated relationship between variables, i.e., it 

inflates or deflates the estimated relationship between interest variables (Jakobsen & Jensen 

2015). In an investigation using autoclaves from the same sample, the overall process bias or 

same source bias can occur (Podsakof & Todor 1985). The Common Method Variance (CMV) 

is known as the general bias or same source. It shows the amount of false correlation between 
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the variables produced by using the same method of measuring each variable (i.e., by the 

survey). 

In addition, Reio (2010) claimed that CMV undermines the validity of the results of the 

association of constructs and produces a systemic bias by inflating or deflating the correlations 

in a report. The variation of the measurement system was referred to as CMV, rather than the 

variance of the construct defined by measurements (Campbell & Fiske 1959; Podsakoff et al., 

2003). CMV contributes to the false internal consistency of the variables generated by their 

common sources, an obvious correlation. This could happen, for example, if the same 

respondents are asked in the same survey to assess their own skills and growth success in their 

business.  

4.12 The Practical Remedies to Prevent CMV 

 The researcher should try to get the measurements from various sources of independent 

and dependent variables, as it is one of the key explanations for the traditional process 

bias to acquire or collect data from the same source. The other technique is to isolate the 

measured objects from the independent and dependent variables temporally, mentally, 

or methodologically when the researchers cannot obtain data from multiple sources. 

Various ways of distinguishing measurements are suggested. For example, a temporary 

separation can be generated by adding a time lag between the measurements of the 

independent and dependent variables. 

 Another approach is to create a psychological distinction between measures by using a 

cover letter to demonstrate that the independent variables are not evaluated in relation to 

their dependents. 
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 A further technology requires methodologically separating the measurements of 

variables in order to complete the independent and dependent variables by defining 

specific situations in the respondents. Different forms of reaction (such as the Likert 

scale and questions that are open-ended) and media (for example, quantitative and face-

to-face interviews) and locations (for example, specific locations or rooms) can be used 

to quantify independent and dependent variables. However, the approach needs more 

effort, time, and expense (Tehseen, Ramayah & Sajilan, 2017). 

4.13 Summary of Chapter 4 

The methodology chapter outlines the research approach, including the chosen design 

and sampling method. It details the data collection methods and instruments, addressing their 

validity and ethical considerations. The analysis techniques are explained, emphasising their 

alignment with the research goals. Limitations are acknowledged, and the data presentation and 

the research timeline are briefly discussed. This chapter provides a clear framework for 

understanding the research process and assessing its validity.  
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Chapter 5: Computation and Analysis 

This analysis chapter embarks on a multifaceted exploration of our research data, starting 

with a scrutiny of the participant demographics and proceeding to assess the reliability and 

validity of our research tools. We then employ regression analysis to uncover significant 

relationships and conclude by delving into mediating analysis to unravel the intricate 

mechanisms at play. These analytical approaches collectively contribute to a comprehensive 

understanding of our research findings, furthering our pursuit of knowledge in the field. 

5.1 Frequencies of Demographic Variables 

Demographic variables include the factors such as age, gender, race, ethnicity, education 

level, marital status, income, and occupation. The researcher is going to explain the demographic 

variables of this study.  

5.1.1 Frequency Table of Gender 

In the Table 5.1, there are a total of 348 individuals who opted to join the study from the 

government hospitals of Dubai. Among them, 72 are males, meaning there are 72 men in the 

group. Additionally, there are 276 females in the dataset, which represents the count of women 

in the group. This frequency table provides a clear breakdown of the number of males and 

females in the research, helping to understand the gender distribution among the individuals we 

are studying. 
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Table 5. 1: Frequency of Gender 

Gender 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Male 72 20.7 20.7 20.7 

Female 276 79.3 79.3 100.0 

Total 348 100.0 100.0  

            

 

             

Figure 5. 1: Graph of Gender 
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5.1.2 Frequency Table of Position 

Table 5.2 represents the distribution of job positions within the sample group. The 

sample consists of a total of 348 individuals. Among these individuals, 111 are doctors, 194 are 

nurses, 22 are managers, and 15 work in customer care roles. Additionally, there are six 

pharmacists in the sample. These numbers provide a breakdown of the various job roles or 

positions held by the individuals in the sample, helping to understand the composition of the 

group in terms of their employment role. 

Table 5. 2: Frequency of Position 

Position 

 Frequency Percent Valid Percent Cumulative Percent 

Valid Doctor 111 31.9 32.0 32.0 

Nurse 194 55.7 55.9 87.9 

Manager 22 6.3 6.3 94.2 

Customer 

care 

15 4.3 4.3 98.6 

Pharmacist 6 1.7 1.7 100.0 

   100.0  

      

Total 348 100.0   
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Figure 5. 2: Graph of Position 

5.1.3 Frequency Table of Experience  

Table 5.3 represents the distribution of the years of experience within the sample group. 

The sample consists of a total of 348 individuals. Among these, 38 have ten years of experience, 

83 have five years of experience, and 227 have three years of experience. These numbers provide 

a breakdown of the various levels of experience held by the individuals in the sample, offering 

insights into the distribution of experience among the group. 
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Table 5. 3: Frequency of Experience 

Experience 

 Frequency Percent Valid Percent Cumulative Percent 

Valid 10 years 38 10.9 10.9 10.9 

5 years 83 23.9 23.9 34.8 

3 years 227 65.2 65.2 100.0 

Total 348 100.0 100.0  

 

            

Figure 5. 3: Graph of Experience 

5.2 Exploratory Factor Analysis 

The objective of conducting an exploratory factor analysis (EFA) is to understand the 

underlying structure among the variables under study. The EFA procedure supports the 
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researcher in managing a high number of variables and provides the tools for defining sets of 

highly correlated variables within groups, which are known as factors (Hair et al., 1998). This 

data reduction relies on the contributions of each variable to the factors, named factor loadings. 

Thus, the factors are identified to represent the original set of variables and can be used in 

subsequent analysis (Hair et al., 1998).  

Table 5. 4: Explanatory Factor Analysis 

Rotated Component Matrixa 

  

Component 

1 2 3 4 5 

PADV1       .524   

PADV2       .644   

PADV3       .599   

PADV4       .550   

PADV5       .554   

PADV6       .674   

PADV7       .601   

PADV8       .549   

PADV9           

PADV10       .623   

PSIV3           

PSIV4         .675 

PSIV5         .558 
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PSIV7         .629 

PSIV8         .583 

PSIV9         .753 

PSIV10         .667 

PCIV1   .708       

PCIV2   .684       

PCIV3   .796       

PCIV4   .772       

PCIV5   .764       

PCIV6   .788       

PCIV7   .737       

PCIV8   .759       

PCIV9   .768       

PCIV10   .546       

ICPIV1           

ICPIV2           

ICPIV3     .555     

ICPIV4     .652     

ICPIV5     .665     

ICPIV6     .630     

ICPIV7     .684     

ICPIV8     .664     

ICPIV9     .701     
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ICPIV10     .674     

QDIV1 .747         

QDIV2 .776         

QDIV3 .795         

QDIV4 .831         

QDIV5 .833         

QDIV6 .852         

QDIV7 .835         

QDIV8 .792         

QDIV9 .809         

QDIV10 .840         

QDIV11 .851         

QDIV12 .806         

QDIV13 .834         

QDIV14 .787         

Extraction Method: Principal Component Analysis 

 Rotation Method: Varimax with Kaiser Normalisation 

a. Rotation converged in eight iterations 
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5.3 Model and Data 

Table 5. 5: Inner & Outer Model Data 

Inner model        

  ICP PA PS QOD 

ICP   1.000 1.000 1.000 

PA         

PS   1.000     

QOD   1.000 1.000   

          

Outer model       

  ICP PA PS QOD 

Attrition _1   -1.000     

Attrition _10   -1.000     

Attrition _2   -1.000     

Attrition _3   -1.000     

Attrition _4   -1.000     

Attrition _5   -1.000     

Attrition _6   -1.000     

Attrition _7   -1.000     

Attrition _8   -1.000     

Integrate_10 -1.000       

Integrate_3 -1.000       
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Integrate_4 -1.000       

Integrate_5 -1.000       

Integrate_6 -1.000       

Integrate_7 -1.000       

Integrate_8 -1.000       

Integrate_9 -1.000       

QOD_1       -1.000 

QOD_10       -1.000 

QOD_11       -1.000 

QOD_12       -1.000 

QOD_13       -1.000 

QOD_14       -1.000 

QOD_2       -1.000 

QOD_3       -1.000 

QOD_4       -1.000 

QOD_5       -1.000 

QOD_6       -1.000 

QOD_7       -1.000 

QOD_8       -1.000 

QOD_9       -1.000 

Safety_10     -1.000   

Safety_4     -1.000   
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Safety_5     -1.000   

Safety_7     -1.000   

Safety_8     -1.000   

Safety_9     -1.000   

5.4 Reliability Analysis 

Table 5. 6: R-Square 

R- Square 

Category R-Square R-Square Adjusted 

PA 0.591 0.587 

PS 0.391 0.388 

QOD 0.413 0.411 

Table 5.6 provides information related to statistical modelling, and specifically linear 

regression analysis. 

5.4.1 R-Square (R²) 

R-squared is a statistical measure that represents the proportion of the variance in the 

dependent variable (the one you are trying to predict) that is explained by the independent 

variables (used to make predictions). In table 5.5 there are two columns for R-squared, and each 

corresponds to a different dependent variable or model. 

 For the "PA" model, the R-squared value is 0.591 (or 59.1%), which means that 

approximately 59.1% of the variance in the dependent variable is explained by the 

independent variables included in this model. 
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 For the "PS" model, the R-squared value is 0.391 (or 39.1%), indicating that around 

39.1% of the variance in the dependent variable is explained by the independent 

variables in this model. 

 For the "QOD" model, the R-squared value is 0.413 (or 41.3%), suggesting that roughly 

41.3% of the variance in the dependent variable is explained by the independent 

variables used in this model. 

5.4.2 R-Square Adjusted 

The adjusted R-squared is a modified version of the R-squared value that takes into 

account the number of independent variables in the model. It adjusts the R-squared value based 

on the complexity of the model, penalising the inclusion of irrelevant or redundant variables. 

Like the R-squared values, there are two columns for adjusted R-squared in the table, each 

corresponding to a different model. 

 The adjusted R-squared value for the "PA" model is 0.587, suggesting that after 

considering the model's complexity, approximately 58.7% of the variance in the 

dependent variable is still explained. 

 For the "PS" model, the adjusted R-squared is 0.388, indicating that after adjusting for 

model complexity, roughly 38.8% of the variance in the dependent variable is explained. 

 In the "QOD" model, the adjusted R-squared value is 0.411, signifying that about 41.1% 

of the variance in the dependent variable remains explained after accounting for the 

model complexity. 

These R-squared and adjusted R-squared values are used to assess the goodness-of-fit of 

the regression models. Higher values generally indicate a better fit, meaning that a larger 
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proportion of the variability in the dependent variable can be explained by the independent 

variables in the model. 

5.4.3 F-Square Model 

Table 5. 7: F Square Model 

  ICP PA PS QOD 

ICP   0.164 0.215 0.704 

PA         

PS   0.267     

QOD   0.009 0.041   

 

 The value 0.164 indicates that approximately 16.4% of the variance in the dependent 

variable is attributed to the effect of the ICP variable, while controlling for the influence 

of the PA variable and other variables in the model. 

 The value of 0.267 suggests that around 26.7% of the variance in the dependent variable 

can be attributed to the PS variable, while controlling for the effect of the PA variable 

and other variables in the analysis. The same is the case with the values of other 

variables. 

 The value of 0.009 suggests that around 0.9% of the variance in the dependent variable 

can be attributed to the QOD variable, while controlling for the effect of the PA variable 

and other variables in the analysis.  



196 
 

 The value of 0.215 suggests that around 21.5% of the variance in the dependent variable 

can be attributed to the ICP variable, while controlling for the effect of the PS variable 

and other variables in the analysis. 

 The value of 0.704 suggests that around 70.4% of the variance in the dependent variable 

can be attributed to the ICP variable, while controlling for the effect of the QOD variable 

and other variables in the analysis.  

 The value of 0.041 suggests that around 4.1% of the variance in the dependent variable 

can be attributed to the QOD variable, while controlling for the effect of the PS variable 

and other variables in the analysis.  

5.4.4 Construct Validity and Reliability 

Table 5. 8: Construct Validity & Reliability 

  

Cronbach's 

Alpha 

Composite 

Reliability (rho_a) 

Composite 

Reliability (rho_c) 

Average Variance 

Extracted (AVE) 

ICP 0.930 0.933 0.942 0.671 

PA 0.873 0.881 0.899 0.500 

PS 0.863 0.869 0.898 0.595 

QOD 0.979 0.979 0.981 0.783 

 

Table 5.8 provides a comprehensive assessment of the reliability and validity of the 

measurement scales for four different constructs (ICP, PA, PS, and QOD). Researchers use these 

statistics to evaluate the quality of their measurement instruments, ensuring that the items 
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reliably and validly measure the underlying constructs of interest. Higher values in Cronbach's 

alpha, composite reliability and AVE generally indicate better measurement quality. 

 Cronbach's alpha (α) is a measure of the internal consistency reliability. It assesses the 

extent to which items within a scale or questionnaire are interrelated and consistently 

measure the same underlying construct. In Table 5.6, the values represent the Cronbach's 

alpha coefficients for each of the four constructs (ICP, PA, PS, and QOD). Higher 

Cronbach's alpha values indicate greater internal consistency, with values generally 

ranging from 0 to 1. A value above 0.7 is often considered acceptable. 

 Composite reliability (rho_a) is another measure of internal consistency, often used in 

structural equation modelling (SEM). It assesses the reliability of a latent construct (a 

construct not directly observed but inferred from multiple indicators or items). Like 

Cronbach's alpha, higher values of composite reliability indicate better internal 

consistency. 

 Similar to rho_a, composite reliability (rho_c) is a measure of the internal consistency 

reliability for latent constructs. It provides an alternative assessment of the reliability of 

a latent variable in SEM. 

 The Average Variance Extracted (AVE) is a measure of convergent validity. It assesses 

the extent to which the items or indicators within a construct correlate with each other 

more strongly than with items from other constructs. AVE values typically range from 

0 to 1, with higher values indicating better convergent validity. An AVE value of 0.5 or 

higher is often considered acceptable. 
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5.4.5 Discriminant Validity 

As defined earlier in Chapter 4, discriminant validity is a concept used to assess the 

extent to which different constructs or variables in a measurement model are distinct from one 

another. It examines whether the measurements designed to represent different constructs are 

truly measuring separate and unique aspects or characteristics, rather than being highly 

correlated or measuring the same thing. Establishing discriminant validity is crucial in ensuring 

that the variables or constructs under investigation are conceptually distinct and that they 

measure what they are intended to. It is a fundamental aspect of measurement validation and 

ensures the robustness of the research findings and the accuracy of the conclusions drawn from 

statistical analyses. It has two methods of assessment: the HTMT matrix and Fornell Larcker 

scale.  

5.4.5.1 Hetrotrait–Monotriat Ration (HTMT) 

The HTMT matrix is used to evaluate whether different constructs in the model are 

distinct from one another. Values less than 1 typically indicate good discriminant validity, 

suggesting that the constructs are more correlated with their own measures than with the 

measures of other constructs. Researchers use the HTMT to ensure that the constructs they are 

studying are conceptually and statistically distinct from one another. 

The HTMT is a statistical measure used in structural equation modelling (SEM) to assess 

discriminant validity among constructs. It's particularly important when you have multiple 

constructs in your model, and you want to ensure that each construct is distinct from the others. 

The values in the matrix represent the HTMT ratios between pairs of constructs. HTMT is 

calculated by taking the square root of the average of the heterotrait–heteromethod correlations 

(i.e., the correlations between different constructs measured with different methods) divided by 
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the average of the monotrait–heteromethod correlations (i.e., correlations between the same 

construct measured with different methods). It's used to assess whether the constructs are more 

related to their own measures (monotrait) than to measures of other constructs (heterotrait). 

Table 5. 9: HTMT Criterion 

  ICP PA PS QOD 

ICP         

PA 0.749       

PS 0.667 0.783     

QOD 0.672 0.585 0.555   

 

Table 5. 10: HTMT Summary 

   (HTMT) 

PA -> ICP 0.749 

PS -> ICP 0.667 

PS -> PA 0.783 

QOD -> ICP 0.672 

QOD -> PA 0.585 

QOD -> PS 0.555 

 PA vs ICP: The HTMT value for PA versus ICP is 0.749, suggesting that there is good 

discriminant validity between PA and ICP. This value being less than 1 indicates that 

these two constructs are conceptually distinct and have minimal shared variance. 
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 PS vs ICP: The HTMT value is 0.667, indicating that there is some overlap between PS 

and ICP. However, since this value is less than 1, it suggests that there is still 

discriminant validity between these two constructs, meaning they are conceptually 

distinct, but there is some shared variance. 

 QOD vs ICP: The HTMT value is 0.672, indicating that there is some overlap between 

QOD and ICP. Similar to the previous case, this value being less than 1 suggests that 

there is discriminant validity between these two constructs, but there is some shared 

variance. 

 PS vs PA: The HTMT value is 0.783, suggesting that there is good discriminant validity 

between PS and PA. This value being less than 1 indicates that these two constructs are 

conceptually distinct and have minimal shared variance. 

 QOD vs PA: The HTMT value is 0.585, again suggesting that there is discriminant 

validity between QOD and PA. While there is some correlation between them, it's not 

strong enough to violate the discriminant validity. 

 QOD vs PS: The HTMT value is 0.555, indicating that there is some overlap between 

QOD and PS. However, this value being less than 1 suggests that there is still 

discriminant validity between these two constructs, meaning they are conceptually 

distinct, but there is some shared variance. 

5.4.5.2 Fornell–Larcker Method 

The Fornell–Larcker criterion is a method used to evaluate the discriminant validity of 

constructs in structural equation modelling (SEM) or factor analysis. It helps assess whether the 

constructs in a model are truly distinct from one another by comparing the square root of the 

average variance extracted (AVE) for each construct to the correlations between the constructs. 
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To assess discriminant validity using the Fornell–Larcker criterion, you compare the square root 

of the AVE for each construct to the correlations between that and other constructs. The AVE 

is a measure of the variance captured by the items within each construct. If the square root of 

the AVE for a construct is greater than the correlation between that construct and any other 

construct, it suggests that the construct has good discriminant validity. This means that the 

construct is more strongly related to its own indicators (items) than to the indicators of other 

constructs.  

Table 5. 11: Fornell & Larcker Criterion 

  ICP PA PS QOD 

ICP 0.819       

PA 0.682 0.707     

PS 0.605 0.691 0.772   

QOD 0.643 0.538 0.510 0.885 

 

 ICP vs ICP (0.819): This is the correlation of the construct ICP with itself. It represents 

the highest possible correlation because a construct is perfectly correlated with itself. 

 PA vs ICP (0.682): This value represents the correlation between the construct PA and 

ICP. In the context of the Fornell–Larcker criterion, this correlation indicates how much 

these two constructs are related. It suggests that there is a moderate positive relationship 

between PA and ICP. 

 PA vs PA (0.707): This is the correlation of the construct PA with itself. It represents 

the highest possible correlation because a construct is perfectly correlated with itself. 



202 
 

 PS vs ICP (0.605): This represents the correlation between the construct PS and ICP. It 

suggests a moderate positive relationship between PS and ICP. 

 PS vs PA (0.691): This value represents the correlation between PA and PS. It indicates 

a strong positive relationship between these two constructs. 

 PS vs PS (0.772): This is the correlation of the construct PS with itself. It represents the 

highest possible correlation, because a construct is perfectly correlated with itself. 

 QOD vs ICP (0.643): Again, this is the correlation between the construct QOD and ICP. 

It suggests a moderate positive relationship between QOD and ICP. 

 QOD vs PA (0.538): This represents the correlation between PA and QOD, suggesting 

a moderate positive relationship between these constructs. 

 QOD vs PS (0.510): This value represents the correlation between PS and QOD, 

indicating a strong positive relationship between these constructs. 

 QOD vs QOD (0.888): This is the correlation of the construct QOD with itself. It 

represents the highest possible correlation, because a construct is perfectly correlated 

with itself. 

All the other constructs come under the values of the construct itself diagonally; if the 

values in the diagonal are greater than the values inside it, this means that discriminant validity 

is fulfilled.  

5.5 Path Coefficients of Model 

The path coefficient of the model is a structural equation modelling (SEM) technique 

used in statistics to represent and analyse complex relationships among multiple variables in a 

research model. In SEM, the model is typically represented as a set of latent (unobserved) 
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constructs or factors that are linked through paths and these paths are characterised by path 

coefficients. 

Table 5. 12: Path Coefficient Model 

  

Original 

Sample 

(O) 

Sample 

Mean 

(M) 

Standard Deviation 

(STDEV) 

T Statistics 

(|O/STDEV|) 

P 

Values 

ICP -> PA 0.372 0.373 0.059 6.278 0.000 

ICP -> PS 0.473 0.474 0.073 6.432 0.000 

ICP-> QOD 0.643 0.644 0.035 18.264 0.000 

PS -> PA 0.423 0.426 0.053 7.963 0.000 

QOD-> PA 0.083 0.080 0.047 1.750 0.080 

QOD -> PS 0.206 0.208 0.078 2.631 0.009 

 

 T statistics (|O/STDEVT|): T-statistics are used in hypothesis testing to assess whether 

the difference between the sample mean and a hypothesised population mean is 

statistically significant. The formula "|O/STDEV|" suggests that it's calculating the 

absolute value of the original sample (O) divided by the standard deviation (STDEV) as 

a T statistic. If the t values are greater than 1.96 then the relationship is significant, 

otherwise it is insignificant. All values except QOD to PA and QOD to PS are significant.  

 P values: The p values column displays the corresponding p values for each t statistic. P 

values are used to determine the statistical significance of a t statistic. In hypothesis 

testing, a smaller p value typically indicates stronger evidence against the null 

hypothesis. A common significance level (alpha) used to determine statistical 
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significance is 0.05. If the p value is less than alpha (0.05), it is often considered 

statistically significant. All values except QOD to PA are significant. 

5.6 Confidence Intervals 

Table 5. 13: Confidence Intervals 

  

Original Sample 

(O) 

Sample Mean 

(M) 2.5% 97.5% 

ICP -> PA 0.372 0.373 0.256 0.486 

ICP -> PS 0.473 0.474 0.324 0.614 

ICP-> QOD 0.643 0.644 0.572 0.711 

PS -> PA 0.423 0.426 0.322 0.528 

QOD-> PA 0.083 0.080 -0.010 0.174 

QOD-> PS 0.206 0.208 0.056 0.362 

A confidence interval is a statistical range or interval constructed from sample data that 

is used to estimate a population parameter with a certain level of confidence. It provides a range 

of plausible values within which the true population parameter is likely to fall. The confidence 

interval is associated with a confidence level, typically expressed as a percentage (95% 

confidence interval). In a 95% confidence interval (which is common), the range between the 

2.5% and 97.5% percentiles of the sampling distribution is used to construct the interval. This 

range is chosen such that it contains the true population parameter with a 95% level of 

confidence. The sample mean (M) for the relationship ICP to PA is 0.373. The 2.5% value is 

0.256, and the 97.5% value is 0.486. This indicates that, based on the sample data and the 

statistical methods used, there is a 95% level of confidence that the true population parameter 
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(the actual relationship between ICP and PA in the population) falls within the interval from 

0.256 to 0.486. In other words, we are reasonably certain that the true value of the parameter 

lies somewhere within this range. All values except QOD to PA and QOD to PS are out of the 

range. 

 

Figure 5. 4: Path Coefficient Model 
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5.7 Reliability Analysis 

Table 5. 14: Cronbach's Alpha 

Reliability Analysis 

Cronbach's Alpha 

Cronbach's Alpha Based on Standardised 

Items N of Items 

.851 .859 4 

 

Accordin to Table 5.14 the value of Cronbach's alpha is greater than 0.7, so the model 

is accepted and allowed for analysis. 

Table 5. 15: Inter Item Correlation Matrix 

Inter-Item Correlation Matrix 

 PA PS ICP QOD 

PA 1.000 .668 .673 .539 

PS .668 1.000 .593 .510 

ICP .673 .593 1.000 .639 

QOD .539 .510 .639 1.000 

Inter-item correlations are a fundamental component in leading an item analysis of an 

arrangement of test questions. Inter-item correlations look at the degree to which the scores on 

one item are related to the scores on every single other item in a scale. It gives an evaluation of 

item excess: the degree to which the items on a scale are surveying a similar content (Cohen & 

Swerdlik 2005).  
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 Cronbach's alpha greater than or equivalent to .70  

 Scope of inter-item correlations in the vicinity of .15 and .85  

 Normal inter-item correlation between .15 and .50  

The scope of the amended item-scale correlations is greater than or meets the .50 range 

of Cronbach's alpha's if the item is erased. Deleting any item would diminish the alpha (Clark 

& Watson, 2016). So, as per the above Table 5.15, every one of the values is correlated. 

Table 5. 16: Item Total Statistics 

Item-Total Statistics 

 

Scale Mean if 

Item Deleted 

Scale Variance 

if Item Deleted 

Corrected 

Item-Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

PA 12.3006 2.737 .740 .570 .803 

PS 12.5983 2.303 .676 .494 .823 

ICP 12.5857 2.421 .746 .575 .788 

QOD 12.4784 2.505 .644 .442 .832 

 

According to the Table 5.16, if any of these variables are deleted the effect will be more 

than 78% on the model, which will mark a significant effect on it, so all the variables are good 

and reliable to study. 
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Table 5. 17: Anova of the Model 

ANOVA 

 Sum of Squares Df Mean Square F Sig 

Between People 366.142 347 1.055   

Within People Between Items 19.805 3 6.602 42.123 .000 

Residual 163.145 1041 .157   

Total 182.950 1044 .175   

Total 549.092 1391 .395   

Grand Mean = 4.1636 

In the Table 5.17, According to the ANOVA, the model is also significant as the p value 

is less than 0.05 (i.e., 0.000), which shows the significance level of the model. 

5.8 Correlations 

The Pearson correlation coefficient, r, can take a scope of values from +1 to -1. A value 

of 0 shows that: there is no relationship between the two variables. A value more than 0 shows 

a positive affiliation; that is, as the value of one variable expands, so does the value of the other 

variable. A value under 0 shows a negative affiliation; that is, as the value of one variable builds, 

the value of the other variable reductions.  

The more grounded the relationship of the two variables, the nearer the Pearson 

correlation coefficient, r, will be to either +1 or -1, relying upon whether the relationship is 

positive or negative, separately. Accomplishing a value of +1 or -1 implies that every one of 

your data points incorporated is hanging in the balance of best fit – there are no data points that 

demonstrate any variety far from this line. The values for r amongst +1 and -1 (for instance, r = 
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0.8 or -0.4) show that there is variety around the line of best fit. The nearer the value of r to 0, 

the more prominent the variety around the line of best fit.  

Table 5. 18: Correlations 

Correlations 

 PA ICP PS QOD 

PA Pearson Correlation 1 .708** .710** .606** 

Sig. (2-tailed)  .000 .000 .000 

N 348 348 348 348 

ICP Pearson Correlation .708** 1 .626** .695** 

Sig. (2-tailed) .000  .000 .000 

N 348 348 348 348 

PS Pearson Correlation .710** .626** 1 .560** 

Sig. (2-tailed) .000 .000  .000 

N 348 348 348 348 

QOD Pearson Correlation .606** .695** .560** 1 

Sig. (2-tailed) .000 .000 .000  

N 348 348 348 348 

** Correlation is significant at the 0.01 level (2-tailed). 

According to the Table 5.18, all the values are correlated, significant, and are 

positively correlated to each other. Values marked two asterisks exploring that the value is 

significant on 1 % level. There are considerably fewer variations in the data, because all are far 
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from zero. So, according to the results, the variables are positively correlated and if one 

variable is increased the second will be increased as well.  

5.9 Hypothesis Testing using Regression Analysis  

Run MATRIX procedure:        

           

**************** PROCESS Procedure for SPSS Version 3.5.2 **************** 

           

          Written by Andrew F. Hayes, Ph.D.       www.afhayes.com  

    Documentation available in Hayes (2018). www.guilford.com/p/hayes3  

           

************************************************************************** 

Model: 6          

    Y: ZPA          

    X: ZICP          

   M1: ZQD          

   M2: ZPS          

Sample           

Size:  348          

 

 

 

 

 

http://www.afhayes.com/
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5.9.1 The Relationship between Integrated Care of Patient and Patient Attrition 

Table 5. 19: Hypothesis Test of ICP & PA 

OUTCOME VARIABLE:         

 ZPA           

           

Model Summary          

          R       R-sq        MSE          F            df1          df2              p 

       .755       .570       .434        151.931      3.000    344.000       .000 

Model           

                       coeff         se          t             p        LLCI       ULCI 

constant         .000       .035       .000      1.000      -.069       .069 

ZICP              .378       .050      7.519       .000       .279       .477 

ZQD               .096       .047      2.051       .041       .004       .189 

ZPS                .395       .045      8.785       .000       .306       .483 

           

 

R square: Here, the R square is 0.755 (i.e., 75.5), which means ICP, QOD, and PS are causing 

the variance of 75.5% in PA. 

RQ1. What is the extent of integrated care provided to patients in the healthcare setting under 

study? 

Answer. The path coefficient or beta for ICP and PA is 37.8%, which means ICP is influencing 

PA by 37.8%. 

RO1. To investigate the relationship between the integrated care of patients and patient attrition. 
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 t = 7.519 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.279 

 Upper-Level Coefficient Interval = ULCI = 0.477 

 There is no "0" (zero) between LLCI and ULLCI 

 Path Coefficient = c = 0.378 

Answer: There is a positive and significant relationship between the integrated care of patients 

and patient attrition. 

H1. The integrated care of patients has a positive significant effect on patient attrition.  

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

5.9.2 The Relationship between Patient Safety and Patient Attrition 

Table 5. 20: Hypothesis Test of PS & PA 

OUTCOME VARIABLE:         

 ZPA           

           

Model Summary          

          R        R-sq        MSE          F            df1        df2             p 

       .755       .570       .434       151.931      3.000    344.000       .000 

Model           

                         coeff         se          t            p         LLCI      ULCI 

constant          .000        .035      .000      1.000      -.069       .069 
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ZICP               .378       .050      7.519       .000       .279       .477 

ZQD                .096       .047      2.051       .041       .004       .189 

ZPS                 .395       .045      8.785       .000       .306       .483 

RQ2: Is there a statistically significant correlation between patient safety measures and patient 

attrition? 

Answer: The path coefficient or beta for PS and PA is 39.5%, which means PS is influencing 

PA by 39.5%. So, there is a significant correlation between patient safety and patient attrition.  

RO2: To examine the relationship between patient safety and patient attrition. 

 t = 8.785 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.306 

 Upper-Level Coefficient Interval = ULCI = 0.483 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = b1 = 0.395 

Answer: There is a positive and significant relationship between patient safety and patient 

attrition. 

H2: Patient safety has a positive significant effect on patient attrition.  

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 
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5.9.3 The Relationship between Quality of Doctor and Patient Attrition 

Table 5. 21: Hypothesis Test of QOD & PA 

OUTCOME VARIABLE:         

 ZPA           

           

Model Summary          

          R        R-sq        MSE          F             df1         df2              p 

       .755       .570        .434        151.931      3.000    344.000       .000 

Model           

                      coeff         se          t          p          LLCI       ULCI 

constant       .000       .035       .000      1.000      -.069       .069 

ZICP            .378       .050      7.519       .000       .279       .477 

ZQD             .096       .047      2.051       .041       .004       .189 

ZPS              .395       .045      8.785       .000       .306       .483 

 

RQ3: Do patients' perceptions of doctor quality influence their likelihood to continue seeking 

care at the facility? 

Answer: The path coefficient or beta for QOD and PA is 9.6%, which means QOD is 

influencing PA by 9.6%. Quality of doctor has a very weak effect on patient attrition, but it is 

not avoidable.  

RO3: To assess the impact of the quality of doctor on patient attrition. 

 Significance = p = 0.041 (p is less than 0.05) 

 t = 2.051 t > 1.96  

 Lower-Level Coefficient Interval = LLCI = 0.004 (very close to 0, which makes it weak) 
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 Upper-Level Coefficient Interval = ULCI = 0.189 

 There is no "0" (zero) between LLCI and ULLCI, but the value is very close to zero 

 Coefficient = b2 = 0.096 

Answer: There is a positive and significant weak relationship between the quality of doctor and 

patient attrition. 

H3: The quality of doctor has a positive significant effect on patient attrition.  

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

5.9.4 The Relationship between Integrated Care of Patient and Patient Safety 

Table 5. 22: Hypothesis Test of ICP & PS 

OUTCOME VARIABLE:         

 ZPS           

Model Summary          

          R        R-sq        MSE          F             df1         df2               p 

       .617       .380       .623        105.872      2.000      345.000       .000 

           

Model           

                         coeff         se            t           p          LLCI       ULCI 

constant          .000         .042       .000      1.000      -.083       .083 

ZICP                 .450       .055      8.173       .000       .342       .559 

ZQD                  .222       .055      4.032       .000       .114       .331 

 

 

Here, R square is 0.380 (i.e., 38%), which means ICP and QOD are causing the variance of 38% 

in the PS. 
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RQ4. Are there specific aspects of integrated care that have a greater impact on patient safety? 

Answer: Here, the path coefficient or beta for ICP and PS is 45%, which means ICP is impacting 

PS by 45%. 

RO4: To explore the link between integrated care and patient safety. 

 t = 8.173 & 4.032 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.342 

 Upper-Level Coefficient Interval = ULCI = 0.559 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = a1 = 0.450 for integrated care of patient 

Answer: The integrated care of patients has a positive significant relationship with patient 

safety. 

H4: The integrated care of patients has a positive significant effect on patient safety. 

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

5.9.5 The Relationship between Integrated Care of Patient and Quality of Doctor 

Table 5. 23: Hypothesis Test of ICP & QOD 

OUTCOME VARIABLE:         

 ZQD           

           

Model Summary          

           R               R-sq            MSE          F            df1          df2              p 
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              .639      .409              .593        239.168      1.000     346.000       .000 

           

Model           

                           coeff         se          t             p       LLCI       ULCI 

constant             .000       .041       .000      1.000      -.081       .081 

ZICP                 .639       .041     15.465       .000       .558       .721 

 

R Square: R square is 0.409, and as r square is the amount of variation in the dependent variable 

by the independent variable, so QOD will be changed by the degree of 40.9% by ICP. 

RQ5: How does the integration of patient care influence the performance and development of 

doctors? 

Answer: Here, the path coefficient or beta is 0.639 or 63.9%, which means ICP is influencing 

QOD by 63.9%. As it is more than 50%, it influences the performance and development of 

doctors. 

RO5: To investigate the relationship between integrated care and the quality of doctor. 

 t = 15.465 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.558 

 Upper-Level Coefficient Interval = ULCI = 0.721 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = a2 = 0.639  

Answer: There is a positive and significant relationship between ICP and QOD. 

H5: The integrated care of patients has a positive significant effect on the quality of doctor.  
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T is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

5.9.6 The Relationship between Quality of Doctor and Patient Safety 

Table 5. 24: Hypothesis Test of QOD & PS 

OUTCOME VARIABLE:         

 ZPS           

           

Model Summary          

          R       R-sq        MSE          F                 df1             df2             p 

       .617       .380       .623        105.872          2.000       345.000       .000 

 

           

Model           

                         coeff         se          t              p       LLCI       ULCI 

constant         .000         .042       .000       1.000      -.083       .083 

ZICP              .450         .055       8.173       .000       .342       .559 

ZQD               .222        .055       4.032       .000       .114        .331 

           

RQ6: How does the quality of doctor impact the implementation of safety protocols in patient 

care? 

Answer: The path coefficient or beta for QOD and PS is 22.2%, which means QOD is 

influencing PS by 22.2%. Although, it is very weak, it cannot be avoided.  

RO6: To examine the connection between the quality of doctor and patient safety. 

 t = 4.032 t > 1.96 

 Significance = p = 0.000 p < 0.05 
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 Lower-Level Coefficient Interval = LLCI = 0.114 

 Upper-Level Coefficient Interval = ULCI = 0.331 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = d = 0.222 

Answer: There is a positive and significant relationship between the quality of the doctor and 

patient safety. 

H6: The quality of doctor has a positive significant effect on patient safety. 

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

5.9.7 Mediation Analysis: Total Effect, Direct Effect, and Indirect Effect 

 

Figure 5. 5: Mediation Effect 

 Total effect from ICPPA is 0.673 (path coefficient) 

 Direct path coefficient: 

Integrated Care of Patient  Patient Attrition as: 
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ICP  PA = c = 0.378 

 Indirect path coefficient: 

Integrated Care of Patient  Patient Safety  Patient Attrition  

Integrated Care of Patient  Quality of Doctor  Patient Attrition  

Integrated Care of Patient  Quality of Doctor  Patient Safety  Patient Attrition  

 As the values of the path coefficients are mentioned above: 

ICP  PS = a1 = 0.450 

PS  PA = b1 = 0.395 

ICP  QD = a2 = 0.639 

QD  PA = b2 = 0.096 

 To find the indirect effect of the Integrated Care of Patient  Patient Safety  

Patient Attrition: 

a1*b1= (0.450) (0.395) = 0.178 

 To find the indirect effect of Integrated Care of Patient  Quality of Doctor  

Patient Attrition: 

a2*b2 = (0.639) (0.096) = 0.062 

 To find the indirect effect of Integrated Care of patient  Quality of Doctor  

Patient Safety  Patient Attrition  

a2*b2*d*b1 = (0.639) (0.222) (0.395) = 0.056 

 As the total effect = the sum of the direct effect and indirect effects: 

Total effect = 0.378 + 0.178 + 0.062 + 0.056 = 0.673 

 In the table below, the total effect is also equal to our calculations:  
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5.9.7.1 Total Effect Model 

Table 5. 25: Total Effect Model 

 

************************** TOTAL EFFECT MODEL **************************** 

OUTCOME VARIABLE:         

 ZPA           

Model Summary          

          R         R-sq      MSE          F              df1         df2              p 

       .673       .453       .548      286.916      1.000    346.000       .000 

Model           

                     coeff        se          t             p          LLCI       ULCI 

constant       .000       .040       .000      1.000      -.078       .078 

ZICP           .673       .040     16.939       .000       .595       .751 

 

Path coefficient of total effect = 0.673 

5.9.7.2 Total Direct and Indirect Effect Model 

Table 5. 26: Total Direct & Indirect Effects 

 

************** TOTAL, DIRECT, AND INDIRECT EFFECTS OF X ON Y ************** 

Total effect of  X on Y        

     Effect         se          t                p       LLCI       ULCI  

       .673       .040     16.939       .000       .595       .751  

Direct effect of X on Y        

     Effect         se          t               p        LLCI       ULCI  

       .378       .050      7.519       .000       .279       .477  
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5.9.7.3 Indirect Effect Model 

Table 5. 27 Indirect Effect Model 

 

Indirect effect(s) of X on Y:     

 Effect     BootSE   BootLLCI   BootULCI   

TOTAL       .296       .045       .206       .385   

Ind1        .062       .032       .000       .124   

Ind2        .178       .035       .114       .250   

Ind3        .056       .024       .015       .107   

         

Indirect effect key:       

Ind1 ZICP        ->    ZQD         ->    ZPA   

Ind2 ZICP        ->    ZPS         ->    ZPA   

Ind3 ZICP        ->    ZQD         ->    ZPS         ->    ZPA 

 

 

5.9.8 Patient Safety Has a Meditating Effect on ICP and PA 

Table 5. 28: Effect of PS on ICP & PA 

Indirect effect(s) of X on Y:     

 Effect                    BootSE   BootLLCI   BootULCI   

TOTAL       .296       .045       .206            .385   

Ind1             .062       .032       .000            .124   

Ind2             .178       .035       .114            .250   

Ind3             .056       .024       .015            .107   

         

Indirect effect key:       
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Ind1 ZICP        ->    ZQD         ->    ZPA   

Ind2 ZICP        ->    ZPS         ->    ZPA   

Ind3 ZICP        ->    ZQD         ->    ZPS         ->    ZPA 

 

RQ7. What are the mechanisms through which patient safety influences the relationship 

between integrated care and patient attrition? 

Answer: The effect of patient safety on the integrated care of patients and patient attrition is 

17.8%, which means it is intervening between ICP and PA by the extent of 17.8%. 

RO7: To explore the mediating role of patient safety between integrated care and patient 

attrition. 

Answer: Patient safety has a positive significant mediating relationship between the integrated 

care of patients and patient attrition. 

H7: Patient safety has a significant mediating effect on the integrated care of patients and patient 

attrition.  

Answer: As there is no 0 (zero) in the (LLCI) and (ULCI), it has a partial mediating effect on 

X and Y because it does not change the the significance level of X and Y. So, the hypothesis is 

accepted. 

 



224 
 

5.9.9 Quality of Doctor Has a Meditating Effect on ICP and PA 

Table 5. 29: Effect of QOD on ICP & PA 

Indirect effect(s) of X on Y:     

 Effect     BootSE   BootLLCI   BootULCI   

TOTAL       .296       .045       .206       .385   

Ind1        .062       .032       .000       .124   

Ind2        .178       .035       .114       .250   

Ind3        .056       .024       .015       .107   

         

Indirect effect key:       

Ind1 ZICP        ->    ZQD         ->    ZPA   

Ind2 ZICP        ->    ZPS         ->    ZPA   

Ind3 ZICP        ->    ZQD         ->    ZPS         ->    ZPA 

 

RQ8: Does the quality of doctor mediate the relationship between integrated care and patient 

attrition? 

Answer: The effect of the quality of doctor on the integrated care of patients and patient attrition 

is 6.2%, which means it is intervening between ICP and PA by the effect of 6.2%, which is very 

low, and if it is removed it will not affect the relationship between ICP and PA.  

RO8: To investigate the mediating role of doctor quality between integrated care and patient 

attrition. 
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Answer: Quality of doctor has no significant mediating effect on the integrated care of patients 

and patient attrition. 

H8: The quality of doctor has a significant mediating effect on the integrated care of patients 

and patient attrition. 

Answer: The lower-level confidence interval (LLCI) is equal to 0 (zero). So, we can say it has 

a very low or no mediating effect between X and Y. 

5.9.10 Patient Safety and Quality of Doctor Have a Meditating Effect on ICP and PA 

Table 5. 30: Effect of PS & QOD on ICP & PA 

Indirect effect(s) of X on Y:     

          Effect     BootSE   BootLLCI   BootULCI   

TOTAL       .296       .045       .206       .385   

Ind1        .062       .032       .000       .124   

Ind2        .178       .035       .114       .250   

Ind3        .056       .024       .015       .107   

         

Indirect effect key:       

Ind1 ZICP        ->    ZQD         ->    ZPA   

Ind2 ZICP        ->    ZPS         ->    ZPA   

Ind3 ZICP        ->    ZQD         ->    ZPS         ->    ZPA 

 

RQ9: Do patient safety and doctor quality jointly mediate the relationship between integrated 

care and patient attrition? 
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Answer: The effect of patient safety and the quality of doctor on the integrated care of patients 

and patient attrition is 5.6%, which means they are intervening between ICP and PA by the 

effect of 5.6%, which is very low. But, as these are two mediators and we have seen above the 

effect size of the quality of doctor, so it can be concluded that the quality of doctor is controlling 

the effect of both mediators. 

RO9: To examine the combined mediating role of patient safety and doctor quality between 

integrated care and patient attrition.  

Answer: When it comes to two mediators at one time (i.e., QOD and PS), QOD combines with 

PS and both of them show a partial mediating effect. 

H9: Patient safety and the quality of doctor have a mediating effect on the integrated care of 

patients and patient attrition. 

Answer: The LLCI and (ULCI) do not have a 0 (zero) in them. And yet the effect is partial, 

because neither make the direct relationship of X and Y insignificant.  

5.10 Hypotheses Results 

Table 5. 31: Summary of Results 

Hypothesis P 

value 

T 

value 

LLCI----

ULLCI 

R sq. B Result 

ICPPA 0.000 7.519 NO ZER0 IN 

RANGE 

0.570 0.378 Hypothesis 

Accepted 

PSPA 0.000 8.785 NO ZERO IN 

RANGE 

0.570 0.395 Hypothesis 

Accepted 
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QODPA 0.041 2.051 ZERO IN 

RANGE 

0.570 0.096 Hypothesis 

Accepted 

ICPPS 0.000 8.173 NO ZERO IN 

RANGE 

0.38 0.450 Hypothesis 

Accepted 

ICPQOD 0.000 15.465 NO ZERO IN 

RANGE 

0.409 0.639 Hypothesis 

Accepted 

QODPS 0.000 4.032 NO ZERO IN 

RANGE 

0.38 0.222 Hypothesis 

Accepted 

ICPPSPA   NO ZERO IN 

RANGE 

  Hypothesis 

Accepted 

ICPQODPA   ZERO IN 

RANGE 

  Hypothesis 

Rejected 

ICVQODPSPA 
  NO ZERO IN 

RANGE  

  Hypothesis 

Accepted 

5.11 Summary of Chpater 5 

In the analysis chapter of my research, the researcher examined data collected from 348 

respondents affiliated with government hospitals in Dubai. The chapter begins by presenting the 

demographics of the study participants, offering insights into the characteristics of the sample 

population. Subsequently, he researcher conducted a rigorous examination of the reliability and 

validity of the research instruments employed, ensuring the trustworthiness and accuracy of the 

data collected. Following this, a regression analysis was performed, exploring the relationships 

between various variables. Notably, the outcomes indicate the acceptance of 8 out of the 9 
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hypotheses formulated for the research, highlighting significant findings and providing valuable 

insights into the study's key objectives. The chapter thus concludes with a comprehensive 

overview of the research outcomes and their implications, contributing to the broader 

understanding of the examined phenomena within the context of government hospitals in Dubai. 
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Chapter 6: Discussion and Findings 

6.1 Introduction 

In this chapter, the results of the study are presented and discussed with reference to the 

aim of the study, which was to determine the influence of the integrated care of patients on 

patient attrition under the mediators of the quality of doctors and patient safety in Dubai, UAE.  

6.2 Results and Discussion 

The results and discussion section of this study presents the key findings, analyses, and 

interpretations that emerged from our investigation into patient attrition.  

6.2.1 Integrated Care of Patient and Patient Attrition  

RQ1. What is the extent of integrated care provided to patients in the healthcare setting under 

study? 

Answer. The path coefficient or beta for ICP and PA is 37.8%, which means ICP is influencing 

PA by 37.8%. 

RO1. To investigate the relationship between the integrated care of patients and patient attrition. 

 t = 7.519 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.279 

 Upper-Level Coefficient Interval = ULCI = 0.477 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = c = 0.378 
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Answer: There is a positive and significant relationship between the integrated care of patients 

and patient attrition. 

H1. The integrated care of patients has a positive significant effect on patient attrition.  

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

Integrated care is the coordination and delivery of health services focused on the patient 

(Singer et al., 2011). The study includes measures designed to enhance alignment, cooperation, 

consistency, and integration across different healthcare sectors in order to prevent the 

duplication and deterioration of treatment while concentrating on the quality of patients (King-

Kallimanis et al., 2011). Integrated treatment decreases hospital admissions and increases 

compliance with prescription goods, enhances the quality of care, increases wellness and 

functional health, and improves patient satisfaction (Berchtold 2014). 

The integrated care of patients has been consistently associated with a positive and 

significant impact on patient attrition, as supported by previous studies. This relationship 

underscores the importance of a comprehensive and coordinated healthcare approach in 

retaining patients within the healthcare system. The concept of integrated care involves the 

collaboration of diverse healthcare professionals to deliver cohesive and patient-centred 

services. The positive effect on patient attrition can be attributed to the seamless and connected 

nature of integrated care. When healthcare providers from different specialties work together, 

they create a more unified understanding of the patient's health needs. This holistic approach 

reduces the likelihood of patients feeling disjointed or lost in the healthcare system, fostering a 

sense of continuity in their care. Moreover, integrated care often incorporates strategies for 

better care coordination and communication among healthcare providers. This ensures that 

patients receive timely interventions and appropriate treatments, enhancing the overall quality 
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of care. The efficiency gained through this collaborative model contributes to a positive patient 

experience, instilling trust and satisfaction which, in turn, encourages patients to remain engaged 

with the healthcare system and reduces attrition rates. The acceptance of the hypothesis 

regarding the positive impact of integrated care on patient attrition aligns with the overarching 

principle that a coordinated and patient-focused healthcare approach leads to improved patient 

satisfaction and retention within the healthcare system. 

6.2.2 Patient Safety and Patient Attrition  

RQ2: Is there a statistically significant correlation between patient safety measures and patient 

attrition? 

Answer: The path coefficient or beta for PS and PA is 39.5%, which means PS is influencing 

PA by 39.5%. So, there is a significant correlation between patient safety and patient attrition.  

RO2: To examine the relationship between patient safety and patient attrition. 

 t = 8.785 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.306 

 Upper-Level Coefficient Interval = ULCI = 0.483 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = b1 = 0.395 

Answer: There is a positive and significant relationship between patient safety and patient 

attrition. 

H2: Patient safety has a positive significant effect on patient attrition.  
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The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted 

In recent decades, after a variety of studies on the incidence of preventable adverse 

events, the demands for safer health care have become increasingly evident (Smits et al., 2021). 

The value of establishing a safety culture has been emphasised as research into shortcomings in 

health care has established a culture of vulnerability in patient safety as a major factor in adverse 

outcomes (Francis 2013). The safety culture refers to how the security of the members of 

organisations is seen and treated (Hofinger 2008). Health failure is the tragic reality of 

professional practice (Garbutt et al., 2008). In the health care sector, establishment of the culture 

of patient safety has been shown to have the ability to increase the safety of patients (Momodou 

2012). These errors do not come from mere human error, chance, factors of the environment, or 

technological failures, according to Gadd and Collins's (2002) study. Rather, it is the ingrained 

policy of the organisation and the standards that have repeatedly shown themselves to be 

preceded by a catastrophe. Consequently, it is necessary to promote a safety culture at work that 

focuses on error as a source of improvement, tather than to blame employees (Elosus et al., 

2016).  

Patient safety plays a pivotal role in healthcare outcomes and has been identified as a 

critical factor influencing patient attrition. The accepted hypothesis asserting a positive and 

significant effect between patient safety and patient attrition aligns with a body of previous 

research that consistently affirms this relationship. In the complex landscape of healthcare, 

patient safety serves as a cornerstone for building trust between healthcare providers and 

patients. When patients perceive their safety as a top priority, it not only enhances their overall 

healthcare experience but also fosters a sense of security and confidence in the healthcare 

system. Moreover, the impact of patient safety on patient attrition extends beyond individual 
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experiences to broader systemic implications. Health systems that prioritise and invest in patient 

safety initiatives are more likely to retain patients over the long term. This connection is not 

solely dependent on the absence of adverse events, but also on the proactive measures taken to 

prevent and mitigate potential risks. Patients are increasingly conscious of the quality of care 

they receive, and the assurance of a safe healthcare environment becomes a compelling factor 

in their decision-making process regarding whether to stay with a particular healthcare provider 

or seek alternative options. The positive correlation between patient safety and patient attrition 

underscores the interdependence of healthcare quality and patient loyalty. Healthcare 

organisations that demonstrate a commitment to patient safety are more likely to establish lasting 

relationships with their patient populations. This relationship is dynamic, as patients who feel 

secure in their healthcare interactions are not only less likely to seek care elsewhere but may 

also become advocates for the healthcare provider, contributing to positive word-of-mouth and 

a favourable reputation within the community. Overall, the acknowledgment of the significant 

influence of patient safety on patient attrition emphasises the need for continuous improvement 

in healthcare practices to ensure both the well-being of patients and the sustainability of 

healthcare organisations. 

6.2.3 Quality of Doctor and Patient Attrition  

RQ3: Do patients' perceptions of doctor quality influence their likelihood to continue seeking 

care at the facility? 

Answer: The path coefficient or beta for QOD and PA is 9.6%, which means QOD is 

influencing PA by 9.6%. The quality of doctors has a very weak effect on patient attrition but it 

is not avoidable.  
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RO3: To assess the impact of the quality of doctor on patient attrition. 

 Significance = p = 0.041 (p is less than 0.05) 

 t = 2.051 t > 1.96  

 Lower-Level Coefficient Interval = LLCI = 0.004 (very close to 0, which makes it weak) 

 Upper-Level Coefficient Interval = ULCI = 0.189 

 There is no "0" (zero) between LLCI and ULLCI, but the value is very close to zero 

 Coefficient = b2 = 0.096 

Answer: There is a positive and significant weak relationship between the quality of doctor and 

patient attrition. 

H3: The quality of doctor has a positive significant effect on patient attrition.  

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

In preventive and ongoing essential care Bolin et al., (2009) also reveals that doctors are 

mostly at the first point of contact. A medical physician or simply a doctor is a professional who 

practises medicine to promote, maintain, or restore health in order to study, diagnose, predict, 

and treat disease, injury, and other physical or mental disabilities. The healthcare sector and the 

community as a whole have an indispensable role for doctors. Patients are helped to prevent, 

recognise, and treat illness. In the general population, the doctors also diagnose and treat 

diseases and injuries. They also help to build good interpersonal relationships, provide 

information, exchange and make decisions on treatment (Krasner et al., 2009). In the areas of 

assurance (assuring patients that they receive the best care), empathy (showing genuine care and 

concern), reliability (being available and timely), experimentation, and tangible (the provision 
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of care in a friendly and clean environment), the doctor is expected to fulfil these in 

multidimensional ways (Ali et al., 2023). 

The accepted hypothesis that posits a positive and significant effect between the quality 

of doctors and patient attrition aligns with a robust body of previous research. The quality of 

healthcare providers, particularly doctors, is a fundamental determinant in shaping patient 

experiences and influencing their decisions regarding continued engagement with a healthcare 

facility. Beyond the mere delivery of medical services, the quality of doctors encompasses a 

spectrum of attributes, including clinical expertise, communication skills, and the ability to 

establish a trusting and empathetic rapport with patients. Patients, as discerning consumers of 

healthcare, seek assurance that they are receiving the highest standard of care. The established 

link between the quality of doctors and patient attrition emphasises the profound impact that 

healthcare providers have on patient satisfaction and retention. In healthcare systems where the 

quality of doctors is prioritised, patients are more likely to forge enduring relationships with 

their healthcare providers, confident in the competence and dedication of the medical 

professionals attending to their needs. The positive correlation between the quality of doctors 

and patient attrition underscores the significance of human factors in healthcare delivery. 

Beyond the technical proficiency required in medical practice, the interpersonal aspects of 

doctor–patient interactions play a crucial role in shaping patients' perceptions of their healthcare 

experiences. Trust and confidence in the expertise and capabilities of doctors contribute 

significantly to patient loyalty, influencing their decisions to remain within a particular 

healthcare network. In this context, healthcare organisations that invest in cultivating and 

maintaining a high standard of doctor quality are better positioned to mitigate patient attrition 

and foster enduring connections with their patient populations. This recognition reinforces the 
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ongoing imperative for healthcare systems to prioritise and enhance the quality of their medical 

professionals to ensure sustained patient satisfaction and loyalty.  

6.2.4 Integrated Care of Patient and Patient Safety 

RQ4. Are there specific aspects of integrated care that have a greater impact on patient safety? 

Answer: Here, the path coefficient or beta for ICP and PS is 45%, which means ICP is impacting 

PS by 45%. 

RO4: To explore the link between integrated care and patient safety. 

 t = 8.173 & 4.032 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.342 

 Upper-Level Coefficient Interval = ULCI = 0.559 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = a1 = 0.450 for integrated care of patient 

Answer: The integrated care of patients has a positive significant relationship with patient 

safety. 

H4: The integrated care of patients has a positive significant effect on patient safety. 

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

Patient safety is defined by the World Health Organization (WHO) as "the prevention of 

mistakes and bad consequences to patients linked with health care" and "doing no damage to 

patients" (Gaal 2011). The adoption of patient safety measures into health care organisations' 

strategic goals, and a growing corpus of research in this sector have resulted in a broader 
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acknowledgment of the importance of patient safety (Gonzalez 2019).  The Institute of Medicine 

(IOM) issued "To err is human: building a safer health system" in 1999, emphasising that safety 

was the most important priority, with this groundbreaking article on patient safety forewarning 

of medical mistakes and the potential for patient damage (Dennis et al., 2018). Patient care 

follow-up, open communication, and work pressure were all necessary to increase patient safety 

in primary care (Gaal 2011).  

The accepted hypothesis establishing a positive and significant effect between the 

integrated care of patients and patient safety is grounded in a body of comprehensive research 

within the healthcare domain. Integrated care, which emphasises a holistic and coordinated 

approach to patient management across various healthcare disciplines, has demonstrated its 

potential to positively impact patient safety outcomes. The integration of care services is 

designed to enhance the continuity and consistency of patient care, promoting a seamless flow 

of information and collaboration among healthcare providers involved in a patient's treatment. 

Previous studies affirming the relationship between integrated care and patient safety highlight 

the interconnected nature of healthcare delivery and the importance of a unified approach. The 

positive correlation suggests that when healthcare systems adopt integrated care models, patients 

are more likely to experience a safer and more effective continuum of care. The synergy between 

different facets of healthcare services, facilitated by integrated care, contributes to a 

comprehensive understanding of patients' medical histories, needs, and potential risks, 

ultimately reducing the likelihood of adverse events. The recognition of the positive impact of 

integrated care on patient safety underscores the significance of a patient-centric approach in 

healthcare delivery. Integrated care models prioritise the patient's journey through the healthcare 

system, promoting collaborative decision-making and a patient-centred care experience. This 
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not only enhances patient satisfaction but also plays a crucial role in minimising errors and 

improving overall safety. The holistic nature of integrated care emphasises prevention, early 

detection, and timely intervention, collectively contributing to a safer healthcare environment. 

The acceptance of the hypothesis regarding the positive and significant effect of integrated care 

on patient safety aligns with the evolving landscape of healthcare delivery. The integration of 

services fosters a cohesive and patient-focused approach that, in turn, contributes to enhanced 

patient safety outcomes. This recognition reinforces the imperative for healthcare systems to 

continue embracing integrated care models as a means to optimise patient safety and improve 

the overall quality of healthcare services.  

6.2.5 Integrated Care of Patient and Quality of Doctor 

RQ5: How does the integration of patient care influence the performance and development of 

doctors? 

Answer: Here, the path coefficient or beta is 0.639 or 63.9 %, which means ICP is influencing 

QOD by 63.9 %. As it is more than 50%, it influences the performance and development of 

doctors. 

RO5: To investigate the relationship between integrated care and the quality of doctor. 

 t = 15.465 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.558 

 Upper-Level Coefficient Interval = ULCI = 0.721 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = a2 = 0.639  
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Answer: There is a positive and significant relationship between ICP and QOD. 

H5: The integrated care of patients has a positive significant effect on the quality of doctor.  

T is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

Two factors are critical to improving healthcare quality and patient outcomes. The first is 

simple access to healthcare, and the second is a good patient–doctor connection (Barber 2015). 

The frequency and length of patient–doctor contact are indicators of both healthcare access and 

the patient–doctor relationship. Patient–doctor interaction studies, for example, have focused on 

its correlation with patient outcomes such as survival rate, pain treatment, and chronic illness 

management (Yi 2017). Although some research linked these outcomes to patient–doctor 

interaction, others did not (Tates 2017). Patients in trials where beneficial connections were 

reported had the chance to participate in their plan of care and receive therapeutic education 

(Darmayanti, Simatupang & Rudito, 2019). These care settings help to build a strong connection 

between patients and clinicians (Custer et al., 2019), and are connected to the increased quality 

of care, patient safety, and satisfaction, as well as fewer medical mistakes and mortality (Chae 

et al., 2021). 

The accepted hypothesis asserting a positive and significant effect between the 

integrated care of patients and the quality of doctors is firmly rooted in a body of comprehensive 

research within the healthcare landscape. Integrated care models, designed to streamline and 

coordinate healthcare services across various disciplines, have consistently demonstrated their 

potential to enhance the overall quality of medical practitioners. This correlation, supported by 

previous studies, underscores the interconnectedness of healthcare systems and the impact of 

collaborative and integrated approaches on the capabilities and effectiveness of healthcare 
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providers. The positive relationship between integrated patient care and the quality of doctors 

suggests that when healthcare systems embrace integrated models, doctors are better equipped 

to deliver higher standards of care. The synergy facilitated by integrated care contributes to a 

more holistic understanding of patients' medical histories and needs, allowing doctors to make 

more informed decisions and provide personalised and effective treatments. This holistic 

perspective, fostered by integrated care, extends beyond individual specialties, promoting a 

comprehensive approach to patient care that enhances the overall quality of healthcare 

professionals. The acceptance of this hypothesis highlights the evolving nature of healthcare 

delivery, emphasising the importance of teamwork and interdisciplinary collaboration. 

Integrated care models promote a patient-centred focus that encourages doctors to work together 

seamlessly, pooling their expertise for the benefit of the patient. This collaborative environment 

not only supports doctors in delivering more comprehensive and efficient care, but also 

contributes to the continuous improvement of their skills and the overall quality of healthcare 

services. The acknowledgment of the positive and significant effect of integrated patient care 

on the quality of doctors reflects a paradigm shift in the healthcare philosophy. Integrated care 

models offer a framework that empowers healthcare professionals to deliver higher-quality, 

patient-centred care through collaboration and information sharing. As healthcare systems 

continue to evolve, the integration of care services remains a key factor in optimising the quality 

of doctors and, by extension, the overall healthcare experience for patients. 

6.2.6 Quality of Doctor and Patient Safety 

RQ6: How does the quality of doctor impact the implementation of safety protocols in patient 

care? 
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Answer: The path coefficient or beta for QOD and PS is 22.2%, which means QOD is 

influencing PS by 22.2%. Although, it is very weak, it cannot be avoided.  

RO6: To examine the connection between the quality of doctor and patient safety. 

 t = 4.032 t > 1.96 

 Significance = p = 0.000 p < 0.05 

 Lower-Level Coefficient Interval = LLCI = 0.114 

 Upper-Level Coefficient Interval = ULCI = 0.331 

 There is no "0" (zero) between LLCI and ULLCI 

 Coefficient = d = 0.222 

Answer: There is a positive and significant relationship between the quality of doctor and 

patient safety. 

H6: The quality of doctor has a positive significant effect on patient safety. 

The t value is greater than 1.96 and the p value is less than 0.05, so the hypothesis is accepted. 

Patient safety may not be "a behaviour that can be fully mapped out and predetermined" 

if hospital systems are interactional in nature and prone to such continual re-creation 

(Braithwaite et al., 2006). Instead, how safety is seen is influenced by the setting, how doctors 

interact with one another, and other contextual considerations. This new approach to systems 

and safety implies that doctors characterise mistakes and establish safety by paying attention to 

the routine activities of clinicians and their practices (Bosk 2003; Cook, Render, & Woods 

2000). 
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The accepted hypothesis establishing a positive and significant effect between the 

quality of doctors and patient safety is grounded in a substantial body of research within the 

healthcare domain. The quality of doctors, encompassing a range of professional attributes such 

as clinical expertise, communication skills, and decision-making acumen, has been identified as 

a crucial factor influencing patient safety outcomes. Previous studies have consistently affirmed 

the intricate connection between the proficiency of medical practitioners and the overall safety 

of patients under their care. This positive correlation underscores the pivotal role that doctors 

play in shaping the safety landscape within healthcare settings. A higher quality of doctors is 

associated with a reduced likelihood of adverse events, medical errors, and other safety-related 

incidents. The expertise and competence of doctors contribute not only to the accurate diagnosis 

and effective treatment of medical conditions, but also to the implementation of preventive 

measures and timely interventions that collectively enhance patient safety. The acknowledgment 

of the positive and significant effect of doctor quality on patient safety highlights the importance 

of a patient-centric approach in healthcare. When doctors prioritise the safety and well-being of 

their patients, it fosters an environment of trust and confidence. Patients are more likely to feel 

secure in their interactions with healthcare providers, knowing that their doctors possess the 

necessary skills and commitment to prioritise their safety. This relationship between doctor 

quality and patient safety extends beyond individual encounters to shape the overall safety 

culture within healthcare organisations. The acceptance of the hypothesis regarding the positive 

and significant effect of the quality of doctors on patient safety emphasises the critical role that 

healthcare providers play in ensuring a secure and reliable healthcare environment. As 

healthcare systems continue to evolve, the focus on enhancing the quality of doctors becomes 
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integral to the broader goal of improving patient safety outcomes and fostering a culture of 

excellence in healthcare delivery. 

6.2.7 Patient Safety, Integrated Care of Patient, and Patient Attrition  

RQ7. What are the mechanisms through which patient safety influences the relationship 

between integrated care and patient attrition? 

Answer: The effect of patient safety on the integrated care of patients and patient attrition is 

17.8%, which means it is intervening between ICP and PA by the effect of 17.8%. 

RO7: To explore the mediating role of patient safety between integrated care and patient 

attrition. 

Answer: Patient safety has a positive significant mediating relationship between the integrated 

care of patients and patient attrition. 

H7: Patient safety has a significant mediating effect on the integrated care of patients and patient 

attrition.  

Answer: As there is no 0 (zero) in the lower-level confidence interval (LLCI) and upper-level 

confidence interval, it has parital mediating effect on X and Y because it does not change the 

significance level of X and Y. So, the hypothesis is accepted. 

When it comes to patient safety, error avoidance, learning from mistakes, and fostering 

a culture of safety among health care personnel and patients are critical aspects (Aspden et al., 

2004). Early study defined safe patient practice as "a sort of strategy or structure whose 

application decreases the likelihood of adverse outcomes emerging from exposure to the health 

care system across a wide variety of illnesses and treatments" (Shojanja et al., 2001). 
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Interactions throughout the health-care system can help to ensure patient safety. Reactive and 

proactive indicators can be used to assess safety systems (Reiman & Pietikäinen 2012). A variety 

of abilities and characteristics were identified as significant contributory variables in promoting 

or endangering safety. The assessment of the nurse as technically competent therefore improved 

sentiments of safety because patients anticipated nurses to be competent and perceived concerns 

about the degree and consistency of competence as a danger to patient safety (Lyndon et al., 

2014; Rhodes et al., 2016). It was determined that staff behaviour or how they handled 

themselves affected patient safety. Failure to address and satisfy patient expectations impacted 

the patient safety perception (Van Vorst et al., 2007).  

The accepted hypothesis, indicating a positive and significant mediating effect of patient 

safety on the relationship between patient-centred care and patient attrition, aligns with a 

growing body of research in healthcare. Previous studies have consistently affirmed the complex 

interplay between these variables, emphasising the crucial role of patient safety as a mediator in 

the context of patient-centred care and its impact on patient attrition. This recognition 

underscores the interconnected nature of these components within the healthcare landscape. 

Patient safety, as a mediating factor, operates as a key mechanism through which patient-centred 

care influences patient attrition. When healthcare systems prioritise patient-centred care, 

fostering a culture that places the patient's needs, preferences, and involvement at the core of 

healthcare delivery, patient safety becomes an integral part of this holistic approach. A safe 

healthcare environment, underpinned by effective patient safety measures, serves as a mediator 

in translating patient-centred principles into tangible outcomes that mitigate the risk of attrition. 

This accepted hypothesis underscores the intricate relationship between the dimensions of 

patient experience and healthcare outcomes. Patient-centred care, when coupled with a robust 
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focus on safety, not only enhances patient satisfaction but also contributes to the overall quality 

of care. By mediating the link between patient-centred care and patient attrition, patient safety 

becomes a linchpin in the chain of factors influencing patient loyalty and sustained engagement 

with healthcare providers. The acknowledgment of the positive and significant mediating effect 

of patient safety on the relationship between patient-centred care and patient attrition signifies 

the multifaceted nature of healthcare dynamics. As healthcare systems continue to evolve, 

recognising and understanding these interconnections becomes crucial for optimising patient 

outcomes, fostering patient loyalty, and ensuring the sustained engagement of individuals with 

the healthcare services they receive. 

6.2.8 Quality of Doctor, Integrated Care of Patient, and Patient Attrition  

RQ8: Does the quality of doctor mediate the relationship between integrated care and patient 

attrition? 

Answer: The effect of the quality of doctor on the integrated care of patients and patient attrition 

is 6.2%, which means it is intervening between ICP and PA by the effect of 6.2%, which is very 

low, and if it is removed it will not affect the relationship between ICP and PA.  

RO8: To investigate the mediating role of doctor quality between integrated care and patient 

attrition. 

Answer: Quality of doctor has no significant mediating effect on the integrated care of patients 

and patient attrition. 

H8: The quality of doctor has a significant mediating effect on the integrated care of patients 

and patient attrition. 
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Answer: The lower-level confidence interval (LLCI) is equal to 0 (zero). So, we can say it has 

a very low or no mediating effect between X and Y. 

Previously, the medical business was controlled by a supplier-oriented market in which 

patients attended hospitals but did not receive patient-oriented medical services. However, the 

customer-oriented market is already common because hospitals thrive when they understand the 

different demands of medical consumers and deliver high-quality medical services that 

customers desire (Choi 2020). Patient satisfaction is recognised by health service researchers as 

the primary metric of the standard of medical care. Patient satisfaction with the doctor–patient 

relationship reflects the extent to which the doctor is successful and competent in providing care 

(Kleeburg et al., 2008). It is crucial for doctors to have strong technical and people skills if they 

want to satisfy their patients (Abioye-Kuteyi et al., 2010). Inter-professional teamwork 

improved patient safety (Vaismoradi et al., 2011), but a lack of communication and teamwork 

was observed to generate errors and jeopardise patient safety (Holliman & Bernstein 2012). 

Trust in healthcare providers was seen as critical for ensuring patient safety. Patients trust 

healthcare providers because of their abilities and expertise (Hernan et al., 2014; Holliman & 

Bernstein, 2012; Lyndon et al., 2014; Rhodes et al., 2016a; Scott et al., 2012). Errors in care 

harmed their faith in healthcare professionals (Hernan et al., 2014; Van Vorst et al., 2007). 

The rejection of the hypothesis, suggesting no or only a minor significant mediating 

effect of the quality of doctors on the relationship between patient-centred care and patient 

attrition, underscores the nuanced nature of these healthcare variables. Previous studies have 

consistently demonstrated that the quality of doctors emerges as a substantial mediating factor 

in the link between patient-centred care and patient attrition. This suggests that while the quality 
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of doctors is undoubtedly a critical component of healthcare delivery, its influence on the 

relationship between patient-centred care and patient attrition may be limited. The findings 

imply that patient-centred care, with its emphasis on personalised, empathetic, and collaborative 

healthcare practices, may exert a more direct impact on patient attrition, irrespective of 

variations in the quality of individual doctors. The rejection of the hypothesis challenges the 

assumption that the quality of doctors significantly mediates the translation of patient-centred 

care into patient retention outcomes. Instead, it suggests that patient-centred care may 

independently contribute to patient loyalty, possibly driven by the overall healthcare experience 

and the alignment of services with patient preferences. This nuanced understanding prompts a 

reconsideration of the factors that mediate the relationship between patient-centred care and 

patient attrition. It underscores the importance of a comprehensive approach to healthcare that 

extends beyond the individual qualities of doctors. While the rejection of the hypothesis does 

not diminish the importance of doctor quality, it emphasises that the mediating factors 

influencing patient attrition in the context of patient-centred care are likely to be diverse and 

complex. In conclusion, this rejection opens avenues for further exploration into the intricate 

dynamics of patient-centred care, doctor quality, and patient retention within the broader 

healthcare landscape. 

6.2.9 Patient Safety, Quality of Doctors, the Integrated Care of Patient, and Patient 

Attrition  

RQ9: Do patient safety and doctor quality jointly mediate the relationship between integrated 

care and patient attrition? 

Answer: The effect of patient safety and quality of doctor on the integrated care of patients and 

patient attrition is 5.6%, which means they are intervening between ICP and PA by the effect of 
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5.6%, which is very low. But, as these are two mediators and we have seen above the effect size 

of the quality of doctor, so it can be extracted that the quality of doctor is controlling the effect 

of both mediators. 

RO9: To examine the combined mediating role of patient safety and doctor quality between 

integrated care and patient attrition.  

Answer: When it comes to two mediators at one time (i.e., QOD and PS), QOD combines with 

PS and both of them show a partial mediating effect. 

H9: Patient safety and the quality of doctor have a mediating effect on the integrated care of 

patients and patient attrition. 

Answer: The lower-level confidence interval (LLCI) and upper-level confidence interval do not 

have 0 (zero) in them. And yet the effect is partial, because neither make the direct relationship 

of X and Y insignificant.  

Patients considered themselves to be safety agents supporting patient safety because they 

maintained agency and took an active role in their treatment. Patients perceived themselves as 

a key aspect in developing patient safety (Collier et al., 2016; Lovink et al., 2015; Lyndon et al., 

2014; Rhodes et al., 2016). The social aspects of patients' interactions with healthcare providers 

and how they affect how patients think or feel were believed to moderate the safety of their 

physical health, because patients were worried about the assessments and responses of 

healthcare providers (Rhodes et al., 2016). Integrated care models foster a collaborative 

environment where healthcare providers, including doctors, work together seamlessly. Within 

these models, doctors have opportunities for continuous learning, peer collaboration, and skill 

development. This supportive environment enhances the quality of doctors, positively impacting 
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their clinical competence and patient-centric skills (Valentijn et al., 2013). Quality doctors 

within integrated care models exhibit higher levels of patient-centred care, effective 

communication, and shared decision-making skills. These attributes contribute to patient safety 

by reducing the risk of medical errors and adverse events (Street, 2013). 

The accepted hypothesis indicating a positive and significant mediating effect of patient 

safety and the quality of doctors on the relationship between patient-centred care and patient 

attrition aligns with a robust body of research in healthcare. Previous studies consistently affirm 

the interplay of these variables, emphasising the pivotal role of patient safety and the quality of 

doctors as mediators in the context of patient-centred care and its influence on patient attrition. 

This recognition underscores the comprehensive nature of healthcare dynamics, where multiple 

factors collaborate to shape patient experiences and outcomes. Patient safety and the quality of 

doctors serve as crucial mediating elements, facilitating the translation of patient-centred care 

into tangible outcomes that impact patient attrition. When healthcare systems prioritise patient-

centred care, the mediating effect of patient safety becomes evident in creating a secure and 

reliable healthcare environment. Similarly, the quality of doctors mediates the patient-centred 

care experience, influencing the effectiveness and personalisation of healthcare delivery. The 

combined influence of these mediating factors contributes to a holistic and satisfactory patient 

journey, fostering patient loyalty and mitigating attrition risks. The acceptance of this hypothesis 

underscores the interconnectedness of these dimensions within the healthcare landscape. 

Patient-centred care, mediated by the positive effects of patient safety and doctor quality, 

becomes a powerful catalyst in reducing patient attrition. The combined impact of these 

mediating factors highlights the need for a comprehensive and integrated approach to healthcare 

that recognises and prioritises patient safety, doctor quality, and patient-centred care as 



250 
 

intertwined elements influencing patient retention. The accepted hypothesis not only validates 

the intricate relationships within the healthcare system, but also emphasises the importance of 

addressing multiple dimensions concurrently. Understanding and harnessing the mediating 

effects of patient safety and doctor quality in the context of patient-centred care can significantly 

contribute to enhancing patient experiences, reducing attrition, and ultimately optimising the 

overall quality of healthcare delivery. 

6.3 Summary of Chapter 6 

In Chapter 6, the results of the research were thoroughly discussed, and connections were 

drawn with previous studies to establish a contextual framework. The author explained their 

work in detail, emphasizing the significance of the findings within the broader research 

landscape. This chapter served as a critical bridge between the conducted research and existing 

scholarly work, providing insights into the implications and contributions of the study. 
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Chapter 7: Conclusion, Recommendations, and Contributions 

7.1 Introduction 

In the light of the results of this research and its link with the previous studies, the 

researcher is going to develop the final chapter of this research that is the concluding chapter by 

presenting the recommendations for future research and the contributions to knowledge and 

practice. The theoretical contribution explains how this thesis extends the previous literature and 

theories. The practical contribution underlines the adequate use of resources and capabilities to 

achieve success in hospitals. Finally, the chapter concludes with the limitations and future 

recommendations to extend the theoretical arguments presented in this research. 

7.2 Conclusion 

Research was conducted on the government hospitals of Dubai. The purpose of the 

research is to find out the level of commitment and satisfaction of the patients, and their loyalty 

towards government hospitals. So, to analyse this, the researcher has designed four variables. 

The first variable is patient attrition, which addresses the satisfaction, loyalty, commitment, and 

retention of the patients, and is the dependent variable of the study. The second variable is the 

integrated care of patient, which is also an independent variable and checks the relationship of 

patient loyalty and government hospitals. In addition to the dependent and independent 

variables, the researcher has also introduced two mediators, that is, quality of doctor and patient 

safety. On the behalf of these four variables, the researcher has developed nine hypotheses, out 

of which one was rejected and eight were accepted. This type of relationship is the first to discuss 

in the history of the patient and hospital scenario. No one has judged two mediators 

simultaneously in public hospitals. The researcher has used two types of tools for analysis in his 
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research, that is, SPSS and Smart PLS, both of them provided fine and reliable results as the 

social sciences follows the SPSS and model development follows Smart PLS. This study is 

cross-sectional and was developed via questionnaire which was distributed among the personnel 

of hospitals. The results have declared that patient attrition is very generous and a vast topic; its 

domain is very large, and the main point which has been extracted is that patient attrition is 

worth studying and its implications can enhance the productivity of the hospitals. If hospitals 

pay a little more attention to patients and make them loyal, it will not only increase the goodwill 

of the government hospital but also the profit margin of the government hospitals. This issue is 

more prominent in government hospitals as compared to private hospitals, as it is the need of 

private hospitals to make their patients satisfied and loyal. But, if the same thing is followed by 

the government hospitals, it will help the government to grow and government hospitals will 

not be a financial burden.  

7.3 Discussion 

The researcher is going to discuss all the accepted hypotheses in this section, to portray 

the results and their importance in the government hospitals of Dubai. 

7.3.1 The Integrated Care of Patient has a Positive Significant Effect on Patient Attrition 

The study suggests that the integrated care of patients has a positive and significant effect 

on reducing patient attrition. This finding implies that healthcare systems or facilities that 

implement integrated care approaches may experience lower rates of patient attrition. This 

contributes to the understanding of how coordinated care can enhance patient retention. 

Integrated care, as highlighted in this study, plays a pivotal role in reducing patient 

attrition within healthcare systems. Patient attrition, often defined as the departure of patients 
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from a healthcare facility before completing their recommended treatment or care plan, poses 

significant challenges to the effectiveness of healthcare delivery. The positive effect observed 

in this study suggests that when healthcare providers adopt integrated care approaches, which 

involve the coordination of various healthcare professionals and services, patients are more 

likely to remain engaged in their treatment. This can be attributed to several factors.  

Firstly, integrated care facilitates better communication and collaboration among 

healthcare providers, ensuring that patients receive comprehensive and consistent care. 

Moreover, it streamlines the patient's healthcare journey, reducing fragmentation and making it 

easier for patients to navigate the healthcare system.  

Secondly, integrated care often involves a patient-centred approach, where the patient's 

preferences and needs are central to the care plan, enhancing patient satisfaction and 

commitment to their treatment. Consequently, healthcare systems and facilities that prioritise 

integrated care can expect to see a decrease in patient attrition rates. This finding underscores 

the importance of implementing and promoting integrated care as a means to improve patient 

retention, ultimately leading to better health outcomes and more efficient healthcare systems. 

7.3.2 Patient Safety has a Positive Significant Effect on Patient Attrition 

The research indicates that patient safety practices have a positive and significant effect 

on reducing patient attrition. This implies that healthcare settings that prioritise and maintain 

high levels of patient safety are likely to see reduced attrition rates. This finding underscores the 

importance of patient safety in patient retention efforts. The research findings regarding the 

positive effect of patient safety practices on patient attrition offer critical insights into healthcare 

management and patient care outcomes. Patient attrition, the premature departure of patients 
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from healthcare facilities, can have detrimental consequences for both patients and healthcare 

systems. The study's conclusion that patient safety practices contribute significantly to reducing 

attrition implies that healthcare settings that diligently uphold and prioritise patient safety 

measures are more likely to retain their patients throughout their care journey. This finding can 

be attributed to several interrelated factors. 

Firstly, when healthcare institutions establish and maintain robust patient safety 

protocols, patients perceive these settings as trustworthy and reliable. Patients are more likely 

to feel secure and confident in their care, reducing anxiety or apprehension that might otherwise 

lead to attrition. Moreover, patient safety practices can prevent medical errors, infections, or 

other adverse events that could result in patient dissatisfaction or harm. By preventing such 

incidents, healthcare facilities not only protect patients' well-being but also enhance their overall 

experience and satisfaction with the care they receive. 

Additionally, the positive effect of patient safety on attrition can be linked to the building 

of trust between patients and healthcare providers. Patients are more likely to stay engaged in 

their treatment plans and follow medical advice when they have faith in the competence and 

dedication of their healthcare team. In contrast, concerns about safety may deter patients from 

continuing their care, leading to attrition. Consequently, healthcare organisations that invest in 

maintaining high levels of patient safety can expect reduced attrition rates, contributing to 

improved patient outcomes and organisational reputation. 

This research highlights the pivotal role of patient safety practices in patient retention 

efforts. Healthcare settings that prioritise patient safety not only ensure better outcomes for their 

patients but also bolster their own sustainability by reducing attrition and enhancing the 
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reputation of their services. This underscores the imperative for healthcare institutions to 

continue investing in patient safety measures as a means to provide high-quality care and 

cultivate patient loyalty. 

7.3 3 Quality of Doctor has Positive Significant Effect on Patient Attrition 

A crucial aspect influencing patient attrition is the establishment of trust and confidence 

between the doctor and the patient. When patients believe in the sincerity and competence of 

their healthcare provider, a foundation of loyalty is formed. This trust is cultivated through 

empathetic interactions and a demonstration of the doctor's genuine concern for the patient's 

well-being. Physicians who invest time in building these interpersonal connections create an 

environment where patients feel secure, diminishing the likelihood of seeking healthcare 

elsewhere. Effective communication stands as a pivotal factor in patient retention. When doctors 

communicate clearly, listen actively, and involve patients in decision-making processes, it not 

only enhances the patient's understanding but also fosters a sense of partnership in healthcare. 

Patients appreciate being informed about their health conditions and treatment plans in a 

comprehensible manner, contributing significantly to their satisfaction, and consequently, their 

decision to remain with a particular healthcare provider. The quality of care delivered by a 

doctor is intrinsic to patient loyalty. Positive health outcomes resulting from the effective 

treatment and management of health conditions instil confidence in the doctor's capabilities. 

Patients are more inclined to stay with a healthcare provider who demonstrates expertise in 

diagnosing and treating medical issues. The perceived delivery of high-quality care becomes a 

substantial motivator for patients to sustain their relationship with a specific doctor or medical 

practice. A personalised and compassionate approach to patient care further solidifies the 

doctor–patient relationship. Taking into account individual needs, preferences, and concerns 
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contributes to a positive healthcare experience. Patients value physicians who treat them as 

unique individuals rather than just cases. A holistic approach that considers not only the physical 

aspects of health but also the emotional well-being of patients fosters a sense of being genuinely 

cared for. This personalised and compassionate care strengthens the patient–doctor relationship, 

reducing the likelihood of patient attrition. The positive impact of a doctor on patient attrition 

encompasses trust, effective communication, clinical competence, and personalised care. By 

prioritising these elements, physicians can create a supportive and satisfying healthcare 

experience, ultimately diminishing patient attrition and nurturing enduring relationships with 

their patients. 

7.3.4 Integrated Care of Patient has Positive Significant Effect on Patient Safety 

The research shows that the integrated care of patients positively impacts patient safety. 

This finding suggests that coordinated care approaches can lead to improved patient safety 

outcomes, contributing to a safer and more satisfying healthcare experience. The research 

highlighting the positive effect of integrated care on patient safety underscores a critical aspect 

of healthcare delivery. Patient safety is paramount in healthcare, as it directly affects the well-

being and outcomes of individuals seeking medical treatment. Integrated care, as demonstrated 

in this study, plays a vital role in enhancing patient safety through various mechanisms. 

First and foremost, integrated care promotes better communication and collaboration 

among the healthcare professionals involved in a patient's treatment. When doctors, nurses, 

specialists, and other caregivers work together in a coordinated manner, there is a reduced 

likelihood of critical information being missed or miscommunicated. This, in turn, minimises 
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the risk of medical errors, ensuring that patients receive the right treatments, medications, and 

interventions at the right time, ultimately contributing to improved patient safety. 

Furthermore, integrated care often involves a holistic and patient-centred approach to 

healthcare. In such a model, the patient's needs, preferences, and concerns are central to the care 

plan. This individualised approach reduces the chances of adverse events or complications 

because the care provided is tailored to the patient's specific circumstances, minimising the risks 

associated with generic or one-size-fits-all treatments. 

Integrated care also streamlines the patient's healthcare journey, reducing fragmentation 

and improving the continuity of care. Patients experience smoother transitions between different 

healthcare providers and settings, which can help prevent safety gaps or lapses in their treatment. 

The research findings highlight that integrated care positively affects patient safety 

outcomes by enhancing communication among healthcare providers, promoting patient-centred 

care, and streamlining the overall care process. This implies that healthcare organisations and 

systems that adopt integrated care models are likely to experience improved patient safety, 

contributing to a safer and more satisfying healthcare experience for patients. 

7.3.5 Integrated Care of Patient has Positive Significant Effect on the Quality of Doctor 

The study suggests that the integrated care of patients positively affects the quality of 

doctors within healthcare settings. This finding highlights that collaborative and integrated care 

can potentially enhance the skills and performance of healthcare providers. The research 

indicating a positive effect of integrated care on the quality of doctors in healthcare settings 

sheds light on an important aspect of healthcare delivery and professional development. 



258 
 

Integrated care, which emphasises the coordination and collaboration of healthcare 

professionals in providing comprehensive patient care, plays a significant role in improving the 

skills and performance of doctors. 

One key factor contributing to this positive effect is the interdisciplinary nature of 

integrated care. When doctors work closely with nurses, specialists, therapists, and other 

healthcare professionals, they have the opportunity to learn from each other, share knowledge, 

and gain valuable insights into different aspects of patient care. This interdisciplinary 

collaboration fosters a more holistic and comprehensive approach to healthcare, which can 

enhance doctors' skills by broadening their understanding of various medical conditions and 

treatment options. 

Moreover, integrated care often involves regular case discussions and team meetings 

where healthcare providers review patient cases together. These discussions encourage critical 

thinking and knowledge sharing, allowing doctors to benefit from the collective expertise of the 

team. Doctors can receive feedback, engage in peer learning, and adopt best practices, ultimately 

improving their clinical decision-making and patient management skills. 

Integrated care models also prioritise patient-centred care, which aligns with the 

development of quality doctors. Doctors who are actively involved in coordinating and 

collaborating with other healthcare professionals are more likely to consider patients' 

preferences, values, and goals when making treatment decisions. This patient-centred approach 

not only enhances the patient's experience but also encourages doctors to become more attentive 

and empathetic practitioners, which are essential qualities of a high-quality healthcare provider. 
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The study's findings highlight that integrated care positively influences the quality of 

doctors within healthcare settings. By promoting interdisciplinary collaboration, knowledge 

sharing, and a patient-centred approach, integrated care contributes to the professional growth 

and improved performance of doctors. This underscores the importance of fostering a 

collaborative healthcare environment to ensure the continuous development and excellence of 

healthcare providers, ultimately benefiting patient care and outcomes. 

7.3.6 Quality of Doctor has Positive Significant Effect on Patient Safety 

The research reveals that the quality of doctors has a positive and significant effect on 

patient safety. This underscores the relationship between healthcare provider competence and 

patient safety, emphasising the importance of having skilled doctors to ensure patient safety. 

The research highlighting the positive effect of the quality of doctors on patient safety 

underscores a fundamental connection in healthcare delivery. Patient safety is a paramount 

concern within healthcare systems, as it directly influences the well-being and outcomes of 

patients. This study's findings affirm that the competence and proficiency of doctors have a 

substantial impact on ensuring patient safety. 

One of the primary ways in which the quality of doctors contributes to patient safety is 

through clinical expertise. Highly skilled and knowledgeable doctors are better equipped to 

make accurate diagnoses, prescribe appropriate treatments, and perform medical procedures 

with precision. Their ability to navigate complex medical situations and make sound clinical 

decisions reduces the likelihood of medical errors and adverse events, ultimately enhancing 

patient safety. 
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Furthermore, the quality of doctors is closely tied to their ability to communicate 

effectively with patients and other members of the healthcare team. Effective communication is 

a crucial component of patient safety. Doctors who can convey information clearly, listen 

attentively to patients' concerns, and collaborate seamlessly with nurses, specialists, and other 

healthcare providers are more likely to prevent misunderstandings, oversights, or the 

mismanagement of patient care, all of which can lead to safety incidents. 

In addition, doctors who prioritise ongoing professional development and stay up-to-

date with the latest medical advancements and best practices are better positioned to provide 

safe and high-quality care. Continuous learning and improvement are essential in healthcare, as 

they enable doctors to adapt to evolving medical knowledge and technology which, in turn, 

reduces the risk of outdated or ineffective treatments that could compromise patient safety.  

This research highlights the crucial role of the quality of doctors in ensuring patient 

safety. Competent, skilled, and well-informed doctors play a pivotal role in preventing medical 

errors, facilitating effective communication, and staying current with best practices, all of which 

are essential for maintaining and enhancing patient safety within healthcare systems. The 

findings underscore the significance of investing in medical education, training, and ongoing 

professional development to ensure that healthcare providers are well prepared to deliver safe 

and effective care to their patients. 

7.3.7 Patient Safety has a Significant Mediating Effect on the Integrated Care and 

Patient Attrition 

The study indicates that patient safety plays a significant mediating role in the 

relationship between integrated care and patient attrition. This suggests that integrated care's 
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impact on patient attrition is partially explained by its influence on patient safety, highlighting 

the interconnectedness of these factors. The research findings regarding the mediating effect of 

patient safety on the relationship between integrated care and patient attrition offer important 

insights into the complex dynamics within healthcare systems. In this context, mediation refers 

to how one variable (patient safety) helps to explain the relationship between two other variables 

(integrated care and patient attrition). 

Firstly, the study underscores that integrated care positively affects patient safety, as 

discussed in a previous literature as well. Integrated care promotes better communication, 

interdisciplinary collaboration, and patient-centred approaches, all of which contribute to a safer 

healthcare environment. Patients are more likely to receive accurate, timely, and well-

coordinated care in such a setting, reducing the risk of safety incidents. 

Now, when we consider the mediating effect of patient safety, it becomes evident that 

the impact of integrated care on patient attrition is not direct but partially explained by its 

influence on patient safety. In other words, integrated care leads to improved patient safety, and 

in turn, enhanced patient safety contributes to a reduction in patient attrition.  

This mediation implies that the interconnectedness of these factors is significant. When 

patients feel safer in their healthcare experiences due to coordinated care and effective 

communication, they are more likely to trust and remain engaged with their healthcare providers. 

This trust reduces apprehension, anxiety, and concerns that might lead to patient attrition.  

This research underscores the intricate relationship between integrated care, patient 

safety, and patient attrition. It shows that integrated care influences patient attrition partially 

through its positive impact on patient safety. This highlights the importance of addressing 
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patient safety as a means to reduce patient attrition and improve overall healthcare outcomes, 

emphasising the need for healthcare systems to prioritise both integrated care and patient safety 

as integral components of high-quality healthcare delivery. 

7.3.8 Patient Safety and Quality of Doctor have a Mediating Effect on the Integrated 

Care of Patients and Patient Attrition 

The study proposes that both patient safety and the quality of doctors jointly mediate the 

relationship between integrated care and patient attrition. This underscores the complex 

interplay of these factors in influencing patient retention within healthcare systems. The research 

highlighting the joint mediating effect of both patient safety and the quality of doctors on the 

relationship between integrated care and patient attrition provides a nuanced understanding of 

the multifaceted dynamics within healthcare systems. This means that patient safety and the 

quality of doctors, together help explain how integrated care impacts patient attrition. 

To unpack this, let's consider the pathways involved. Integrated care, as discussed 

earlier, enhances patient safety by promoting collaboration among healthcare providers and 

patient-centred approaches. Simultaneously, it positively affects the quality of doctors by 

fostering interdisciplinary learning and encouraging the adoption of best practices. These 

individual relationships between integrated care and both patient safety and the quality of 

doctors are well established in the study. 

Now, when patient safety and the quality of doctors are considered as joint mediators, it 

suggests that the impact of integrated care on patient attrition is not just explained by one of 

these factors, but by both of them working in tandem. Integrated care leads to improved patient 

safety, reducing the likelihood of safety incidents that might cause patients to leave their care 
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prematurely. Additionally, it contributes to better doctor performance, which further enhances 

the quality of care, and consequently, patient satisfaction and retention. 

The joint mediation emphasises the intricate and interrelated nature of these factors 

within healthcare systems. It highlights that patient retention is influenced not only by the 

collaborative care model but also by the concurrent effects of patient safety and doctor quality. 

This research underscores the importance of comprehensively addressing these factors to 

enhance patient retention, promote high-quality healthcare, and ultimately improve patient 

outcomes. It underscores the need for healthcare organisations to prioritise integrated care, 

patient safety, and the continuous development of healthcare providers to create a healthcare 

environment that fosters patient loyalty and optimal health outcomes. 

7.4 Contribution of the Study 

In this study, there are four variables to analyse the commitment and retention of patients 

to judge their loyalty towards government hospitals. As of now, the current study stands out as 

one of the relatively few research endeavors conducted in the Arab world that delve into such 

relationships. Henceforth, this study is an endeavour to add to the current knowledge by 

analysing and understanding the effect of these independent variables on community 

collaboration. In the accompanying sub-sections, the contributions of this study are explained 

7.4.1 Improved Healthcare Policy and Practice 

The study's findings offer valuable guidance for healthcare policymakers and 

practitioners. They can use this information to develop policies and practices that prioritise 

integrated care, patient safety, and the quality of healthcare providers, ultimately leading to 

reduced patient attrition rates. This has the potential to enhance the overall quality of healthcare 
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delivery. The study's findings carry significant implications for the improvement of healthcare 

policy and practice. Healthcare policymakers, regulators, and practitioners can leverage this 

research to shape more effective policies and practices aimed at enhancing patient retention and 

the overall quality of healthcare delivery. 

Firstly, the research underscores the importance of integrated care in reducing patient 

attrition. Policymakers can consider promoting and incentivising the adoption of integrated care 

models within healthcare systems, as they have been shown to improve patient retention. This 

may involve developing guidelines and standards for healthcare facilities to follow in 

implementing integrated care approaches, thereby ensuring consistency and quality across the 

healthcare system. 

Secondly, the study emphasises the pivotal role of patient safety in patient retention. 

Policymakers can prioritise patient safety initiatives and invest in programmes that promote a 

culture of safety within healthcare organisations. This might include the mandatory reporting of 

adverse events, rigorous safety training for healthcare providers, and mechanisms for continuous 

improvement in patient safety practices. 

Additionally, the research highlights the significance of the quality of healthcare 

providers in influencing patient attrition. Healthcare organisations can prioritise the recruitment, 

training, and ongoing professional development of doctors and other healthcare professionals to 

ensure a high standard of care. This may involve setting and monitoring performance 

benchmarks, providing opportunities for skill enhancement, and fostering a culture of learning 

and improvement. 
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By incorporating these insights into healthcare policy and practice, policymakers and 

practitioners have the potential to create a healthcare environment that prioritises patient 

retention and safety. This not only leads to better health outcomes for patients, but also 

contributes to the overall quality and efficiency of healthcare delivery. Ultimately, the study's 

findings serve as a valuable guide for healthcare stakeholders seeking to improve the patient 

experience and the effectiveness of healthcare systems. 

In essence, improved healthcare policy and practice based on the study's findings have 

the potential to transform healthcare systems into more patient-centric, efficient, and effective 

entities. By aligning policies with the factors that influence patient attrition, policymakers can 

promote a culture of continuous improvement, better patient outcomes, and enhanced overall 

healthcare quality. This benefits not only patients but also healthcare providers and the broader 

healthcare ecosystem. 

7.4.2 Cost Savings for Healthcare Systems 

Lower patient attrition rates can translate into cost savings for healthcare systems. When 

patients continue to seek care within a specific facility, it reduces the need for marketing and 

recruitment efforts to attract new patients. Additionally, it minimises the cost associated with 

potential legal actions or negative publicity resulting from patient attrition. 

The reduction of patient attrition rates can have substantial cost-saving implications for 

healthcare systems. Patient attrition, which involves patients leaving a healthcare facility before 

completing their treatment or care plan, is not only a concern for patient outcomes but also for 

the financial sustainability of healthcare organisations. 
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One significant cost-saving benefit of lower patient attrition is the decreased need for 

marketing and recruitment efforts to attract new patients. When patients have positive 

experiences and remain engaged with a healthcare facility, it creates a loyal patient base. Loyal 

patients are more likely to continue seeking care at the same facility for their ongoing medical 

needs, reducing the necessity for costly marketing campaigns to attract new clientele. This not 

only saves money but also conserves valuable time and resources. 

Furthermore, patient attrition can potentially lead to legal actions or negative publicity, 

both of which can be financially burdensome for healthcare systems. When patients leave due 

to dissatisfaction or safety concerns, there's an increased risk of legal disputes or malpractice 

claims, which can result in significant legal fees, settlements, or damages awarded to patients. 

Additionally, negative publicity stemming from patient attrition can harm the reputation of a 

healthcare facility, potentially deterring new patients and causing financial losses. 

Reducing patient attrition rates offers cost-saving benefits for healthcare systems by 

decreasing the need for costly marketing efforts, minimising the risk of legal actions and 

associated expenses, and preserving the organisation's reputation. This emphasises the 

importance of investing in strategies that prioritise patient retention, such as integrated care, 

patient safety, and the quality of healthcare providers, as these factors can contribute to not only 

improved patient outcomes but also financial sustainability for healthcare institutions. 

7.4.3 Enhanced Reputation and Patient Trust 

Healthcare institutions that excel in integrated care, patient safety, and the quality of 

doctors are likely to earn a better reputation and patient trust. Patients tend to choose healthcare 
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providers with strong reputations for quality care, and this positive perception can further reduce 

attrition rates and attract new patients. 

The delivery of integrated care, a focus on patient safety, and the provision of high-

quality doctors contribute significantly to enhancing the reputation and fostering of patient trust 

in healthcare institutions. Reputation and trust are invaluable assets for healthcare providers, as 

they influence patients' decisions regarding where to seek medical care and can substantially 

impact patient attrition rates. 

Firstly, when healthcare organisations prioritise integrated care, patients often have more 

positive experiences. Coordinated care approaches lead to smoother and more comprehensive 

healthcare journeys, reducing the likelihood of medical errors and ensuring patients receive 

consistent and effective care. Positive patient experiences result in higher levels of satisfaction 

which, in turn, can bolster the reputation of the healthcare institution. Patients who have had a 

good experience are more likely to recommend the facility to others, contributing to positive 

word-of-mouth and an enhanced reputation. 

Secondly, patient safety is a critical factor in building trust. When patients perceive that 

their healthcare provider prioritises safety, they feel more confident in the care they receive. 

Effective safety protocols and communication practices not only reduce the risk of adverse 

events, but also demonstrate the organisation's commitment to patient well-being. As a result, 

patients are more likely to trust their healthcare provider and remain engaged with their 

treatment plans, reducing attrition rates. 

Lastly, the quality of doctors plays a pivotal role in building patient trust and enhancing 

the institution's reputation. Patients seek healthcare providers who are skilled, knowledgeable, 
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and compassionate. High-quality doctors inspire confidence in their patients, who are more 

likely to adhere to treatment plans and stay committed to their care when they trust their 

healthcare team. Additionally, the positive outcomes achieved through the expertise of high-

quality doctors contribute to the institution's reputation as a centre of excellence in healthcare.  

Healthcare institutions that excel in integrated care, patient safety, and the quality of 

doctors are well-positioned to earn a favourable reputation and patient trust. This reputation not 

only reduces patient attrition rates but also attracts new patients who seek high-quality care and 

trust the healthcare providers. Thus, investing in these aspects of healthcare delivery not only 

benefits patient outcomes but also contributes to the long-term success and growth of healthcare 

institutions. 

7.4.4 Better Patient Outcomes 

Improved patient safety and the quality of healthcare providers contribute to better 

patient outcomes. Patients who receive safer care and are treated by skilled doctors are more 

likely to recover quickly, experience fewer complications, and report higher levels of 

satisfaction. This, in turn, can lead to higher patient retention rates. 

Enhanced patient safety and the provision of high-quality healthcare by skilled doctors 

play pivotal roles in improving patient outcomes which, in turn, positively impact patient 

retention rates within healthcare systems.  

Patient safety is paramount in healthcare, and when healthcare institutions prioritise 

safety protocols and practices, patients are less likely to experience adverse events or medical 

errors during their treatment. Improved patient safety results in better clinical outcomes, reduced 

complications, and shorter hospital stays. Patients who receive safer care have a higher 
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likelihood of experiencing a full recovery and are more satisfied with their healthcare 

experiences. This satisfaction and confidence in the care provided contribute to patient loyalty 

and a reduced inclination to seek care elsewhere, ultimately leading to higher patient retention 

rates. 

The quality of healthcare providers, particularly doctors, also significantly influences 

patient outcomes. Skilled and knowledgeable doctors are better equipped to diagnose conditions 

accurately, prescribe appropriate treatments, and provide effective medical interventions. This 

translates to improved patient health, reduced mortality rates, and a greater likelihood of 

achieving positive health outcomes. Patients who receive high-quality care from their healthcare 

providers are more likely to trust and have confidence in their medical team, fostering a strong 

patient–provider relationship that encourages patient retention. 

The pursuit of patient safety and the maintenance of high-quality healthcare providers 

directly contribute to better patient outcomes. Patients who experience safer care and receive 

treatment from skilled doctors enjoy quicker recoveries, fewer complications, and higher levels 

of satisfaction, all of which contribute to enhanced patient retention rates. Consequently, 

healthcare organisations that prioritise these factors not only improve patient outcomes but also 

ensure the long-term loyalty of their patient population. 

7.4.5 Long-Term Patient Relationships 

By focusing on the factors identified in the study, healthcare providers can build long-

term relationships with patients. Patients who trust their healthcare providers and receive 

coordinated, safe care are more likely to continue seeking care within the same system for 

ongoing healthcare needs. 
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Building long-term patient relationships is a crucial goal for healthcare providers, and 

the factors highlighted in the study offer a strategic pathway to achieving this objective. Patients 

who trust their healthcare providers and consistently receive coordinated, safe care are more 

inclined to establish and maintain long-term relationships with their healthcare institutions. 

Firstly, trust is a cornerstone of long-term patient relationships. Patients who have 

confidence in their healthcare providers are more likely to feel comfortable sharing their health 

concerns, asking questions, and actively participating in their care. Trust fosters open 

communication and a strong patient–provider rapport, which are essential elements of a lasting 

relationship. Patients who trust their providers are also more likely to seek preventive care and 

adhere to treatment plans, contributing to better health outcomes over time. 

Secondly, the provision of coordinated and safe care plays a pivotal role in long-term 

patient relationships. When patients experience a seamless healthcare journey with well-

coordinated services and effective communication among healthcare professionals, they are 

more likely to remain engaged in their care. Coordinated care reduces the burden on patients 

and their families, making it easier for them to navigate the healthcare system. Patients who 

perceive their healthcare institution as a reliable source of coordinated, safe care are more likely 

to return for future healthcare needs, fostering long-term relationships. 

Moreover, the positive patient experiences resulting from trust, coordination, and safety 

contribute to patient satisfaction. Satisfied patients are more likely to continue seeking care 

within the same healthcare system. They are also more likely to recommend the institution to 

family and friends, further strengthening the provider–patient relationship and fostering a sense 

of loyalty. Healthcare providers can cultivate long-term patient relationships by prioritising 
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trust, coordinated care, and patient safety. Patients who trust their providers and have positive 

experiences with coordinated, safe care are more likely to return for ongoing healthcare needs. 

Building these lasting relationships not only benefits patients but also contributes to the overall 

success and reputation of healthcare institutions. 

7.4.6 Research and Continuous Improvement 

The study encourages further research into the dynamics of patient attrition and its 

relationship with integrated care, patient safety, and the quality of doctors. This ongoing 

research can lead to continuous improvement in healthcare practices and policies, benefiting 

both patients and healthcare providers. 

The study's findings underscore the importance of research as a catalyst for continuous 

improvement in healthcare practices and policies, particularly in the context of patient attrition 

and its connection to integrated care, patient safety, and the quality of doctors. The 

encouragement for further research in this area is pivotal for several reasons. 

Firstly, ongoing research can help healthcare stakeholders gain deeper insights into the 

complex dynamics that influence patient attrition. It can explore the nuances of how integrated 

care, patient safety, and the quality of doctors interact and impact patient retention rates. Such 

research can unveil additional factors, uncover best practices, and identify areas where 

improvements are needed, thereby informing evidence-based decision-making. 

Secondly, continuous research allows for the evaluation of the effectiveness of 

interventions and strategies aimed at reducing patient attrition. Healthcare providers and 

policymakers can experiment with different approaches, assess their impact, and refine their 

practices based on empirical evidence. This iterative process of improvement ensures that 
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healthcare institutions remain adaptive and responsive to changing patient needs and evolving 

industry standards. 

Moreover, ongoing research contributes to the accumulation of a robust body of 

knowledge that can be shared across healthcare organisations. Insights gained from research can 

be disseminated widely, enabling healthcare providers to learn from each other's experiences 

and adopt successful strategies more readily. Collaboration and knowledge exchange among 

healthcare institutions lead to a collective improvement in patient retention practices, benefiting 

the entire healthcare ecosystem. 

The study encourages a commitment to ongoing research in the realm of patient attrition, 

integrated care, patient safety, and doctor quality. This commitment drives continuous 

improvement in healthcare practices and policies, ultimately benefiting both patients and 

healthcare providers. By promoting a culture of research and learning, healthcare systems can 

enhance patient retention rates, optimise patient outcomes, and ensure the delivery of high-

quality care. 

7.4.7 Competitive Advantage 

Healthcare organisations that effectively implement integrated care, ensure patient 

safety, and maintain a high standard of doctor quality can gain a competitive advantage in the 

healthcare market. Patients increasingly seek healthcare facilities that offer comprehensive and 

high-quality services, making these organisations more attractive. 

Healthcare organisations that successfully implement integrated care, prioritise patient 

safety, and maintain a high level of doctor quality can gain a significant competitive advantage 
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in the healthcare market. This advantage stems from several key factors that make these 

organisations more attractive to patients and stakeholders alike. 

Firstly, integrated care, which involves coordinated and collaborative healthcare 

delivery, offers patients a seamless and holistic healthcare experience. Such organisations can 

provide a continuum of care that addresses patients' diverse needs, from primary care to 

specialised treatment. This comprehensive approach not only improves patient outcomes but 

also enhances patient satisfaction, making these facilities more appealing to those seeking high-

quality cares. 

Secondly, a strong focus on patient safety is a compelling factor for patients when 

choosing a healthcare provider. Healthcare organisations that prioritise patient safety 

demonstrate their commitment to delivering reliable and trustworthy care. Patients are more 

likely to trust these institutions with their health, reducing concerns that might lead to attrition. 

Moreover, a strong safety culture can result in fewer adverse events and medical errors, which 

further bolsters the organisation's reputation. 

Additionally, the quality of doctors is a critical determinant of a healthcare facility's 

competitive advantage. Patients actively seek healthcare providers who employ skilled, 

knowledgeable, and compassionate doctors. Organisations that consistently deliver high-quality 

care not only attract new patients but also retain existing ones. Patients are more likely to stay 

loyal to providers who consistently meet or exceed their expectations in terms of medical 

expertise and patient-centred care. 

Healthcare organisations that excel in integrated care, patient safety, and the quality of 

doctors can differentiate themselves in the highly competitive healthcare market. Patients 
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increasingly value comprehensive, safe, and high-quality care when arriving at healthcare 

decisions, making these organisations more appealing and better positioned for success. This 

competitive advantage not only benefits the institution financially but also contributes to 

improved patient outcomes and the overall healthcare quality. 

7.4.8 Educational Opportunities 

The study can inform medical education and training programmes, emphasising the 

importance of teaching healthcare professionals not only clinical skills but also the importance 

of integrated care and patient safety to reduce patient attrition. 

The study's findings have significant implications for medical education and training 

programmes, providing valuable insights into the evolving landscape of healthcare delivery. It 

underscores the importance of incorporating a broader spectrum of skills and knowledge beyond 

clinical competence into the curriculum of healthcare professionals.  

Firstly, medical education programmes can integrate the concept of integrated care, 

emphasising the need for healthcare professionals to work collaboratively in interdisciplinary 

teams. By exposing future doctors, nurses, and other healthcare providers to the principles of 

coordinated care, these programmes can instil a mindset that values teamwork and 

communication. This prepares graduates to function effectively in healthcare environments that 

prioritise integrated care, reducing the risk of attrition due to fragmented or uncoordinated care. 

Secondly, patient safety can be woven into the fabric of medical education. Students can 

be educated about the significance of safety protocols, the identification and mitigation of risks, 

and the critical role of error reporting and analysis in improving healthcare outcomes. By 
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instilling a culture of patient safety from the earliest stages of training, healthcare professionals 

are better prepared to deliver care that minimises adverse events and builds patient trust, 

ultimately reducing attrition rates. 

Moreover, the study highlights the importance of healthcare providers being not only 

clinically competent but also patient-centred. Medical education programmes can place a 

stronger emphasis on empathy, communication skills, and the incorporation of patient 

preferences and values into treatment plans. This ensures that healthcare professionals not only 

deliver effective care but also engage patients in their healthcare decisions, contributing to 

patient satisfaction and retention. 

The study informs medical education and training programmes by emphasising the 

importance of integrated care, patient safety, and patient-centredness in healthcare delivery. By 

incorporating these principles into their curricula, educational institutions can prepare future 

healthcare professionals to meet the evolving demands of the healthcare landscape, ultimately 

reducing patient attrition rates and contributing to improved patient outcomes. 

7.4.9 Patient-Centred Care 

The findings emphasise the importance of patient-centred care, where the patient's well-

being and safety are at the forefront of healthcare delivery. Hospitals and clinics that adopt 

patient-centred approaches are more likely to succeed in retaining patients and providing high-

quality care. 

The study's findings underscore the critical role of patient-centred care in healthcare 

delivery, emphasising the centrality of patients' well-being and safety in the overall healthcare 

experience. Patient-centred care prioritises the individual patient's unique needs, preferences, 
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and concerns, making them integral to the decision-making process regarding their treatment 

and care. This approach is pivotal in building trust, enhancing patient satisfaction, and ultimately 

ensuring patient retention within healthcare systems. 

Patient-centred care goes beyond the mere provision of medical treatment; it seeks to 

create a collaborative and empathetic partnership between healthcare providers and patients. 

Hospitals and clinics that embrace patient-centred approaches foster a culture of respect and 

open communication, where patients are active participants in their healthcare journey. This 

leads to better-informed decisions, improved adherence to treatment plans, and a greater sense 

of empowerment among patients. 

Furthermore, patient-centred care aligns with the study's focus on patient safety and the 

quality of doctors. When healthcare providers prioritise the patient's well-being and safety, it 

inherently leads to more vigilant and attentive healthcare practices. Patients receive care that is 

not only effective but also tailored to their specific needs and concerns, minimising the risk of 

errors and adverse events. 

The study highlights the profound impact of patient-centred care on patient retention and 

the quality of healthcare delivery. Hospitals and clinics that put patients at the centre of their 

care models are more likely to succeed in retaining patients over the long term. This approach 

not only leads to improved patient outcomes but also fosters a sense of trust, satisfaction, and 

loyalty among patients, ultimately benefiting both patients and healthcare providers. It 

reinforces the importance of healthcare institutions continually striving to provide care that is 

not just medically effective but also genuinely patient-centric. 
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7.5 Limitations and Directions for Further Study 

Like all studies, this one has some limitations. These are important things to remember 

for future studies.  

First, we only looked at government hospitals in Dubai and did not consider other factors 

that are important for healthcare, like how easy it is to get medicine or how nurses behave. 

To deal with this limitation, we suggest doing studies over a longer time and including 

more groups that are connected to healthcare. This way, we can understand how different things 

affect each other over a long period and see how they change over time. 

This study also opens up some ideas for future research. In addition to the suggestions 

mentioned earlier to deal with the study's limitations, we could use a case study approach to 

really dig into how and why patients are satisfied. This approach would help researchers 

understand the complicated connections between different things. 

Furthermore, future studies could test this research model in different places and see if 

it works the same way in other countries. This would help us know if the model can be applied 

more broadly. 

Lastly, because there are some missing parts in the healthcare system in the UAE, we 

should think about other ways to make community cooperation better. This might mean adding 

more factors, for example insurance, and doing more case studies to improve how healthcare is 

provided. 
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7.6 Summary of Chapter 7 

In conclusion, patient loyalty is one of the significant concerns in the UAE. Past studies featured 

this issue in different sectors or enterprises, yet this study especially centres on the Ministry of 

Health of the UAE. This study expected to research the essential factors that impact the patients' 

loyalty and commitment towards government hospitals in the UAE. Accordingly, this research 

explored the effect of direct impacts of one independent variable and the effect of mediating 

variables, i.e., among the dependent and independent variable. In total, 348 responses were 

collected from Ministry of Health employees through the online survey approach. To test the 

theories, SPSS and Smart PLS were utilised to give the analysis. Outstandingly, the outcomes 

found that all the variables are correlated to each other, with the model accepted, and except for 

one hypothesis, all other hypotheses are accepted and thus the study is significant. 
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Appendices 

Appendix 1. Research Ethics Form 

 

 

Research Ethics Form 

Research Candidate Self-Assessment 

Application for Approval of Research Activity involving Human Participants, Human Data, or 

Human Material 

This application form is to be used by researchers seeking approval from the Research Ethics 

Committee. All research associated with the British University in Dubai must not begin until 

ethical approval has been obtained. 

Section I is a general research identification table. 

Section II is the details of the ethical matters your research might involve and the necessary 

steps you are planning to take to address them.  

Section III is an ethics checklist that will help you identify your research risk level. If you 

answer ‘Yes’ to at least any one of the high risk statements, then your research is High Risk. If 

you answer ‘Yes’ to at least any one of the medium risk statements, and ‘No’ to all high risk 

statements, then your research is Medium Risk. If you answer ‘No’ to all high risk and 

medium risk statements, then your research is Low Risk. 

If you have documents related to the ethical considerations of the research such as, for 

example: a consent letter, evidence of external approval, questionnaire samples or interview 

questions, you can enclose them with this form before submission. 
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Email 
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□ Research Project    □ Doctoral/Masters Research    □ Module 

Assignment 

Research Title  

Submission Date  
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□ Faculty Nominated Member (Research Projects):  

 

□ Director of Studies (Doctoral Research): 

 

□ Dissertation Supervisor (Masters Research): 

 

□ Module Coordinator (Module Assignment): 
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II. Research Ethics Details 

 

Background and rationale for study (This should be sufficient to justify the proposed 

research). Aims and objectives of the research (or the research question/s) and potential 

benefits of proposed research: Limit to 500 words 

This paper is measuring the patient churn of government hospitals in Dubai. Patient churn is 

the measuring rate of patients who shift from a current subscription to a competitor's 

subscription within a year. The organisation needs to hold their existing patients to avoid their 

loss through churning because to acquire new patients is quite expensive compared to 

retaining the existing ones. The patient expectations are changing constantly, so what a patient 

ecperiences sometime later might not satisfy it. When you increase your service levels with 

some 'attributes' of patient behaviour, the remaining attributes will alter the patient 

expectations (Vaz 2018). Health care providers are aware of the significance and loyalty of 

high patient experience. Systems that play down patient experience do so at their financial 

risk. According to the New British Journal of Medicine's Catalyst, hospitals that do not 

provide a report or a value above or beyond the qualitative measures prescribed by the 

Medicare and Medicaid Services (CMS) – including the Healthcare Providers' and Systems 

Consumer Assessment's results – will face estimated reductions of $1.7 billion in 2017 (Rosen 

2017). When healthcare becomes more consumer-driven and strategic, healthcare providers 

may search for solutions in other sectors to improve patient satisfaction. Healthcare 

organisations need more knowledge (JP Morgan 2017). In general, private hospitals are 

making better efforts when contrasted with the public hospitals. Private clinics need to rely 
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upon clients to meet the budgetary requirements and additional benefits. Therefore, private 

hospitals like the other service organisations are concentrating on their patients' demands and 

creating themselves to give the greatest healthcare services to their patients. Every one of 

these efforts drives these hospitals towards consistent enhancement in the procedures and 

framework, and to give a constant nature of healthcare service to their patients. The public 

health care framework is great as far as space and operational hardware although benefits 

towards the patient are insufficient in giving great services. Government hospitals must 

choose a procedure that gives the most astounding "healthcare" to get advantage from the 

general population, and quality services should be given to the patient all together for fast 

recuperation. Meanwhile, the poor nature of healthcare services conveyed to patients by 

public hospitals in contrast with the private hospitals is because of numerous factors that 

include government financing, the absence of government enthusiasm for the improvement 

of new healthcare, overburdened public hospitals because of fast development in the 

population, and the comparison of customer care among private and public hospitals. Along 

these lines, from this examination, the researcher will reveral solution for government 

authorities to hold the clients of public hospitals and make them loyal. As far as subsidising 

the population and premium, Dubai is equipped to bear the cost, speculation on new 

undertakings, and population control; however. the distinction between service characteristics 

is the issue of this investigation. After contrasting the private hospitals and government 

hospitals of Dubai, the researcher will provide recommendations to authorities of Dubai. 

Main Ethical Consideration(s) of the Research 

(The ethical matters your research may involve) 
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As the research is being conducted on government hospitals, its only motive is to make it 

possible for every citizen of Dubai to obtain the best health services from the government of 

Dubai. Its purpose is to find out the problems in hospitals which compel patients to switch 

their services towards private hospitals. So, the researcher will use real data from hospitals 

and the management will be involved to show the transparency because decisions based on 

patients may be biased as a huge population of expatriates also live in Dubai and sometime 

they do comparisons between Dubai and their home countries. This study is only for the 

betterment of the government, nothing is stolen, and only real data will be used. First, the 

researcher will involve the Ministry of Health to use their data and send them a copy of his 

work before publishing so that it will be in the knowledge of the Ministry. Nothing will be 

used against the government or concerned departments.  

All of the pieces of information are well cited and the researcher acknowledges previous 

researchers and information with proper research approaches. The researcher is paying full 

attention to everything to avoid any kind of problem, with no theft or misuse of information, 

nothing is without reference, and the citations and data will be used only for the study 

purposes and for recommending to higher authorities to work on government hospitals so that 

the health industry of Dubai will be up to the mark. 

Methods of data collection: 

Please outline in detail how data will be collected and attach a copy of any questionnaires, 

interview schedules or observation guidelines to be used. Limit = 400 words. 

Data are divided in two parts in this research, i.e., primary and secondary. The former is based 

on a questionnaire which will be distributed among the customer care department of 

government hospitals and the latter is based on patient data which will be got from the 
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customer care of hospitals. Through this, the researcher will be able to make a comparison 

between officials of customer care and real data. In addition to this, secondary data will be 

used to calculate the churn rate of hospitals and with primary data the prediction of churn will 

be designed, which is thoroughly discussed in the literature review.  

Below is a sample of the questionnaire based on nine variables about customer churn with 

proper reference.  

Patient Attrition 

1. We hear positive word of mouth from our patients. 

2. Our patients recommend our hospital to others. 

3. Our patients show willingness to reuse the services of hospitals.  

4. Our patients show trust in our services. 

5. Our patients feel relieved after receiving service from this hospital. 

(Arab 2012; Tosyali 2019) 

Patient Safety 

1. Hospital management provides a work climate that promotes patient safety. 

2. The actions of hospital management show that patient safety is a top priority. 

3. Hospital management seems interested in patient safety only after an adverse event 

happens. 

4. We are informed about errors that happen in units of hospitals. 

5. Patient safety is never sacrificed to get more work done.  

(Sorra et al. 2016)  

Patient-Centered Care 

1. The doctor and staff are able to put him/her in the "patients’ shoes". 



371 
 

2. The doctor and staff pay attention to what the patient is saying. 

3. The doctor and staff understand the emotions of patients. 

4. The doctor and staff are interested in what the patient wants from care. 

5. The doctor and staff inspire confidence and security when touching the patient and 

being nearby. 

(Casu 2018) 

An original copy of the questionnaire is also attached. There are a total of 45 questions. These 

type of questions will be distributed by an online survey. The Pilot study is carried out to 

check the reliability of model, after this the researcher will collect the data from original 

sample from the population and after that extensive analysis will be carried out. The 

researcher will run analysis on SPSS, and the analyses will include descriptive data, validity 

and reliability, and regression analysis. 

Recruitment of participants: 

Please outline the number and type (it may be considered vulnerable) of participants involved; 

give details of how potential participants will be identified and invited to take part in the 

study; and how informed consent will be obtained. Limit = 300 words 

The target population of this research is the customer care department; from this population, 

the researcher will select those officials who are involved in maintaining patient data and 

listen to patients about their concerns. First, the researcher will send a letter to the Ministry 

of Health as the government is involved in this research. After their approval, the researcher 

will send a letter to heads of hospitals to get secondary data from the hospitals. Next, the 

researcher will take the confidence of officials to make the questionnaire valid and useful, 

because if officials do not take it seriously the real cause of research will not be obtained.  
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Please attach a copy of your information sheet(s), draft materials such as interview questions 

etc. and consent form as well as indication of planned time of issue/use. If you are not using 

a consent form, please explain why. 

 Attached (Letter to Ministry, letter to heads of hospital and officials of customer care 

dept.) 

Potential adverse effects on participants and steps to deal with them: 

Please outline if you anticipate any potential harm or negative consequences including 

psychological stress, anxiety or upset which may be induced by the study and the steps to be 

taken to address them. 

There will be no harm or adverse effect on anyone who is going to be involved in this research. 

The researcher is using everything with proper channels, as mentioned above about the 

Ministry permission, and the form is also attached.  

Steps to be taken to ensure confidentiality of data: 

Please outline steps if you are required to ensure confidentiality, privacy and anonymity of 

data during collection, storage and publication. Please specifically identify any confidential 

or personal information, and/or any other party’s protected intellectual property which you 

need to use and safeguard. 

Data are used with proper permission which involves researchers, authorities, and 

government officials, and the thesis will be published after completing all of the possible 

instructions of concerned officials. As this research is going to contribute to the government 

of Dubai, the researcher is interested to show all possible information which can help the 
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government hospitals of Dubai, and the researcher will allow other researchers and 

government authorities to use his work for knowledge and practical purposes.  

Steps to be taken to ensure financial and commercial propriety:  

Please specifically identify any external funding or significant third-party financial 

involvement with the research. 

N/A 

Other plans to address a particular ethical matter not mentioned: 

N/A 

III. Research Ethics Checklist 

If you answer ‘Yes’ to at least any one of the high risk statements, then your research is High 

Risk. If you answer ‘Yes’ to at least any one of the medium risk statements, and ‘No’ to all 

high risk statements, then your research is Medium Risk. If you answer ‘No’ to all high risk 

and medium risk statements, then your research is Low Risk. 

High Risk 

Will consent possibly be coerced out of participants by those whom would 

likely benefit from the research?  

No     

Will it be necessary for participants to take part in the study without their 

knowledge and consent at the time? 

No 

Will the study involve some form of invasion of privacy? No 

Is discomfort or harmful impact to participants likely to result from the study? No 

Is there a possibility that the safety of the researcher may be in question? No 
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Will the research require the researcher to be deceptive or dishonest to the 

participants? 

No 

Will financial inducements (other than reasonable expenses and compensation 

for time) be offered to participants? 

No 

Will the research have negative intrusive physical or psychological effects on 

the participants? 

No 

Will the names of the participants or the institution appear in the research? No 

Medium Risk 

Will the research involve governmental institutions or participants such as, for 

example, the army or the judiciary? Only the Ministry of Health 

Yes    

Will the study involve discussion of sensitive or potentially sensitive topics and 

issues? 

No 

Does the research involve potentially vulnerable participants (e.g., children, 

prisoners, or people with disabilities)? 

No 

Does the research involve participants that are unable to give consent? No 

Will the research involve administrative or secure data that requires permission 

from the appropriate authorities before use? 

No  

 

Risk Level Identified 

 □ Low                                     □ Medium                                        □ 

High 

 

The researcher undertakes not to deviate from the original consent granted by the 

University’s Research Ethics Committee. The researcher bears full and sole responsibility 
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for any deviation from this consent and all consequences arising from such deviation. The 

researcher waives all right of appeal in the event of any penalties applied by the University 

arising from such deviation. 

Declaration by the Researcher: 

Having read the University’s Research Policy I declare that the information contained herein, is 

to the best of my knowledge and belief, accurate.  

I am satisfied that I have attempted to identify all risks related to the research that may arise in 

conducting this research and acknowledge my obligations as researcher and the rights of 

participants. I am satisfied that all researchers (including myself) working on the project have 

the appropriate qualifications, experience and facilities to conduct the research set out in the 

attached document and that I, as the lead researcher take full responsibility for the ethical 

conduct of the research in accordance with subject-specific and University Ethical Guidelines 

(Policies and Procedures Manual), as well as any other condition laid down by the BUiD Ethics 

Committee. I am fully aware of the timelines and content for participant’s information and 

consent. 

Print name: ___________________________________ 

Signature: _____________________________________ Date: _________________________ 
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FOR OFFICE USE ONLY 

LOW RISK RESEARCH 

Staff  

Chair of Ethics Committee 

Name:                                                                                                                  Approved  

Date:                                                                                                                    Disapproved 

Signature: 

 

Students 

 

Dean of Faculty 

Name:                                                                                                                 Approved  

Date:                                                                                                                    Disapproved 

Signature: 

 

 

Authorisation for conducting research (only if approval is obtained): 

The Committee has confirmed that this project fits within the University’s Policies for 

Research and I authorise the low risk research proposal on behalf of BUiD’s Research Ethics 

Committee. 

Print name: __________________________ 

Signature: ___________________________________   Date: __________________________ 

(Chair of the Research Ethics Committee 
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FOR OFFICE USE ONLY 

MEDIUM RISK RESEARCH 

Staff and students  

Endorsement by the Faculty’s Research Ethics Committee member after electronic referral 

to all Research Ethics Committee members 

Name:                                                                                                                  Approved  

Date:                                                                                                                    Disapproved 

Signature: 

 

 

Authorisation for conducting research (only if approval is obtained): 

The Committee has confirmed that this project fits within the University’s Policies for 

Research and I authorise the medium risk proposal on behalf of BUiD’s Research Ethics 

Committee. 

Print name: __________________________ 

Signature: ___________________________________   Date: __________________________ 

(Chair of the Research Ethics Committee) 
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FOR OFFICE USE ONLY 

HIGH RISK RESEARCH 

Staff and students  

Endorsement by the Faculty’s Research Ethics Committee member after meeting of 

Research Ethics Committee members 

Name:                                                                                                                  Approved  

Date:                                                                                                                    Disapproved 

Signature: 

 

 

Authorisation for conducting research (only if approval is obtained): 

The Committee has confirmed that this project fits within the University’s Policies for 

Research and I authorise the high risk proposal on behalf of BUiD’s Research Ethics 

Committee. 

Print name: __________________________ 

Signature: ___________________________________   Date: __________________________ 

(Chair of the Research Ethics Committee) 
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Appendix 2: Questionnaire 

Patient Attrition 

1- We care about the satisfaction of our patients and maintain records on a daily basis. 

2- Most of the patients return to our hospital. 

3- Many times our current patients recommend other patients due to our services (Ogaji 

2016). 

4- Our patients feel satisfied and accomplished when they get enough privacy when 

discussing their treatment.  

5- We always make it possible for the patients to talk with doctors whenever they need to 

talk to avoid their switching behaviour. 

6- We always make it possible that the doctor and nurse or other staff must have the same 

things to say instead of different to avoid switching the behaviour of patients.  

7- Emotional support is necessary for the retention of patients, so we always try to 

implement it in our hospital. 

8- Coordination of care among doctors, nursing staff, the family of patients, and patients is 

necessary for the retention of patients.  

9- We always take into account the preferences of patients to avoid the churning behaviour 

of patients. (Jenkinson 2002) 

Patient Safety 

1. Other than the concerned doctors and nursing staff, our management also makes sure of 

patient safety. 

2. Our staff freely speaks up if they see something that may negatively affect patient care.  
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3. Hospital management provides a work climate that promotes patient safety and shows 

that patient safety is a top priority. 

4. There is enough staff to handle the workload and work hours are appropriate to provide 

the best care for patients.  

5. Supervisors/managers consider staff suggestions for improving patient safety, praise 

staff for following patient safety procedures, and do not overlook patient safety 

problems. 

6. Hospital units cooperate and coordinate with one another to provide the best care for 

patients. (Sorra 2012) 

Integrated Care of Patients 

1. Patients receive regular, comprehensive reviews of their medicines and we involve our 

patients in their health decisions.  

2. Our professionals are always available at any time for the personal care of patients.  

3. We provide support and care to the family members of patients as well. (Joober 2018) 

4. We make sure that our patients have to explain their medical history less often to the 

health professionals. 

5. We make sure that our patients are able to get access to the care they need with no 

struggle. 

6. We make it possible that our patients need to do less work to organise their care (e.g., 

chasing up people to organise appointments). 

7. We make it possible that that doctors and staff provide the patient with care and talk to 

each other about his care needs 
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8. We make sure that our patients know very well what to expect when they see a health 

care worker. (Mastellos 2014)  

Quality of Doctors (Parmar 2002) 

1. Our doctors are ethical in nature, empathetic, effective, efficient, enduring, energetic, 

and enthusiastic. 

2. Our doctors are friendly, faithful to his or her patients, and flexible.  

3. Our doctors are honest, humorous, humanistic, humble, and hopeful. 

4. Our doctors have a high degree of intellectual, investigative, impartial, and informative 

capabilities. 

5. Our doctors are wise in judgment, jovial, and just.  

6. Our doctors are knowledgeable are kind. 

7. Our doctors are quick learners and good listeners. 

8. Our doctors are mature and modest in nature. 

9. Our doctors are open minded, open hearted, optimistic, objective, and observant. 

10. Our doctors are professional, passionate, and patient-oriented. 

11. Our doctors are realistic, respectful (of autonomy), responsible, and relievers (of pain 

and anxiety). 

12. Our doctors are sensitive, selfless, scholarly, well educated from recognised medical 

universities, skilful, and sympathetic. 

13. Our doctors are trustworthy, great thinkers (especially lateral thinking), thorough, and 

thoughtful. 

14. Our doctors have a high sense of understanding, are unequivocal, and up to date.  

(With the literature). 


