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A B S T R A C T 

The study examined the influence of implementation of continuous quality improvement (CQI) on 
patient satisfaction in hospitals within Nairobi. Literature from developed countries indicates that the 
application of continuous quality improvement has a significant influence on customer satisfaction. 
However, there is limited literature originating from developing countries. This study aimed at 
understanding the influence of continuous quality improvements such as Innovativeness, Quality 
Indicators, Information sharing and Risk management on customer (patient) satisfaction. To reinforce 
the study, theoretical and empirical review on the CQI and customer (patient) satisfaction was 
conducted from current and classical literature adopting the total quality management theory of 
profound knowledge, and the expectation confirmation theory. The mixed research design was used to 
target employees and patients of hospitals within Nairobi, from whom data was collected through a 
self-administered questionnaire. Simple random sampling was used to select hospital employees while 
stratified random sampling was used to select the patients. The questions were placed on a five-point 
Likert scale. The results of this study showed that innovativeness, information sharing, and risk 
management significantly influenced patients’ satisfaction, while quality indicators had no significant 
influence on patients’ satisfaction. This study, therefore, concluded that continuous quality 
improvement positively and significantly predicted patients’ satisfaction within the hospitals in 
Nairobi. The study findings guided the researcher to recommend among other things, leaders in the 
healthcare industry to draw customer satisfaction through the CQI application. Achieved through 
feedback from the patients and utilizing such information to improve the patient experiences. The 
researcher proposes that future studies be carried to cut across other industries that were not captured. 
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Introduction 
Quality agenda that is customer driven is ultimate for high performing organization (Talib, Rahman & Qureshi, 2013). Where quality 
is meeting or exceeding the expectations of the customer at reasonable cost. Further, Orsini (2013) observed that application of TQM 
requires a combination of a set of management principles with the right tools and techniques to enable the employees to carry out 
those management principles in their day to day operation so as to amount to continuous quality improvement. While Zeithaml et al., 
(2009) defined customer satisfaction as the consumer's response to fulfillment. On the other hand, Deming asserted that quality can 
only be from the customer point of view and measured through their satisfaction level (Donna, 2012). As suggested by Juran (1995), 
quality programs should no longer be restricted to manufacturing firms and production units only, but should be adopted into the 
service industry such as hospitals. However, as observed by Zairi (2013) because of their exceptionality and intricacies, healthcare 
services have taken longer than other industries to accept quality management programs, concentrating only on stabilization and 
inspection activities. Further, Rad, Som and Zainuddin (2010) noted that currently health organizations are faced with many 
challenges such as the need to maintain cost effectiveness of healthcare services, rapid growth of medical technology requirement, 
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and the pressure to improve quality that meets international standards in order to acquire or retain accreditation and most important 
to surpass customer needs. These challenges have, therefore, forced health leaders to implement systems that can manage health care 
in an objective and measurable manner to offer a high-quality service, which is the aim of the quality management programs in 
hospitals that lead to patient’s satisfaction (Boiral & Amara, 2009). 

Continuous quality improvement processes within healthcare are established to prevent clinical and administrative problems, increase 
patient satisfaction, continuously improve the organization’s processes, and provide quality healthcare services to the patient (Jong 
& Hartog, 2007). However,as Maddern, Maull and Baker (2007) stated that there is need to link the CQI initiatives to customer 
satisfaction, since there has been limited outcome within the scope as a majority of hospital leaders do not completely comprehend 
the expected outcome after application of TQM principles within their organizations. This study sought to survey hospitals to 
determine the influence of continuous quality improvement on patient satisfaction. Various studies on application of TQM principles 
in hospitals have been done in developed countries, however just a handful have been done in developing countries (Maddern et al., 
2007). 

Studies conducted on various aspects of TQM within Kenya, however, there is little evidence of research and literature on TQM 
principles and its influence on customer satisfaction in the Kenyan healthcare sector (Ngware et al., 2016; Awuor and Kinuthia, 
2013; Barake, 2015; Wamuyu, 2015). Further, most of the previous studies (Kumar et al., 2009; Kristiano et al., 2012; Sadikoglu & 
Olcay 2014; Sara Melo, 2016) are largely theoretical and only few provide empirical evidence to support their conclusions.This study 
therefore will seek to fill this gap and inform future studies that focus on continuous quality improvement and patient satisfaction in 
the Kenya Healthcare sector. 

Literature Review 
Continuous quality improvement 

Continuous Quality Improvement as Mosedeghrad, (2013) defined, as the process of ensuring that the patient receives right care in 
the right manner for the right patient within the right environment at the right time by the right person at the right cost to achieve the 
right results. These “rights” are achieved through incorporating innovations, assessing the involved risks and monitoring the laid 
down quality indicators. As described by Oakland (2014), continuous quality improvement is a people focused management process 
that aims at incremental standards in customer satisfaction at a sustainable, affordable cost and an integral part of high-level strategy 
that operates horizontally across all departments while ensuring that all employees are involved extending to customer. Further, 
Evans and Lindsay (2013) clarifies that TQM is the process of learning and adapting to continuous changes aimed at organizational 
success. According to Orsini (2013), CQI is the means to an end, where the end begins with the long-term success of an organization.  
The Deming theory of profound knowledge is a management philosophy grounded on system theory. Deming (1986) stated that the 
application of such theory within the organizational systems, that lead to learning the implementation processes that contribute to the 
continuous improvement of the processes, services, products, employee fulfillment that would result to customer satisfaction. 

i. The aspect of CQI according to Oakland (2014)  

ii. Innovation as the formation of new ideas that are adopted and executed in processes, products and services (De Jong & 
Den Hartog, 2007).   

iii. Key performance indicators; which according to Duggirala et al., (2008) quality needs to be measured whether qualitatively 
or quantitatively. As measurement gives a guide on improvement and enables to determine requirements for change. 

iv. Risk management; the process of identifying the effects of uncertainty to the organizational objectives and taking decisions 
on how to achieve the objectives while mitigating the identified risks (ISO, 2015), 

Patient satisfaction 

Customer satisfaction is the degree to which a customer responds to fulfilment of goods or services as defined by Zeithaml et al., 
2009. Patient satisfaction is an indicator obtained to compare the patients’ expectation of products or services with the perceived 
performance (Sureshchandar, Rajenran and Anantharaman, 2012). Customer satisfaction is therefore determined by the subjective 
aspects such as the customer needs, requirements or emotions or it can be determined objectively such as by the feature of the product 
or the service. This could be construed to mean those aspects of a product that meet or even exceed the needs and expectation of the 
customer. Zeithaml et al., (2009) elaborated that the expectations of the customer can be defined as either normative standard, which 
is based on implied relationship between the cost and the reward or based on the performance of the product which could be derived 
from previous experiences. Thus describing the expectation confirmation theory identified as transaction specific experiences and 
cumulative experiences (Penchansky & Thomas, 2008).   

Research and Methodology 
The study applied positivism research philosophy as hypotheses were tested. The target population was the hospital employees and 
patient receiving inpatient care in those hospitals. Simple random sampling was used to select the hospital employee while stratified 
sampling was used to select the patients. Data was collected using self-administered open and close ended questionnaires for both 
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the patients and the employees. Data was then analyzed both descriptive and inferential statistics. Which was then presented in tabular 
format. 

Data analysis  

Y = β0+βiXi+ Ɛi;  

Where: 

α denotes the y intercept where x is zero;  

βi, is regression weight attached to the exogenous variables:  

Ɛ is the error term. 

Where;  
Y = Customer	(patient)satisfaction		
X5 = Continuous	Quality	Improvement	
 

Data was further analyzed using both descriptive and inferential statistics. The following assumptions were made in order to make it 
necessary for a successful regression: 

1. Normality Test 
2. Linearity Test 
3. Multicollinearity Test 
4. Homoscedasticity test. 

Demographic information 

The response rate for the employees was 83% while for patients was 60%.  

Table 1: Demographic information 

Demography Category Employees Patients 

Frequency Percent Frequency Percent 

Gender of Respondents Male 69 51% 43 32.1% 
Female 65 49% 91 67.9% 
Total 134 100% 134 100.0% 

Age of Respondents 

Employees Patients 
Category Frequency Percent Category Frequency Percent 
25-34 yrs. 64 48% under 18 yrs. 14 10.4% 
35-45 yrs. 34 25% 18-34 67 50.0% 
45-54 yrs. 30 22% 35-44 yrs. 24 17.9% 
Above 55 yrs. 6 4% 45-54 yrs. 10 7.5% 
Total 134 100% 55-65 yrs. 8 6.0%  

Above 65 4 3.0% 
   Unspecified 7 5.2% 
      
   Total 134 100.0% 

Source: Authors 

Influence of continuous quality improvement on patients’ satisfaction 

The study sought to establish how continuous quality improvement influenced patients’ satisfaction within the hospitals in Nairobi. 
Continuous quality improvement in the hospitals was determined through four parameters, namely; innovativeness, quality indicators, 
information sharing, and risk management. The constructs for patient satisfaction were, namely; timeliness of services, cost of service, 
privacy and confidentiality, and dignity.   

The data for the continuous quality improvement variable was analyzed and results presented in table forms. The study used the 
factor analysis, descriptive statistics and inferential statistics to analyze and present the results. The descriptive statistics used were 
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frequencies, mean and standard deviation. The inferential statistics used were correlation coefficients, chi-squared, one-way 
ANOVA, and multiple linear regression analysis.   

Results of factor analysis on continuous quality improvement 

A statistical data reduction and analysis technique that attempts to elucidate correlations among multiple outcomes as the result of 
one or more basic elucidations or factors is known as factor analysis. The technique entails data reduction, as it endeavors to represent 
a set of variables by a smaller number. The parameter of continuous quality improvement was measured using sixteen (16) items to 
produce suitable measures. Factor analysis was conducted on the items to ascertain any correlated parameters with the intention of 
reducing any unnecessary and redundant data.  

Table 2 shows the results of the KMO and Barlett’s test for continuous quality improvement. The Kaiser-Meyer-Olkin (KMO) 
measure of sampling adequacy value associated with continuous quality improvement was 0.972. The value for the Barlett’s test was 
x2 (120, N= 268) = 8551.568, p< .05.  

Table 2: KMO and Bartlett's test for continuous quality improvement 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .972 

Bartlett's Test of Sphericity Approx. Chi-Square 9795.992 

df 120 

Sig. 0.000 

Source: Authors 

The KMO test is used to measure sampling adequacy. When the result shows the KMO value greater than 0.6, this means that the 
sample is considered adequate. The result of the KMO test for the parameters of continuous quality improvement was 0.972. This is 
greater than 0.6, therefore, the results reveal that the sample was adequate.  The total variance explained by each of the constructs of 
continuous quality improvement is shown in Table 3. The findings showed that one construct had Eigen values greater than 1.00 and 
accounted for 89.845% of the variability in the original variables. The rest of the factors accounted for 10.155% of the variance.  

Table 3: Total variance explained for continuous quality improvement 

Total Variance Explained 

Component Initial Eigenvalues Extraction Sums of Squared Loadings 

Total % of Variance Cumulative % Total % of Variance Cumulative % 

1 14.375 89.845 89.845 14.375 89.845 89.845 

2 .220 1.375 91.220       
3 .190 1.188 92.408       
4 .180 1.124 93.532       
5 .154 .963 94.495       
6 .141 .880 95.374       
7 .128 .798 96.172       
8 .103 .641 96.814       
9 .092 .574 97.387       
10 .085 .529 97.916       
11 .071 .442 98.359       
12 .069 .429 98.787       

13 .061 .381 99.169       
14 .054 .336 99.505       
15 .047 .292 99.797       
16 .033 .203 100.000       

Extraction Method: Principal Component Analysis. 

Source: Authors 
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Figure 1 shows the scree plot for continuous quality improvement. The results showed that one construct had Eigenvalues greater 
than one.   

 

Figure 1: Scree Plot for Eigenvalues for Continuous Quality Improvement 

Table 4: Component matrix for continuous quality improvement 

Component Matrixa 

  Component 

1 

The leadership invest in discovering new and better ways of doing things. .948 
The staff are allowed to experiment new ways of doing things to improve quality .953 
Every department/unit in this hospital has quality indicators that are monitored consistently .953 
All staff use the quality indicators information to make changes that will improve their work. .952 

The staff know how to measure the quality of their work .933 
All hospital staff get all the information pertaining their work on timely basis. .937 
All hospital staff know how the hospital is performing in terms of quality improvement initiatives. .942 
There is always continuity of care to the patient regardless the staff on duty .950 

There is an interactive relationship between staff of the same department while performing their duties .956 
Our Quality improvement teams conduct periodic meetings .949 
The staff pay attention to ensure that there are zero errors in all processes .951 
Precaution about existing or potential or real quality problems are taken .941 
We pay attention to patients’ complaints and compliments .933 
Our quality improvement initiative are improved by utilizing statistical techniques .952 
Our quality standards are sufficient for performance improvement .949 
Our quality standards improve our patient experiences .965 
Extraction Method: Principal Component Analysis. 

a. 1 components extracted. 

Source: Authors 

The confirmatory factor analysis for continuous quality improvement is shown in Table 4. The results revealed that factor components 
were above the recommended threshold of 0.6 therefore, no construct was dropped and that all the constructs were included in the 
model for further analysis. From the results, confirmatory factor analysis showed that continuous quality improvement was 
adequately sampled for the study with a KMO measure of sampling adequacy of 0.972. 

Findings for descriptive statistics on continuous quality improvement  

Descriptive statistics for continuous quality improvement is presented below. The percentage distribution, mean, and standard 
deviations were the descriptive statistical tools used.  

Percentage (%) distribution of innovativeness  

Innovativeness is a parameter of continuous quality improvement and its relevance is in the measuring the relationship between 
continuous quality improvement and patients’ satisfaction. The information for innovativeness was sought from investments, 
experiments, idea generation. On a scale of 1 to 5, (strongly disagree, neutral, agree, and strongly agree), respondents were required 
to give their opinions on statements relating to the influence of continuous quality improvement on patients’ satisfaction. A 
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descriptive analysis was conducted to determine the frequency and percentage distribution of the responses. Table 5 shows the 
frequency distribution of the constructs of continuous quality improvement. 

Table 5: Frequency distribution for innovativeness 

Constructs Strongly 
Disagree 

Disagree Neutral Agree Strongly 
Agree 

1 2 3 4 5 

The leadership invests in discovering new and better ways of 
doing things. 

6.7% 15.7% 4.5% 49.3% 23.9% 

The staff are allowed to experiment new ways of doing things 
to improve quality 

0.7% 23.1% 3.0% 56.7% 16.4% 

Source: Authors 

Regarding the first construct, 6.7% of the respondents strongly disagreed that their leadership invests in discovering new and better 
ways of doing things, while 15.7% of the respondents disagreed with the statement. In addition, the results showed that 4.5% of the 
respondents were uncertain, 49.3% of the respondents agreed that their leadership invests in discovering new and better ways of 
doing things while 23.9% of respondents strongly agreed with the statement. 

Considering the second construct, 0.7% of the respondents strongly disagreed that the staff are allowed to experiment new ways of 
doing things to improve quality, 23.1% of the respondents disagreed with the statement, 3.0% of the respondents were uncertain 
about the statement, 56.7% of the respondents agreed that the staff are allowed to experiment new ways of doing things to improve 
quality and 16.4% of the respondents strongly agreed with the statement.  

Percentage distribution of quality indicators  

Quality indicator is the second parameter of this study that measures continuous quality improvement. The study sought information 
regarding monitoring, performance, information, and measurement. The results in the first construct revealed that none of the 
respondents strongly disagreed that every department/unit in their hospital has quality indicators that are monitored consistently, 6% 
of the respondents disagreed with the statement, 6% of the respondents were uncertain about the statement, 20.9% of the respondents 
agreed that every department/unit in their hospital has quality indicators that are monitored consistently, and 67.2% of respondents 
strongly agreed with the statement.  

The findings on the second construct show that none of the respondents strongly agreed that all staff use the quality indicators 
information to make changes that would improve their work,6% of the respondents disagreed, 6% of the respondents were neutral, 
34.3% of the respondents agreed that all staff use the quality indicators information to make changes that will improve their work, 
and 53.7% of the respondents strongly consented to the statement.  

Considering the third construct, the findings of the study showed that 1.5% of the respondents strongly disagreed that the staff know 
how to measure the quality of their work, 6% of the respondents disagreed with the statement, 9% of the respondents were uncertain 
about the statement, 37.3% of the respondents agreed that the staff know how to measure the quality of their work, and 46.3% of the 
respondents strongly agreed with the statement. This is illustrated in Table 6. 

Table 6: Frequency distribution for quality indicators 

Constructs Strongly 
Disagree 

Disagree Neutral Agree Strongly 
Agree 

1 2 3 4 5 

Every department/unit in this hospital has quality indicators 
that are monitored consistently 

2.2% 20.9% 6.0% 41.8% 29.1% 

All staff use the quality indicators information to make 
changes that will improve their work. 

0.0% 19.4% 6.7% 53.0% 20.9% 

The staff know how to measure the quality of their work 0.7% 18.7% 9.0% 51.5% 20.1% 

Source: Authors 

Mean and standard deviation on continuous quality improvement 

The fifth objective of the study was to examine how continuous quality improvement influenced patients’ satisfaction within the 
hospital in Nairobi. The respondents were requested to show their level of disagreement or agreement to various statements on a 
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Likert scale of 1-5; where 1 showed that they strongly disagreed with the statement, 2 showed that they disagreed with the statements, 
3 showed that they were neutral, 4 showed they agreed with the statements and 5 showed that they strongly agreed with the statements. 
Table 7 revealed the means and standard deviations for the responses to the questions which examined the influence of continuous 
quality improvement on patients’ satisfaction in hospitals within Nairobi. 

The findings showed that on average, respondents agreed that the leadership invest in discovering new and better ways of doing 
things (M = 3.68, S.D = 1.193), they also agreed that their staff know how to measure the quality of their work (M = 3.72, S.D = 
1.016). The respondents agreed that their staff pay attention to ensure that there are zero errors in all processes (M = 3.52, S.D = 
1.109), and that they pay attention to patients’ complaints and compliments (M = 3.85, S.D = 1.114). 

Table 7: Mean and standard deviation for continuous quality improvement 

Descriptive Statistics N Mean Std. 
Deviation 

The leadership invests in discovering new and better ways of doing things. 134 3.68 1.193 

The staff are allowed to experiment new ways of doing things to improve 
quality 

134 3.65 1.035 

Every department/unit in this hospital has quality indicators that are monitored 
consistently 

134 3.75 1.155 

All staff use the quality indicators information to make changes that will 
improve their work. 

134 3.75 1.000 

The staff know how to measure the quality of their work 134 3.72 1.016 
All hospital staff get all the information pertaining their work on timely basis. 134 3.51 1.129 

All hospital staff know how the hospital is performing in terms of quality 
improvement initiatives. 

134 3.61 1.150 

There is always continuity of care to the patient regardless the staff on duty 134 3.66 1.054 
There is an interactive relationship between staff of the same department while 
performing their duties 

134 3.71 1.068 

Our Quality improvement teams conduct periodic meetings 134 3.61 1.123 
The staff pay attention to ensure that there are zero errors in all processes 134 3.52 1.109 
Precaution about existing or potential or real quality problems are taken 134 3.68 1.087 
We pay attention to patients’ complaints and compliments 134 3.85 1.114 
Our quality improvement initiative are improved by utilizing statistical 
techniques 

134 3.68 1.080 

Our quality standards are sufficient for performance improvement 134 3.81 1.022 
Our quality standards improve our patient experiences 134 3.72 1.030 

Source: Author 

Correlation between continuous quality improvement and patients satisfaction 

Correlation analysis was conducted to examine the strength of the relationship between continuous quality improvement and patient 
satisfaction within the hospitals in Nairobi. Table 8 showed that the constructs for continuous quality improvement statistically and 
significantly correlate with patients’ satisfaction. Patients’ satisfaction significantly correlates with innovativeness, r (268) = 0.422, 
p< .05, and quality indicators, r (268) = 0.405, p< .05. The findings showed that patient satisfaction significantly correlated with 
information sharing, r (268) = 0.432, p < .05, and risk management, r (268) = 0.429, p < .05. The findings also indicated that 
continuous quality improvement significantly correlated with patients’ satisfaction, r (268) = 0.424, p < .05. 

Table 8: Correlation between continuous quality improvement and patient satisfaction 

  Overall Satisfaction 

Pearson Correlation Sig. (2-tailed) N 
Innovativeness .422** .000 268 

Quality Indicators .405** .000 268 

Information Sharing .432** .000 268 

Risk Management .429** .000 268 

Continuous Quality Improvement .424** .000 268 

**. Correlation is significant at the 0.01 level (2-tailed). 

 Source: Author 
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Chi-squared test on continuous quality improvement 

This study sought to examine if there was a statistically significant association between continuous quality improvement and patients’ 
satisfaction. The findings showed that there was a strong and significant association between continuous quality improvement and 
patients’ satisfaction, χ² (2964, N = 268) = 3523.795, p < .05. The result of the chi-square is indicated in Table 9. 

Table 9: Chi-squared test on continuous quality improvement 

  Continuous Quality Improvement 

Pearson Chi-Square 3523.795a 

Df 2964 

Asymp. Sig. (2-sided) .000 

** Correlation is significant at the 0.05 level (2-tailed).  

Source: Author 

One-way ANOVA on patient satisfaction for continuous quality improvement  

This study sought to conduct a one-way ANOVA test to ascertain whether there were significant differences between the means for 
patients’ satisfaction for continuous quality improvement and the demographic variables of this study; gender of the respondents, age 
of the respondents, number of hospital beds, type of hospital, and ISO certification. 

The findings of this study showed that there were significant differences in the means across respondents’ gender, F (38, 229) = 
38.295, p< .05, age, F (38, 229) = 18.581, p< .05, number of hospital beds, F (38, 229) = 23.544, p< .05, type of hospitals, F (38, 
229) = 15.388, p< .05, and ISO certification, F (38, 229) = 44.222, p< .05. This is shown in Table 4.10. 

Table 10: One-way ANOVA on patient satisfaction for the continuous quality improvement 

ANOVA 

  Sum of 
Squares 

df Mean 
Square 

F Sig. 

Gender Between Groups 157.899 38 4.155 38.295 .000 

Within Groups 24.848 229 .109     
Total 182.746 267       

Age in Years Between Groups 256.880 38 6.760 18.581 .000 
Within Groups 83.314 229 .364     
Total 340.194 267       

Number of 
Hospital beds 

Between Groups 775.195 38 20.400 23.544 .000 
Within Groups 198.417 229 .866     
Total 973.612 267       

Type of 
hospital 

Between Groups 167.247 38 4.401 15.388 .000 
Within Groups 65.499 229 .286     
Total 232.746 267       

ISO 
Certification 

Between Groups 92.854 38 2.444 44.222 .000 
Within Groups 12.654 229 .055     
Total 105.507 267       

Correlation is significant at the 0.05 level (2-tailed).  
Source: Author 

Regression analysis and hypothesis testing for continuous quality improvement  

This study used the regression model to examine whether process focus explained changes in patients’ satisfaction. Various 
assumptions for regressions were carried out first before conducting the regression analysis.  

Assumptions for regression analysis on continuous quality improvement 

The assumptions for regression analysis for continuous quality improvement are presented below. Linearity test, multicollinearity 
test, homoscedasticity test and normality tests were carried out to examine if assumptions for regression were observed for leadership 
commitment. 
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Linearity test  

The assumption for regression under the linearity test assumes that for a linear relationship to exist, the value for the dependent 
variable should be a straight-line function of the independent variable. The results showed that the deviation from linearity, p value 
= 0.337, P> 0.05. This finding led to a conclusion that the slope of the regression line is different from zero, hence passes the linearity 
test and that the relationship was linear. 

Table 11: Linearity test for continuous quality improvement and patients’ satisfaction 

ANOVA Table 

  Sum of 
Squares 

df Mean 
Square 

F Sig. 

Overall Satisfaction * 
Continuous Quality 
Improvement 

Between 
Groups 

(Combined) 10.537 38 .277 3.948 .000 
Linearity 4.784 1 4.784 68.120 .000 
Deviation 
from 
Linearity 

5.753 37 .155 2.214 .337 

Within Groups 16.082 229 .070     
Total 26.619 267       

Source: Author 

Multicollinearity Test 

The assumption for regression analysis under multicollinearity test assumes that the independent variables should not be highly 
correlated with each other. The variance inflation factors (VIF) was the statistical tool used to check for multicollinearity in each and 
every variable. When the VIF values exceed 3, the independent variables are considered to be highly correlated and this is a problem. 
The findings in Table 12 indicated that the values of the independent variables are all below the threshold of 3. This gives a clear 
indication that there was no problem with multicollinearity. 

Table 12: Multicollinearity test 

Model Collinearity Statistics 
Tolerance VIF 

1 (Constant)     
Continuous Quality Improvement .807 1.386 

a. Dependent Variable: Patient satisfaction from employee perspective 
Source: Author 

Homoscedasticity test 

The notion of homoscedasticity test is to check whether the research data is evenly dispersed from the center. The results indicate the 
value of the Levene Statistic, F (92, 175) = 7.800, p = 0.234, p > .05. The variances are not equal if the significant values are less 
than 0.05. The results show that there was equal distribution of population variances hence the variables do not violet the homogeneity 
of variance assumption needed for an ANOVA. The findings are illustrated in Table 13. 

Table 13: Homoscedasticity test for continuous quality improvement 

F df1 df2 Sig. 

1.350 38 229 .095 

Source: Authors 

Test for normality 

The assumption for regression analysis under normality test requires a normally distribution of the residuals of the model. The 
findings of this study as shown in Figure 2 depict a histogram of the distribution of the residuals plotted and inspected for normality 
test. The plot showed that the residuals assumed an inverted U-shape indicating that the data on continuous quality improvement was 
normally distributed. 
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Figure 2: Normality tests for process focus 

Regression analysis and hypothesis testing 

A statistical tool that is carried out to examine if one or more independent variables predict the changes in the dependent variable is 
known as a regression analysis. This study used multiple linear regression analysis to examine the influence of continuous quality 
improvement on patients’ satisfaction within the hospitals in Nairobi. This study tested the null hypothesis:  

H02: Continuous quality improvement does not have a significant influence on patients’ satisfaction within the hospitals in Nairobi.  

Regression model summary  

From the regression model summary, the findings showed that continuous quality improvement explained 21.7% variation in 
patients’ satisfaction within the hospitals in Nairobi, R2 = .217. This implied that 21.7% of the variations in patients’ satisfaction 
levels within the hospitals in Nairobi could be explained by the continuous quality improvement. Table 14 showed the findings of 
the regression model. 

Table 14: Regression model summary for continuous quality improvement 

Model Summary 

Model R R Square Adjusted R 
Square 

Std. Error of the 
Estimate 

1 .466a .217 .202 .28201 

a. Predictors: (Constant), Continuous Quality Improvement, Innovativeness, Quality Indicators, Information Sharing, Risk 
Management 

Source: Authors 

Regression ANOVA 

The variability levels in a regression model are tested by the regression ANOVA. It also tests the significance of the model and 
whether the null hypothesis is rejected or not rejected. The findings are represented in Table 15. From the table, the results showed 
that the model was statistically significant in linking continuous quality improvement with patients’ satisfaction within the hospitals 
in Nairobi, F (5, 262) = 14.542, p < .05. The null hypothesis that; continuous quality improvement did not have a significant influence 
on patients’ satisfaction within the hospitals in Nairobi was rejected as the value of the F-statistic was not significant.  

Table 15: Regression ANOVA for continuous quality improvement 

ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 5.783 5 1.157 14.542 .000b 
Residual 20.837 262 .080     
Total 26.619 267       

a. Dependent Variable: Overall Satisfaction 
b. Predictors: (Constant), Continuous Quality Improvement, Innovativeness, Quality Indicators, Information Sharing, Risk Management 
Source: Authors 
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Regression Coefficient 

A regression coefficient is a statistical tool that predicts how the dependent variable changes as a result of a unit change in the 
independent variable. The multiple linear regression was conducted with an aim of determining the magnitude and direction of the 
relationship between continuous quality improvement and patients’ satisfaction within the hospitals in Nairobi. The findings of this 
study are presented in Table 16. 

Table 16: Regression coefficients for continuous quality improvement 

Coefficientsa 

Model 

Unstandardized Coefficients 
Standardized 
Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) 1.437 .024  59.707 .000 

Innovativeness .109 .050 .674 2.195 .029 

Quality Indicators .070 .060 .429 1.157 .248 

Information Sharing .299 .098 1.785 3.067 .002 

Risk Management .335 .113 2.031 2.954 .003 

Continuous Quality Improvement .071 .009 .424 7.634 .000 

a. Dependent Variable: Overall Satisfaction 

Source: Authors 

 

The results from this study showed that innovativeness, information sharing, and risk management significantly predicted patients’ 
satisfaction, β = 0.109, t (268) = 2.195, p <.05, 05, β = 0.299, t (268) = 3.067, p <.05 and β= 0.335, t (268) = 2.954, p <.05. On the 
other hand, quality indicators insignificantly predicted patients’ satisfaction, β = 0.070, t (268) = 1.157, p >.05. From a general point 
of view, continuous quality improvement significantly predicted patients’ satisfaction, β = 0.071, t (268) = 7.634, p <.05. The 
implication of the results is that a unit change in continuous quality improvement would lead to a significant increase in patients’ 
satisfaction within the hospitals in Nairobi by 0.071 units. This study, therefore, concluded that continuous quality improvement 
positively and significantly predicted patients’ satisfaction within the hospitals in Nairobi.   

Findings 
The findings of the multiple linear regression analysis established that continuous quality improvement positively and insignificantly 
predicted patients’ satisfaction within the hospitals in Nairobi, R2 = 0.217, F (5, 262) = 14.542, p < .05; β = 0.071, t (268) = 7.634, p 
<.05. This meant that 21.7% of the variance in patients’ satisfaction within the hospital in Nairobi would be explained by continuous 
quality improvement. The regression model was also not found to be statistically significant in predicting the relationship between 
process focus and patients’ satisfaction, F (5, 262) = 14.542, p < .05. The multiple linear regression coefficient for continuous quality 
improvement implied that every unit change in continuous quality improvement predicted 0.071 units change in patients’ satisfaction. 
Pearson value of p ≤ .05 was adopted by the study and the regression coefficient showed that the p-value of the regression coefficient 
(β) was p > .05. This study, therefore, did not reject the null hypothesis and concluded that continuous quality improvement positively 
and insignificantly influences patients’ satisfaction within the hospitals in Nairobi.  

The model equation for continuous quality improvement was:  

Y = β0+βiXi 

Y = 1.437 + 0.071 continuous quality improvement 

The findings of the multiple linear regression analysis established that continuous quality improvement positively and significantly 
predicted patients’ satisfaction within the hospitals in Nairobi. The null hypothesis that continuous quality improvement had no 
significant influence on patients’ satisfaction was therefore rejected. This led to the conclusion that for continuous quality 
improvement to enhance patients’ satisfaction, it should be advocated by committed leaders who would ensure that innovation, 
monitoring of key performance indicators, information sharing, and risk management are implemented. 

Conclusions 
Continuous quality improvement positively and significantly predicted patients’ satisfaction within the hospitals in Nairobi. A 
successful continuous quality improvement needs to identify risks to quality healthcare and provide solution to mitigate those risks. 
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These establishments can also adopt the use of statistical analysis to identify the strengths a problem of their systems. Such analysis 
can yield results that can help the hospitals make informed decisions when dealing with challenges in their establishment. These 
recommendations are targeted at bettering the environment of the hospital so that the patient can access the best possible quality of 
healthcare. 

This study was based in Nairobi introducing a chance for internal variations of perceptions of patient satisfaction. Other researchers 
are encouraged to undertake such studies with broader geographical scope. In this regards the researcher suggests that further studies 
be carried our within other industries and sectors. 
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